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FIFTH MEETING 

Monday, 14 May 1984, at 9h00 

Chairman: Dr K. AL- AJLOUNI (Jordan) 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: REPORT ON MONITORING OF PROGRESS IN 
IMPLEMENTING STRATEGIES FOR HEALTH FOR ALL: Item 19 of the Agenda (Resolutions WНАЭ4.36, 
WHА35.23, WHА36.34, EB73.R3 and EB73.R6; Documents A37/4, A37/5 and А37 /INF.DOC. /6) 
(continued) 

Dr МЁТТНЕIS (Federal Republic of Germany) said that all speakers had unanimously 
supported the goal of health for all by the year 2000 and the importance of monitoring as an 
instrument for reaching that goal. She fully agreed with the delegate of the United Republic 
of Tanzania that the data collected should be standardized and adjusted to the situation in 
the specific region or country. She also agreed with the statement made on behalf of the 
Nordic countries that average data might conceal the range of variation existing even within 
one country and was not therefore an adequate foundation for decision -making and effective 
action. Hence it was essential in future to improve the technique of data collection and 
analysis, and her Government wished to cooperate with other countries, both developed and 
developing, in that regard. 

Her Government also hoped for more intensive collaboration with the developing countries 
in setting up and carrying out programmes for primary health care, on the understanding that 
priorities for technical cooperation in the field of health were established within those 
countries. 

If, despite the efforts made, shortcomings in monitoring had been found and slower 
progress had been made than was hoped for, nevertheless all should pursue the primary health 
care concept until the common goal was reached. In that spirit, her delegation supported the 
draft resolution proposed by the Executive Board in resolution EB73.R6. 

Dr JADAMBA (Mongolia), after congratulating the Executive Board on its excellent report 
(document А37/4), said that his Government attached the highest priority to providing 
comprehensive medical care to the entire population of the country and had taken a number of 
steps to ensure the most efficient utilization of the existing health infrastructure. 
National health strategies had been developed with clearly defined objectives, in which 
public health care was interpreted as a properly coordinated comprehensive medical and social 
service ensuring the constitutional right of the people to enjoy a state of health that would 
permit them to lead socially and economically meaningful lives. 

The people's health had been made the concern of all governmental, nongovernmental and 
voluntary organizations, as well as of each individual in the country. However, it was still 
necessary to take steps to mobilize active participation by the community in formulating and 
implementing health plans. His delegation believed that document А37/4 would be useful as a 
basis for the future assessment of health for all strategies at the global level; that WHO 
initiative should receive every possible support from Member States. 

He noted that not all countries had been in a position to provide the data required by 
the Executive Board and suggested that the Organization should look into the situation 
carefully to find out the reasons for that situation. It should also see whether the 
information provided was correct and reliable with a view to helping countries to develop 
proper information systems, which could be used as a springboard for action. 

It was discouraging to note that, although countries had been invited in 1979 to 
formulate national health policies and strategies and plans of action for attaining the goal 
of health for all by the year 2000, only 87 out of 129 developing countries had so far 

developed their strategies. It was high time to expedite that process, in view of the urgent 
need for such strategies to determine the internal and external resources required for 

achievement of the goal and for establishing the necessary health priorities and 
restructuring the health infrastructure. 

In his country there were no political, social or economic factors causing any group of 
the population to be underserved in terms of health facilities but, because of the vast 
territory to be covered and inadequate transport and communication facilities, there were 
difficulties in providing medical and health care to the rural population With a view to 
improving the situation, his delegation fully supported all WHO efforts to monitor progress 

implementing strategies for health for all and he supported the Executive Board's draft 
resolution. 
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Dr SINGH (Malaysia) said that it was encouraging that the two concise but comprehensive 
reports (documents А37/4 and А37/5) before the Committee provided such a clear picture of the 
global health situation barely three years after the adoption of the Global Strategy. It was 
now necessary to identify the reasons for the difficulties faced by some countries in 
responding to the call for information. In view of the high rate of non -response from the 
more developed regions, he inquired whether many countries in those regions felt that some of 
the existing indicators were of little relevance in monitoring their progress. If that was 
so, it might be necessary to seek alternative solutions in order to get a more favourable 
rate of response. 

So far as the developing countries were concerned, he noted that their basic health 
information systems urgently needed upgrading and believed that the Health Assembly needed to 
pay serious attention to that weakness. 

He was not convinced that the returns submitted by many developing countries regarding 
the percentage of their GNP spent on health gave a true picture. He thought that in many 
cases they indicated only the percentage spent by the government health sector and hence the 
data collected did not allow meaningful comparisons to be made. Although many useful 
documents on the subject had been prepared by WHO, adaptation still posed practical problems 
and he doubted whether the situation could be changed unless further guidance was made 
available. In many developing countries good -quality health care was provided by traditional 
health workers and their contributions were not easily costed. 

He further asked what use was to be made of the information in the two documents before 
the Committee. The essential feature of any monitoring system was that it should lead to 
positive action, and the Organization must not make the mistake of concentrating only on 
improving the monitoring system itself to the detriment of future action. 

He appreciated the Director -General's comments on the need to strengthen the managerial 
capabilities of national health systems which, he was convinced, would be a major determinant 
of the success or failure of their efforts. 

The reply to the Director -General's question as to why the documents prepared by the 
Managerial Process for National Health Development unit were not more extensively used might 
merely be non- awareness of their existence or non- availability. The question should be 
looked into. 

He was pleased to note the statement in paragraph 18 of document А37/4 that "a high 
level of political sensitization to the goal of health for all had taken place", but the 
report did not state what effect that sensitization had had in bringing about significant 
changes in health policies resulting in: (a) developing action plans aimed at social 
equity; (Ь) giving priority to less advantaged groups; and (c) placing emphasis on those 
key elements of primary health care. 

The process of political sensitization must be seen as a multi -stage one, of which the 

first stage had been successfully achieved by securing the agreement of the political 
leadership to the concept of health for all by the year 2000. It was necessary, as the next 

stage, to identify more specifically the further steps that needed to be taken to convert 
political acceptance into political action, and that might be one of the major areas to be 

stressed in the coming years. The monitoring system would then be seen in its proper 

perspective as the tool whereby the critical areas where efforts were needed at national 
level and the supportive role of WHO in relation to those efforts could be identified. 

In conclusion, he supported the Executive Board's resolution EB73.R6. 

Dr SOFO (Niger) welcomed the report of the Executive Board, which was a valuable working 

tool, and the comments on it by the Director -General. 
In Niger, health programmes had for long been drawn up at the central level but, since 

1975, with the introduction of new development structures, the people themselves had been 

more closely associated with decision- making at all levels in matters of health care. Health 

structures, like administrative structures, had been decentralized. Each of the seven 
départements had a hospital, which was concerned chiefly with curative medicine, and a 

departmental directorate, which organized primary health care through medical centres, 

medical posts, rural dispensaries and village health teams. Niger currently possessed 249 

health centres and a training programme for primary health care workers was in operation. 

In order to work effectively towards the achievement of health for all by the year 2000, 

it had been necessary to reorientate medical aid paramedical personnel away from the old 
approach to health by providing information, increasing awareness and continuous training 

through seminars and revision courses. In that process, his country had received 

international assistance, for which it was grateful. A nurse had to become at the same time 

a manager, an educator, a provider of care, and a permanent watcher over local health 
activities, working in close cooperation with illiterate voluntary village health workers 

whose training had been carried out in the national language. 
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In spite of the international aid received, that reorientation had not been an easy task 

because of the drought and the world economic recession. Numerous difficulties were 

encountered in the field, arising out of logistic problems and certain aspects of health 

education: how could people be taught correct nutrition in an area devasted by drought? 

Nevertheless, training of health personnel had been possible, thanks to a proper distribution 

of resources, 85% being set aside for rural areas as opposed to 15% for urban areas. 

That had made it possible to achieve the active participation of the community in 

responsibility for its own health. Apart from respiratory disorders, which accounted for 14% 

of cases of disease, village health workers had participated in the control of malaria, 

accounting for 20% of cases, diarrhoeal diseases, accounting for 10 %, wounds, accounting 

for 9 %, and conjunctivitis and trachoma, accounting for 7 %. Out of a total of 9000 villages 

in Niger, 4000 were served by 12 000 health workers, made up of illiterate voluntary midwives 

and first -aid workers. In 1983, the latter accounted for 43% of health training activities, 

and the former for 51% of deliveries throughout the country. The path followed had been a 

difficult but an effective one, and at present, although difficulties of all types had 

arisen, total coverage had been achieved. While Niger counted on international cooperation, 
it also recognized that the main effort had to be based on the complete and active awareness 

of the populations in the rural areas. 

Dr KOINANGE (Kenya) recalled that his country had not only endorsed the concept of 

primary health care in 1978 but, in 1979, had initiated a rationalization of national health 
strategy by means of a document prepared by the Ministry of Health, which had subsequently 
become the basis of Kenya's development plan. Health services had been considerably 
influenced by developmental studies made in other sectors, particularly with regard to 

education and communications. Furthermore, activities to promote development of water 

resources had had beneficial effects on health, although they were difficult to quantify. 
The number of static rural health facilities had doubled over the past decade, and there 

were now 1204 such facilities, 30% of which were managed by nongovernmental organizations. 
With the exception of some districts with extreme environmental conditions, the great 

majority of the population had access to a health facility within 20 km of their homes, all 

such out -patient services being free. Since 1982, all rural health facilities were staffed 
by at least one qualified Kenyan, in most cases a nurse, and all government hospitals had at 
least one Kenyan doctor. 

Despite that relative success, it was fully realized that equitable distribution of 

health had not yet been achieved, although the accessibility achieved would provide a basis 
upon which to build up other components of primary health care. Mobilization of local 
resources, which constituted the focus of the next four -year development plan, would afford a 
favourable opportunity for monitoring the progress of the national health strategy. 

It was not his intention to provide statistics on the health situation in Kenya, but he 
wished to make particular mention of the infant mortality rate, which had been found to bear 
a direct relationship to the level of education of women, since the rate fell in districts 
where higher education was more widespread. That factor was also apparent with regard to the 

prevalence of malaria, a conclusion that was in no way surprising, since interaction in 

health development was to be expected. Consequently, government investment in education as 

well as in health was gratifying. 
While the Kenyan health authorities were keeping a close watch on health indicators, it 

was most encouraging that there had been an improvement in the developed countries in respect 
of the infant mortality rate, as well as in some of the diseases currently facing developing 
countries, long before the discovery of the various vaccines, drugs and sophisticated 
equipment currently available, since it could be deduced that overall development constituted 
an essential ingredient in improving health status. 

As part of its assessment of the necessary health reorganization in relation to primary 
health care, Kenya had requested WHO to make available a consultant to assist in a review of 
infrastructure and health management in the country. His Government accepted the report of 

that consultant, stressing the need to concentrate on overcoming the operational problems 
jointly identified, including an investigation of staffing norms and a review of the division 
of resources by levels of health. The reorientation which would be likely to follow the 
implementation of those recommendations would not only provide added stimulus, but would 
improve national strategy and make it possible to evolve additional monitoring mechanisms. 

Kenya supported the draft resolution proposed by the Executive Board. 

Dr GONSALVES (Guinea- Bissau) informed the Committee of some of his country's important 
achievements within the framework of the Global Strategy of Health for All by the Year 2000. 
Taking into account the need to provide primary health care for rural populations, which 
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constituted the vast majority in his country, his Government was completing a plan based on 

the principle of encouraging communities to be directly responsible for their own health. In 

the near future, the plan would provide coverage for all those living more than 5 km away 

from the nearest health centre. At present, only 50% of that population group was benefiting 
from the plan. 

The Ministry of Health and Social Affairs was training a group of individuals, called 
basic health agents, to cover each of the villages, which themselves selected those agents. 

They received appropriate basic training in primary health care, in accordance with the main 
causes of mortality in the area. Training was also provided to midwives in both delivery and 
infant care. The plan was directed by a coordinator at the national level, and was supported 
by other doctors and nurses responsible for ensuring coordination and supervision at regional 
and sectoral levels. Training courses were also taking place with the aim of solving the 
problem of supervision of the basic health agents. Those agents were generally required to 

educate the village population in such matters as handling food and water, sewage 

disposal, etc., to administer preventive drugs, to treat some symptoms and to refer cases to 
hospitals where necessary. Their activities also covered midwifery and infant care. During 

the first six months, drugs aid materials were paid for by the Government, after which time 
the village was responsible, by means of contributions which made it possible for drugs to be 

purchased at a nominal price. Basic health agents received no payment from the State, and 

continued to carry out their normal agricultural or other work. However, in many villages, 

other members of the community devoted some of their time to working on the agents land or 

gave them some agricultural produce in appreciation of services rendered. That was evidence 
of the favourable reception that the plan had received. The number of basic health agents 
had risen from 149 to 366 over the past three years, during which time the population covered 
had increased from 28 000 to 44 700. 

Much still remained to be done in Guinea -Bissau before the goal of Health for All by the 
year 2000 was achieved. The obstacles to the achievement of that aim were fully realized, 
and Guinea -Bissau counted on the support it would receive to that end from WHO, friendly 
countries and nongovernmental organizations. He supported the draft resolution proposed by 
the Executive Board. 

Dr PANNENBORG (Netherlands) stated that his delegation had been impressed by the 

contributions to the debate, and more particularly by the candid nature of the reporting on 
the progress made towards the goal of health for all by the year 2000 in the various 
countries. It had accordingly become apparent how important it was for WHO to take more 
specific account of the structural and other serious problems facing many countries, which 
might even take precedence over the priorities embodied in the Global Strategy. Certain 
national and international problems were of a nature and magnitude which demanded that health 
action be taken only in a strongly intersectoral framework if true progress were to be made. 

Commenting on a few aspects of the progress being made in the Netherlands towards the 
objective of health for all, he said that the monitoring of progress of national strategies 
to that end was experiencing all the difficulties that any new evaluation system generally 
encountered in its infancy. The Netherlands believed that monitoring progress was an 
essential part of the entire exercise of priorities, and that, without such a monitoring 
evaluation system, approaches under the Global Strategy might well fade into oblivion. The 
report on monitoring progress was welcomed by his Government as a positive stimulus in the 
long road ahead in the field of structural health policy analysis in terms of strategies and 
targets for health for all by the year 2000. 

The reorientation of the Netherlands health system was at present in one of its more 
active phases, although affected by the current economic stringency. The new Health Services 
Act and Health Care Financing Act were being harmonized with a view to merging planning and 
budgeting into one logical process. Primary health care had officially been given priority 
over hospital facilities but, in a complex and highly diversified country like the 
Netherlands, it should be realized that such reorientation was bound to take several years. 

With regard to long -term plans, his Government had initiated the formulation of a 
"Health 2000 Report ", which provided an outline of strategic priorities up to the year 2000 
and beyond, and presented a number of alternative scenarios, all specifically reflecting the 
corresponding strategies and targets, such as, for example, life -styles. Another development 
influenced by such strategies was the shift away from health care planning towards explicit 
health planning with an intersectoral approach, emphasizing the relationship between health 
and sectors such as housing, unemployment, social services, work ethics, economic 
development, etc. That approach was in principle based on an intersectoral health risk 
factor analysis of a single coherent national health system. 
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Important international conferences on health systems development had, however, stressed 

the difficulty of the concept of such a coherent system if it were to be fully in line with 
all the priorities and targets laid down under the Global Strategy. In terms of systems 

dynamics, some of them, such as, for example, the progress made in achieving social equity 

and in decentralization, might in time even be contradictory. The forthcoming WHO European 

Conference on Planning and Management for Health, to be held in The Hague in August of the 

current year, might well be instrumental in clarifying a number of those difficulties. 

His country belonged to the group of countries where concern about the constant rise in 

health expenditure currently took precedence over almost all other priorities, and a direct 
drive was being mounted to mobilize resources only to the extent that they could be utilized 
effectively and have a real impact on the improvement of the health of individuals. A 

system of cost -effectiveness and efficiency was also being introduced in the Netherlands; 
that system was still in its early stages and its introduction would be a difficult task. 
Monitoring of progress in that field would, however, be increasingly necessary in order to 

arrive at a realistic evaluation of what constituted adequate mobilization of material and 

financial resources in the health field. 

Coordination with environmental hygiene enjoyed traditional prominence in the 

Netherlands. Monitoring and reporting in that connection generally operated at a much 

higher level than the progress monitoring it was possible to report with regard to the health 

field. In policy terms, environmental hygiene had, in the past, been given priority over 

the health objectives under the Global Strategy for Health for All by the Year 2000 in more 

than one way, and had become an objective in itself. 

Much of the Global Strategy and the monitoring, indicators and eventual targets appeared 

to be somewhat static in character. In keeping with the statement made to the plenary 

session by the Netherlands delegation, he therefore stressed the desirability of 

incorporating more dynamic elements into the Global Strategy and its monitoring. Since the 

problems of the year 2000 would to some extent be entirely different from those of the 

present day, there was a need to anticipate such changes and to adapt the strategies 

accordingly. Initiatives, such as the proposed European Health Futures Group, could provide 

a dynamic input. 
In the light of the Technical Discussions that had just been held, he announced the 

intention of his delegation, together with a number of others, to submit in due course a 

draft resolution on the role of universities in the strategies for health for all. 

Mr WILLETT (Australia) pointed out that, after reaching a consensus on the objective of 

health for all by the year 2000 - the easiest part of their task - national health 

administrations, in cooperation with WHO as the coordinating body, were faced with the 

establishment of management reporting or information systems which would provide the 

framework for achieving the goal. 
The Organization had made a first attempt to gather data from all Members with the aim 

of determining the point that each had reached. The outcome of the questionnaire on health 

indicators had been that a significant number of countries had not reported at all, others 

had found that they could only report partially and others, including Australia, had 

experienced difficulties in completing the questionnaire. For those administrators who had 

adopted or tried to adopt a management by objectives or similar management system, it would 

come as no surprise that at the end of the first cycle the outcome was far from perfect. 

However, deficient though the result was, it was an improvement on what had preceded it, 

namely, no information at all. 

Some would argue that the cost of establishing information systems outweighed the 

advantages. He, however, would suggest that the cost of not having a proper and disciplined 

management framework was likely to be greater and that the inevitable outcome would be that 

the established goals and priorities would simply not be achieved. Inevitably, there would 

be difficulties in developing the management information system due to climatic, economic, 

cultural and social differences between Member States, which meant that common denominators 

would be elusive. That did not mean, however, that the task was impossible. 

He suggested that, in the first place, the Health Assembly should confirm that WHO 

itself should devote greater efforts to the management information reporting task and that 

the Secretariat, through its Regional Offices, should be used in the first place. The whole 

subject deserved a higher priority: dealing with it solely by correspondence was not 

adequate, and the regional offices should hold meetings and discussions with each country on 

the framework of the report. That would ensure that respondents understood the framework 

within which they had to report; it would also identify what other indicators might be 

available, as well as those areas for which information was not available, and would provide 

a basis for suggestions as to how deficiencies in the framework might be remedied. 
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The Australian Minister for Health, at the plenary session, had referred to recent 
changes in the health care arrangements in Australia designed to provide better information 
bases for health services planning; they would be developed in such a way as to accord with 
the health indicators required for international assessment and comparison. His Government 
would welcome discussions with the WHO Regional Office for the Western Pacific to help 
shapethe information bases and to provide practical advice on the relevance and 
practicability of the health indicators already established. If such discussions were held 
with other administrations, then the stage would be set for progress in that area. Until 
that process was undertaken and repeated on a cyclical basis, the quality and relevance of 
reporting from Member States would remain static and unsatisfactory. 

At the outset of the debate, the representative of the United Kingdom had referred to 
the need for review and adjustment of the questionnaire, particularly in the light of the 
fact that the European Region had one of the lowest reporting rates. Other delegations had 
also referred to that need and his own delegation stressed that that was the area which 
should be the real focus of the debate. Without a proper and adequate reporting basis 
within national organizations and through them to the Secretariat, the call for health for 
all by the year 2000 would lack the disciplined approach necessary to achieve the goal. 

His delegation supported the draft resolution recommended by the Executive Board. 

Dr AL -AWADI (Kuwait) said that the comments by the Director -General and the resolution 
submitted by the Executive Board had reaffirmed the importance of continuing action in 
pursuit of the goal of health for all by the year 2000 and of continued evaluation of 
progress. Many countries, both developed and developing had, however, encountered obstacles 
and problems even in answering the WHO questionnaire, but the mere review of the strategy had 
made many of them aware of the shortcomings in their own health services. 

The first step towards the implementation of the goal, namely, to find a common 
framework and format for reporting, had been taken. He agreed with the previous speaker 
that there were difficulties in understanding the questionnaire and in formulating the ideas 
required and hoped that by the next Health Assembly countries would have improved their 
reporting systems. 

So far, efforts to achieve the goal of health for all had been directed mainly at 
seeking to increase the awareness of health workers and governments of the importance of that 
goal; it must not be forgotten, however, that, after having succeeded in convincing 
governments and health authorities and after having trained health workers and distributed 
them appropriately, the next step, namely to translate the strategy into action and to 
introduce the concept underlying it into the daily life of individuals, would be the most 
difficult. 

The basis of the achievement of health for all, which all sought to attain, was 
participation by every member of society in that great human endeavour. Without such 
participation, Member States might find that they had simply been talking to themselves or to 

the empty desert. The most important next step, therefore, was to seek to introduce the 
concept of health care into the values and concepts of society, starting with primary schools 
and continuing through religious or other education. Governments must be careful not to 
contradict themselves or to establish goals that were in conflict with the expectations of 
individuals; the goals must be in harmony with the values held by individual members of 
society, otherwise all efforts would fail. Thus, it was not sufficient to provide medical 
aid, or to teach a mother how to take care of her children or to encourage her to breast -feed 
them. Health care must not merely be a routine, but should go beyond the simple activities 
of everyday life. 

At the previous Health Assembly he had himself urged participants not to forget the 
spiritual dimension in any health concept. That phraseology had given rise to some 
misunderstandings. Some had thought that it referred to religious or atheistic teaching, 
but that had not been his intention. As the Director -General had rightly understood, what 
was meant was the spirit of endeavour which should be transmitted to every individual. He 
therefore wished to reaffirm his belief in the need to strengthen human values which were 
consonant with health. The Alma -Ata Declaration had been based on the principle that every 
individual should have the possibility of enjoying a prosperous and healthy life and it was 
because of the principles underlying that Declaration that, at the previous Health Assembly, 
he had stressed the spiritual dimension of the goal of health for all. He hoped to be able 
to introduce the draft resolution proposed by his own and several other delegations on that 

subject. If health for all was not based on such a dimension, he felt that it would be 
reduced to empty words. 
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Professor LAFONTAINE (Representative of the Executive Board) said that the discussions 
on the report on monitoring progress in implementing strategies for health for all reflected 
the widespread interest of all countries in that subject which had led them to undertake a 

process of self -examination which, even if still only tentative, showed a high degree of 
political awareness and the will to reach the goal. He was convinced that special attention 
should be paid to increasing the awareness of existing health personnel and to training the 
health workers of the future. Universities certainly had an important part to play in that 
connection, but every individual needed to be aware that he or she had an active role to play 
in that field, and efforts to that end should start in primary school. 

In particular, not enough attention had been paid to a group midway between children and 
adults namely adolescents, not only in the context of the health for all strategy but in 

general. Adolescents were especially conscious of certain problems and could be favourably 
influenced in that respect. 

The discussions might have been more effective if they had focused on the various issues 
in turn, such as the interpretation of indices, data collection, analysis and assessment, the 
integration of strategies in primary health care with other health problems, the 
identification of obstacles and the choice of means of overcoming them, the availability of 
resources, and increasing the awareness of both health workers and the general public. 

Much had been said about the heterogeneous nature of the documents submitted to regional 
committees, but the preparation of progress reports based on a common framework should enable 
every country to lay the foundations of the future, both for itself and for other 
countries. He had the impression that groups of States faced similar problems and he 
suggested that they should be put in touch with one another so that they could pool their 
efforts. 

Another important aspect of the problem was to find ways and means of integrating health 
strategies with social and industrial development strategies, while economic policies, if 
they were to be of any value, needed to be backed up by effective action to prevent any 
possible direct or indirect adverse effects on the health of individuals and on the 
environment. 

In the so- called developed countries, in particular, traditional "classical" systems of 
health care existed, and account had to be taken of the habits of health workers, if systems 
based on primary health care were to be successful and the necessary changes made at the 
political, administrative and individual levels. 

Health was a state of complete physical, mental and social well -being and not merely the 
absence of disease. By itself, strategy could not adequately deal with physical and mental 
illness; it could be fully successful only under conditions of peace and social and 
spiritual harmony. He was convinced that Member States, the Secretariat and the Executive 
Board could together achieve their common goal. 

Dr HAMON (Assistant Director- General) said that, as many speakers had pointed out, the 
fact that most Member States had prepared progress reports on the implementation of the 
strategies of health for all and had submitted them to their regional committees was a 
positive element, but most speakers had stressed the difficulties encountered in the 
preparation of national progress reports and the heterogeneous nature of the documents 
submitted to regional committees. Recommendations had been made to improve that process so 
that the evaluation of regional, national and global strategies, which was the next phase, 
could be carried out more easily and efficiently. 

There was no doubt that uniformity of presentation of national progress reports and 
later of evaluation reports as well as basing the reports on a common core of basic data, 
would enable Member States, both collectively and individually, to carefully follow up the 
progress made in the implementation of global strategies in both political and health 
terms. That in turn would enable the national authorities concerned to evaluate global, 
regional and sub -regional developments. 

Such an approach was obviously essential for the periodical adjustment of strategies, 
especially with regard to action plans. It would also greatly help to identify the 
opportunities for technical cooperation between countries and to determine priorities by 
international bodies, regional institutions and national technical cooperation agencies. 

However, the use of a common framework and the presentation of a common core of basic 
data would never eliminate a certain heterogeneity stemming from shortcomings in primary 
sources of information, the subjective nature of some of the areas concerned, and differences 
in the significance of the same numerical value within different socioeconomic contexts. 

National strategy monitoring reports, and in the near future national reports on the 
evaluation of the effectiveness of the strategies, were essentially national working 
documents designed to improve the national analyses of the health situation, the operation of 
the national health care system and the necessary adjustment of the national strategy, action 
plan and activities in the field of health. 
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Monitoring and evaluation of the strategy was not only the responsibility of the health 

sector but should also be a matter of concern to all sectors and to the highest political and 
administrative authorities so that the health sector could receive the priority and attention 

that it merited. 
It was not an easy task to achieve intersectoral coordination and the need to increase 

awareness in other sectors had been recognized. That task should obviously start at the 

national level. At international level, the need to continue the dialogue with the United 
Nations agencies concerned in order to achieve the goal of health for all by the year 2000 
had been perceived and WHO would intensify its efforts to that end. 

The quality and relevance of national reports would depend above all on the way in which 
they were prepared and used. Far better than flawless reports prepared by competent 
technicians for the sole purpose of transmittal to the regional committees would be the less 
than perfect reports based on thorough nationwide discussions of the issues by both the 
general public and the responsible government departments. Such reports would have a far 
greater and more lasting impact on health policy. If it were accepted that the process 
served national ends, most of the problems raised during the current discussions could be 
solved at national level. 

Undoubtedly it was desirable for the reports to deal with all the indicators, but it 
must be admitted that in the less developed countries in -depth studies based only on a few 

global indicators, such as infant mortality, vaccination coverage and nutritional status, by 
district and province, were surely preferable to superficial reports which attempted to 
present all the indicators recommended, only giving their average national values. 

For more developed countries, the indicators recommended retained their value provided 
that they were used at the level of the appropriate administrative unit and of distinct 
socioeconomic groups. 

Long- aid medium -term health objectives could be validly expressed in quantitative terms 
in most cases only at national level. In the case of large countries, those quantitative 
goals should even often be defined for smaller geographical (e.g., provinces) or 
socioeconomic units (e.g., rural populations, immigrant workers). 

Many difficulties seemed to have been encountered in quantifying certain of the health 
indicators, so that health planning, where it existed, was often based on inadequate 
availability of essential information, and that was the cause of the many difficulties 
encountered in attempts to quantify health indicators. Such difficulties were also 
encountered in attempts to quantify health -related social and economic indicators. 

Several delegates had referred to the difficulties of using the common framework and 
format and in preparing satisfactory monitoring progress reports. It should be stressed 
that the common framework and format was just a recommended tool to facilitate the national 
monitoring of the strategy. That tool should be used in a flexible manner. 

What was most important was the process for monitoring and evaluating national 
strategies. Emphasis should be placed on the analysis and interpretation of data aid the 
identification of progress or lack of progress as well as the identification of major 
constraints encountered in the implementation of strategies, in order to find solutions to 
those problems. 

The Secretariat was aware of the fact that the improved common framework and format 
recommended for the forthcoming evaluation of the Strategies still did not live up to the 
expectations of many countries and would make still greater efforts for the preparation of 
the next cycle of national monitoring reports scheduled to take place in 1987 -1988. 

The great majority of Member States had taken up the challenge that they had thrown down 
to themselves by collectively approving the Global Strategy, the essential indicators and the 
plan of action, aid the Secretariat would stand by them in doing so. 

Dr ASVALL (Director of Programme Management, Regional Office for Europe), replying to 
comments by the Malaysian delegate and others on the lower response rate from the developed 
countries as compared with developing ones, said that in 1982 when the Regional Committee had 
discussed the monitoring process which countries would undergo, a subcommittee had examined 
the implications for the European Region. The majority of the members of that subcommittee 
had thought that while the monitoring as such was very relevant, some of the indicators were 
not particularly challenging for the more developed countries, and that in fact for several 
of the indicators many European countries had already reached levels advocated on a global 
scale. 

The strategy of health for all was based on three levels: global, regional and 
national. When the countries of the European Region came to draw up the regional strategy 
for Europe in 1980, they had adopted a strategy somewhat different from that of the other 
regions, i.e., one that looked at problems from the viewpoint of the most developed 
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countries. As a result, a regional strategy had been adopted that had three major thrusts: 
life- styles and health, environmental problems and the health -care system itself. The 
Regional Committee had also decided to establish concrete targets for the European Region: 
that work had been going on for the past two years, and had involved many expert groups. A 
first draft had been discussed by the Regional Committee in 1983 and had subsequently been 
sent out to all Member States for detailed written consultation. It had been examined by 
the European Advisory Committee for Medical Research, and a second draft had been presented 
in April 1984 to the Regional Health Development Advisory Council, which had given it broad 
support. It was therefore very likely that at its meeting in September 1984, the Regional 
Committee would adopt quite a number of specific regional targets covering all major areas of 

the regional strategy. A set of indicators had been developed covering each of those 
targets. Thus, as the European countries went into the evaluation process the following 
year, they would, in addition to the global indicators, also have reports on specific 
regional ones. He was sure that that development would lead to greater interest in European 
countries in monitoring and evaluating health for all strategies and a higher response rate 
than had been the case for the 1982 -1983 monitoring. In reply to questions from the United 
Kingdom delegate on what the Regional Office could do to help in that process, he said that 
the Regional Office for Europe, in fact, would organize a special seminar for all the 
countries of the Region during the Regional Committee, where the health for all evaluation 
questionnaire and related problems would be considered. 

The CHAIRMAN drew the Committee's attention to the amendments to the draft resolution 
recommended in resolution ЕВ73.R6 which had been proposed by a number of delegations, and 

which read as follows: 

1. In the third preambular paragraph, in the second line, after the word 
"development ", insert "based on the principles of the New International Economic Order" 
so as to read as follows: 

"Noting that the attainment of the goal of health for all by the year 2000 is 

intimately related to socio- economic development based on the principles of the New 
International Economic Order, and commitment to and the preservation of world peace; ". 

2. After the third preambular paragraph, add two new paragraphs as follows: 

"Recognizing the determination of all countries to contribute fully to achieving 
the goal of health for all through reinforcement of individual and collective 
self -reliance, of which technical cooperation among developing countries is an essential 
element; 

Aware that cooperation 
international organizations 
available resources; ". 

3. After subparagraph (2) 

follows: 

among all countries and support by developed countries and 
can significantly contribute to a more rational use of 

of operative paragraph 4, insert a new subparagraph (3) as 

"(3) to call upon the developed countries to provide urgent and appropriate 

technical and economic support to developing countries on a bilateral basis or through 

WHO, other UN agencies and international organizations;" 

Former subparagraphs (3) and (4) of operative paragraph 4 become subparagraphs (4) 

and (5). 

4. In former subparagraph (4) of operative paragraph 4 in the third line, after the 

words "competence to ", delete the words "support countries" and insert the following: 

"provide countries with technical and financial support ", so as to read: 

"to further strengthen collaboration within the United Nations system and with 

other intergovernmental, non -governmental and voluntary organizations in their 

respective fields of competence to provide countries with technical and financial 

support in attaining the goal of health for all." 
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Dr EL BERMAWI (Egypt) recalled his suggestions at the Committee's second meeting as to 
the need to find measuring tools for monitoring progress by means of global indicators 4, 5 

and 7; he had mentioned rates of coverage and effectiveness of immunization, local 
expenditure on health care, safe water supply and sanitation. The target of 100% coverage 
might be unattainable by many countries, and frustration might even inhibit their efforts. 
For that reason he had suggested adding to operative paragraph 4 of resolution EB73.R6 a 

request to the Director -General to quantify global indicators 4, 5 and 7, and therefore 
proposed that a new subparagraph (4) be inserted in that paragraph to read to take steps to 
review the global indicators and to further develop practical tools of measurement for these 
indicators to help Member States in their monitoring of progress towards the targets of the 
strategy ". The present paragraph (4) would then become subparagraph (5). 

Miss BELMONT (United States of America) drew attention to the first proposed amendment, 
which called for the insertion of the words "based on the principles of the New International 
Economic Order" after the word "development" in the third preambular paragraph of the draft 
resolution recommended in resolution EB73.R6. Her delegation believed that socio- economic 
development could, and indeed had, occurred without implementation of the New International 
Economic Order. She thought that many countries, both developed and developing, were 
finding that the principles of the so- called New International Economic Order were not a 

panacea for all societies. Her delegation believed that the amendment was a little too 
broad: it should either be deleted and the original text preserved or the word "is" in the 
amended paragraph should be changed to "can be ". She preferred to retain the original 
text. With regard to the last amendment, which called for providing countries with 
technical and financial support, she had no objection in principle, but assumed that the 
amendment did not have financial implications and would include appropriate programming of 
existing resources for the generation of new voluntarily contributed funds. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) supported the proposal made by the 
United States delegate since the first draft amendment reduced the scope of the idea 
originally contained in the third preambular paragraph. While recognizing the importance of 
the New International Economic Order, he nevertheless thought that a reference to it should 
not be included in that paragraph and suggested instead that the sponsors of the draft 
amendments insert the words "based on the principles of the New International Economic Order" 
after the word "countries" in the second of the proposed additional preambular paragraphs. 

Dr KLIVAROVA (Czechoslovakia) supported Dr Savel'ev's proposal. 

Miss ILIC (Yugoslavia) asked for consultations to be held before a vote was taken. 

The CHAIRMAN agreed with the suggestion and proposed that the Yugoslav and United States 
delegates might consult together in order to submit an amended text at the next meeting. 

The meeting rose at 10h55. 


