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FIFTH MEETING 

Monday, 12 May 1986, at 9h00 

Chairman: Dr J. M. BORGOÑO (Chile) 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 20 of the Agenda (continued) 

The role of nursing /midwifery personnel in the Strategy for Health for All (progress 

report): Item 20.6 of the Agenda (Resolution WHA36.11; Document А39/7) (continued) 

Dr MARKIDES (Cyprus) said that nurses had, indeed, an important role to play in 
implementing their countries' policies and applying the primary health care strategy in 
pursuit of the goal of health for all by the year 2000. In his country, nurses had been 
involved for many decades in preventive medicine. There were primary health nurses and 
school health nurses. Unfortunately, however, they were decreasing in number year by year, 
and those remaining were not well oriented towards the primary health care philosophy. Much 
time and effort were still needed to prepare nursing personnel for their new role. 

Most of the nurses in Cyprus were hospital -oriented and refused to work outside hospital 
walls. They preferred hospital work for various reasons such as night duty allowances, 
regular hours, work with important physicians, the feeling of belonging to a prestigious 
institution, and because they could live in the town. Efforts were being made to remedy that 
situation by sending newly graduated nurses to work in rural health centres for a period. 
That was not an entirely satisfactory solution, however, since those nurses were young and 
inexperienced and devoted to the clinical aspect of nursing; also, they immediately started 
to press for transfer to a hospital. 

His delegation believed, therefore, that the training of nursing leaders was a first 
priority. Secondly, it was necessary to redirect nurses' interests from the clinical sphere 
towards the primary health care philosophy by changing the curriculum in the nursing 
schools. There was also a need to define the respective roles of nurses, doctors and 
administrators. In Cyprus, the health team spirit was lacking because each profession was 
fighting for its independence and for a primary position. Changes in the education of nurses 
who were going to work in the primary health care field in the community were also needed in 
order to make them more acceptable to the population. The dilemma therefore arose as to 
whether different kinds of nurses were needed - hospital nurses and primary health care 
nurses - or whether a new type of multipurpose nurse, somewhat on the lines of medical 
general practitioners, was needed. He hoped that WHO would assist countries to find the most 
practical and suitable solution to those problems. 

Dr VILCHEZ ASCHER (Nicaragua) agreed that the role of nursing /midwifery personnel should 
not be limited to that of auxiliary to doctors, but that they should be considered as 

important members of the health team. For instance, their opportunities for closer contacts 
with the population should be used more effectively for providing health education, 
mobilizing the community for more active participation in primary health care, and 
encouraging good hygiene practices. 

The primary health care services in Nicaragua had been strengthened in recent years by 
the nursing personnel. They had performed diagnostic and treatment functions, particularly 
in health centres and health posts in rural or isolated areas, where they had encountered 
dangers from the counter -revolutionaries who, encouraged by outside forces, were trying to 
hinder Nicaragua's progress in developing its health -for -all strategy. 

In 1980 Nicaragua had 4687 nurses and auxiliaries, a figure which had increased to 5917 
in 1984, with 2.5 nurses per physician. Those figures, although below what might be desired, 
represented positive progress in the training and provision of the human resources needed to 

respond to the strong call for health services which had arisen since the triumph of the 
revolution. 

The training programme for nurses had been closely related to the health situation of 
the population, both in urban and rural areas, and had been directed towards active 
participation by the community. Efforts were being made to encourage greater participation 
of nursing personnel in the planning and assessment of primary health care programmes and in 
their management - fields of activity which offered major challenges. 

His country's policy concerning the role of traditional midwives was under review and 
valid results were being achieved from such studies. WHO support in that regard would be 
much appreciated. 
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In conclusion, he expressed appreciation of the progress report, which should prove 

valuable in stimulating efforts to encourage greater participation of nurses in the 

health -for -all movement. 

Mrs NGCONGCO (Botswana) thanked the Director -General for his progress report. 

Resolution WHA36.11 recognized that nurses and midwives, by virtue of their numbers and their 
close contacts with individuals and communities, constituted a significant force in support 
of national health -for -all strategies and primary health care, and for overall development 

and endeavours to strengthen the health infrastructure. 
Botswana was strengthening the capabilities of nurses in the provision of primary health 

care. The progress made towards providing improved training in the essentials of primary 

health care was being reviewed, as were the strategies already devised to prepare nursing and 
midwifery personnel for management and leadership in primary health care. A review was also 

being undertaken to ascertain what had been done - and could be done - to develop skills in 

research, which were crucial for planning, implementing and evaluating primary health care, 
assistance received from WHO and other organizations, factors that had helped or hindered 
national efforts, and support still required. 

The grim economic situation facing Member States loomed large in decelerating efforts to 

implement national strategies. Previous speakers had also emphasized the question of the 
flow of resources. It was against that background that the subject of nursing should be 
seen. Nursing was based on the fundamental principle of rational and appropriate development 
of human resources, which were the basic wealth of any country. The primary health care 
approach provided clear indications of the manpower needed to implement the Strategy. 
Relevant, appropriate manpower was the primary need, manpower able to link the human 
experience with the condition of health. Emphasis could no longer be placed on 
disease -centred approaches to health - the approach must be total. In her view, the training 
and discipline of nursing answered that requirement. The concepts of social justice, human 
rights and equity were the building blocks of the primary health care approach, and primary 
heath care addressed shared management and corporate action for all. 

Botswana had had to use nurses and midwives as its main health providers at all levels, 
and continued to do so. It had about 1500 registered nurses, about 1000 enrolled nurses and 
130 medical doctors, for a population of about 1 million. Only 30 of the doctors were 
nationals of Botswana. The clinics, maternity beds, health centres and posts were mainly 
manned by nursing and midwifery personnel. Botswana's efforts had been geared to maximizing 
the use of resources to make health services available to all, even in remote areas. It 

considered that the training of nurses and midwives produced polyvalent personnel prepared to 
provide comprehensive care. 

Botswana had ensured that every registered nurse or midwife could perform a primary 
health care role. There was no need to remind nurses of their expanded role - they had 
already undertaken it. Very few mothers ever saw a doctor, and the nurse was recognized as a 

member of the health team who could also take independent decisions guided by scientific 
principles and the ethics and statutes of the nursing profession. 

Botswana had tried to ensure that its nurse training curriculum was relevant to primary 
health care. The Government was aware of the costs involved, but was committed to 
strengthening nurses' capabilities in management, leadership, research and social -oriented 
skills. It had demonstrated its confidence in nursing /midwifery personnel by appointing two 
nurses to key positions at ministry level and ensuring that nurses and the Nursing 
Association of Botswana were represented in decision -making. Emphasis had been laid on 
continuing education and university training to ensure that nurses were prepared for 
leadership. The Government had collaborated with WHO in revising the training curriculum and 
with USAID in developing a family nurse practitioner programme, a community health programme 
at post -basic level, and bachelor's degrees for nurse educators and nursing administration. 

Botswana had benefited from WHO consultancies for advice on the relevance of those 
programmes. It had used the services of a nurse who was also a lawyer, sponsored by NORAD, 
to review its nursing legislation. It hoped to have WHO's collaboration in the evolution of 
its present diploma nursing programme into a basic degree programme, in the development of 
programmes oriented to primary health care, and in strengthening the skills of nurses in 
management. It would also like to see WHO encourage the flow of information within the 
regions. In that connection, she had noted with regret that Liberia's programmes were not 
yet oriented to primary health care, although many of the consultancies in Botswana had been 
carried out by a nurse from Liberia. Nurses, like other health workers, needed postgraduate 
studies in epidemiology aid management. 
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The nurses had responded: the ball was now in the court of the health systems 
organization, which must appreciate the need for change. Moreover, while advocating an 
integrated approach, nurses in no way intended to denigrate the uniqueness of individuals. 

In conclusion, she stressed the importance of countries giving greater attention to the 
training of nurses, for they were ready and willing. 

Ms MAKIUBU (Swaziland) said that the report was most relevant to the situation in 
Swaziland, where nurses and midwives formed the backbone of the health care system. Nursing 
was represented in all the major committees of the Ministry of Health, including the Planning 
and Policy Committee, and also in the regional management committees in the newly 
decentralized structure. 

As regards the orientation of basic nursing curricula, all members of the health 
profession, be they nurses, midwives or medical officers, should understand the individuals 
and communities with which they worked, and the social environment. Health professionals 
should therefore enrich their curricula with subjects from other disciplines, especially the 
social sciences. The concept of primary health care could only be implemented by nursing 
personnel who understood sociological, psychological and educational concepts. For instance, 
there were psycho -social forces which influenced individuals' and communities' utilization 
and acceptance of health care. The social sciences could help health workers in that field, 
as also in an understanding of the view of health and disease as defined by society, and 
could also teach them how to use the family and groups as instruments for change in primary 
health care. 

Both the theoretical and practical aspects of the curricula should be well planned. In 

Swaziland students were expected to have practical experience in hospital wards, health 
centres and rural communities. The nursing colleges were situated in a rural setting. 
Nursing curricula for both basic and post -basic programmes covered subjects including social 
sciences, the physical sciences and health sciences. University education for nurses should 
also be available, and she appealed to the international community to assist in that respect. 

Post -basic and continuing education programmes for nurses had been provided in Swaziland 
through primary health care workshops. Workshops had also been held for all members of the 
health team and for personnel from the Ministry of Agriculture, agriculturalists, home 
economists, and those specializing in community development, cooperatives and education, as 

well as representatives of the mass media. Rural health workers had been trained by nurses 
and midwives experienced in primary health care. 

In view of the great need for more nurse educators and nurse managers, she appealed to 
WHO and other international agencies for support in the development of people with the 
appropriate skills through regional and global workshops and through universities and other 
institutions of higher learning offering degrees in nursing. 

Dr VAN WEST -CHARLES (Guyana) said that no one doubted the importance of nurses - the 

concept of nursing care had existed since the beginning of time. He therefore welcomed the 

Director -General's progress report, which emphasized the need for curriculum changes to 

strengthen the role of nurses in the primary health care approach. 
In Guyana the nursing curriculum was being changed to allow nurses to relate to the 

community, even when operating in an institutional setting. Although agreeing with the basic 
principles in the progress report, he felt, like the delegate of Australia, that the approach 
should be applied to all members of the health team working in the community and at the 
institutional level. Moreover, there should be no difference in the monetary rewards in 

those two settings. 
A worrying aspect of the report was its somewhat biased sexist overtones. It appeared 

to assume that only women could work in the area of obstetrics - whereas in Guyana for 
instance, male nurses had been trained to work both at the institutional level and in the 
community in that field. The tone of the report might have reflected better the utilization 
of all health workers. 

The health -for -all strategy using the primary health care approach could not wait for 

the individual tiers within the health system to agitate for changes in curricula or other 
aspects. There should be an overall look at the health system to see how the various tiers 
could be made more relevant. The delegate of Sierra Leone had drawn attention to the 
problems facing nurse -anaesthetists, who were viewed neither as nurses nor as anaesthetists. 

Such problems only emphasized the need to look at the traditional structure and see how 
personnel could best be utilized. The traditional structure had limited the role of nurses, 
hence the current need to speak of "expanding" their role. 

There was no reason why nurses should not be involved in the planning process. He 

believed in equality of opportunity, and that anyone competent and suitable should be 
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involved. However, it was difficult to stipulate that a particular category of worker should 
be part of the planning process. If nurses were cited, technicians, radiographers, etc. 

would also wish to be involved. It was more important that, whatever plans were made, health 
workers should be more aware of them, to ensure that they were implemented in the interests 
of the people. As the various levels became aware of the importance and relevance of primary 
health care, agitation seemed to occur for discussion of their specific role in the entire 
strategy. It was important to take into account all the different categories of personnel 
when planning health manpower development, not forgetting the lower levels in the health care 
system - cleaners in hospitals, garbage collectors in the community, etc. - who also needed 
to understand their involvement in the primary health care approach. 

Mrs WAMBWA (Kenya) commended the progress report, and supported the views of earlier 
speakers - in particular, those of the delegate of the United Kingdom. 

In Kenya the leadership role of nurses in primary health care was well recognized and 
supported by the Government, by other health care workers and by the community. She believed 
that the success of nurses in primary health care was a result of training - not only of the 
nurses themselves, with changes in curricula and in- service training, but also of those in 
the community, political and church leaders, and staff of other government ministries. 

Nurses were trained in skills that enabled them to interact positively with the 
community they were serving. Community -based health activities - a useful medium for 
establishing primary health care - were being initiated and run by nurses, using their 
training and taking a leadership role. In those activities nurses were receiving positive 
support from all health care personnel, other government ministries, nongovernmental 
organizations and the community. 

Kenya, like most of the developing countries, had not yet achieved the health -for -all 
objectives in primary health care. The small successes were only indicators that Kenya was 
on the right path. She sincerely hoped that the Health Assembly would recommend the 
strengthening of the primary health care function of nurses at both the regional level and 
within countries. More country visits from Regional Office staff would be appreciated, so 

that experiences could be shared for the benefit of all. She also hoped that it would be 
possible to strengthen the nursing division at the Regional Office so that it would be able 
to support countries more effectively. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the Director -General's 
progress report, submitted in accordance with resolution WHA36.11, provided a fairly complete 
picture of the activities at WHO and in countries to reorient the role of nursing and 
midwifery personnel with emphasis on primary health care and preventive health measures. 
Health workers in those categories were already making a sizeable contribution towards health 
for all, although there was still considerable potential in their function as primary health 
care workers. The measures described in the progress report for the reorientation of 
training programmes would do much to develop that potential. 

The regional activities described indicated that there was now a broader and more 
effective use of nursing and midwifery personnel in the implementation of health -for -all 
strategies. The achievements varied and appeared to depend on whether the significance of a 
new role of nursing and midwifery personnel had been fully grasped. Progress was slow in 
some cases, demonstrating the problems encountered in reorientation, often due to social, 
political and economic factors. If progress was to be made towards the target, WHO and 
Member States would have to undertake further work along those lines. 

In the Soviet Union the improvement of training for intermediate -level personnel was a 
matter of constant concern. Greater attention was being paid to selection for admission of 
candidates to medical training institutions. Educational curricula were being reviewed to 
improve the acquisition of theoretical knowledge and of practical skills using modern medical 
technology. The work being undertaken by nurses was being improved, with increases in salary 
and other measures to improve prestige. Such intermediate -level personnel were an important 
link in the health chain and their training was of the greatest significance. New ideas and 
improved methods in educational programmes and a proper understanding of the new role of 
nurses would contribute to the implementation of the Alma -Ata Declaration and the achievement 
of WHO's basic aim, health for all. 

Dr NYAPHISI (Lesotho) said that the progress report covered many areas of interest. In 
Lesotho the need to give a new dimension to nursing had been recognized sometime earlier with 
the creation of a cadre of nurses called nurse -clinicians, who were trained for a 15 -month 
post -basic diploma. In addition to general nursing and midwifery, covered in basic training, 
the nurse -clinicians were taught diagnostic, therapeutic, promotive, preventive and 
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managerial skills, for better function in their new role as trainers, supervisors, health 
centre managers and health care providers. The Alma -Ata Declaration had given the impetus 
for a competence -based training programme of nurse -clinicians, which had been launched in 
1980 in collaboration with the MEDEX Group of the University of Hawaii. It was hoped that 
the new category of nurses would become a bulwark of the primary health care programme in 

Lesotho. 
To date, 71 nurse -clinicians had been trained and were working in half of the rural 

health centres throughout the country. In recognition of their knowledge and skills and 
their importance in the delivery of health services they had been given a special grading 
above that of nurses holding a general certificate. 

Referring to section 6.7 of the report, he said that in Lesotho there was no doubt about 
what nurse -clinicians were doing or about their relevance and acceptability. However there 
were constraints in their new role as agents of change, including lack of supportive staff in 

the health centres where they worked, of regular supervision from doctors, and of transport 
between health centres and hospitals. While continuing to train more nurse -clinicians - for 
which there was an increasing demand - Lesotho was aware of the need for continuing education 
for those in the field, in order to maintain their skills and teach them new ones. There was 
also a need to sharpen their management skills. Lesotho would appreciate the support of WHO 
in those areas. 

The introduction of nurse -clinicians had at first been met with the usual conservatism 
and scepticism by doctors, who felt that they were intruding into their exclusive domain. It 

was satisfying to note that physicians were now requesting more nurse -clinicians to work with 
them in the hospitals. Such attitudes indicated the need to educate doctors about the 
dynamic and expanding role of nursing and midwifery personnel, so that those previously 
relegated to a restricted, supportive and subservient role would be seen as important 
partners in the attainment of the goal of health for all. 

Dr CHUNНARAS (Thailand) said that nursing and midwifery personnel were both 
quantitatively and qualitatively important to the health -for -all strategy. They formed the 
main components of the health care system in Thailand, contributing in four main areas: 
health promotion, disease prevention, simple treatment, and rehabilitation. They were 
assigned to work at all levels of the health care structure from the subdistrict to the 

central planning unit. Prior to the introduction of primary health care midwives had been 
the health personnel working closest to the people in the community. Educational and 
managerial measures were needed to mobilize those human resources. In education, the 
undergraduate curricula had been revised and adjusted with more emphasis on community 
orientation. In- service training was also being undertaken to reorient the approach and to 
introduce technology and other relevant elements such as community organization, 
communication skills, training capability, etc. - all important for the achievement of health 
for all. 

A nurses' council had recently been established in Thailand to promote and reorient the 
role of nurses. In some instances nurses were not capable of assuming effective leadership 
in planning and implementing their contribution to the strategy. There was a need to build 
up that leadership so that nursing and midwifery personnel could fulfil their proper roles as 

supporters and facilitators of primary health care. Such well prepared personnel could then 
be utilized as part of the committed work force in the march towards health for all. 

WHO might be interested in carrying out a cost -effectiveness analysis of the utilization 
of nursing aid midwifery personnel in response to requests from Member States, in order to 

find means of better deployment of existing personnel. WHO could also provide technical 
input for countries where reorientation was being undertaken. 

He supported the delegate of Australia and others in stressing that, no matter what 
nomenclature might be used, everyone should be committed to the health -for -all goal. Thus 
the roles of all categories of health personnel should be developed concurrently, to provide 
an effective health team. 

Mrs NASCIMBENE DE DUMONT (Argentina) said that Argentina had continued to support fully 
the aims and philosophy that had inspired resolution WНАЭ6.11, and welcomed the 
Director -General's progress report. She particularly supported the modifications proposed in 
section 2.1 in order that nursing personnel might fulfil their potential in contributing to 
the attainment of health for all through primary health care. 

With the support of PAlO, several workshops had been held in Argentina with the object 
of modifying curricula to stress two fundamental aspects: (1) the focusing of nurses' work 
on the community, with greater participation in health education of the public; and (2) a 

growing participation of nurses in the management of primary health care groups, and an 
increase in their decision -making responsibilities. 



А39 /A /SR /5 
page 7 

Dr AYOUB (Egypt) said that Egypt had been developing primary health care in the rural 

areas for many years, and that nursing and midwifery personnel had been instrumental in 

setting up health centres in villages. Nursing schools had been established and, to date, 

more than 10 000 nurses had graduated. The curricula were designed to ensure that training 

was consistent with needs, with particular emphasis on the care of expectant mothers and of 

children up to school age, including dietary and other aspects. Attention was also being 

focused on schoolchildren. Efforts had been made to provide for coverage at village level; 

nurses visited all homes in a given area, with particular attention to pregnant women and 

children under five years of age. During such visits it was possible to monitor the health 

situation of other members of the family and to give health education and nutritional 

guidance. Good relations had been established between such nurses aid those living in the 

areas serviced. 
Egypt was fully convinced of the importance of nursing and midwifery personnel in 

primary health care and of appropriate training of such personnel. 

Dr HABIB (Afghanistan) commended the Director -General's report and agreed with previous 
speakers that nursing and midwifery personnel had an outstanding role to play in the 

health -for -all strategy. In the health systems of most industrialized countries, nursing 
personnel had provided and were providing the greater part of health care to the people, but 

that trend had not always been the case elsewhere. In a number of developing countries, 
there were other categories of personnel whose role in the attainment of the health -for -all 
goal was equally crucial. For example, in Afghanistan there was a category called 
vaccinators, who were not nurses but had made a substantial contribution to the attainment of 
health for all by organizing and implementing immunization programmes - a contribution which 
had already saved thousands of children's lives and had lowered maternal morbidity. In 

recent years, village health workers, medical assistants and youth health brigades had also 
been trained, all of whom were playing important roles in implementing health -for -all 
strategies. 

The skills of nurses in planning and managing health services and health care delivery, 
the contact of nurses with individuals and the community, and the range of responsibilities 
assumed by nurses in the developing countries did not have the degree of uniformity shown in 
the industrialized countries of the European and other regions. Furthermore, as a 

consequence of the interaction of political, cultural, economic and social factors, the 
numbers of doctors and nurses were too low to meet the countries urgent needs. Efforts had 
been made to train new categories of health workers, such as medical assistants and 
traditional birth attendants, to fill that gap. In Afghanistan, for instance, medical 
assistants were allowed to prescribe certain drugs and undertake certain clinical 
interventions. Traditionally, nurses were women, and this fact limited their opportunities 

of going to the periphery, where the hardships were severe; at the periphery, therefore, 
nurses were replaced by medical assistants or other health workers. Such factors had an 
adverse effect on the acceptance of nursing leadership in the health teams. 

Primary health care required a team approach, with all health workers cooperating in an 
integrated and complementary manner. Emphasis on the role of a single member of the team 
adversely affected the effectiveness and efficiency of the roles of other members of the 

team. WHO should continue to support Member States in their efforts to provide adequate 
training for nursing personnel in primary health care, its management, and supportive 
research, to enable them to play a more effective role in implementing health -for -all 
strategies. It should also assist developing countries to train traditional birth 
attendants, medical assistants and other categories of health workers, particularly where 
efforts were being made to extend the coverage of children and child -bearing women. 

Dr GRANADOS (Cuba) agreed with the emphasis laid by the report on the need for efforts 
to organize district health services at the country level, and stressed the importance of a 

close interrelationship between the various bodies dealing with all aspects of health care 
for the community. The active participation of nursing personnel was essential in all 
activities, regarding disease prevention, therapy and rehabilitation. Experience had shown 
that the close contact established by nursing personnel with the community facilitated the 
positive impact of health education, since such nursing personnel served as the best possible 
example in the promotion of individual, family and community health. 

Furthermore, active participation by nursing staff, working side by side with medical 
staff, favoured the optimum use of the time and resources available to the health team. The 
important role played by nursing personnel in direct care to bed -ridden patients was known to 
all, and adequate qualifications, with a spirit of discipline and responsibility, were 
therefore essential. Nursing personnel also played a part in epidemiological surveillance, 
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programmes on communicable disease control, nutrition, oral rehydration, etc., thus freeing 
medical resources for more complex tasks. 

His delegation urged WHO to support countries in promoting mass training of such nursing 
personnel, as well as its participation in planning and management of health systems. It was 
also desirable to diversify the use of such personnel among all the activities comprised 
within the health sector. The results achieved in the health sector in Cuba since its 
revolution owed much to the active participation of nursing personnel. Moreover, he 
considered that the valuable contribution of nursing personnel constituted an essential part 
of primary health care, and the health -for -all strategy. 

Dr VARUGHESE (Malaysia) commended the Director- General's comprehensive and timely 
report. He believed it would be useful to share his country's experience regarding the role 
and extent of nurses' participation in the strategy for health for all. 

In Malaysia nurses formed the backbone of the community -based public health programme, 
and accounted for more than 60% of the staff working in health centres, both in rural and 
urban areas. Both professional and auxiliary nursing personnel provided a wide range of 
health services, covering antenatal, home delivery and post -natal care of mothers, child 
health, nutrition and health education, family planning, school health, immunization of 
mothers and children, treatment of minor ailments including the dispensing of simple 
medication, supervision of traditional birth attendants, and the promotion of health 
activities in the community. 

As for other professional groups, the roles of nurses and their training programmes were 
reviewed periodically. For example, in the early 1970s the role of the auxiliary midwife, 
serving a population of 2000 -3000 villagers, had been adapted from that of a single -purpose 
worker to that of a multipurpose one, promoting not only maternal care but also child care, 
simple curative services, family planning and other related educational services. 

Similarly, the role of the public health nurse was currently being reviewed to include 
district home nursing as distinct from solely public health nursing. That change would 
create a medical treatment support service at community level, which could help to avoid 
unnecessary admissions to hospitals and also allow for the early discharge of patients from 
district and general hospitals. 

In order to intensify further the implementation of health -for -all strategies and to 
enable properly trained nursing personnel to be more readily available and deployable for 
primary health care activities, the basic nursing training programme was currently being 
reviewed with the intention of incorporating midwifery and public health nursing into the 
basic nursing course, thus shortening the total training period. One of the problems arising 
was a shortage of nursing tutors qualified to implement those changes. 

In view of the large number of nurses working in primary health care programmes and 
their deployment countrywide, from isolated rural land schemes to urban areas, nurses had 
traditionally been part of the management team at all levels - i.e. district, state and 
national levels. Accordingly, they enjoyed adequate opportunities for participating in 
planning, development and evaluation of primary health care programmes and activities. 
However, their managerial skills needed to be upgraded so as to enable them to make a more 
meaningful contribution. WHO was assisting Malaysia in that regard by providing fellowships 
for the training and development of senior nurse administrators. Some senior nursing 
officers had also been trained in techniques of health services research; they had 
successfully carried out simple studies, and their findings had been utilized by management. 
Similarly, senior nursing administrators were involved, as members of the national committee, 
in the planning and development of quality assurance activities for both curative and 
preventive health programmes. WHO was also assisting in the development of both those 
activities. 

Recognizing the great potential among nurses, his delegation felt that both national and 
international efforts should continue, first, to strengthen further the management of nursing 
services, so as to enable them to play a more effective role in the health management team 
and, secondly, to develop national and regional capability to train nurse tutors so as to 

facilitate the implementation of the changes needed in the nurses' training programme in 
keeping with health -for -all strategies. 

Professor MАTTHEIS (Federal Republic of Germany) believed that satisfaction could be 
drawn from a comparison of the present discussion with the one which had taken place on the 
same topic three years previously; it was apparent that progress had been achieved. 

She emphasized the immense importance to the patient's wellbeing of a high quality of 
nursing care. In her own country, the tradition of hospital orientation of nurses was now 
evolving to include service to the community, although much remained to be done in that 
direction. 
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On the question of qualifications, she had been extremely interested in the point made 
by the delegate of Israel, who had stressed the desirability of not overemphasizing 
specialization. Good basic nursing care had a value in itself, and should not be regarded as 
inferior to care at the secondary and tertiary levels. The affluent countries had long 
experience in respect of specialization of physicians; indeed, in many of them the general 
practitioner had almost become a dying breed and efforts were now being made to revive him. 
The same should not be allowed to happen to the nurse in primary care. As pointed out in 
section 5.3 of the report, low salaries for nurses working in primary health care did not 
encourage recruitment in that area. 

As for institutional care, a major problem in her country was related to the 

qualification of nursing personnel working in institutions for the aged and for mental 
patients. Where as in general hospitals, for the most part, all the nurses were fully 
trained, it was not uncommon to find in geriatric wards that the proportion was one -third 
fully trained nurses, one -third auxiliary nurses, and one -third untrained personnel, in spite 
of the fact that those categories of patient particularly needed good nursing care. Clearly, 
such work was demanding and the so- called success rate low; but work in the operating 
theatre, intensive care and other specialities was better paid. 

Her delegation agreed with others that one of the most urgent tasks to be tackled should 
be the training of an adequate number of nurses for administrative work and management, so 

that they themselves could help to overcome the barriers which currently sometimes prevented 
the best nursing care from being given to the patient who needed it most. 

Dr FERNANDO (Sri Lanka) said that the role of nursing and midwifery personnel in the 
health -for -all strategy in his country should be viewed against the background of the 
specific working situation. There were two main groups - namely, the public health nursing 
sisters and public health midwives working in the community, and the institutional nurses and 
midwives. The former constituted the sheet -anchor of the community maternal and child health 
service, and were the key primary health care workers within the health system; they 
provided both clinic -based services and domiciliary care to mothers and children. The latter 
worked in institutions ranging from simple maternity units and intermediate -level hospitals 
manned by medical personnel, to tertiary -level institutions providing specialist services; 
they played a more formal role both in outpatient services and inpatient care. Nursing and 
midwifery personnel thus played an important role at all levels within the health care 
delivery system. 

Within the context of primary health care, the gradual development of the role and 
functions of the public health midwives had a special place in the Sri Lankan experience, 
since their role was not confined to pregnancy and the postpartum period but included other 
priority areas related to mothers and children. That gradual broadening of functions had 
arisen out of the increased use of institutional facilities for delivery, which had allowed 
public health midwives more time for training in other relevant areas. 

He referred to the present functions of public health midwives, consisting of 
(a) prenatal and natal care, emphasizing early registration of all pregnant mothers, regular 
home visits and prenatal examination with identification of high -risk mothers and referral 
when needed; linking mothers to clinics in the area, immunization of mothers with tetanus 
toxoid; and ensuring that all mothers receive assistance at delivery; (b) postnatal care, 
with regular follow -up visits during the postnatal period and care of the newborn; 
(c) infant care, with registration of all infants with a view to ensuring that they are all 
followed up; proper advice on infant feeding, weaning and child nutrition; and immunization 
of all infants and preschool children; and (d) family planning, with motivation, instruction 
and provision of family planning supplies and services as required. Two additional areas of 
priority concern - namely, growth monitoring (utilizing the growth chart) and oral 
rehydration therapy in the management of diarrhoea - had been included as part of the public 
health midwives' activities. 

The potential of the public health midwives in the delivery of primary health care had 
been well recognized, and a decision to achieve a ratio of one public health midwife per 3000 
population was in the process of implementation, with the hope that a sufficient number would 
be in position by the end of 1987. Since the public health midwives had been shown to be an 
extremely flexible type of health worker, suggestions had been made that they should be 
utilized in other fields of activities - for instance, the early detection of hypertension, 
oral cancer, etc. It had been decided, however, that the priority duties of such public 
health midwives should remain their links with the mother and child. 

As a result of the development of the functions of the public health midwives, it had 
thus become possible for the health system to ensure that trained health workers, with 
specific responsibility and accountability to the national health system, had been able to 
penetrate deeply into the community throughout the country. 
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There was also a growing need to strengthen supervisory categories in the form of public 
health nursing sisters if the desired quality of service was to be achieved; the investment 
made in increasing the numbers of public health midwives would not reach its maximum 
potential if that aspect did not receive the priority attention it deserved. There was, 
furthermore, difficulty in obtaining personnel for primary health care as opposed to what was 
considered more attractive work in hospitals. 

Another area calling for consideration was the orientation of nursing and midwifery 
personnel serving in medical institutions towards the concept of primary health care, since 
that category tended to remain within hospitals aid in a sense isolated from public health 
programmes related to disease prevention and health promotion. Initial efforts to remedy 
that situation were encouraging, and had evoked an eager response on the part of nursing and 
midwifery personnel to become more involved in national health programmes. 

Professor BRZEZINSKI (Poland) felt that the topic had been well covered by the 
informative report and the comments already made. 

He emphasized that the importance of nurses in Poland had always been fully recognized; 
they had consistently played an essential role in the national health service system, and had 
been accorded a vital place in the national health -for -all strategy. The training of nurses 
would clearly have to be adapted to reflect that, but he would stress the need for 
reorientation of all categories of health personnel. 

Experience in Poland pointed to the need for new skills and knowledge to be incorporated 
in the health team, and that general consideration was applicable also to nurses. Health 
should not be viewed as an end in itself, but rather as a basis for a good and fulfilling 
life. Nurses should be able to counsel patients in that respect and their skills should be 
correspondingly expanded. 

Mrs KADANDARA (Zimbabwe) agreed with the many comments made and with the appreciation 
expressed for the role of nurses and midwives in health, and particularly in primary health 
care. 

A major concern in her country had been to strengthen management and supervisory skills 
at the four levels of health care, and reorientation and introductory courses were being held 
for all senior nursing personnel in that field. Hitherto there had been a deficiency in 
respect of nursing management during the training period. In that regard, she urged all 
national authorities not only to strengthen that aspect but to seek to ensure that nursing 
cadres were not accorded a lower status, since they did after all represent a majority of 
manpower in the health field in most countries. Nursing leadership was being developed in 
many countries, and she requested the Regional Office for Africa to assist in that 
strengthening process. 

Nursing education had been based on certain concepts which did not apply to developing 
areas such as Africa. The health authorities in Zimbabwe had evaluated most of the basic 
training programmes and, in reviewing the curricula, had stressed community nursing care, 
including diagnostic and prescription measures. The authorities were also looking into the 
legal implications of the extended role of the nurse. 

Maternal and child health and family planning had been included in both the basic and 
the midwifery training. Psychiatric experience had been doubled, from б to 12 weeks, and the 
area of behavioural sciences had also been strengthened. Regarding the curative area, 
post -basic clinical skills had been strengthened in such areas as intensive care and 
anaesthesia. Every effort had been made to avoid the pitfall of attaching greater importance 
to one area than another, since all played an extremely crucial role. Nevertheless, priority 
was being given to primary health care, which had been weak in the past. 

Every endeavour had been made to keep nurses motivated in respect of the goal all were 
seeking to achieve, and she would be glad to have ideas from other countries on that subject. 

Consideration had been given to the conditions of service of all nursing personnel, 
including the question of remuneration for additional qualifications. She emphasized the 
need to provide nurses at all levels with necessary training and reorientation. An attempt 
was being made to increase consultation with nurses so as to allow for an exchange of ideas 
and identification of problems; that should assist nurse leadership in policy formulation 
and in advising health ministries. 

The field of continuing education was viewed as a crucial area, in view of the need to 
retrain nurses in appropriate new skills; that was of course also applicable to the medical 
profession. 

Deployment of basic nurse trainees during their training period had been instituted in 

1985, two months of every year being spent in the rural areas, not only so that the nurses 
could appreciate the vast problems facing the country, but also so as to minimize the shock 
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when they were deployed to far -flung corners of the country, where they might not have all 
the support necessary from senior personnel. 

Zimbabwe still faced problems. She felt that nursing was an area that had been somewhat 
neglected by WHO, and urged that the Regional Office's activities in that field be 

strengthened. 

Professor CEVIK (Turkey) emphasized the extremely important role of midwives in the 
implementation of primary health care services in the rural areas. In Turkey, "health 

houses ", which represented the first stage in the health services, were under the authority 
of a midwife or nurse -midwife. They were responsible for the health of 3000 persons in their 
district, the responsibility comprising home visits and assessment of patients and 
pregnancies; regular immunization of children; recording of births and deaths; insertion 
of intrauterine devices and other family planning matters; birth attendance; the recording 
of reportable diseases with the general practitionner at the health centre; advising mothers 
and pregnant women about self -care during pregnancy, care of the newborn and older children, 
the importance of breast -feeding, and proper feeding of the family; and the collection of 
information through questionnaires. 

It should be noted that all those tasks were expected of a girl of under 20 years of age 
with only a limited education and training. Furthermore, the midwife or nurse -midwife 
usually had to live in conditions which were neither particularly comfortable nor safe. It 

was clear, therefore, that continuous in- service training was essential. That requirement 
was also valid for nurses in health centres and district hospitals, although they did at 
least have a physician to turn to in emergencies. 

In addition to the urgent need to provide midwives and student nurses with higher 
quality professional education, endeavours should also be made to ensure better living 
conditions so that that arduous and honourable profession might be more attractive for young 
girls. If girls trained as nurses and midwives could be assigned to their native villages, 
their familiarity with their environment might facilitate their tasks and give them greater 
confidence. 

Dr MANGAY MAGLACAS (Nursing), responding to the debate, said that all the delegates who 
had spoken had recognized the importance of the role of nursing and midwifery personnel in 
the Strategy for Health for All. The delegate of Israel had stated that it would be 
impossible to plan a health system without nursing, and that had been echoed by the delegate 
of Cuba who had said that it was not possible to imagine the health -for -all strategy without 
nursing and midwifery personnel. If the nursing and midwifery personnel of the world had 
been able to hear the statements made by the delegations of 41 Member States and two 
nongovernmental organizations, their morale, motivation and commitment to health care would 
surely be further strengthened. It was also a tribute to Florence Nightingale on the 
anniversary of her birth. 

The delegates of the United Kingdom, Sierra Leone, the United States of America, Canada, 
Israel, Sweden and Lesotho had spoken of the new and extended roles of nurses and the 
different schemes for providing nursing services - all of them describing the extension of 
nursing services to meet the changing health needs of their populations. 

WHO was currently assessing the extent of participation in primary health care by nurse 
practitioners - variously known as nurse clinicians, community health officers or family 
nurse practitioners - in six countries, in order to determine the acceptability and 
appropriateness of that type of nursing personnel. An analysis of those country case studies 
would provide valuable data and would be the subject of a consultation later in 1986. She 
also recalled the 18 country case studies on the role of nursing and midwifery personnel in 
primary health care being undertaken with the aim of providing information about new roles in 
primary health care and about the types of support Member States would need in order to 
increase the involvement of nursing and midwifery personnel in the health -for -all 
strategies. The Organization would continue to support such studies, as requested by the 
delegates of Thailand and Lesotho. The experience gained would enable other countries to 
review their own situation, and might pave the way for more effective and efficient use of 
nursing personnel. The requests by the delegates of Ethiopia, Guatemala, Zambia, Denmark, 
the United Kingdom, the United States of America, Norway, Italy, and New Zealand for a report 
and presentation of such studies to the Health Assembly would be taken into consideration. 

The delegates of Ethiopia, the United Kingdom, New Zealand, Japan, Italy, Cyprus, and 
the United States of America had called attention to the need for nurse leadership 
development. The international meeting on leadership in nursing for health for all, 
organized by WHO in collaboration with the Government of Japan the previous month, was to be 
echoed in the Region of the Americas in August 1986, aid it was hoped that other regions 
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would follow suit. However, the crux of the issue lay in the countries themselves, for a WHO 
informal survey had found that in the majority of Member States - unlike Kenya and Botswana, 
as described by their delegates - there were few nurses holding positions from which they 
could exercise and utilize the ability, authority, power and resourses necessary to mobilize 
nursing and midwifery personnel for health for all and primary health care. There was an 
urgent need to facilitate the preparation of a corps or nucleus of nurse leaders in countries 
who could promote among nursing and midwifery personnel knowledge of and commitment to the 
primary health care approach, and to emphasize that that approach was relevant to all spheres 
of nursing practice. That was an area which WHO was actively promoting and increasingly 
supporting. 

The delegate of Australia had emphasized the need for the development of teams and team 
work. That had also been mentioned by the delegates of Guyana and Afghanistan, and was a 
very important question. Because of the continued focus on hospital needs and the continued 
base of nursing education in hospitals, as mentioned by several delegates, the practice of 
both nursing students and nursing personnel was often isolated from all other sectors and 
from other primary health care workers. They were thus given no opportunity to develop a 
team approach other than that of the hierarchical type. The delegate of Australia had 
cautioned against looking only at the nursing and midwifery group, since it might mean 
overlooking the needs of all other providers of health care. However, the fact that nursing 
personnel constituted the most numerous group - accounting for 36.3% of the health budget in 
the United Kingdom, as mentioned by that delegate, and probably the same in many other 
countries - justified a review, especially in the present context of increasing needs and 
shrinking resources. 

The delegate of Israel had mentioned that the academization of nursing in his country 
was creating a vacuum at the periphery, and the delegates of Guyana and Sierra Leone had 
referred to the difficulties of several categories of nursing personnel and the problems 
associated with their roles. In the past few years, and in response to resolution WHA29.72, 
WHO had made special efforts to encourage Member States to adopt and apply the concept of 

integrated health services and manpower development, popularly known as the "HSMD concept ". 
That concept involved the functional integration of the main components of health manpower 
development - planning, production and management - into a single process closely linked to, 
or integrated with the development of health services. The application of the HSMD 
principles and practices required that health personnel be trained in accordance with health 
service plans with a view to placing at the disposal of the health system the right kind of 
manpower, in the right numbers, at the right time, and in the right place. 

The delegate of New Zealand had recalled that commitment should lead to action. Several 
ideas and solutions had been shared at the current Assembly, and many more were contained in 

various WHO publications and reports, in addition to the collaborative activities undertaken 
and listed in the document under discussion, in sections 6.1 to 6.7. All of them could be 
translated into action, given the necessary political will, commitment and support. 

The report referred to several crucial factors that needed to be considered to move 
nursing and midwifery personnel towards more extensive and effective participation in 

national strategies for health for all. However, one outstanding issue, mentioned also by 
the delegates of Ethiopia and Finland, was worth repeating, and that was the issue of women. 
As stated in the report, "Where women's wages are meagre, nurses are poorly paid; where more 
women are considered socially and intellectually inferior to men, nurses are kept in 
subordination to physicians; and where girls are given less food than their brothers, schools 
of nursing lack material resources ". Discrimination against women should no longer be 
tolerated within health care systems. At the end of the United Nations World Conference on 

Women the previous year, the Director -General of WHO had declared that women needed to be 
considered for their own worth as equal members of society. He went on to state that "even 
in countries where - by legislation, constitution and ideology - women are proclaimed equal, 
one does not see them where the power is." An ideal opportunity was now at hand - 95% of 

nursing and midwifery personnel were women - to enable women to be brought forward and to 
empower them to do their utmost in contributing to the health -for -all goal. The question was 
how people who could strongly influence health systems of countries could respond to that 

challenge. Equity had to be felt first before health care providers - in the case under 
consideration, nursing and midwifery personnel - could really promote and effectively 
practise it. 

The CHAIRMAN said that it was particularly appropriate that on International Nurses' Day 
delegates had expressed their recognition of nurses and midwives and of their work in so many 
fields at primary, secondary and tertiary levels. He believed that he was speaking on behalf 
of everyone in extending sincere congratulations to them on International Nurses' Day. 
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Review of first evaluation report (Seventh Report on the World Health Situation): Item 20.1 

of the Agenda (Resolutions WHА36.35, WHАЗ7.17 and EB77.R6; Documents А39 /3 and 

А39 /A /Conf.Paper No.1) (continued) 

The CHAIRMAN invited the Committee to consider draft resolution EB77.R6 proposed by the 

Executive Board in document ЕB77 /1986 /REС /1. Several amendments had been proposed to the 

draft resolution: 
The delegation of the Union of Soviet Socialist Republics had proposed to delete the 

words "aid decides that it should be published as the Seventh Report on the World Health 

Situation" from the second line of operative paragraph 1. It had also proposed the 

subparagraph (1) of operative paragraph 9 be amended as follows: 

(1) to publish the Seventh Report on the World Health Situation, prepared on the basis 

of the report on the evaluation of the Strategy, in accordance with resolution 
WHА36.35, in the six official languages; 

The delegation of Botswana had proposed to amend operative paragraph 5 by inserting a 

new subparagraph (6) to read: 
(6) to lay particular emphasis on district health systems based on primary health care, 

defining targets for the integrated delivery of essential elements of primary 
health care until all districts and all elements are covered; 

Existing subparagraphs (6) and (7) would then be renumbered (7) and (8). 

The delegation of Botswana had further proposed to insert a new subparagraph (6) in 

operative paragraph 9, to read: 
(6) to support Member States in particular in establishing or strengthening district 

health systems based on primary health care; 
Subparagraphs (6) and (7) would then be renumbered (7) and (8). 

The German Democratic Republic had proposed the addition of a subparagraph (5) to 

operative paragraph 6, to read: 

(5) to stimulate and support activities in their regions directed towards the 

maintenance or restoration of peace; 
He asked the Committee if there were any objections to the proposed amendments. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that his 

delegation had no objections to the amendments proposed by the Union of Soviet Socialist 

Republics and Botswana. However, the amendment proposed by the German Democratic Republic 

added nothing to the substance of the resolution and referred to matters which his delegation 
felt would be better dealt with by organs other than WHO. He accordingly expressed the wish 

that the latter amendment should not be included in the draft resolution. 

The CHAIRMAN requested the delegate of the German Democratic Republic to state his 

position regarding the comment made by the previous speaker. 

Professor HUYOFF (German Democratic Republic) said that his delegation had proposed the 
amendment as the logical consequence of the last preambular paragraph in the draft resolution 
and as a reference to the European Region's strategy document, which referred to peace and 
disarmament as major prerequisites for health. Furthermore, the decision to submit the 
amendment, which was of the utmost relevance and importance, had been prompted by many 
comments made both in the Committee's deliberations and in the Technical Discussions. It 

would enable the Regional Offices to play a more active part in the issues concerned and 
could make an essential contribution to meeting the demand for overcoming a situation where 
there was too much lip service and too little concrete action. He consequently wished to 
maintain the proposed amendment. 

The CHAIRMAN said that, in the circumstances, the procedure required the Committee to 

vote on the amendment proposed by the German Democratic Republic. 

The amendment proposed by the delegation of the German Democratic Republic was rejected 
by 16 votes to 13, with 59 abstentions. 

The CHAIRMAN asked the Committee whether there were any objections to the draft 
resolution with the amendments proposed by the Union of Soviet Socialist Republics and 
Botswana. 

The draft resolution proposed by the Executive Board in resolution ЕВ77.R6, as amended, 
was approved. 
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Additional support to national strategies for health for all in the least developed among 
developing countries: Item 20.3 of the Agenda (Document ЕВ77 /1986 /REC /1, Annex 1; 
Resolutions WHA38.16 and EB77.R2) 

The CHAIRMAN requested Dr Tadesse, representative of the Executive Board, to introduce 
the item. 

Dr TADESSE (representative of the Executive Board) said that the Board had reviewed the 

report of the Director -General on "Additional support to national strategies for health for 
all in the least developed among developing countries ", contained in Annex 1 to document 
ЕВ77 /1986 /REC /1, which responded to the Thirty- eighth World Health Assembly's concern for the 

economic, managerial and health vulnerability of the least developed countries. It had 
recognized the need for additional support to be made available to the least developed among 
the developing countries (LDCs) in order to enable them to pursue their goals for health for 
all, and particularly to strengthen their health infrastructure, that being the precondition 
for long -term, sustained improvement of the health of the people in those countries. 

The Board had endorsed the actions taken by the Director -General in mobilizing all 
possible financial and technical resources for the least developed countries and had adopted 
a resolution recommending to the Thirty -ninth World Health Assembly that the Director -General 
continue his efforts to mobilize additional contributions from external sources for support 
to health activities in LDCs. That draft resolution (EB77.R2) could be found in document 
ЕВ77 /1986 /REC /1. 

Dr PANDEY (Nepal) expressed his delegation's appreciation to the Director -General for 
his report, and to the Executive Board for its recommendations thereon. 

The world today was facing a deteriorating situation that was increasingly farther from 
the healthier and better world so much aspired to. The abject destitution of the 36 least 
developed countries, with their combined population of 300 million - or 6.6% of the total 
world population - testified, in the words of his country's sovereign, His Majesty King 
Birenda, to "a tragic situation, the irony and the contradictions that beset man and his 
world today ". Those countries remained as poor today as they had been 25 years ago. Their 
per capita gross domestic product averaged only US$ 200. Malnutrition was widespread, 
reducing their capacity to resist disease. Not only were they exposed to unsanitary living 
and housing conditions, but fewer than one -third of their peoples had access to a safe water 
supply. Only a small minority could receive adequate medical attention, and infant mortality 
was 10 times higher than in developed countries. Average life expectancy was only 46 years, 

as compared with 55 years in developing countries and 74 years in developed countries. 
The deterioriating health situation in the least developed countries confirmed the need 

to realize the high priority accorded by the Alma -Ata Conference to the special needs of 
those who were most vulnerable or at greatest risk, and were least able - for geographical, 
political, social or financial reasons - to take the initiative in seeking health care. A 
wider and more comprehensive concern for those vulnerable groups had been forcefully 
expressed in the Substantial New Programme of Action for the Least Developed Countries (SNPA) 

adopted by the United Nations Conference on The Least Developed Countries held in Paris in 
1981. Reference should also be made to the conclusions and recommendations made by 
intergovernmental groups and donors at the mid -term review meeting of the SNPA in October 
1985, which had emphasized, among other things, the need for human resource development in 
those countries, and had requested the Director -General of WHO to take into account the needs 
of LDCs in the allocation of WHO resources for technical assistance programmes. 

In that connection, his delegation wished to request donors and intenational financial 
institutions, particularly the United Nations Development Programme (UNDP), the World Bank, 
UNICEF and the United Nations Fund for Population Activities (UNFPA), to provide adequate 
resources to WHO for assisting the least developed countries. In view of the deteriorating 
health situation in those countries, his delegation wished to appeal for full and expeditious 
implementation of the health programmes there, and in particular for stronger action to 
encourage and support, among other things, health systems research conducive to optimum 
utilization of available resources. 

Dr NORBU (Bhutan) expressed appreciation to the Director -General and the Executive Board 
for having so rightly addressed themselves to the question of the additional support needed 
for national strategies for health for all in the least developed countries. 
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The least developed countries were at a stage of development where further progress was 
impeded by severe financial and other constraints. In the context of those constraints, 
health did not always receive the budgetary support it deserved. The situation in countries 
like his own, where morbidity and mortality rates were highest and so many unnecessary deaths 
occurred, even minimal external technical support could make the maximum impact. 

Bhutan's concern at the budgetary cuts that had become necessary at the present juncture 
had been expressed by Bhutan's Minister of Health in plenary. For his part, he wished to 

urge WHO and other agencies and donors to give special consideration to the specific and 
urgent needs of the least developed countries in the field of health and to take appropriate 
action to mobilize support from all sources. 

The meeting rose at 11h20. 


