
WHA35/1982/REC/3 

WORLD HEALTH ORGANIZATION 

THIRTY -FIFTH 
WORLD HEALTH ASSEMBLY 

GENEVA, 3 -14 MAY 1982 

SUMMARY RECORDS OF COMMITTEES 

GENEVA 

1982 



ABBREVIATIONS 

The following abbreviations are used in WHO documentation: 

ACABQ - Advisory Committee on 

Administrative and Budgetary 
Questions 

ACAST - Advisory Committee on the 
Application of Science and 
Technology to Development 

ACC - Administrative Committee on 
Coordination 

ACMR - Advisory Committee on Medical 
Research 

CIDA - Canadian International Development 
Agency 

CIOMS - Council for International 
Organizations of Medical Sciences 

DANIDA - Danish International Development 
Agency 

EСА - Economic Commission for Africa 
ECE - Economic Commission for Europe 
ECLA - Economic Commission for Latin 

America 
ECWA - Economic Commission for Western 

Asia 
ESCAP - Economic and Social Commission for 

Asia and the Pacific 
FAO - Food and Agriculture Organization 

of the United Nations 
IAEA - International Atomic Energy Agency 
IARC - International Agency for Research 

on Cancer 
IBRD - International Bank for 

Reconstruction and Development 
ICAO - International Civil Aviation 

Organization 
IFAD - International Fund for 

Agricultural Development 
ILO - International Labour Organisation 

(Office) 
IMO - International Maritime Organization 
ITU - International Telecommunication 

union 
NORAD - Norwegian Agency for International 

Development 

OAU 
OECD 

PARO 
PASB 
SIDA 

- Organization of African Unity 
- Organisation for Economic 

Co- operation and Development 
- Pan American Health Organization 
- Pan American Sanitary Bureau 
- Swedish International Development 

Authority 
UNCTAD - United Nations Conference on Trade 

and Development 
UNDP - United Nations Development 

Programme 
UNDRO - Office of the United Nations 

Disaster Relief Coordinator 
UNEF - United Nations Environment 

Programme 
UNESCO - United Nations Educational, 

Scientific and Cultural 
Organization 

UNFDAC - United Nations Fund for Drug Abuse 
Control 

UNFPA - United Nations Fund for Population 
Activities 

UNHCR - Office of the United Nations High 
Commissioner for Refugees 

UNICEF - United Nations Children's Fund 
UNIDO - United Nations Industrial 

Development Organization 
UNITAR - United Nations Institute for 

Training and Research 
UNRWA - United Nations Relief and Works 

Agency for Palestine Refugees 
in the Near East 

UNSCEAR - United Nations Scientific Committee 
on the Effects of Atomic 
Radiation 

USAID - United States Agency for 
International Development 

- World Food Programme 
- World Health Organization 
- World Intellectual Property 

Organization 
WMO - World Meteorological Organization 

WFP 
WHO 
WIPO 

The designations employed and the presentation of the material in this volume do not 
imply the expression of any opinion whatsoever on the part of the Secretariat of the World 
Health Organization concerning the legal status of any country, territory, city or area or of 
its authorities, or concerning the delimitation of its frontiers or boundaries. Where the 
designation "country or area" appears in the headings of tables, it covers countries, 
territories, cities or areas. 



CONтENTS 

Page 

Officers of the Health Assembly and membership of its committees 1 

Agenda 3 

SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

Page Page 
First meeting 5 Third meeting 8 

Second meeting 8 Fourth meeting 11 

COMMITTEE A 

First meeting 

1. Election of Vice -Chairmen and Rapporteur 13 

2. Organization of work 13 

3. Changes in the programme budget for 1982 -1983 13 

4. Biomedical and health services research: 
Progress report on coordination activities 16 

Second meeting 

Biomedical and health services research (continued): 
Progress report on coordination activities (continued) 23 

Third meeting 

Biomedical and health services research (continued): 
Relations with industry and policy on patents 34. 

Fourth meeting 

Action programme on essential drugs 44 

Fifth meeting 

1. Action programme on essential drugs (continued) 51 

2. First report of Committee A 65 

Sixth meeting 

1. Action programme on essential drugs (continued) 66 

2. Biomedical and health services research (continued): 
Relations with industry and policy on patents (continued) 76 

Seventh meeting 

1. Action programme on essential drugs (continued) 78 

2. Infant and young child feeding 78 



Page 

Eighth meeting 

1. Action programme on essential drugs (continued) 96 
2. Second report of Committee A 96 
3. Infant and young child feeding (continued) 96 
4. Diarrhoeal diseases control programme (progress and evaluation report) 99 

Ninth meeting 

1. Diarrhoeal diseases control 
(continued) 

2. Strategy for health for all 
Review and approval of 

Tenth meeting 

programme (progress and evaluation report) 

by the year 2000: 
the plan of action for implementing the Strategy 

105 

115 

1. Strategy for health for all by the year 2000 (continued): 
Review and approval of the plan of action for implementing the Strategy 

(continued) 121 
Review of the international flow of resources for the Strategy 130 

2. Seventh General Programme of Work covering a Specific Period (1984 -1989 inclusive) 
(review and approval of the draft submitted by the Executive Board) 133 

Eleventh meeting 

1. Seventh General Programme of Work covering a Specific Period (1984 -1989 inclusive) 

(review and approval of the draft submitted by the Executive Board) (continued) 138 

2. Infant and young child feeding (continued) 144 

3. Action programme on essential drugs (continued) 145 

4. Expanded programme on immunization (progress and evaluation report) 147 

5. Third report of Committee A 155 

Twelfth meeting 

1. Expanded programme on immunization (progress and evaluation report) (continued) . 

2. Fourth report of Committee A 
3. Closure 

COMMITTEE B 

First meeting 

156 

161 

161 

1. Election of Vice -Chairmen and Rapporteur 163 

2. Organization of work 163 

Second meeting 

Review of the financial position of the Organization 164 

Financial report on the accounts of WHO for the financial period 1980 -1981, 
report of the External Auditor, and comments thereon of the Committee of 
the Executive Board to Consider Certain Financial Matters prior to the 
Health Assembly 166 

- iv - 



Page 

Third meeting 

1. Review of the financial position of the Organization (continued): 
Status of collection of assessed contributions and status of advances to the 

Working Capital Fund 177 

Members in arrears in the payment of their contributions to an extent which 
may invoke Article 7 of the Constitution 180 

2. Assessment of new Members and Associate Members 180 

3. Real Estate Fund and headquarters accommodation 181 

Fourth meeting 

1. Election of Vice -Chairman 189 

2. Real Estate Fund and headquarters accommodation (continued) 189 

3. Review of the Working Capital Fund 191 

4. Study of the Organization's structures in the light of its functions - 

implementation of resolution WHA33.17 195 

Fifth meeting 

Organizational studies by the Executive Board: 
Regulations for expert advisory panels and committees (implementation of 

recommendations of the organizational study on the role of WHO expert 
advisory panels and committees and collaborating centres in meeting the 

needs of WHO regarding expert advice and in carrying out technical 
activities of WHO) 200 

Future organizational studies 202 

Sixth meeting 

Transfer of the Regional Office for the Eastern Mediterranean 

Seventh meeting 

206 

1. First report of Committee B 214 
2. Transfer of the Regional Office for the Eastern Mediterranean (continued) . 214 

3. Real Estate Fund and headquarters accommodation (continued) 214 

4. Recruitment of international staff in WHO - annual report 217 

Eighth meeting 

1. Recruitment of international staff in WHO - annual report (continued) 
2. Health conditions of the Arab population in the occupied Arab territories, 

including Palestine 

Ninth meeting 

220 

222 

1. Health conditions of the Arab population in the occupied Arab territories, 
including Palestine (continued) 234 

2. Second report of Committee B 238 

3. Collaboration with the United Nations system: 
General matters 238 

- v - 



Page 

Tenth meeting 

Collaboration with the United Nations system (continued): 
General matters (continued) 242 
Health assistance to refugees and displaced persons in Cyprus 244 
Health and medical assistance to Lebanon 245 

Cooperation with newly independent and emerging States in Africa: Libera- 
tion struggle in Southern Africa - assistance to front -line States and 
Namibia, and health assistance to refugees in Africa 246 

Eleventh meeting 

1. Third report of Committee B 258 

2. Collaboration with the United Nations system (continued): 
Health care of the elderly (World Assembly on Aging, 1982) 258 

Cooperation with newly independent and emerging States in Africa: Libera- 
tion struggle in Southern Africa - assistance to front -line States and 
Namibia, and health assistance to refugees in Africa (continued) 265 

3. United Nations Joint Staff Pension Fund: 
Annual report of the United Nations Joint Staff Pension Board for 1980 . . 266 

Appointment of representatives to the WHO Staff Pension Committee 267 

4. Long -term planning of international cooperation in the field of cancer 268 

Twelfth meeting 

1. Long -term planning of international cooperation in the field of cancer 

(continued) 271 

2. Collaboration with the United Nations system (continued): 
Cooperation with newly independent and emerging States in Africa: 

Liberation struggle in Southern Africa - assistance to front -line States 
and Namibia, and health assistance to refugees in Africa (continued) . . . 280 

Thirteenth meeting 

1. Fourth report of Committee B 281 

2. Closure 281 

Indexes (names of speakers; countries and organizations) 283 

- v1 - 



PREFACE 

The Thirty -fifth World Health Assembly was held at the Palais des Nations, Geneva, from 
3 to 14 May 1982, in accordance with the decision of the Executive Board at its sixty- eighth 
session. Its proceedings are published in three volumes, containing, in addition to other 
relevant material: 

Resolutions and decisions,1 and list of participants - document WHA35 /1982/REС/1 

Verbatim records of plenary meetings, and committee reports - document WHA35/1982 /REС/2 

Summary records of committees - document WHA35/1982/REС/3 

1 The resolutions, which are reproduced in the order in which they were adopted, have 
been cross - referenced to the relevant sections of the WHO Handbook of Resolutions and 
Decisions, and are grouped in the table of contents under the appropriate subject headings. 
This is to ensure continuity with the Handbook, Volumes I and II of which contain most of the 
resolutions adopted by the Health Assembly and the Executive Board between 1948 and 1980. A 
list of the dates of sessions, indicating resolution symbols and the volumes in which the 
resolutions and decisions were first published, is given in Volume II of the Handbook (page 
XIII). 



OFFICERS OF THE HEALTH ASSEMBLY AND MEMBERSHIP OF ITS COMMITTEES 

President: 

Mr M. DIOP (Senegal) 

Vice -Presidents: 

Dr M. CALLES (Mexico) 

Dr N. JOGEZAI (Pakistan) 
Professor L. VON MANGER- KOENIG (Federal 
Republic of Germany) 

Dr C. NYAМDORJ (Mongolia) 
Dr A. TARUTIA (Papua New Guinea) 

Secretary: 

Dr H. MAILER, Director -General 

Committee on Credentials 

The Committee on Credentials was composed 
of delegates of the following Member States: 
Colombia, Czechoslovakia, Ivory Coast, 
Lesotho, Malta, Netherlands, Pakistan, 

Philippines, Sri Lanka, Sudan, Trinidad and 
Tobago, Zaire. 

Chairman: Dr Elizabeth QUAMINA (Trinidad 
and Tobago) 

Vice- Chairman: Dr M. N. NKONDI (Zaire) 

Rapporteur: Mr S. F. BORG (Malta) 

Secretary: Mr H. SCHLENZKA (Assistant Legal 
Counsel) 

Committee on Nominations 

The Committee on Nominations was composed 

of delegates of the following Member States: 

Bahrain, Botswana, China, France, Gabon, 

German Democratic Republic, Guinea- Bissau, 

Guyana, Honduras, Jordan, Luxembourg, 

Madagascar, Malaysia, Maldives, Nepal, 

Nicaragua, Peru, Qatar, Swaziland, Union of 

Soviet Socialist Republics, United Kingdom 
of Great Britain and Northern Ireland, 
United States of America, Uruguay, Yemen. 

Chairman: Dr D. B. SEBINA (Botswana) 
Secretary: Dr H. MAILER, Director -General 

General Committee 

The General Committee was composed of the 

President and Vice -Presidents of the Health 
Assembly and the Chairmen of the main 
committees, together with delegates of the 
following Member States: Bulgaria, Cape 

Verde, China, Comoros, France, Honduras, 

Jordan, Mauritania, Paraguay, Qatar, Sierra 
Leone, Trinidad and Tobago, Uganda, Union 

of Soviet Socialist Republics, United 
Kingdom of Great Britain and Northern 
Ireland, United States of America. 

Chairman: Mr M. DIOP (Senegal), President 

of the Health Assembly 

Secretary: Dr H. MAILER, Director -General 

MAIN COMMITTEES 

Under Rule 35 of the Rules of Procedure of 
the Health Assembly, each delegation was 
entitled to be represented on each main 
committee by one of its members. 

Committee A 

Chairman: Professor A. M. FADL (Sudan) 
Vice -Chairman: Professor O. OZTURK (Turkey) 
Rapporteur: Mr M. IBOUMBA (Gabon) 

Secretary: Mrs I. BRUGGEMANN (Deputy 
Secretary, Global Programme Committee) 

Committee B 

Chairman: Mr N. N. VOHRA (India) 

Vice - Chairmen: Dr J. FRANCO -PONCE (Peru) 

and Dr J. AZURÎN (Philippines) 
later: Dr J. RODRIGUEZ -DIAZ (Venezuela) 

Rapporteur: Mr R. SMIT (Netherlands) 
Secretary: Mr I. CHRISTENSEN 

(Administrative Officer) 

- 1 - 



AGENDA1 

PLENARY MEETINGS 

1. Opening of the session 

2. Appointment of the Committee on Credentials 

3. Election of the Committee on Nominations 

4. Election of the President and the five Vice -Presidents 

5. Election of the Chairman of Committee A 

6. Election of the Chairman of Committee B 

7. Establishment of the General Committee 

8. Adoption of the agenda and allocation of items to the main committees 

9. Method of work of the Health Assembly 

10. Review and approval of the reports of the Executive Board on its sixty- eighth and 

sixty -ninth sessions 

11. Review of the report of the Director -General on the work of WHO in 1980 -1981 

12. /elete7 

13. Election of Members entitled to designate a person to serve on the Executive Board 

14. Presentation of the Léon Bernard Foundation Medal and Prize 

15. Presentation of the Dr A. T. Shousha Foundation Medal and Prize 

16. Approval of reports of main committees 

17. Closure of the Thirty -fifth World Health Assembly 

COMMITTEE A 

18. Election of Vice - Chairmen and Rapporteur 

19. Strategy for health for all by the year 2000 

19.1 Review and approval of the plan of action for implementing the Strategy 
19.2 Review of the international flow of resources for the Strategy 

20. Seventh General Programme of Work covering a specific period (1984 -1989 inclusive) 
(Review and approval of the draft submitted by the Executive Board) 

21. Changes in the programme budget for 1982 -1983 

22. Biomedical and health services research 

22.1 Progress report on coordination activities 

22.2 Relations with industry and policy on patents 

23. Action programme on essential drugs 

24. Infant and young child feeding 

25. Diarrhoeal diseases control programme (progress and evaluation report) 

26. Expanded Programme on Immunization (progress and evaluation report) 

27. Long -term planning of international cooperation in the field of cancer2 

1 The agenda was adopted at the third plenary meeting. 
2 

Item referred to Committee B. 
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COMMITTEE B 

28. Election of Vice -Chairmen and Rapporteur 

29. Review of the financial position of the Organization 

29.1 Financial report on the accounts of WHO for the financial period 1980 -1981, 
report of the External Auditor, and comments thereon of the Committee of 
the Executive Board to Consider Certain Financial Matters prior to the 
Health Assembly 

29.2 Status of collection of assessed contributions and status of advances to the 

Working Capital Fund 
29.3 Members in arrears in the payment of their contributions to an extent which 

may invoke Article 7 of the Constitution 

30. /elete7 

31. Assessment of new Members and Associate Members 

32. Real Estate Fund and headquarters accommodation 

33. Working Capital Fund 

33.1 deleted 

33.2 deleted 

33.3 Review of the Working Capital Fund 

34. Study of the Organization's structures in the light of its functions - implementation 
of resolution WHAЗ3.17 

35. Transfer of the Regional Office for the Eastern Mediterranean 

36. Organizational studies by the Executive Board 

36.1 Regulations for expert advisory panels and committees (implementation of 

recommendations of the organizational study on the role of WHO expert 
advisory panels and committees and collaborating centres in meeting the 
needs of WHO regarding expert advice and in carrying out technical 
activities of WHO) 

36.2 Future organizational studies 

37. Zdelete7 

38. Recruitment of international staff in WHO: annual report 

39. Health conditions of the Arab population in the occupied Arab territories, including 
Palestine 

40. Collaboration with the United Nations system 

40.1 General matters 
40.2 Health assistance to refugees and displaced persons in Cyprus 
40.3 Health and medical assistance to Lebanon 
40.4 Cooperation with newly independent and emerging States in Africa: liberation 

struggle in Southern Africa - assistance to front -line States and Namibia, 

and health assistance to refugees in Africa 
40.5 Health care of the elderly (World Assembly on Aging, 1982) 

41. United Nations Joint Staff Pension Fund 

41.1 Annual report of the United Nations Joint Staff Pension Board for 1980 

41.2 Appointment of representatives to the WHO Staff Pension Committee 



SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Tuesday, 4 May 1982, at 12h45 

Chairman: Mr M. DIOP (Senegal), 

President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Document А35/1) 

The CHAIRMAN reminded the Committee that under its terms of reference, as defined in 
Rule 33 of the Rules of Procedure of the Health Assembly, it was required first of all to 
deal with item 8 of the provisional agenda (Adoption of the agenda and allocation of items 
to the main committees). 

Since certain items had been included in the provisional agenda for consideration "if 

any" to cover eventualities that had not materialized, the Chairman suggested recommending 
that the Assembly delete those items from its agenda: they were items 12 (Admission of 

new Members and Associate Members), 30 (Supplementary budget for 1982 -1983), 33.1 (Advances 
made to meet unforeseen or extraordinary expenses as authorized by resolution WHA32.10, 
part C, para. 2 (1)), 33.2 (Advances made for the provision of emergency supplies to Members 
and Associate Members as authorized by resolution WHA32.10, part C, para. 2 (2)), and 37 

(Additional Regulations of 20 May 1981 to the International Health Regulations (1969): 

reservations submitted by Member States). Moreover, in items 29.3 (Members in arrears in 
the payment of their contributions to an extent which may invoke Article 7 of the Constitution) 
and 31 (Assessment of new Members and Associate Members), the words "if any" should be 
deleted because those items would have to be considered by the Assembly. 

It was so agreed. 

The CHAIRMAN pointed out that the provisional agenda allocated items to the main 
committees according to the terms of reference of those committees as laid down by Rule 34 
of the Rules of Procedure of the Health Assembly. He took it that the Committee would 
wish to recommend to the Assembly that it accept that allocation, which by no means ruled 
out the transfer of certain items from one committee to another during the session, as 

required. 

It was so agreed. 

2. METHOD OF WORK OF THE HEALTH ASSEMBLY 

Turning to the question of the method of work of the Health Assembly, item 9 of the 
provisional agenda, the CHAIRMAN reminded the Committee that, following the decision taken 
last year by the Assembly, in resolution W1А34.29, to limit the duration of the Health 
Assembly, commencing in 1982, to not more than two weeks in even -numbered years, the 
Executive Board had approved a method of work that would be implemented on a trial basis at 
the present Assembly. The main changes proposed by the Board were contained in a draft 
resolution which it had recommended, in its resolution ЕВ69.R13, for adoption by the present 
Assembly. 

- 5 - 
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The first operative paragraph of that draft resolution recommended to the Assembly that 
one of the main committees should meet during the general discussion in the plenary meetings 
on the reports of the Executive Board and the report of the Director -General on the work of 
WHO, and that the General Committee, whenever it deemed it appropriate, might schedule 
meetings of one main committee during plenary meetings of the Health Assembly at which other 
matters were discussed. Moreover, operative paragraph 2 of the resolution stipulated that 
plenary meetings of the Assembly should be held all day on the Friday on which the Technical 
Discussions took place and that one main committee should meet on the Saturday morning on 
which the Technical Discussions concluded, at the end of the first week of the Assembly. 

Members of the General Committee could assure themselves of the justification for the 
Board's recommendations by considering document A35 /GC/1, which contained a draft preliminary 
timetable for the Assembly drawn up by the Executive Board. The Chairman felt that the 
Assembly would not be able to complete its work within the two -week period laid down for 
the present session unless the changes in its method of work recommended by the Board and 
reflected in the document referred to were put into effect immediately. He therefore 
proposed that the Committee recommend the Assembly to adopt at its next plenary meeting, that 
same afternoon, the draft resolution contained in the Board's resolution EB69.R13. 

Dr GALAHOV (Union of Soviet Socialist Republics) asked whether the General Committee had 
to consider the substance of the matter at the present time, or whether the Assembly itself 
should consider the substance in a plenary meeting. 

The DIRECTOR- GENERAL replied that it was up to the General Committee to decide whether 

it agreed to transmit the resolution concerned to the Assembly, if necessary with its own 

recommendations. 

Taking the view that the task of the General Committee was not merely procedural but 

contained an element of assessment of substance, Dr GALAHOV (Union of Soviet Socialist 
Republics) expressed some reservations of his delegation concerning the resolution proposed in 

resolution EB69.R13. Those reservations did not apply to operative paragraphs 1 and 2, to 

which the Chairman had referred: circumstances made those measures necessary, and in any case 
they were being adopted only on a trial basis. The Soviet delegation had very serious doubts, 
however, as to the appropriateness of operative paragraph 4, which the Chairman had not 
mentioned, and which would authorize the Director- General to draw the attention of the Health 
Assembly to the possibility of deferring its consideration of certain draft resolutions and 
policy issues involving matters of regional interest. 

The Soviet delegation felt that Rule 56 of the Rules of Procedure of the Health Assembly 
already gave the Director -General a general right to intervene; it felt therefore that 

operative paragraph 4 of the draft resolution concerned would merely duplicate the provisions 

of that Rule, and duplication was always dangerous. Moreover, it believed that operative 

paragraph 4 contravened the provisions of Rules 50 and 52 of the Rules of Procedure. 

For those reasons, the Soviet delegation proposed the deletion of operative paragraph 4 

from the draft resolution to be transmitted to the Assembly. If its proposal were not 

adopted, the delegation would request a vote on the draft resolution section by section : 

while the delegation agreed to the adoption of operative paragraphs 1 to 3, it would be 

obliged - together no doubt with other delegations - to vote against the adoption of 

operative paragraph 4. 

The DIRECTOR- GENERAL noted that the borderline between questions of substance and 

questions of procedure was difficult to define. Referring to Rule 33 of the Rules of 

Procedure of the Health Assembly, which restricted the role of the General Committee to 

procedural matters, he questioned whether it was up to the General Committee to give its 

views on the substance of a resolution which the Executive Board was requesting the 

Health Assembly to adopt. Whatever position the General Committee adopted on the matter, 

it was ultimately up to a plenary meeting of the Health Assembly to decide on the proposed 

resolution. The General Committee could, if it thought fit, make recommendations to the 

Assembly or express doubts concerning a particular provision, but it should keep within 

the procedural limits laid down for it by the existing rules. 



GENERAL COMMITTEE: FIRST MEETING 7 

Dr GALAHOV (Union of Soviet Socialist Republics) said he shared the Director -General's 

view: the General Committee should restrict itself to procedural matters and should not give 

an opinion on matters of substance. If he had spoken on a matter of substance, it was because 

the Chairman had proposed to the Committee that it transmit the resolution concerned to the 

Health Assembly with its approval. It was not the General Committee's task to approve a 

resolution, whatever the resolution might be, and it had no authority to do so. 

In view of the exchange of views that had just taken place, the DIRECTOR- GENERAL 

said he felt the Committee would wish merely to transmit the resolution concerned to a 

plenary meeting of the Health Assembly without taking a standpoint on the matter. The 

main concern of the General Committee should be to facilitate and speed up the work of 

the Assembly. He therefore suggested that it transmit the resolution to the Assembly, 

but without making any accompanying recommendation. 

It was so agreed. 

3. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN, pointing out that the present session of the Assembly was limited to 

a maximum of two weeks, and that the preliminary timetable prepared by the Executive 

Board (document A35/GC/1) was very tight, appealed to the Chairmen of the main committees 

to help in making the two -week session a success. Whether the Assembly proceeded smoothly 

and without the need for night meetings would largely depend on the work carried out 

within those committees. 

In the light of what he had just said, the Chairman felt that the General Committee 

would wish to approve the timetable contained in document A35/GC/1, subject to any 

revision that might prove necessary in the course of the session. 

The General Committee agreed thereto and then drew up the programme of meetings for 

that afternoon and for Wednesday, 5 May, Thursday, б May, Friday, 7 May and Saturday, 8 May. 

The General Committee also approved the proposal of the Chairman that suggestions 

for the election of Members entitled to designate persons to serve on the Executive Board 

should be submitted by 10h00 at the latest on Monday, 10 May. 

The Chairman then suggested to the Committee that the order of the list of speakers 

wishing to take part in the general discussion on agenda items 10 and 11, a list which 

already contained 92 names, should be strictly followed, and that any new additions to the 

list should be taken in the order in which they were received. 

It was so agreed. 

In reply to a question from Sir Henry YELLOWLEES (United Kingdom of Great Britain 

and Northern Ireland), the CHAIRMAN announced his intention to close the list of speakers 

on the morning of Thursday, б May. He added that he would inform the plenary meeting of 

the Assembly of the arrangements just made by the General Committee. He also reminded 

the Committee that the Technical Discussions, in accordance with arrangements that still 

applied, would be held all day on Friday, 7 May and on the morning of Saturday, 8 May. 

The General Committee then fixed the hours of work for plenary meetings and meetings 
of the main committees; as in the past, those meetings would be held from 9h30 to 12h30 

and from 14h30 to 17h30. The General Committee would meet either at 12h30 or at 17h30. 

Dr OWEIS (Jordan), referring to item 35 of the provisional agenda (Transfer of the 
Regional Office for the Eastern Mediterranean), which had been allocated to Committee B, 

requested that Committee B consider that agenda item at the start of its work. Some heads 
of delegations who wished to take part in the discussion on that agenda item would have 

to leave Geneva early in the session, and they should be given an opportunity to speak on 

the item before their departure. 

The CHAIRMAN asked the Chairman of Committee B to note the request and to consider 

the matter within his Committee. 
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In reply to Mr BOYER (United States of America), who noted that the question of the 
timetable for the work of the Assembly had already been dealt with by the General Committee, 
the DIRECTOR -GENERAL pointed out that, while the allocation of agenda items to the main 
committees was a matter for the General Committee, it was up to the main committees 
themselves to organize their work as they thought fit. 

The meeting rose at 13h20. 

SECOND MEETING 

Thursday, б May 1982, at 17h40 

Chairman: Mr M. DIOP (Senegal), 

President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

Professor FADL (Sudan), Chairman of Committee A, followed by Mr VOHRA (India), 

Chairman of Committee B, reported on the work of the first three meetings of those committees. 

The latter suggested that, in view of the working time lost by the customary coffee breaks, 

which interrupted the main committees' discussions twice a day, the practice of having coffee 

breaks should be abandoned. 

Professor Fadl, Chairman of Committee A, having been consulted, it was so decided. 

At the invitation of the CHAIRMAN, Dr AL -AWADI (Kuwait), General Chairman of the 

Technical Discussions, informed the General Committee of the provisions taken for organizing 

the Technical Discussions, which were to take place on Friday, 7 May, and during the morning 

of Saturday, 8 May. Since it was being arranged that, unlike in previous one of 

the main committees - Committee B - should also meet on the Saturday morning, he had a 

suggestion to make: that in order to enable delegates who were taking part in the work of 

Committee B to attend the first part of the final plenary meeting of the Technical 

Discussions, Committee B should not meet until 10h30, instead of the usual 9h30. 

It was so agreed. 

The General Committee then fixed the programme of work for Monday, 10 May, when it would 

meet at noon instead of 12h30, as well as for Tuesday, 11 May. 

The meeting rose at 18h00. 

THIRD MEETING 

Monday, 10 May 1982, at 12h05 

Chairman: Mr M. DIOP (Senegal) 

President of the Health Assembly 

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE 

EXECUTIVE BOARD 

The CHAIRMAN pointed out that the procedure for drawing up the General Committee's 

proposals to the Assembly for the election of Members entitled to designate a person to serve 
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on the Executive Board was governed by Article 24 of the Constitution and by Rule 102 of the 

Assembly's Rules of Procedure, and drew the attention of the members of the Committee to the 

documents provided, namely: 

(a) a table showing the geographical distribution of seats on the Executive Board by 

region; 

(b) a regional list of the Members of the Organization which were, or had been, 

entitled to designate persons to serve on the Executive Board; 

(c) a list, in alphabetical order by region, of Members the names of which had been 

suggested following the announcement made by the President of the Assembly in the plenary 

meeting under Rule 101 of the Assembly's Rules of Procedure; 
(d) lastly, a table showing the present composition of the Executive Board, with the 

names underlined of those of the Members that had designated a person to serve on the 

Board whose term would expire at the end of the Thirty -fifth World Health Assembly and 

who would have to be replaced: for the African Region, the Congo; for the Region of 
the Americas, Colombia and Jamaica; for the European Region, the Netherlands, Norway, 
and Turkey; for the Eastern Mediterranean Region, Iran and Oman; for the Western 
Pacific Region, New Zealand and Samoa; while the South -East Asia Region had no outgoing 

Member. 

He then proposed that the General Committee adopt the usual procedure for submitting 

its proposals to the Assembly. It could, if it so desired, engage in a general discussion 

during which its members could propose the names of countries other than those whose names 
had already been suggested in writing; it would then draw up, by secret ballot, a list of 

candidatures in which the members of the Committee could include all the countries they wished 
to have taken into consideration; that list could then, if the Committee so desired, be the 

subject of a discussion. The Committee would then draw up, on the basis of that list of 

candidatures, again by secret ballot, a list of not more than 15 and not less than 10 Members, 

in accordance with the provision of Rule 102 of the Rules of Procedure; finally, if that list 

contained more than 10 names, the Committee would again vote by secret ballot to select the 

10 members which, in its opinion, would provide, if elected, a balanced distribution of the 

Board as a whole. 

There being no objections, it was so agreed. 

Observing that the General Committee did not wish to hold a general discussion, the 

CHAIRMAN invited it to proceed to the first vote. He pointed out that when taking part in 
that first vote the members of the Committee must without fail enter on their ballot the 

names of all of the candidate countries, however many of them there might be, that they 

wished to have taken into consideration, because at the vote proper it would be too late to 

introduce the name of any Member not appearing on the list of candidatures. 

He invited Professor Nastev (Bulgaria) and Dr Gesa (Uganda) to act as tellers. 

The General Committee took a vote by secret ballot to draw up the list of candidatures. 

The CHAIRMAN communicated to the General Committee the results of the ballot, in which 
14 countries had received votes. 

Mr GÍSLASON (Iceland), whose country was one of the 14 just mentioned, informed the 

Committee of the withdrawal of Iceland's candidature. Iceland reserved the right, however, 

to be a candidate at a forthcoming Assembly. 

Dr JOGEZAI (Pakistan), Vice -President of the Health Assembly, reminded the Committee 
that it was customary for one of the seats on the Board assigned to the Eastern Mediterranean 
Region, to which his country belonged, to go as a matter of course, on account of the 
preponderance of Arabic -speaking countries in that Region, to a non- Arabic speaking country. 
Since Iran, an outgoing country, and his own country were non -Arabic speaking countries, he 
trusted that members of the Committee would vote for Pakistan. 

The CHAIRMAN, after taking note of the withdrawal of Iceland's candidature and of the 

reminder of the delegate of Pakistan, invited the members of the Committee to draw up by 
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secret ballot a list of not less than 10 and not more than 15 Members. Only Members who had 
obtained a simple majority would appear on the list drawn up as a result of that ballot. Any 
ballot which contained more than 15 or less than 10 names, or which contained names that did 
not appear on the list of candidatures previously drawn up by the Committee, would be 

considered void. 

The Committee then took a vote by secret ballot to draw up a list of not less than 10 

and not more than 15 Members, selected from the list of candidatures, which would be 
transmitted to the Health Assembly. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY; ALLOCATION OF AGENDA ITEMS TO THE MAIN 
COMMITTEES: TRANSFER OF ITEMS 

The CHAIRMAN, having pointed out that the General Committee had already drawn up the 

programme of work of the Assembly for the following day, Tuesday, 11 May, at its previous 

meeting, invited the Chairmen of the main committees to take advantage of the counting of the 

ballot which had just taken place to report on the progress of the work of their committees. 

Mr VOHRA (India), Chairman of Committee B, and Professor FADL (Sudan), Chairman of 

Committee A, reported in turn on the work of those committees. The latter emphasized that 

the agenda of Committee A was still very full and included, in particular, such items as the 

Strategy for health for all by the year 2000 and the Seventh General Programme of Work 
(items 19 and 20 respectively). Because of this, he asked the General Committee to relieve 

Committee A of a part of its workload and to transfer an agenda item to Committee B; he 

suggested that the General Committee should direct its choice to item 27 (Long -term planning 

of international cooperation in the field of cancer). 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) asked whether the 

Chairmen of the main committees considered that their committees could finish their work in 
the afternoon of Thursday, 13 May, as had been envisaged, while still keeping to the working 
hours adopted at the start of the session. 

Mr VOHRA and Professor FADL thought that that was possible, particularly taking into 
account the transfer of one agenda item from Committee A to Committee B, which the General 
Committee was asked to approve. Professor FADL added that he had already considered the 

possibility, at least in Committee A, of limiting the time of speakers, or of continuing the 
afternoon meetings to 18h00. 

Following an exchange of views on the foregoing and on the advisability of altering the 

working hours of the main committees, in which Dr FIELD (United Kingdom of Great Britain and 

Northern Ireland), the CHAIRMAN, the DIRECTOR- GENERAL, Professor AUJALEU (France) and 

Professor FADL (Sudan), speaking in his capacity as Chairman of Committee A, took part, the 

General Committee drew up the programme of the meetings for Wednesday, 12 May, and agreed as 

follows: 

(1) agenda item 27 (Long -term planning of international cooperation in the field 

of cancer) to be transferred from Committee A to Committee B; 

(2) beginning on the following day, Tuesday, 11 May, the main committees to start work 

at 9h00 instead of 9h30 and continue in the evening to 18h00 instead of 17h30; 

(3) the plenary meeting the following day, Tuesday, 11 May, would start at 11h30 - 

instead of 11h00, as decided by the General Committee at its previous meeting; on 

the other hand, the plenary meeting of Wednesday, 12 May, which had a fuller agenda, 

would commence at 11h00; 

(4) the General Committee would hold its next meeting on Wednesday, 12 May, at 18h00. 

Professor AUJALEU (France) supposed that the General Committee, at that next meeting, 

would set the date for the closure of the session. 

It was so agreed. 
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3. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE 
ON THE EXECUTIVE BOARD (resumed) 

The CHAIRMAN announced that the counting of the votes of the second ballot of the 

General Committee had been completed, and read out the names of the countries which had 

obtained the necessary majority: Morocco, Trinidad and Tobago, China, France, Iraq, Pakistan, 
Zimbabwe, Chile, Malaysia, and the Union of Soviet Socialist Republics; the following 
countries had not obtained that majority: Papua New Guinea, Sudan, arid Tunisia. 

As only 10 Members had obtained the necessary majority, there was no need to proceed to 

a new ballot, and the names of those 10 countries would be transmitted, in accordance with 
the relevant provisions of the Rules, to the Health Assembly, with a view to the annual 
election of 10 Members entitled to designate a person to serve on the Executive Board. In 
accordance with the programme of work which the General Committee had just drawn up, that 
election would take place during the plenary meeting on Wednesday, 12 May. 

The meeting rose at 13h25. 

FOURTH MEETING 

Wednesday, 12 May 1982, at 18h10 

Chairman: Mr M. DIOP (Senegal), 

President of the Health Assembly 

1. -PROGRAMME OF WORK AND DATE OF CLOSURE OF THE HEALTH ASSEMBLY 

Professor FADL (Sudan), Chairman of Committee A, reported on the progress of the 

Committee's work. He pointed out that it had just started consideration of agenda item 19 

(Strategy for health for all by the year 2000), under which the Committee had originally had 

before it two draft resolutions, one submitted by the Executive Board and the other submitted 

by the group of non- aligned countries. He had also been requested to submit to the Committee 
two new draft resolutions dealing respectively with raising the efficacy of nursing and 

obstetrical staff in primary health care and with maturity prior to pregnancy. In his 

opinion, those two draft resolutions were hardly relevant to agenda item 19, which was 
concerned with the strategy as a whole and not with points of detail. Professor Fadl feared 

that if the Committee undertook to discuss matters of detail during its review of the plan of 

action for implementing the strategy it would lose sight of the overall objective of that 

review. Admittedly it would be possible to consider examining the matters raised by the 

draft resolutions in question under supplementary agenda items, but the session of the Assembly 
was too far advanced for the addition of agenda items. He therefore asked the General 
Committee to guide him as to how he should proceed. 

Professor AUJALEU (France) said he had been asked by about 15 delegations to ask the 

General Committee if it was still possible for Committee A to consider a draft resolution on 
alcohol -related problems. 

Mr VOHRA (India), Chairman of Committee B, speaking in a personal capacity, recognized 
the importance of the subjects dealt with by the two draft resolutions referred to by the 

Chairman of Committee A. Nevertheless, in view of the late date at which those draft 
resolutions had been submitted, he felt it would be more appropriate to postpone their 

consideration until the next Health Assembly, when they could appropriately be discussed 

during the consideration of the proposed programme budget for 1984 -1985. 
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The CHAIRMAN said he felt there were arguments of principle and of appropriateness 
against consideration by the present Assembly of the additional draft resolutions mentioned by 
Professor Fadl and Professor Aujaleu. Referring to the arguments of principle, he drew 
attention to Rule 12 of the Rules of Procedure of the Health Assembly which stipulated that 
"a supplementary item may be added to the agenda during any session . . . provided that the 
request for the inclusion . . . reaches the Organization within six days from the day of the 

opening of a regular session ". Since that time limit had expired, it was obviously no longer 
possible to include new items in the agenda of the present Assembly. Turning to the question 
of appropriateness, he felt that the draft resolutions in question dealt with specific 
problems of limited scope and should not be considered under the agenda item devoted to the 

strategy for health for all by the year 2000. 

Professor AUJALEU (France) said he shared the Chairman's view regarding the objections of 
principle and appropriateness in so far as those objections referred to agenda item 19, but 

pointed out that the delegations wishing to submit a draft resolution on alcohol -related 

problems proposed that the resolution be considered under agenda item 20 (Seventh General 

Programme of Work covering a specific period (1984 -1989 inclusive)). 

The CHAIRMAN noted that comment, but remained of the opinion that the General Committee 

should recommend that the problems dealt with by the draft resolutions in question be 

considered the following year by the Thirty -sixth World Health Assembly. 

It was so agreed. 

Mr VOHRA (India), Chairman of Committee B, after reporting on the progress of the 

Committee's work, expressed doubts as to the possibility of the Committee's completing its work 

within the prescribed period without extending its hours of work. He therefore asked the 

General Committee to authorize Committee B - and perhaps Committee A as well - to meet all day 

on the following day, up to 20h00. 

Since that request met with objections from Professor AUJALEU (France), who felt it would 

be inappropriate to ask the staff of the Assembly secretariat to work non -stop from 9h00 in the 

morning to at least 20h00 in the evening, and from Dr OWEIS (Jordan) and Dr FIELD (United 

Kingdom of Great Britain and Northern Ireland), the CHAIRMAN noted that the majority of members 

of the General Committee were in favour of keeping to the hours of work previously laid down. 

He asked the Chairmen of the main committees to guide the work of their committees in such a 

way that the committees could complete their work during the afternoon of Friday, 14 May, 

even if that meant limiting the time allowed to speakers as had been suggested by Dr Field. 

The General Committee then fixed the programme of work of the Assembly for Thursday, 13 

and Friday, 14 May and, after rejecting a proposal by Dr OWEIS (Jordan) to postpone the plenary 

meeting of closure until the morning of Saturday, 15 May, fixed the date of closure of the 

Assembly as Friday, 14 May. It was agreed that the last plenary working meeting to adopt the 

last reports of the main committees would be followed after a short break by the plenary 

meeting of closure, and that those meetings would be held as late in the afternoon as necessary, 

depending on the completion of the work of the main committees. 

2. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the General 

Committee completed. 

The meeting rose at 18h35. 



COMMITTEE A 

FIRST MEETING 

Tuesday, 4 May 1982, at 15h35 

Chairman: Professor A. M. FADL (Sudan) 

1. ELECTION OF VICE -CHAIRMEN AND RAPPORTEUR: Item 18 of the Agenda (Document A35/29) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He then 
drew attention to the third report of the Committee on Nominations (document А35/29),1 in 

which that Committee nominated Professor 0ztürk of Turkey and Professor Abdelmoumеnе of 
Algeria as Vice -Chairmen and Mr Mboumba of Gabon as Rapporteur. He had, however, been 

informed that Professor Abdelmoumene had been obliged to return to his country. He therefore 
suggested that Professor 5ztürk should be elected Vice -Chairman. If it appeared later that 

a second Vice- Chairman was needed, the Committee would be able, according to Rule 37 of the 

Rules of Procedure, to elect one at any time. 

Mr BOUHARA (Algeria) said that his delegation was appreciative of the confidence placed 
in it by the proposal to elect Professor Abdelmoumene as a Vice -Chairman of the Committee. 
Unfortunately Professor Abdelmoumene had been urgently recalled to Algiers and the Algerian 
delegation was too small to be able to assume that responsibility. He thanked those who had 
expressed their sympathy following the death of the Algerian Foreign Minister and the 
delegation of 10 members who were accompanying him on a peace mission. 

Decision: Committee A elected Professor 0ztürk (Turkey) as Vice -Chairman and 

Mr Iboumba (Gabon) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN, pointing out that the shorter Health Assembly would mean that delegates 
would have to work in the Committee with discipline and concentration in order to complete 
the agenda, urged them not to stray from the substance of the items under consideration. 

He suggested that the normal working hours should be from 9h30 to 12h30 and from 14h30 

to 17h30, but indicated that these might have to be adjusted from time to time. 

It was so agreed. 

3. CHANGES IN THE PROGRAMME BUDGET FOR 1982 -1983: Item 21 of the Agenda (Resolution WHA28.69; 
Document ЕВ69/1982/REС/1, resolution EВ69.R14 and Annex 6) 

Dr ADANDÉ.MENEST (representative of the Executive Board), introducing the item, said that 
by resolution WHA28.69 (May 1975) the World Health Assembly had decided, inter alfa, to under- 
take in even -numbered years "a brief review of the changes in the programme budget for the 
second year of the biennium ". Accordingly the Executive Board, at its sixty -ninth session in 
January 1982, had examined a report by the Director -General on the major changes made to the 
1982 -1983 programme budget. 

1 See document WHA35/1982/REС/2. 

- 13 - 
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That report, reproduced in Annex 6 of document ЕВ69/1982 /REС /1, gave details of the 
changes pertaining to the regions as well as to global and interregional activities. 
Following examination of the report it had become clear that, apart from a number of budgetary 
changes and shifts in resources for regional activities, the amount of the overall effective 
working budget for the biennium remained the same as originally approved. The report was 
really a projection concerning a redistribution or reallocation of the funds available or 
expected under the regular budget or transfers of funds between the regular budget and extra - 
budgetary resources, using a flexible mechanism, influenced mainly by the flow of extra - 
budgetary funds and the concern to support the priority programmes in the regions. 

It was important to bear in mind that the report of the Director -General was the second 
of its kind to be submitted to the Board and the Health Assembly in accordance with the 
biennial budgeting procedures now in force. In the light of the experience already gained 
with that kind of review, and of the shortcomings inherent in any report on changes in the 

programme budget prepared prior to or in the course of programme implementation, the Board had 
discussed whether a report of that type was really necessary and useful for the Health Assembly 
under a system of biennial programme budgeting and implementation, since four reports covering 
programme budget implementation were submitted to the Health Assembly by the Director -General 

during the two -year period. Among other factors considered by the Board to be relevant to 

the question was the Health Assembly's decision to limit its session in even -numbered years to 

a maximum of two weeks and the consequential need to further rationalize and reduce the agenda 

and workload of the Assembly. 
In the light of those considerations, the Board had concluded that the routine submission 

to the Health Assembly in even - numbered years of reports on changes in the approved programme 

budget could be discontinued. At the same time it had been agreed that any significant 

developments in that area could continue to be reported as before to the Executive Board. 

Thus, in even - numbered years the Board would undertake the brief review of significant changes 

in the approved programme budget on behalf of the Health Assembly. Basically, the exercise 

was an extensive review of changes with no major implications for the course of the programme 
which was only just starting when the information was brought to the knowledge of the Board 

(in January) and the Assembly (in May). 

The Board had accordingly adopted resolution EB69.R14 recommending for the Health 

Assembly's consideration a draft resolution reflecting its conclusions. 

Dr SAVEL'EV(Union of Soviet Socialist Republics) said that his delegation had no 

objection in principle to the draft resolution, but considered that it could be improved. For 

example, it would like to see operative paragraph 2 deleted, since it seemed to deprive the 

Executive Board of the possibility of considering substantial changes in the programme budget 

under a separate agenda item. 

Similarly, operative paragraph 3 was not clear. It aimed at allowing the 

Director -General not to report at all on changes in the programme budget in even - numbered 

years when he felt that it was unnecessary. However, any changes in the programme budget 

affected the Organization's activities for the biennium, and should be reviewed, if not by the 

Assembly, at least by the Executive Board. Review of changes in the programme budget was one 

of the ways in which Member States could control the work of the Organization, and they should 

not be deprived of that possibility. Operative paragraph 3 should be deleted. 

Mr MAN' (India) said that the Board's resolution carried the system of biennial programme 

budgeting to its logical conclusion. An annual budget presented uncertainties, but a biennial 

one was an even greater exercise in estimating; changes were bound to be necessary, 

especially as regards extrabudgetary resources. A review of the programme budget in even - 

numbered years could give an outline of receipts and disbursements and permit changing 

priorities to be reviewed. His delegation supported the draft resolution, which left the 

review in even - numbered years to the Executive Board. In operative paragraph 3, however, it 

seemed to him that the word "significant" enabled the Director -General to report only on those 
matters which he deemed it necessary to report on; the phrase "whenever he deems it necessary 
or appropriate" therefore appeared to be redundant, and could be deleted. 

Mr BOYER (United States of America) supported the draft resolution, which had been very 
carefully reviewed by the Executive Board. The Board had originally been presented with a 

proposal which would have entirely eliminated any report on changes in the programme budget 

after its adoption. It had not concurred with that idea and had wished to have information on 

important changes made so that it could determine whether changes discussed at the preceding 
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Health Assembly had been made and whether WHO was in fact implementing the priorities which 

the Assembly had decided upon. The draft resolution reflected the compromise adopted by the 

Board. It provided that the report on the programme budget should no longer go to the Health 

Assembly but to the Board, thus saving time at the Health Assembly. The views of the Board 

were reflected in operative paragraphs 2 and 3, and appeared to be in the best interests of 

the Organization. In his view, no change in the wording was necessary, and he hoped that the 

Committee would adopt the resolution as presented. 

Dr VIOLAKI- PARASKEVA (Greece), supporting the observations made by the delegates of India 

and the United States of America, said that the draft resolution had been studied thoroughly 

by the Board. It must be recognized that the practice of biennial programme budgeting 

provided an opportunity for further improving the efficiency of the Health Assembly. The 

reference to the reports of the Regional Directors, in operative paragraph 2 of the draft 

resolution, might be strengthened, bearing in mind that there was general agreement concerning 

the decentralization of WHO's work. 

Dr Madiou TOURÉ (Senegal), supporting the draft resolution in principle, associated himself 

with the request for the deletion of the words "whenever he deems it necessary or appropriate ", 

in operative paragraph 3, since the Director -General was there requested to report on "any 

significant developments ". 

Dr MWAMBAZI (Zambia), while supporting the draft resolution as a whole, endorsed the 

amendment to operative paragraph 3 proposed by the delegate of India. Paragraph 6 of the 

Director -General's report (document ЕВ69/1982/REС/1, Annex 6) stated that estimated funding 

from extrabudgetary sources in the African Region had dropped by approximately 25 %; such a 

significant shortfall could lead to major changes at short notice. The draft resolution 

appeared sufficiently flexible for adequate planning and budgetary purposes. 

Dr ADANDÉ MENEST (representative of the Executive Board) observed that, subject to some 

possible amendment of certain passages, the draft resolution was generally acceptable. The 

changes in the programme budget for 1982 -1983 were insignificant and would have no great 
impact on the programme itself. The importance of improving operations had been generally 

recognized - hence the approach proposed by the Director -General and the draft resolution 

submitted by the Executive Board. 
Referring to operative paragraph 3 of the draft resolution, he said that four reports on 

the programme budget were submitted by the Director -General every two years, indicating major 

changes and including information from the regions. There was no question of detracting from 
the Executive Board's role or from the Director -General's task of reporting on developments 
with implications for the programme budget. What was required was simply to adapt the working 
methods to the fact that the Health Assembly's session had been reduced to two weeks; some 

items of lesser importance would have to be placed in the background in the interest of 

greater rationalization. The Secretariat might be able to comment further, but, in his view, 

it should be possible for the Committee to approve the draft resolution recommended by the 
Board. 

DrSAVEL'EV (Union of Soviet Socialist Republics) said that his delegation had no objection 
to the draft resolution in principle; its proposed amendment was one of form rather than of 

substance. He suggested that a small drafting group should be established to draft a text 

incorporating the various changes that had been proposed. 

Mr BOYER (United States of America) observed that it should be possible for the Committee 
to agree on a text without resorting to a drafting group. There appeared to be a general 
consensus in favour of the deletion of the words "whenever he deems it necessary or 
appropriate ", in operative paragraph 3. There also appeared to be agreement on the fact that 

operative paragraph 3 should refer not only to global and interregional activities but also to 

significant changes in regional programmes and budgets. The relevant passage might be amended 
to read: "... global and interregional activities, and important changes made in regional 
programmes, ... ". 
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Mrs BRUGGEMANN (Secretary) recalled that the delegate of the USSR had proposed the 

deletion of operative paragraphs 2 and 3. The text of operative paragraph 3, with the amend- 
ments proposed by the delegates of India and the United States of America, would read: 

"3. REQUESTS the Director - General to report to the Board in even -numbered years any 
significant developments in respect of global and interregional activities, and important 
changes made in regional programmes, with major implications for the current biennial 
programme budget ". 

Dr SAVEL'EV(Union of Soviet Socialist Republics) said that, while the proposed amendments 

went a considerable way towards improving the text, the rewording of operative paragraph 3 
made operative paragraph 2 redundant, and the latter might therefore be deleted. 

The proposal by the delegate of the USSR to delete operative paragraph 2 of the draft 

resolution was rejected, and the amendments proposed by the delegates of India and the 

United States of America to operative paragraph 3 were approved. 

The draft resolution, as amended, was approved.' 

4. BIOMEDICAL AND HEALTH SERVICES RESEARCH: Item 22 of the Agenda 

Progress report on coordination activities: Item 22.1 of the Agenda (Resolution WHA33.25; 

Document А35/5) 

Dr ORADEAN (representative of the Executive Board) said that, during the review of the 

progress report on research coordination activities, the need for a sound scientific and 

technological infrastructure to support the health development process had been emphasized. 
The Board had repeatedly stressed the strong leadership role that WHO should continue to 

play in the coordination of health research. One important mechanism to that end was 
provided by the global Advisory Committee on Medical Research (ACIR) and the regional ACMRs. 
The Chairman of the global ACMR had given the Board important information on health research 
in general and on WHO's unique role in research. Of the US$ 6000 -7000 million spent on 

health research throughout the world, only a very small fraction was devoted to problems of 

developing countries. WHO was trying to remedy the situation, firstly, by building up 
self -reliance in health research, including the managerial component, through institution 
strengthening and training programmes, and, secondly, by working on the solution of specific 

health problems. A uniquely innovative role had been played by the creation of the Special 

Programme for Research and Training in Tropical Diseases (TDR), the Special Programme of 

Research, Development and Research Training in Human Reproduction, and the diarrhoeal 

diseases control programme. The fact that members of the scientific community throughout 
the world were involved in the planning, implementation and evaluation of those programmes 

should affect the research climate in the various countries, and it was hoped that the level 

of research in the appropriate subject areas would thus be raised qualitatively and 

quantitatively. 

In order to provide financial support to those special efforts, WHO had attracted 

extrabudgetary funds from various sources, including the World Bank and UNDP. It was of 

paramount importance to continue and increase such support (currently amounting to $ 50 million) 

if WHO was to achieve its goals over the two coming decades. 

The internal WHO Secretariat counterpart of the global and regional ACMRs was the 

Research Development Committee, whose terms of reference had been briefly introduced by its 

Chairman, as: to advise the Director -General on the development and organization of WHO 

research activities, with particular emphasis on management; to serve as a forum for the 

exchange of information between programmes, and to facilitate the development of horizontally 

linked activities requiring the involvement of several WHO programmes at the country, regional 

and global levels. 

The Board had generally endorsed the principle that biomedical and health services 

research should form part of the objective of health for all. It had felt that the topic 

under discussion covered a wide range of issues, from the most esoteric biomedical research 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA35.2. 
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to the most practical health services research, without any clear dividing lines between 

them. The substantial middle ground included both the translation of biomedical research 

findings into health service application and measurement of the results. It was necessary 

to apply research findings, focusing on the health services, and beginning with simple 

epidemiological studies and studies of patterns of health services utilization. Initiation 

into research should be included in the training of all health workers, so that primary health 

care would benefit from the methodology of scientific investigation. 

The Board had also stressed that a number of major health problems still awaited 

practical solutions. In the developing world, at least 150 million people annually were 

disabled by malaria, 200 million by schistosomiasis, 200 million by filariasis and 400 million 

by trachoma, to mention only a few of the most prevalent diseases. In the developed countries, 

cardiovascular diseases, cancer and the sequelae of accidents were the main problems, but 

account should also be taken of communicable diseases such as influenza and hepatitis. The 

prevention and treatment of such diseases were inadequate and expensive. Fundamental, 

clinical and applied research was therefore needed. 
The resources devoted to research and to health care in general remained very low in 

many developing countries, where no more than $ 2 -3 per capita per annum could be afforded 

for health services. Pooling of resources, avoidance of duplication and the orientation 

of research priorities towards significant and attainable goals could provide a partial 

answer. The related problem of promoting stable career structures had also to be solved. 

It was necessary to ensure some degree of permanency with regard to research posts. Unless 

national plans provided for a system whereby the knowledge acquired by young research 

scientists could be turned into productive scientific work, the time and money spent on 

their training could well be wasted. WHO should encourage governments to establish 

permanent posts, both for biomedical and health systems research, so that research workers 

could earn a decent living and contribute to their countries' development. It had also 

been emphasized that relations between WHO and medical schools should be strengthened. 

While medical schools were generally conservative in character and had only limited 

awareness of and contact with prevailing health systems problems, WHO could help to improve 
the situation by encouraging medical schools, particularly in developing countries, to 

participate in collaborative research projects, and in workshops on methodology and management 
and by promoting the exchange of research workers. 

The DEPUTY DIRECTOR- GENERAL said that the Organization was vigorously pursuing its 
activities in the field of research. The strengthening and coordination of the overall 
research effort, conducted under the terms of Article 2 of the Constitution, had been given 
an added urgency and importance by the goal which the Organization had set for itself for 
the year 2000, since there was an ever -increasing realization that research into new tools 
and methods of health care, as well as research into better and more effective ways of 
delivering currently available techniques, were indispensable for the achievement of that 

goal. 

WHO's work in strengthening national research capabilities had been so outstanding that 
it had been mentioned as a model in a recent study on the efficiency of United Nations bodies 
in the field of science and technology. The concern with scientific and technological 

infrastructure was considered by the Organization as an indivisible part of technical 
cooperation and covered all levels of research activity, including the establishment of 

priorities, the strengthening of institutions, and operational support. The Organization 
was also concerned with the serious constraints on the development of research in the 
developing countries. However, the Organization's regional research activities were now 
well under way, and each region had a sizeable research programme with its own ACMR. 
Recent years had seen an expansion of the activities of several major programmes in the 

fields of human reproduction, tropical diseases, diarrhoeal diseases and mental health. 
New efforts were being made in several other areas - such as cancer control, family health 
and the study of aging - which would require increasing attention over the next few years. 
A number of promising studies had been made on those subjects. 

Professor BERGSTRSM (Chairman of the global Advisory Committee on Medical Research), 
commenting on the question of strengthening research into the problems of the developing 
countries and of building up their research capabilities, said that since 1975 the 

Organization's research activities in the regions had been strengthened through the 
development of ACMRs in each WHO region. The regional ACMRs met at least once a year and 
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reported to the regional committees: most of them had a number of active subcommittees 
working on various priority problems such as diarrhoeal diseases. That development had 
led to many new contacts between neighbouring countries. In some regions a considerable 
number of research projects had been funded from WHO regional and country budgets. 

Another important development over the past decade had been the creation of the Special 
Programmes in human reproduction, tropical diseases and diarrhoeal diseases. Under those 
programmes more than 4000 of the leading scientists in the fields concerned were participating 
in planning research, on a global scale and with clearly defined targets, in selecting 
priority areas and in deciding upon the funding of research projects under arrangements 
similar to those normally found in any national research council. The new development had 
also indirectly stimulated scientific activity in those priority areas in many industrialized 
countries which had not previously taken much interest in them, particularly as far as the 
pharmaceutical industry was concerned. 

In several regions determined efforts were being made to help to create or to strengthen 
national research institutions. The organizational structure of the Joint Coordinating 
Board of the Special Programme for Research and Training in Tropical Diseases, which served 
as the governing body of the Programme and managed an annual budget of US$ 30 million, 
might be found useful in other large voluntary programmes not necessarily involving other 
agencies. It consisted of 27 representatives appointed by 27 governments and of one 

representative each from UNDP, the World Bank, and WHO. The Joint Coordinating Board took 
the final decisions regarding policies and funding in respect of the different parts of the 
Programme. Its decisions were based on the reports of the Scientific and Technical 
Advisory Committee. Thus there was a clear parallel with what happened at the national 
level. 

WHO had many hundreds of collaborating centres, most of them in developed countries. 
As part of the institution- strengthening component of the Special Programmes, efforts were 
being made to seek out, in close contact with governments, strategically located institutions 
in developing countries with a view to strengthening them. Long -term plans were worked out 
for training, staffing and equipping them, but an even more important aspect was their 
incorporation in the long -term cooperative research activities of WHO networks, since such 
an arrangement provided them with the best chance of becoming self -sustaining national 
scientific centres for research and training. 

The voluntary contributions to the three special programmes referred to represented 
the best model of the efficient and rational build -up of scientific capabilities in the 
developing countries and an ideal way of serving the north -south transfer of technology. 
However, total contributions were now showing a tendency to level off and, if account were 
taken of inflation, were actually decreasing. It was therefore vital that the governments 
of developing countries should recognize and stress the importance of the special programmes 
if they wanted the contributing countries, many of which were now under heavy economic 
pressure, to continue and increase their support. 

Dr PIRNAR (Director, Office of Research Promotion and Development) said that in the 

two years which had elapsed since the Health Assembly had reviewed the coordination 
activities on biomedical and health services research the Organization's first global 
medium -term programme in that area had been put into implementation. The operational 
objectives of the programme were basically designed to cover two areas of health research 
promotion. 

The first group of activities aimed at encouraging and providing technical assistance 
for the strengthening of national research capabilities. The programme had continued to 
support that process, which was essentially a national undertaking requiring a national 
commitment. The initial manifestation of such a commitment was the identification of 
health research priorities. There was satisfactory progress toward the attainment of that 
objective with the increasing participation of the regions and of the regional ACMRs in 

WHO's overall research activities. Some countries were already engaged in the process of 

redefining their health research priorities. As converging or common priorities were 
established in neighbouring countries or regions, subregional, regional or interregional 
research initiatives followed, lending great strength to those undertakings. The initiative 
on research on dengue and dengue haemorrhagic fever was just one example of such a centripetal 
development. Harmonization of those priorities at the global level was, however, a complex 
task, and further efforts would be required to integrate regional inputs, particularly through 
a more thorough operation of the global Advisory Committee on Medical Research. 
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WHO had continued to support research manpower development by the award of research 

training grants, visiting -scientist grants and the strengthening of research institutions, 

mainly through the work of the special programmes for research and training. The end -result, 

as expected, was proving to be a valuable addition to the overall health research capabilities 

of Member States. 
Together with the training of research manpower and other measures for the strengthening 

of research institutions, the establishment of satisfactory and reliable research career 
structures was continuing to be a most crucial element, indispensable for sustaining self - 
reliance in health research. Notwithstanding the efforts made to strengthen research 
capability in the developing countries, it was sometimes very difficult to preserve a minimum 
critical mass of adequately trained research manpower. WHO had recently embarked on a 
detailed and comprehensive fact -finding survey of the position with regard to research 
career structures in Member States. The purpose was to obtain a more accurate diagnosis of 

the constraints, most of them already well known, and to identify examples of successful 
applications. It was hoped that the survey and the dissemination of the collected information 
would encourage initiatives for the establishment of research career structures where they did 
not yet exist. 

Specific areas of concern had been the establishment of guidelines for peer review 

mechanisms, including ethical review, as well as the strengthening of regional networks of 

institutions which collaborated with WHO. The recently finalized guidelines for ethical 

review procedures in the conduct of research involving human subjects, prepared jointly by 

WHO and CIOMS, had received wide acceptance and were proving to be very valuable, especially 

in countries which had not yet established similar guidelines. The implementation of the 

recommendations of the Executive Board working group that had studied the role of WHO 

collaborating centres would lead to a further extension of the network of collaborating 

institutions in the developing countries. 

The second group of activities of the programme aimed at the promotion of international 
coordination of health research, especially with respect to problems of major importance to 

Member States, and had continued to be served to a large extent through the system of ACMRs. 
In some regions a major breakthrough in research coordination had been achieved by bringing 

together representatives of national medical research organizations and by starting effective 

cooperation between them. In 1981 similar meetings had even been attended by representatives 

from outside the region concerned, thereby further expanding the coordination and collaboration 

effort. The successful outcome had highlighted the importance of national research councils 

or equivalent bodies and had helped to promote their establishment in countries where they 

had not existed before. Such national foci of research administration were seen to be vital 

for the coherence of national health research efforts. Efforts had been made to introduce 
modern managerial methods in health research administration and to upgrade the training 

capacity of national institutions in research methodology through various workshops and 
seminars. Nevertheless, the need for the application and transfer of scientific knowledge 
and research methods was continuing to be a major challenge. 

Finally, as the commitment to primary health care was more and more being given practical 
expression, the need for a multisectoral approach was becoming evident not only as far as 

delivery but also as far as research was concerned. The multisectoral approach was giving 
rise to initial difficulties and requiring even more extensive coordination, but in the long 

run it would probably yield greater benefits for the health of much larger populations. 

Dr GRATZ (Chairman, Research Development Committee, and Director, Division of Vector 
Biology and Control), explaining the coordination of research carried out within WHO itself, 
said that each programme manager, in presenting his long -term or medium -term programme, was 
required at the outset to indicate the linkages between his programme and other programmes. 
Those linkages were sustained by frequent informal discussions between the different programme 
managers, by the grouping of closely related research programmes under a single assistant 
director -general, by joint meetings of the staff of the various programmes, and by the 
holding of numerous interdisciplinary meetings involving different programmes. In addition, 

coordination was assisted by reviews by outside bodies such as the ACMRs. There were also 
coordinated responses to the research needs of the regional offices and to countries which 
requested support for more than one programme. In the case of the Special Programme for 

Research and Training in Tropical Diseases there was very close coordination in respect of 

the six target diseases, in so far as much of the technical staff supported by the Programme 
was placed in the technical units of various divisions, leading to a very productive flow of 

information between the Programme and those units. There was also internal coordination 
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through the Research Development Committee, through supervision by the assistant directors - 
general and through the frequent reviews carried out by the Headquarters Programme Committee. 
The internal coordination of research was therefore proceeding in a fairly satisfactory manner. 

Coordination with other agencies was to some extent secured through the Office of 
Research Promotion and Development, the Office of the Deputy Director -General and the Division 
of Coordination. It was also carried out through the programme managers, who had contacts 
with other organizations having active research programmes, such as FAO, UNESCO, UNDP, UNEP 
and UNIDO; through the growing participation of nongovernmental organizations in WHO's work; 
through the participation of programme managers in international research meetings, and 
through contact with national research bodies and professional associations. Of particular 
importance were the meetings of programme managers with various donor agencies which were 
supporting research programmes in developing countries. 

Dr BELCHIOR (Council for International Organizations of Medical Sciences), speaking at the 

invitation of the CHAIRMAN, said that CIOMS had been established jointly by WHO and UNESCO in 
1949, with the aim of serving the scientific interests of the international biomedical community 
and of promoting related international activities. Its 90 members included both international 
and national specialist medical bodies, and it provided an informal forum for initiating and 

implementing programmes relevant to medical science. It was thus a useful and active partner 

of WHO. For example, in 1976 it had initiated, in collaboration with WHO, a study aimed at 

establishing guidelines for biomedical research involving human subjects, and those guidelines 

had been published early in 1982.1 It had also been requested in 1976 to prepare a draft 

code of medical ethics relating to the protection of prisoners and detainees against torture 

and other cruel, inhuman or degrading treatment, and he was glad to say that in November 1981 

the United Nations General Assembly had adopted a resolution providing for incorporation of 
that code into a United Nations code. 

On the scientific front, CIOMS had collaborated with WHO in a joint project on the 

international nomenclature of diseases. So far, two volumes of the nomenclature, one on 

diseases of the lower respiratory tract and one on mycoses, had been completed, and further 

volumes on viral diseases, bacterial diseases and parasitic diseases were in preparation. 

Following a CIOMS conference on trends and prospects in drug research and development 
held in 1977, it had been agreed that CIOMS should provide an international forum for the 

discussion of questions of interest to the drug -regulating agencies, the academic world, and 

the pharmaceutical industry. With the support of WHO, CIOMS had embarked on extensive 
consultations which had culminated in the preparation of a report entitled "Safety requirements 

for the first application of new drugs and diagnostics in man ". 

CIOMS had also contributed to the promotion of one of WHO's major policy objectives by 

organizing a conference in 1974 on "Medical care and society ". There had followed further 

conferences on 'health needs of society as a challenge for medical education" and "Economics 

and health policy ", and in 1982 CIOMS was to organize a round -table conference in Nigeria on 

"Health for all: a challenge to health manpower development research ". The aim of that 

conference was to examine research requirements in the field of health manpower development as 

a means of achieving the target of health for all. 
In conclusion, he thanked the Organization for its support and collaboration in 

implementing CIOMS's programme and objectives, and stressed that WHO had CIOMS's full support 

in its efforts to achieve the goal of health for all. 

The CHAIRMAN invited comments on the Director -General's progress report on coordination 

activities in biomedical and health services research (document А35/5). 

Dr BAJAJ (India) welcomed the increased support being given by the Organization to the 

promotion of biomedical and health services research. Bodies such as the global Advisory 

Committee on Medical Research, the regional ACMRs, and research organizations at national 

level provided an extensive research network. Research programmes in such subjects as human 

reproduction, tropical diseases and diarrhoeal diseases, programmes which had an inbuilt 

mechanism of monitoring and evaluation, had made significant progress, and the research 

capabilities of scientists in developing countries were being strengthened. He urged WHO to 

intensify its efforts to promote the establishment of biomedical and health services research 

organizations at national level where they did not yet exist. 

1 Proposed international guidelines for biomedical research involving human subjects, 

Geneva, CIOMS, 1982. 
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In the past few years, health services research had been receiving special attention in 

India. The lessons learned in a number of micro -level projects were being applied in 

developing health care projects at district levels - projects which it was hoped would provide 

a practical training ground for epidemiologists and other scientists needed for building up a 

national research capability. India believed that health services research was an essential 
tool for the attainment of the goal of health for all by the year 2000. 

In particular, research on mental health was of great importance, and he was glad to note 

the emphasis being placed on that aspect by WHO through the global ACМR. 

Dr EL GAMAL (Egypt) said the Ministry of Health in his country considered medical and 
scientific research of the highest importance. Efforts were being made to expand facilities 
for such research, in order to attain a higher standard of competence among research workers. 

A multidisciplinary approach was considered to be most appropriate, and with that in view a 

medical research administration had been established in order to bring together experts in 

various fields - for example, national planning, nursing training, economics, public health, 
and social studies. 

Egypt was well advanced in its programme to attain health for all, and laid great stress 
on medical education, health planning and cost -benefit studies in the health field. A 
bibliography of medical publications had been prepared to assist medical studies and research, 
and investigations were being carried out in the specific field of experimental research. 
Stress was laid on the need to promote research so as to make possible the optimum use of 
health technology, notably in the fields of primary health care and the supply of essential 
drugs. Efforts were being made to find more modern methods to make proper medical care 
available to the people, inviting contributions to the cost of that care from those who could 
afford it. Efforts were also being made to improve the efficiency of Egypt's family 
planning programme, and a survey was being made on the impact of the environment on health. 
Priority was being given to the provision of safe drinking -water, mother and child care, 
vaccination against major diseases, and the supply of essential drugs. Egypt was cooperating 
with the various bodies within CIOMS in an attempt to make better use of available 
resources in its efforts to achieve the goal of health for all by the year 2000. 

Professor SYLLA (Senegal) said he had noted with special interest four points in the 
report. The first was the importance of health services research, which should be 
operational and applicable on a short -term basis. Secondly, the relationship between 
research institutions and training establishments was of great significance, particularly for 
the emerging countries. The third point of interest had been the growth and strengthening of 
collaborating centres in the developing countries; he wished to assure the Secretariat that 
Senegal would endeavour to ensure that the work of such centres would follow the guidelines of 
biomedical research policy laid down by the Organization. Fourthly, he had noted the 
difficulties involved in assembling the very considerable resources and skills necessary for 
carrying out such research, notably in overcoming problems regarding industrial patents where 
private biomedical research was concerned. 

He expressed his gratitude to WHO for its help in setting up in his country research 
institutions which, although imperfect, were at least operational. The Ministry of Public 
Health had just set up a research and planning office, the director of which was attending the 
Health Assembly for the first time. A new ministerial department had also been set up to 
coordinate the work of the various research institutions, both of international organizations 
aid of other countries, and he was grateful to WHO for making possible that work of 
coordination. 

Dr BATCHVAROVA (Bulgaria) said that priority should be given to biomedical and health 
services research in developed and developing countries alike. Such research could make 
possible the use of new technologies in the health services, as well as the adaptation of 
particular technologies to serve the needs of individual countries; similarly, it would allow 
the updating of technologies to keep pace with the constantly changing needs of public health. 
Bulgaria, like other small countries, was not in a position to carry out such research on a 
large scale, and it fully supported WHO's policy of developing international collaboration in 
all the priority fields of biomedical and health services research. 

Bulgaria was ready to collaborate in research on cardiovascular diseases, mental health, 
cancer, accident prevention, and the problems of aging, as well as in health services research. 

In view of the need for clinical experiments on human subjects, her delegation proposed 
that WHO prepare an international code on the subject, for discussion, if possible, at the next 
Health Assembly. 
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Dr YAMAMOTO (Japan) said that if biomedical and health services research was to be 

further developed, it should be carried out in a more efficient way. Joint research was 
undoubtedly an example of such increased efficiency, and he was glad to state that a joint 

workshop on haemorrhagic fevers with renal syndrome had recently been organized in Tokyo by the 
Regional Office for the Western Pacific with the collaboration of the Regional Office for Europe. 

The joint workshop had been a great success, and he hoped that combined research efforts 
along similar lines would be further developed in order to meet the rapidly growing world 
demands in that field. 

The meeting rose at 17h35. 



SECOND MEETING 

Wednesday, 5 May 1982, at 10h20 

Chairman: Professor A. M. FADL (Sudan) 

BIOMEDICAL AND HEALTH SERVICES RESEARCH: Item 22 of the Agenda (continued) 

Progress report on coordination activities: Item 22.1 of the Agenda (resolution WHA33.25; 
Document А35/5) (continued) 

Dr VIOLAKI- PARASKEVA (Greece) said that the report under consideration provided evidence 
of the increased attention that WHO was devoting to research activities at all levels, the 

most important of which was health services research. In that connexion, she highlighted the 
desirability of cooperation between developed and developing countries in selected research 
areas, and said that the pooling of resources and the setting -up of joint research centres 
were important even in regions such as Europe where research was already highly developed. 

It was important to ensure cooperation between the various countries and to stress the valuable 
role which WHO could play. 

Biomedical and health services research was essential to the maintenance of effective 
national health services and should form an integral part of the objective of health for all 
by the year 2000. It should be WHO's constant aim to strengthen the national research 
capabilities of Member States and to improve their capacity to utilize their scientific and 
technical manpower effectively. She noted the excellent example of the application of health 
services research in the risk approach in maternal and child health and family planning care 

and also stressed the importance of research on aging for both developing and developed 
countries. 

Dr KPOSSA- MAMADOц (Central African Republic) said that biomedical research was extremely 
important for the development of health services even in the developing countries. He wished 
to ask two questions. First, in connexion with the special training programmes mentioned in 
the report, he wondered what WHO's aim was in the field of human reproduction. Did it wish 

to increase a falling birth rate, or did it advocate the introduction of family planning? He 
noted that stress was placed on reproductive health in adolescents, and asked what particular 
problems arose in that respect? 

Secondly, in view of the inadequacy of primary health care in many countries, including 

his own, he wondered whether the integration of applied research in primary health care 
programmes would not constitute an additional financial burden and thus delay the implementa- 

tion of those programmes and the achievement of health for all by the year 2000. 

Professor RENGER (German Democratic Republic) endorsed the view that biomedical research 

was a prerequisite for high quality medical care. However, it could be effectively 

implemented only by means of interdisciplinary collaboration and by combining clinical and 
basic research. Another requirement was that adequate consideration be given to social, 
economic and organizational factors in health services research. On that basis his 

Government was in a position to make constructive contributions to the WHO programme for 
1984 -1986 and to provide supra -regional support for developing countries by participating in 

expert groups and programme committees for the development of health systems, supporting the 

elaboration of national care and control strategies, and developing strategies for preventive 
care for mothers and children and the elderly. 

- 23 - 
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Dr BULLA (Romania) said that he would restrict his comments to the need for greater 
involvement by national research coordinating bodies in the coordination of global research 
activities. In the present circumstances, the impact at national level of the ACMRs was not 
always on a par with their global and regional impact. He believed that what was lacking was 
not a list of research problems nor the establishment of priorities but the development of 
research management at national level. For that purpose not only research workers and 
scientific groups but also national coordinating bodies should meet regularly at regional 
level, together with WHO collaborating centres, with a view to adapting to local resources the 
main managerial problems posed by research development. In that respect, it might be 
necessary to place greater emphasis on the management of research, both fundamental and health 
services research, including administration, planning, budgeting, and specific legislation. 
At the same time he emphasized the importance of health services research methodology, the 
organization of scientific information and the distribution of publications. 

Dr KLIVAROVA (Czechoslovakia) said that the Czechoslovak delegation had always supported 
the Organization's research programme and recognized the need for coordination and management 
of research at the national, regional and global levels. She had studied with interest the 
work of the ACMRs and was particularly gratified by the new trends in research - especially 
in the field of cancer, with emphasis on prevention, early detection and treatment; the 

development of realistic therapies would benefit both the developed and developing countries, 
and she wondered what part was being played by the European Region in that work. 

Her delegation also strongly supported the research programme on family health. Maternal 
and child health care and perinatal services were highly developed in Czechoslovakia, and she 
suggested that the experience acquired in the management and coordination of research over 
some 30 years could be of considerable value to other countries. Her delegation felt that 
the research institutions of some European countries, including Czechoslovakia, were not 
adequately included in the research programme. 

Dr REZAI (Iran) said, in connexion with the establishment and development of biomedical 
and health services research in Iran, that the preliminary studies for the health care network 
had been carried out in cooperation with WHO in 1978, and had been ratified by the Government. 
It was anticipated that in future decades the primary health care network would cover the whole 
country. A system of cancer registry had been introduced in eight provinces where the 
establishment of cancer treatment centres was possible. Research was being carried out by the 
Institute of Public Health Research on the immunological aspects of various endemic diseases, 
including malaria, leishmaniasis and viral diseases. A serological survey had been made to 

assess seroconversion after the use of oral poliomyelitis vaccine, and the results would be 
published shortly. Another serological survey was being carried out to identify the percentage 
of females susceptible to rubella in junior and senior high schools in order to assess the 
need for vaccination. Regarding biologicals, the various vaccines used in the expanded 
programme on immunization, and human rabies immunoglobulin, human tetanus immunoglobulin and 
various antisera used in medical and public health laboratories were produced in Iran, and 
efforts were being made to achieve self - sufficiency in that respect. 

Dr KOINANGE (Kenya) noted the progress being made in the medium -term programme, but 
stressed the need for more resources to be devoted to research, particularly with a view to 
strengthening research institutions and promoting the training of research workers. His 
country had a rapidly expanding maternal and child health programme which he felt could serve 
as an entry point for health services research in primary health care. The WHO- supported 
centre for research on human reproduction was carrying out research on the acceptability and 
effectiveness of family planning drugs and devices, and he was grateful for the support it 

was receiving. There were plans for the centre to provide training facilities for the sub - 
Saharan region, in the spirit of technical cooperation among developing countries. 

Many tropical diseases continued to be a major problem in his region, and research on 
some virus diseases was just beginning. Kenya was also starting research on other conditions, 
which had earlier seemed less important - such as cardiovascular diseases, hypertension and 
cancer - and he hoped that organized research in those fields would enhance the quality of 
life for his people. Valuable cooperation had already been established between Kenyan 
institutions and WHO, especially in the Special Programme for Research and Training in 
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Tropical Diseases, and he was grateful for the support which continued to be received at both 

the global and regional levels. 

Finally, greater efforts should be made to determine how research findings could be 

applied in practice. 

Dr LENFANT (United States of America) said that his delegation fully concurred with the 

focus of WHO's work on the coordination of biomedical and health services research, and 

continued to be impressed by its global and regional approach to organizing, coordinating and 

strengthening research. The four objectives of the medium -term programme were highly pertinent, 

and WHO was taking important steps to achieve them. 

His delegation also endorsed the global ACMR's study on professional development and com- 

mended in particular the recommendation that the support and pursuit of research should not be 

separated from other aspects of the health system. He had been pleased to note the large 

increase in the numbers of students aid university graduates in developing countries, which 

further justified WHO's efforts to organize and support research. 

In developing research infrastructures, setting objectives and allocating resources it 

was vitally important that there should be close and effective coordination among the various 

science and technology agencies as well as among health ministries. In addition, there was 

much to be said for collaborative research between less developed and more developed countries, 

which was to the benefit of all. His country had an extensive series of arrangements supporting 

such collaboration, particularly in the area of disease prevention, including the development 

of vaccines. 

WHO should be commended on taking the lead in focusing attention on aging and the elderly. 

His delegation supported the selective approach of initiating programmes in survey research 

and senile dementia, as endorsed by the global ACMR. Senile dementia of the Alzheimer type 

was one of the most devastating, costly and prevalent diseases of old age, and there was a 

need for a concerted research programme to improve understanding of the cause, diagnosis, 

treatment and prevention of the disease. 

Dr LIU Xirong (China) was glad to note the way in which headquarters and the regional 

offices were implementing resolution WHА33.25. The continued strengthening of biomedical and 

health services research would contribute to the achievement of the goal of health for all by 
the year 2000. It was important, particularly for the developing countries, that global 

research should be initiated and implemented at the country level, and that research capability 
should be strengthened by the establishment of research institutes and the training of research 
workers. All that would contribute to the effort by Member countries to develop their research 
in a spirit of self -reliance. 

During the past two years, as China's economy developed, it had made corresponding progress 
in biomedical and health services research. The need to build up health services in over 300 
districts had led to great efforts being made to develop specialized research institutions and 
to train personnel. Two WHO- sponsored workshops held in China in May and August 1981 had helped 
to promote biomedical and health services research in that country, and he would like to see 

further cooperation with WHO in that area. 

He stressed the importance of further research in the three particular areas mentioned 

in the report - cancer control, family health, and aging. Work in those areas was not limited 
to health departments alone, but involved other elements, such as economics, psychology aid 
behavioural patterns. Activities on all those aspects should be integrated within the primary 
health care system. During the next two or three decades those questions would become 
increasingly important to developing countries with a high population density, and he fully 
supported WHO's efforts to promote research in those fields. 

Professor LUNENFELD (Israel) said his delegation had noted with satisfaction WHO's 
efforts in coordinating collaboration with Member States to stimulate and monitor biomedical 
and health services research and to decrease the gap between developed and developing 
countries. He welcomed the closer interaction between the global ACMR and the Executive 
Board. Despite the atmosphere of deepening economic problems which demanded careful 
selection of priorities, recent years had witnessed significant progress. 

Collaboration among institutions of higher learning, governments and industry was 
essential to promote biomedical research, especially in small countries with limited resources. 

In Israel, progress in the development of antiviral drugs such as interferon, biological 
agents produced by genetic engineering, better diagnostic tools such as third generation 
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computerized axial tomography and ultrasonography equipment, and curative procedures such 
as new laser beam technology showed that such collaboration was both possible and cost - 
effective. WHO should increase its efforts to promote such collaboration and should 
encourage industry to invest in research in the developing world. 

The continued refinement of existing technology and the development of new technology 
made WHO's role in the monitoring of safety even more important. He had noted with 
satisfaction the final report on ethical review procedures for research involving human 
subjects and urged that those procedures be continually reviewed and updated. The global 
ACMR should not shrink from tackling sensitive areas in which no consensus had yet been 
reached - for example, the use of zona -free hamster ova in in vitro tests for human sperm 
penetration, and the use of in vitro fertilization. 

His delegation noted with satisfaction the emerging initiatives in WHO research on cancer 
control, aging, aid - especially - family health; it was particularly pleased to note the 

progress in research on the reproductive health of adolescents. The understanding of 

reproductive processes in that age group was of particular significance and could lead to 

the development of an additional health indicator in the first third of life that might 
serve to identify, at an early stage, populations at risk. 

He urged WHO to strengthen further the links with the research components of other 

programmes and to provide additional resources to sustain the momentum attained. Health 
services research was an integral part of the planning and management of health services at 

all levels. He hoped that WHO would continue to promote the sharing of research efforts 
among all nations. 

Professor SHEHU (Nigeria) drew attention to three important aspects: the need for 

manpower with the necessary expertise, the need for resources, and the relevance of the 

research. In many developing countries there were relatively few research workers, and 

those few were rarely provided with adequate facilities. That in turn led to frustration 

and to the "brain- drain" phenomenon. Resources were scarce, and there were many competing 

needs. It was therefore important to ensure the relevance of research. 

He did not wish to open a debate on whether developing countries should undertake 

applied rather than fundamental research. Many scientists had difficulty in convincing 

policy -makers that research should be adequately funded. Most of the delegates to the 

Health Assembly were involved in policy -making in their countries, and he was optimistic 

that they would be able to stimulate a dialogue between research scientists and those 

determining resource allocation. He hoped that that in turn would lead to the greater 

involvement of the scientific community in policy development. 

WHO should continue to encourage greater productivity and relevance of research in 

developing countries. WHO's role in Africa required further reinforcement, particularly 

in health manpower training and the strengthening of national research capabilities. Every 

available research facility should be identified and used in establishing an infrastructure 

on which to build. 

Commendable progress had been made in the Special Programme for Research and Training 

in Tropical Diseases, with its rational and disciplined approach. He had chosen the words 

rational and disciplined deliberately, since the world appeared to be becoming increasingly 

irrational and undisciplined - with the rich becoming richer, and the poor poorer, and the 

young in too much of a hurry to appreciate the need for discipline. The constraints faced by 

biomedical and health services research workers would have to be removed if the application of 

existing knowledge and the generation of new knowledge were to progress. 

Professor SOPRUNOV (Union of Soviet Socialist Republics) welcomed the progress made in 

the field under consideration. Biomedical research was expensive and was not an end in 

itself, but rather a means of achieving WHO's objectives. He therefore regretted that the 

Director -General's report had not indicated more tangible results. Further, it contained some 

contradictions. For example, paragraph 17 stated that the establishment of adequate research 

career structures constituted a crucial component of the overall research capabilities in 

developing countries, while in paragraph 20 it was concluded that, rather than promoting 

research career structures per se, WHO should value and support research activities as a basic 

component of health plans and programmes. The latter would appear to be more appropriate 

since science was but one component of socioeconomic development. 

He would have welcomed concrete information on sums allocated and staff trained, by 

country and by programme, in order to have a clearer view of the progress made. He wondered 
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whether developing countries had been able to assume maintenance costs of scientific centres 

and the costs of researchers after five years, as foreseen in the programme, and whether 

WHO- supported programmes had been integrated with national programmes and had produced 

practical results. He hoped the Secretariat would be able to provide further details on 

those points. 

It was important to distinguish between the conditions governing cooperation with 

developing and with developed countries concerning research. Whilst it might be normal that 

WHO assume all the costs for developing countries, that was not necessarily the case for 
developed countries. He suggested that in negotiating agreements with research institutions 
in developed countries WHO might limit its contribution to basic funding to 10 -25%, the 

savings being allocated to developing countries. Further, developed countries should be 
encouraged to transfer not only scientific knowhow and research capabilities but also 

technology and methods suitable for simplified practical application. 
The Director -General, in introducing his report on the work of WHO in 1980 -1981, had 

justifiably drawn attention to the deterioration in the world situation in recent years. In 

that connexion, he himself would stress, firstly, that the results of WHO- coordinated bio- 
medical research, particularly that concerning diseases prevalent in the developing countries, 
belonged to humanity as a whole; they should be freely exchanged among scientists, with or 

without the assistance of WHO and without governmental restrictions. Secondly, developments 
in the field of genetic engineering were so rapid that it was difficult to foresee results; 

WHO should take a clear stand in insisting that any findings in that field should only be 
used for the good of humanity as a whole and the developing countries in particular. 

Dr CASTELLÓN (Nicaragua) was pleased to note that research priorities had been identified 
for the countries of the Region of the Americas; that was an important prerequisite for the 
development of strategies for health for all, since the countries were not all at the same 

level of development and did not show the same disease patterns. 
He also welcomed the regional activities in research on nutrition and diarrhoeal diseases, 

and in health services research. Research undertaken in Nicaragua included studies on the 

etiology of diarrhoeal diseases, on poliomyelitis and measles immunity levels and blood 
tests for malaria. 

He urged the establishment of policies for collaboration and exchange of information 
among countries with a similar level of development, the developed countries helping those 
with limited research capabilities. 

Professor JAKOVLJEVIC (Yugoslavia) recalled the discussions at the tenth and eleventh 
meetings of the sixty -ninth session of the Executive Board, during which the 

Deputy Director -General had mentioned the role of universities and medical schools in 
developing countries and their responsibilities for health services research as well as for 

basic medical research. 
The Director -General's report stressed the importance of biomedical and health services 

research as a major accelerator in progress towards health for all by the year 2000, but that 
aspect was not adequately reflected in the section on regional activities - although there was 
a passing reference in paragraph 43 to the effect that one of the main concerns of the European 
ACMR was the research implications of the regional strategy for attaining health for all. 

In connexion with research training, while he agreed that emphasis should be given to 
postgraduate education, it was essential to pay particular attention to national research 
priorities and the provision of training in the context of technical cooperation among 
developing countries. 

He stressed the importance of international collaboration in biomedical research, especially 
in the field of cancer control - for example, regarding treatment strategies. Yugoslavia had 
had many years experience of international collaborative studies both on a bilateral and on a 
multilateral basis - including projects on the utilization of medical care, causes of infant 
mortality, regionalization of health services, arid comprehensive cardiovascular care - and had 
enjoyed the close cooperation of WHO in such studies. 

Dr RODRIGUES CABRAL (Mozambique) commended the continued efforts of WHO to strengthen the 
research capabilities of Third World countries. Further emphasis should be given to institu- 
tion strengthening and the definition of priorities. Criteria for evaluating progress achieved 
by WHO- supported institutions should be based on the ability of those institutions to continue 
their work once foreign aid was reduced or withdrawn, and not on the sophistication of their 
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research programmes or equipment. to that connexion he recalled the concerns expressed by the 
delegate of the Soviet Union. 

The availability of research personnel was also an important factor in the self -reliance 
of institutions. Many developing countries did not have sufficient trained personnel either 
for the provision of health services or for research. Such countries would continue to need 
the long -term support of small teams of expert scientists who were aware of the prevailing 
socioeconomic conditions and who were able to stimulate the development of appropriate attitudes 
and methodologies. 

He supported the views expressed in paragraph 20 of the Director -General's report 
regarding the careful planning of research career structures. 

With regard to identification of research priorities, attention should be paid to 
technological costs, adaptation of research to relevant social problems, the possibilities of 
practical application of research findings within the constraints of available resources, and 
the involvement of decision- takers at the highest political level. 

His delegation supported the three new research areas - in particular that concerned with 
family health - and the specific objectives and methodology proposed. 

Professor OFOSU -AMAAH (Ghana) commended the Director -General on his report and expressed 
particular support for WHO's initiative in family health research. In the developing world 
the health problems of mothers and children remained immense, and perinatal mortality continued 
to be of considerable concern. The need for research efforts in those areas could not be 
overemphasized. While the African Region continued to benefit from WHO's various special 
programmes, much more needed to be done. Bilateral and multilateral assistance should be 
encouraged, particularly in strengthening the national research capabilities of developing 
countries. Research that used African communities as research objects aid left no trained 
local scientists or permanent support was no longer relevant - a subject considered during 
CIOMS round -table discussions. 

Health services research in support of primary health care was crucial and should be 
encouraged - for example, operational research to support the Expanded Programme on Immunization, 
and programmes on diarrhoeal diseases and acute respiratory diseases. However, health systems 

must remain sufficiently flexible to be able to adopt and utilize relevant research results as 

soon as they became available in order to maintain the interest and enthusiasm of research 
workers. 

Dr BRAGA (Brazil) said that the Director -General's report indicated that there was a 
commendable natural progression of biomedical and health services research with the 
incorporation of new disciplines to give a broader scope of greater meaning for research and 
for health services, and hence for the improvement of the quality of life. 

The report had stressed several interesting and important areas of research that should be 
developed further. He hoped that those would lead to the establishment of appropriate 
procedures for the optimum training and use of human resources for health. 

More stress needed to be laid, however, on studies to determine how resources were used, 
so that they could be utilized to better advantage. 

Dr MAYNARD (Trinidad and Tobago) said that her delegation, which had raised the point at 

previous sessions, was gratified to note the emphasis being placed on training programmes for 

scientists wishing to pursue a career in research. She drew attention to the desirability of 
including a larger number of more junior research workers in the scientific research meetings 

organized by the international agencies, in which hitherto only very senior workers had had an 

opportunity to participate. 
The Caribbean Epidemiology Centre played an important role, particularly in research on 

communicable diseases, and she expressed appreciation for the financial and technical 

assistance being given to that body by the Pan American Health Organization and by WHO. The 

Commonwealth Caribbean Medical Research Council, which gave small grants to individuals unable 
to qualify for grants from the bigger funding agencies, had only limited funds at its disposal, 

provided by the contributing Caribbean countries, and those funds were inadequate for the 

development of new research programmes, especially in the area of health services research. 

Her delegation accordingly wished to commend that Council to the funding agencies for aid. 

Dr OLGUÍN (Argentina) emphasized the importance his delegation attached to the question 

of research, which was fundamental to any real progress in health. The various concepts 

included in the report could be considered satisfactory. 
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While the role played by WHO was essential for the international coordination of 

research, it should be borne in mind that the solid basis had to be the national research 

efforts made by individual countries. It was accordingly imperative to improve national 

research capacity, which constituted an integral part of general economic and social 

development. Such an improvement undoubtedly called for very considerable resources and 

existing financial constraints could clearly not be ignored. Nevertheless national budgets 

should have specific financial provision aimed at achieving set goals in the furtherance of 

science and technology, including its health aspects. 

On the question of national structures, he recognized the important part played by 

national research councils with respect to administrative aspects and in the coordination of 

national policies; the need for a national scientific and technological information system, 

adequate local conditions for research workers, including career structures, and support, and 

the effective transfer of the results of research. Intercountry cooperation and multilateral 

assistance were also of immense value in strengthening national research capacity. The role 

of the universities was fundamental at the national level, not only as regards programme 

implementation but also in achieving the correct attitude of mind towards research among 

health and health sciences professionals. Evaluation was also extremely important, since it 

made for optimum use of financial and human resources. 

The experience of all existing institutions should be fully borne in mind so as to arrive 

at the best methodology, as it was by effective research that a real step forward could be 

taken in improving human wellbeing. 

Dr ВORGOÑO (Chile) particularly emphasized, in connexion with coordination, the need to 

make maximum use of WHO in its most important catalytic role. The Pan American conference on 

research, held the previous week in Caracas, had aimed at establishing a research policy 

within the context of the plan of action for health for all by the year 2000. Such policies 

were essential in enabling individual countries to select those priority areas of research 

best suited to their needs and to set up or improve the requisite research mechanisms. 

Dissemination of information on research in progress was an area in which WHO could help, 

as he felt that, as matters stood, all existing knowledge was not always easily available, 

both with regard to biomedical research and to research concerning health services. The 

publications of CIOMS, relating to medical ethics and to training as well as on other matters, 

were a most useful contribution. 

He shared the views of the delegate of Argentina on evaluation. Indeed, it was necessary 

to evaluate not only research itself but also its coordination, so as to ensure that the 

desired results were being achieved. 

Dr MARUPING (Lesotho) expressed appreciation for the work being done by several Member 
States, in collaboration with WHO, in the sphere of biomedical research. 

High quality research personnel and facilities were lacking in many of the less developed 

countries. While she fully appreciated that the strategy adopted for achieving health for 
all - primary health care - called for stringent financial control of the limited resources 

available, there could be no doubt that greater insight into the major disease problems 

existing in the individual countries could have a bearing on policies as to what programmes 

should be given priority within primary health care. Some basic research should be undertaken 

in developing countries lacking research centres. Subjects with particular relevance to her 

own country might include, for example, cancer of the cervix, neonatal tetanus, with a view 
to assessing the degree of the problem, and congenital rubella syndrome, since research on the 
frequency of its incidence in Lesotho would provide guidance as to whether routine immunization 
should be introduced, in view particularly of the increase in adolescent pregnancies. 

Her delegation urged that more support be made available for such basic research 
activities in order to assist countries such as her own in evolving sound national policies. 
Priority should also be given to training, at local or regional levels, in basic research 
techniques with a view to strengthening primary health care programmes. 

Professor GIANNICO (Italy) stated that his country fully supported the programme in 

biomedical and health services research, and that Italian research institutions would extend 
their collaboration to WHO in that regard. 

With regard to the reference made, in paragraph 7 of the report, to the objective, under 
the medium -term programme, of promoting international coordination of research, especially 
with respect to problems of major importance to Member States, he drew attention to the 

important question of experiments on man and animals. He would not comment on the former, 
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which involved exceptional and highly delicate procedures. But experiments on animals, other 

than small laboratory animals, were frequent, were carried out in almost all countries and 

were often essential to progress in biomedical research programmes; they too raised certain 

ethical problems. Legislation in that respect existed in several countries, including Italy, 

but the compromise situation reached between the needs of research aid the protection of the 
animals used did not generally satisfy either research workers, who wished for greater 
freedom, or animal protection associations, which called for stricter regulations or indeed a 

complete ban on the use of animals which had to be sacrificed in order to achieve progress in 
research. That situation had given rise to frequent disputes between those concerned, and 

public opinion had become involved. WHO could play a most valuable role by studying the 
problem, above all from the ethical viewpoint, and by providing guidelines for procedures in 

the use of animals for biomedical experiments. 

That would be a practical contribution to the promotion and development of research since 
relatively minor difficulties could stand in the way of achieving the general objectives set. 

Furthermore, that would be in keeping with the emphasis placed in paragraph 5 of the report on 

the desirability of interaction between medical research councils of the different countries. 

Dr WILLIAMS (Sierra Leone) said that it was her impression that in the area of family 

health, the main emphasis, where adolescents were concerned, was on reproductive health. In 

her own country, hypertension and cardiovascular accidents constituted major problems. In her 

own experience of examinations of secondary schoolchildren, blood pressures of 160100 mmHg 

(21.3/13.3 kPa) had been found in girls aged 15 years. She wondered whether any study had as 

yet been made to find out at what age blood pressure started to rise in young people. Another 

highly relevant study could relate to the nutritional status of adolescents with a view to the 

prevention of poor nutrition in pregnant mothers. 

Dr LEE (Republic of Korea) commended the valuable work being done by the Regional Office 

for the Western Pacific in biomedical and health services research through efficient use of 

the regional ACMR. The specific objectives had been well identified as: strengthening 

national research capability; increasing technical cooperation between research institutions 

at regional level, and promoting national research management and coordination mechanisms. 

His country was extending its utmost cooperation to WHO and would continue to do so. 

As one of the most densely populated countries in the world, the Republic of Korea was 

giving priority to population research, and an institute of population and health, combining 

two institutes relating to family planning and health development, had been established the 

previous year. He expressed appreciation for the help provided by WHO, both headquarters and 

the Regional Office, to his country, aid hoped that it would continue in the future. 

Dr ORADEAN (representative of the Executive Board) said that the excellent statements 

made by the Deputy Director -General, Professor Bergstrdm and others had shown the complexity 

of biomedical research. The discussion that had just taken place, like that in the Executive 

Board, had demonstrated that there were good practical reasons for the biomedical health 

services research programme. Research had, in fact, become an essential tool in achieving 

the overall aim of health for all by the year 2000. Although the importance of fundamental 

research and clinical research should not be minimized, health services research was of vital 

importance in improving the organization and operation of health systems. The Executive 

Board was well aware of the difficulties resulting from limited numbers of scientific personnel 

and from the high cost of operational research, but had emphasized that, without such research, 

it was highly probable that the application of inappropriate techniques and methods would 

lead to activities that were both less effective and more costly. The Executive Board had 

also stressed the practical importance of a well developed system for the dissemination of 

research results, so as to reduce the time lag between scientific discoveries and their 

application. As had been shown by the discussion, there was a need for greater efforts to 

make governments accept health services research as a crucial factor in achieving health for 

all by the year 2000, and in ensuring that decisions and priorities were in line with the 

economic, social and cultural conditions that varied so widely from one country to another. 

The DEPUTY DIRECTOR- GENERAL said that WHO would pursue its research programme with 

imagination, determination and commitment, but that at the same time the cooperation of 

Member States was needed. It would be discouraging if WHO were to find that the minimum 

infrastructure did not exist in the majority of countries. If countries, and especially 
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developing countries, continued to shy away from research and development, it would be 

difficult for WHO, in spite of its determination and commitment, to provide support on a 

massive scale. Unless some of the handicaps that had been mentioned on the previous day 

were reduced, it would not be possible for any imaginative research to be conducted over the 

next few years at country level. 

He reminded delegates of the national research policies needed in most countries, and 

of the need for career structures for young research workers, a minimum national investment 

in research and development, national motivation, etc. All that was extremely important. 

A great deal of international cooperation and readiness existed to make both the 

transfer of technology and the transfer of information a fact, but it was also important to 

ensure that an infrastructure was in place, onto which any new ideas, techniques and 

technologies could be grafted. That came back once again to the determination and 

willingness of Member States to accept research as an indispensable part of development. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) referred to the emphasis, on 

the part of most delegates, to the need for services research in family health aiming at 

improved integrated primary health care programmes; that was in accordance with WHO's plans 

in translating the objectives and targets of the Seventh General Progammme of Work into an 

integrated approach to the development and application of technology in the various areas of 
family health. 

The delegate of the Central African Republic had asked a specific question with regard 

to the reproductive health of adolescents. The health needs of adolescents had been 
comprehensively considered by Member Stales and at numerous regional conferences. An 
expert committee, which had met in 1976, had considered the health needs of adolescents in 

the light of current socioeconomic and health developments in various countries, and had 
concluded that there was a need for further research in various areas including reproductive 
health of adolescents. 

One of the questions that had been the subject of a great deal of discussion was the 

need to consider the health needs of adolescents not only in relation to adolescence itself, 
but also from the point of view of the health of the succeeding generation. That implied 

preparing young people for their future responsibilities as parents. In the past, most 
efforts to reduce infant, perinatal and child mortality had been directed towards the age 
group concerned. While that had still to be the case in most developing countries, it was 

well recognized that, to make a greater impact on the perinatal period, for example, by 

decreasing the currently high percentage of low birth weight babies, it was necessary to 

ensure that the health, nutritional status and maturation of future mothers was satisfactory. 

It was also well known that, if girls less than 18 years of age became pregnant, the risks 

were greater both for the young mother and for the outcome of the pregnancy: the infant. 

In response to requests from Member States, WHO had therefore initiated a series of 

studies on the maturation process in adolescents, taking into account the epidemiological 

factors influencing that process, and aimed at developing, in various sociocultural settings, 

guidelines that would help the education and health authorities to take steps that would 

minimize the risks to women, the family and the child. Such steps were particularly 

important since in some countries about 50% of all first pregnancies were occurring among 

adolescents less than 18 years of age and, as the delegate of Lesotho had commented, the 

percentage of teenage pregnancies appeared to be increasing in some countries. 

The question of the other health problems of adolescents had been raised by the 
delegate of Sierra Leone. While hypertension was not among the health problems causing 
mortality in that age group, the Division of Family Health had been collaborating with the 
Cardiovascular Diseases unit in their studies on precursors of hypertension and atherosclerosis 
in school -age children, including adolescents; these might also be linked with hypertensive 
disease of pregnancy and, in men, with the very important problem of general hypertension. 
In the past the lower age limit in that type of studies had originally been 10 years of age, 

but presently protocols had been developed with the aim of determining how early such risk 
factors could be detected. WHO had also been studying nutritional habits in early infancy 
and childhood and interested in their effect on risk factors for adult hypertension and 
atherosclerosis. 

1 WHO Technical Report Series, No. 609, 1977. 
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A question had also been asked about nutrition in relation to pregnancy; that was 

very much a part of WHO's overall maternal and child health and nutrition programme, in 

which WHO was collaborating not only with national collaborating centres, but also with 
UNICEF and FAO. 

Dr КESSLER (Director, Special Programme of Research, Development and Research Training 
in Human Reproduction), in replying to the delegate of the Central African Republic, said 
that the Special Programme of Research, Development and Research Training in Human 
Reproduction was the main instrument within WHO for promoting and coordinating international 
research and development on fertility regulation. That Programme covered research on the 
provision of family planning care, including the service and psychosocial aspects, and the 
safety and efficacy of current methods of fertility regulation, research on the development 
of better methods of fertility regulation, and research on the diagnosis and treatment of 

infertility. The Programme also included among its objectives manpower development and 
the strengthening of facilities in the developing countries for research in those areas, and 

the disseminating of information on research on fertility regulation to policy -makers, 
programme administrators, service providers, scientists and the public. The Programme 
collaborated with governments, whatever the policy that might have been established to 

increase or decrease natality. WHO had no specific demographic policy or aims. 

Dr PIRNAR (Director, Office of Research Development and Promotion) said that the 
large number of delegates who had taken the floor reflected the strength of the programme, 

since WHO was not a major research organization but tried to coordinate and promote the 
research efforts of Member States. As the delegate of China had said, health research was 
to be determined and carried out at the national level. The specific questions raised by 
delegates had already been answered; he would therefore try to deal with the more general 

concerns that had been expressed. 

Almost all delegates had stressed the importance of health services research; he 

assured them that that was also the primary concern of WHO. That was not to detract from 

the importance of sophisticated biomedical research, some examples of which had been given 
by the delegate of Israel, but health services research stood out as crucial to the achievement 
of health for all by the year 2000; that point had been made by the delegates of India and 
Greece. Reflecting that approach, the Advisory Committee on Medical Research was continuing 
to place great emphasis on health services research, and the corresponding subcommittee had 
done a great deal of work over the last four years. Two other subcommittees had also been 

set up, not only to provide advice and recommendations on how health services research should 
be implemented, but also to monitor the activities in that area. 

The delegate of Yugoslavia had clearly outlined the need to involve universities in 

health services research. WHO was making strenuous efforts to interest universities in 

such research; because of the traditional interest in, prestige of, and availability of 

resources for biomedical research, universities had confined themselves to the development 

of that field, leaving health services research limited to a certain amount of operational 

research carried out somewhat sporadically by ministries of health. With the realization 
of the prime importance of health services research in the achievement of WHO's goals, it had 
become necessary to make not only universities, but all other medical research institutions, 

aware that such research was not mainly or merely the concern of ministries of health. 
The delegate of the Union of Soviet Socialist Republics had pointed to a contradiction 

between paragraphs 17 and 20 of the report; that was probably the result of translation 

problems. Nevertheless, he wished to emphasize that, while the strengthening of research 

career structures was seen as crucial to the Programme, it was not the intention to isolate 
such structures from overall research development. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
said that the institution- strengthening component was guided by a team of scientists and 
public health administrators; they had advised that it was a long -term endeavour requiring 
sustained effort. Institution strengthening was carried out in the context of national 
priorities and programmes, and all proposals were negotiated with national governments or 
their delegated representatives. 

He fully agreed with the delegate from Mozambique that satisfactory take -over of 
strengthened activities was one of the best indications of success. A five -year target had 
been set in the Special Programme for long -term grants, but that might be extended where 
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necessary. Activities had only recently been started, so that it was difficult to report 

significant results; funding had only been started in 1980 for 22 of the 26 institutions now 

receiving long -term support. Progress would be reported to subsequent Health Assemblies. 

Research training grants had been given to 300 trainees most of whom were associated with 

institutes being strengthened, while other group training activities were also being supported, 

e.g., in medical entomology. 

One example of substantial long -term investment was the Tropical Disease Research Centre 

in Ndola, Zambia, the management of which had been taken over by the Zambian Government. 
Support from the Special Programme was continuing, but national scientists were taking over 

crucial roles; in fact, the Director himself was a national scientist. There were also 

several trainees and visiting scientists from other African countries at the Centre. The 

Centre was producing valuable information, e.g., on the chemotherapy of malaria, and important 
work was also being done on schistosomiasis and African trypanosomiasis. It was in contact 
with the WHO diarrhoeal diseases control programme and was commencing activities in that area. 

The Centre was playing an important role nationally; it was also proving a valuable resource 
to the African Region and the new knowledge being obtained was of global significance. 

The meeting rose at 12h30. 



THIRD MEETING 

Thursday, 6 May 1982, at 9h30 

Chairman: Professor A. M. FADL (Sudan) 

BIOMEDICAL AND HEALTH SERVICES RESEARCH: Item 22 of the Agenda (continued) 

Relations with industry and policy on patents: Item 22.2 of the Agenda (Resolution EB69.R7; 
Document A35/6) 

Dr ORADEAN (representative of the Executive Board), introducing the item, said that at its 
sixty -ninth session the Executive Board had considered a report by the Director -General 
tracing the development of WHO's relations with industry and its policy on patents. In the 

light of past experience the Director - General had proposed that the Organization should take 
out patents in its own name on discoveries made with resources it had provided. After a 

detailed discussion of the constitutional, legal and ethical problems raised by the proposal, 
the Board had felt that it was justifiable for the Organization to contribute to the 
development of health technology by making it more widely available to Member States at 
reasonable cost, if necessary by taking out patents on technology developed through WHO - 
supported projects. Such a move was in the public interest and was in line with the 
Organizations's constitutional role of stimulating health research. Accordingly, the 
Executive Board recommended the adoption by the Health Assembly of the draft resolution 
contained in resolution EB69.R7. 

Mr VIGNES (Legal Counsel) said that WHO- financed programmes sometimes produced useful 
discoveries. The fundamental question was how WHO should exploit those discoveries. 

Commercial firms usually responded by taking out a patent, an exclusive right conferred by a 

government which precluded others from manufacturing, using or selling the product or from 

using the process concerned. The patent holder was thus generally in the privileged position 
of having a monopoly of manufacture and of being able to set prices. The usual system did not 
pertain to WHO. Because of its humanitarian aims the Organization had a duty to protect the 
public interest by ensuring maximum distribution of products free of charge or at the lowest 
possible price, without considerations of profit. WHO had therefore adopted its own attitude 
to the subject, an attitude which had nevertheless varied over the years. 

The original solution adopted by the Organization was that of disclosure by publication 
of information on newly discovered products or processes, with the idea that once such 

knowledge had entered the public domain it would no longer be possible legally to take out 

patents. The public interest appeared to be protected, since monopoly manufacture and 
excessive pricing were prevented. However, in practice the method had proved unsatisfactory 
in various ways, as explained in the Director -General's report (document А35/6, paragraph 4.1).1 

The Organization had then adopted the more positive attitude of allowing commercial 
concerns with which the Organization had research contracts to take out patents. Such 

contracts would, it was hoped, include an agreement ensuring wide distribution of the 
discovery concerned, arid would give the Organization an opportunity to monitor the prices 
charged. However, it was understandable that for commercial concerns economic and financial 
considerations prevailed over the public interest. For that reason a third option, the one 
under consideration, had been proposed, namely, that WHO should take out patents on its own 
behalf and in its own name for discoveries resulting from WHO- financed work. It should be 

� Document WНA35/1982/REC/1, Annex Э. 
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made clear that WHO did not wish to influence the patent policies of Member States but that it 

would use existing national patent frameworks. It should also be made clear that, while the 

technique would be similar, WHO's motives in taking out patents were diametrically opposed to 

those of commercial concerns. There was no question of WHO's having a monopoly or setting 

high prices; rather, WHO wished to ensure the widest possible distribution of products and 

processes at the lowest possible price in the public interest. 

Constitutional, legal and ethical objections to the proposed solution had been discussed 

at length by the Executive Board. However, such objections were outweighed by the 

considerable advantages. One of the main advantages was that research, in accordance with 

Article 2 (n) of the Constitution, would be stimulated. Commercial concerns could undertake 
research in the knowledge that resulting products would have a certain guaranteed market and 
price. Drug research was both complex and costly, and concerns were often reluctant to 

devote resources to a particular field unless there was a reasonable possibility of a 

successful outcome, namely a profit on the investment made. A second advantage was that WHO 

could contribute effectively to the broad distribution of products since it would assume 
responsibility for issuing manufacturing licences that could be given to the public sector, 
that is, to Member States, WHO itself and non -profit- making organizations. A third 
advantage was that, since the Organization would be in a position to choose the manufacturer, 
it could also negotiate the price to be charged and thus ensure that the product in question 
was made available at the most favourable price. It was also possible to envisage that in 
some cases a minimal profit on the sale price of products might accrue to the Organization. 

Such profits might be used to finance research projects in other areas that might not 
otherwise easily find sources of funding. Thus in taking out patents on its own behalf WHO 

would be in a position to make more health resources available in accordance with the 
Organization 's constitutional objectives. 

The Executive Board had concluded that the advantages of the proposed solution 
considerably outweighed the drawbacks, and it had therefore recommended the adoption of the 
draft resolution contained in resolution EB69.R7. 

Dr BULLA (Romania) said his delegation supported the draft resolution, which would permit 
WHO to take out patents on its own behalf, thus ensuring the broad distribution and application 
of inventions important for the implementation of strategies for health for all by the year 
2000. 

Before such a proposal was adopted it was essential to determine the administrative 
components of the processes involved - for example, how to ensure the legal protection of 
WHO patents and licences, and the likely exclusive features of licences. National 
legislation would probably impose a flexible policy in that respect. For instance, 
legislation in Romania allowed only state enterprises and organizations to obtain patents, 
but they were permitted to share ownership with international organizations such as WHO on a 
cooperative basis. There were probably thousands of patents of interest to WHO, and an 
essential first step would be the careful analysis of their present legal situation. 

An international conference was to be held in Geneva in September 1982 to consider the 
modification of the Paris Convention for the Protection of Industrial Property. The main 
modification to be discussed would aim at restricting the protection of certain categories of 
invention, including drugs and pharmaceutical substances. Such a modification, if approved, 
might have important consequences for patent and licence policies, and should be taken into 
account in any resolution adopted. 

Professor LAFONTAINE (Belgium) urged delegates to approach the subject under 
consideration with wisdom and caution. There should be a distinction between applied and 
basic research and a careful identification of areas where patents might need to be taken out. 
He also warned against laying too much emphasis on research careers; more attention should 
be given to the training of essential experts such as epidemiologists, toxicologists, 
pharmacologists and immunologists - who were probably more likely to make useful discoveries, 
whether patented or not. Despite the understandable enthusiasm and the arguments advanced for 
the proposal under consideration, he wondered whether the holding of patents might not detract 
from the fundamental mission of the Organization. He was particularly concerned as to how 
patents would be managed, given the difficulties frequently encountered by patent experts as 
a result of the widely varying procedures pertaining in different countries. 
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Professor VANNUGLI (Italy) said the proposal was interesting, and appeared to offer 
several advantages. However, he had some questions. It was suggested that patents be sought 
for inventions arising from research partially or totally funded by WHO. The situation was 
clear in cases where the research was entirely WHO -funded, but he foresaw difficulties in 

cases in which WHO was only providing partial financial support and patent ownership might 
have to be shared among several organizations or individual researchers. He also wondered 
what would happen in cases of dispute, given the differences in national legislation. He 

asked what instances had actually arisen so far in which the results of WHO- funded research 
might suitably have been patented. 

Like the delegate of Belgium, he would urge a cautious approach; he suggested that there 
should be time for further study before a decision was taken. However, if the draft 
resolution was to be considered, he suggested the addition of an operative paragraph 
requesting the Director -General to keep the Health Assembly informed of developments and to 

make a report to the Thirty -sixth World Health Assembly. 

Mr MANI (India) expressed his delegation's support for the draft resolution. The 
information presented by the Legal Counsel and available from the Executive Board's 
discussions covered the subject so comprehensively that delegates should be in a position to 
take a decision despite the complexity of the issues involved. The Executive Board's 
recommendation represented an emerging symbol of the success of WHO's initiatives in the 
field of biomedical and health services research. The draft resolution proposed a bold and 
novel approach to patent policy, seeking to use patents and interests in patents in relation 
to appropriate health technology developed with WHO support as a means of transfer of 

resources to developing countries. 
Existing policies in a number of countries were based on the concept that patent 

policy and legislation should serve the public interest as well as give financial incentives 

to inventors. For example, in India there were special provisions for products and 

processes in the fields of food, drugs and medicine so that inventions in those fields could 
be used quickly and constructively to promote human health and development; that in fact 

foreshadowed the proposed modification of the Paris Convention mentioned by the delegate of 

Romania. The proposal under consideration embodied not only those progressive concepts but 

also added the dimension of transfer of resources. The objectives emerged clearly from the 

Legal Counsel's presentation to the Executive Board (document ЕB69/1982/REC/2, page 140- 
142), in which he had stated that, as a patent holder, WHO could freely select the 

manufacturer and could influence the price set to permit distribution at cost price, thus 

ensuring "health for all at a low price "; a further possibility was the calculation of prices 
in such a way as to permit certain profits to WHO that might be used in pursuance of Article 
2 of the Constitution to stimulate further research in the health field which might not 
otherwise be funded. 

The proposed draft resolution did not adequately reflect the philosophy underlying those 
observations and his delegation therefore proposed amending the second preambular paragraph 
to read "Convinced that, in contributing to the development of health technology, WHO should 

seek to ensure its wide availability in terms of products and processes to Member States at 

opportunity cost wherever appropriate and on the lowest possible terms elsewhere." 

WHO's patent policy would evolve in the light of experience and guidelines would 
eventually emerge. He suggested that, in the meantime, an ad hoc committee of the Executive 

Board on patent policy along the lines of the Ad Hoc Committee on Drug Policies, should be 

set up to oversee the implementation of patent policies. 

Professor LACRONIQUE (France) recognized the fact that the holding by WHO of patent 
rights would undoubtedly afford certain advantages by ensuring that innovations served the 

public interest to the maximum extent and by promoting their wide availability to the poorer 
segments of the population. Moreover, any funds accruing from such patent rights could serve 
to increase WHO's research possibilities; on the other hand, WHO should not derive any direct 
financial benefits from inventions developed with its assistance. 

Although his delegation was undoubtedly interested in the acquisition by WHO of patent 
rights, he joined with the delegates of Belgium and Italy in stressing the legal and 

technical complexities of the situation, which should not be underestimated. In that 

connexion, he recalled the statement made by the Legal Counsel at the eleventh meeting of 

the sixty -ninth session of the Executive Board (document EВ69/1982/REC/2, page 144), from 
which it appeared that the situation was not entirely clear. Furthermore, WHO not having its 
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own laboratories, could rarely or never be considered the sole inventor; it would therefore be 

necessary to study carefully the question of the sharing of development rights. 

His delegation accordingly suggested that, before the adoption of a resolution, Member 

States should be consulted, preferably in writing; time should be allowed for full 

consultation at the national level between the various bodies concerned in research, the 

protection of intellectual property, and international trade. Careful preparation was 

required and, in that connexion, he felt that an ad hoc working group, with the 

participation of international legal experts, could play an important role. 

Dr ALDERETE ARIAS (Paraguay) believed that the proposal was acceptable under certain 

conditions. In the field of public health, where research could result in the development 

of valuable new preventive and therapeutic products, it was important to ensure that those 

products could be distributed as rapidly and widely as possible, without any economic 

barriers, so that they were used for the maximum benefit of the whole population. His 

delegation would also firmly support the utilization of any funds accruing from such 

patents for WHO research activities, from which its Member States would be the direct 

beneficiaries. 

Dr HAYES (United States of America) thought that it would be unfortunate if WHO used its 

resources to develop some new technology that could significantly enhance the health of the 

peoples of the world, only to find that its commercial development was not undertaken through 

lack of an appropriate patent. His delegation shared the concern expressed by the Secretariat 

and the Board regarding the need to ensure that valuable new health technology was made 

available, and accordingly supported the proposal that WHO be given authority to obtain patents 

on technology developed through projects largely supported by WHO, when necessary to ensure the 

development and availability of important innovations. 

He was, however, somewhat concerned about the language of the draft resolution. His 
delegation felt that WHO should use the proposed authority only in cases where existing 

channels were inadequate. The Organization should not aggressively seek patents on every 

new product developed through projects partially funded by WHO; such a policy would be time - 
consuming and costly, particularly in light of the technical expertise required and the 

diversity of patent systems and policies in Member States. For the most part, the most 
effective route to prompt development and promotion of medical innovations was through existing 
channels in the private sector and through cooperation between the public and private sectors 
in research and development. The public interest and the interest of WHO's Member governments 
were generally best served when patents were held by the appropriate areas of the private 
sector. There were cases, however, in which the interests of the Member governments could 
best be served if WHO obtained the appropriate patent; normally those were cases when it 
appeared that no other involved party was likely to obtain a patent and that the new technology 
would therefore not be developed or made available at all without the patent protection that 
WHO could provide. 

In his own country the ideal route to innovation in health often involved a continuum 
of publicly - supported basic research, which then formed the essential basis of knowledge 

for development through the private sector. For example, the United States Department of 

Health and Human Services had, through the National Institutes of Health, supported much 

of the basic scientific research in the field of recombinant DNA technology. Building on 
those advances, innovators in the private sector had begun to apply the technology to the 

development of new products with potentially tremendous benefits. Such development itself 
generally involved substantial investment of private resources. 

In general, experience had shown that technology was best developed by allowing patents 
arising from publicly - funded research to be held by nongovernmental research institutions, 

universities and businesses. In fact, only about 5% of the approximately 30 000 patents 
owned by the United States Government had undergone any further development. Cancer chemo- 
therapy research was one specific area in which experience had demonstrated the wisdom of that 

approach, which he believed might be equally applicable to WHO research. Under the patent 
regulations of the Department of Health and Human Services a pharmaceutical company might be 
given patent rights and receive support from the National Cancer Institute for drug research. 
That added incentive had greatly enhanced drug development and availability. The Department 
had generally maintained the prerogative to retrieve the patent right if the innovation were 
not pursued and made available within a reasonable time period - an approach WHO might wish to 

consider. 
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The cancer therapy example was drawn from the experience of the National Institutes of 
Health. The United States Congress had also been convinced of the importance of such an 
approach and in late 1980 a new law had established that, in general, patent rights for 
inventions developed with government funds would not remain with the United States 
Government - unless, again, special circumstances justified continuing the government role 
in the public interest so as to ensure availability of the invention. 

The Department of Health and Human Services recognized the problem of providing 
incentives for the development of technologies which were not attractive to the private 
sector - for instance, when there were substantial development costs for a technology that 
was unpatentable or had only limited commercial value, possibly further complicated by 
concerns of liability. A new working group had been established to identify such cases and 
to foster development, cooperating when possible with the private sector to locate sponsors and 
resources in order to develop promising new advances in the field of health. 

Experience would appear to indicate that WHO would need the new authority only in 
relatively rare circumstances. His delegation would therefore support the draft resolution, 
with the understanding that the intention was not to divert WHO resources to acquire patents 
when established mechanisms were already efficiently leading to the development and 
availability of new health technologies, and that, when that authority was used, it would be 
in the best interests of the Organization. 

Dr VIOLAКI- PARASКEVA (Greece) believed that the disadvantages and advantages in the 

complex matter of WHO ownership of and interest in patents had been clearly set out in 

paragraph 4.2 of the report. The question that arose was whether WHO's Secretariat was 

ready to take on a new responsibility of that nature; for it was essential that WHO should 

continue to safeguard its high reputation. 

The preamble of the draft resolution did not appear to refer sufficiently fully to the 

complex considerations of an ethical, constitutional and legal nature. She thought 

that the subject called for further study in depth. 

Professor RENGER (German Democratic Republic) expressed support for the draft resolution. 

The inclusion of a reference to inventors' certificates would reflect the situation in 

certain countries, and he proposed that the words "patents or interests" in the operative 

paragraph should be amended to read "patents, inventors certificates or interests ". 

Dr KRASTEV (Bulgaria) believed that the holding by WHO of patent rights could prove to 

be an interesting step towards the establishment of a new economic order, and the arguments 

put forward were both logical and convincing. Since the subject was one of such extreme 

importance for the wellbeing of Member States, his delegation would join in supporting the 

draft resolution proposed. 

It would be of interest to have from the Secretariat some very general estimate of the 

number of patents with which WHO might have to deal within the context of its various research 

programmes, as well as of the funds which might be received for the patents. It might thus 

be possible to consider the subject from the cost effectiveness point of view. 

i 
Professor FORGACS (Hungary) fully accepted the view that WHO should assume a major role 

in respect of patents for the promotion of health development. 

With regard to patent utilization, a peculiar relationship had developed between state 

health services financed by the state budget and profit -oriented industrial and medico - 

industrial enterprises. It was feasible that WHO and its Member States could, by virtue of 

the holding of patents by WHO, exploit them in the interest of essential health development. 

Accordingly, the primary task should be to monitor the situation, collect patents, and 

organize an appropriate information service. 

In Hungary resources were available from the Ministry of Health to cover partially the 

costs of certain health technology developments, provided they directly served the best 

interests of public health. Consideration should be given to the possibility of establishing 

a mechanism for WHO to act in a managerial capacity, contributing financially to certain 

undertakings if the health services of several countries showed interest, or if the costs 

of realization exceeded the financial means of any single country. Moreover, developing 

countries should exploit patents held by WHO under the conditions that were most favourable 

to themselves. That would at the same time justify the ownership by WHO of patent rights 

in certain circumstances. 
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Dr SAVEL'EV (Union of Soviet Socialist Republics) said that it was vitally important 

that any new discoveries regarding medical technology or drugs that could help the sick or 

save lives should be widely available as rapidly as possible. The question was whether 

patent law provided the best means to that end. It was clear that some countries - the 

developing countries, in particular - were not in a position to meet the demands of a patent 

holder. It might in fact be more appropriate for WHO, on humanitarian grounds, to recommend 

that patents should not be sought for such inventions, so that they might be more readily 

available. 

In all events, the situation was a very complex one, and he agreed with the delegates 

of Belgium, France and Italy that the subject called for further careful study. It might 
be useful for some preliminary discussion to be held first at the regional level. 

If the draft resolution was to be considered, he would propose several amendments. In 

particular, he supported the proposal of the delegate of Italy; the Director -General should 
be requested to report periodically on the subject to the Health Assembly and the Executive 
Board. 

Mr VEGA (Nicaragua) said that, in view of the arguments put forward and the value that 

the holding of patents or interests by WHO could have for Member States in their 

implementation of strategies for health for all, his delegation would support the draft 

resolution. 

Dr KPOSSA- MAMADOU (Central African Republic) associated himself entirely with the views 

expressed by the delegate of Belgium, supported by the delegate of Italy, particularly in 

respect of the emphasis laid on the need for caution. Furthermore, taking into account the 

long -term nature of research in relation to the objective of primary health care and the fact 

that the deadline for health for all - the year 2000 - which was not far off, he feared that 

primary health care was unlikely to benefit rapidly, especially in the developing countries, as 

a result of the holding by WHO of patent rights or interests. 

In view of the objectives of WHO and the purposes for which patents were generally taken 

out, and despite the advantages of the proposal, which had been convincingly described, his 
delegation's position was very reserved: it felt that patent rights might be acquired by 

WHO only when the firms involved could promote research in developing countries. The 
question called for additional thorough study before the draft resolution could be accepted, 

even if it were amended as proposed. 

Dr EL GAMAL (Egypt) said that he shared the view of previous speakers that further studies 
and consultations on the legal and operative aspects were needed. It was his understanding 

that WHO engaged only in research on essential technology, drugs and equipment, the prices of 

which should therefore be kept as low as possible; the financial benefits arising from 
patents could not be used in a better way than for that purpose. He therefore suggested that 
any financial benefits accruing to WHO from a patent should be devoted to reducing the price 

of the commodity that was the subject of that patent. 

Professor LENGHI (Libyan Arab Jamahiriya) said that his delegation believed that Member 
States likely to benefit from research on essential drugs and medical technology should 
contribute to the cost of such research. No profit should be made from the products of that 
research, which should be made available under favourable conditions to developing countries 
that needed them; such countries' economic resources for providing essential medical services 
were usually very limited. For that reason, his delegation supported the draft resolution 
proposed by the Executive Board and recommended its adoption. The second approach described 
in paragraph 4.1 of document А35/6 should be followed. 

Dr DABBAGH (Saudi Arabia) said that his delegation supported the draft resolution proposed 
by the Executive Board, and had no doubt that it would benefit all countries, and especially 
the developing ones. He was sure that WHO would be able to overcome the legal and financial 
difficulties involved. 

Dr Madiou TOURÉ (Senegal) was disturbed by the concern expressed on the subject of the 
resolution by the major pharmaceutical companies. The resolution itself was in harmony with 
the objectives of WHO, and the question had been most carefully studied by the Executive Board. 
To speak of intellectual property in relation to a research team was meaningless; a patent 
was generally owned by a company, a laboratory or a transnational corporation. If WHO 
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financed research, it could be said to have shares in it and should therefore defend its 
interests; in so doing, it would be defending the interests of Member States, aid for that 

reason his delegation supported the draft resolution. 

Dr KALISA (Zaire) expressed his delegation's conviction that the draft resolution had real 
advantages and would also promote north -south relations, as advocated by the United Nations. 
His delegation therefore unreservedly supported that resolution. 

Dr BOOTH (Australia) pointed out that WHO ownership of an interest in patents would put it 
in an ideal position to choose the manufacturer of the health invention concerned, thus giving 
it leverage on issues such as availability, price and technology transfer; that was of 
overwhelming importance. His delegation therefore supported the draft resolution. 

The Australian Government's view was that governments should retain an interest in patent 
rights on all discoveries made by their agencies or arising from research financed by public 
funds; such discoveries would then be passed on to the community at minimum cost. The 

Australian Department of Health had lodged many patent applications, both within the country 
and overseas. Patent administration was handled by a team of patent attorneys retained by the 

Department; costs were being reduced by using international patent applications, made possible 
by Australia's accession to the Patent Cooperation Treaty. 

His delegation considered the matter to be an urgent one, and would prefer to see the 

resolution adopted, although it appreciated the concern expressed by the delegates of Belgium, 

Italy, France aid the Soviet Union. 

Dr MARUPING (Lesotho) said that her country had established a Government- sponsored drug 

production, procurement, storage and distribution agency in an effort to develop self -reliance 
and self -sufficiency, and thereby promote primary health care; the results so far were 

satisfactory. A national list of essential drugs had been developed, and priority had been 

given to the production of those drugs, but the monopoly over the patents for some of them 

imposed an unfair constraint that hindered progress and perpetuated dependency. Her delegation 
therefore supported the draft resolution. 

Dr HACEN (Mauritania) said that the delegates who had expressed reservations as to the 
draft resolution were nevertheless unanimous in agreeing that it was in WHO's interest to 

exploit discoveries in the field of health for the benefit of the peoples of the world. There 
was therefore no disagreement on the question of principle. That principle was embodied in 

the draft resolution, and the legal arrangements could be made after it had been adopted; in 

that way, the various difficulties could be overcome, for example those arising when research 
was financed only in part by WHO. The draft resolution should therefore be adopted. 

Professor BENAMMAR (Tunisia) stressed the almost complete agreement on the principle of 
allowing WHO to take out patents on patentable health technology developed with its support. 
The patent systems of the various Member States for the protection of intellectual property 
could make a useful contribution to the attainment of WHO's objective of the highest possible 
level of health for all peoples, and WHO could use patents, or licenses under them, to promote 
the development, production and dissemination of health technology. The aim was to give 
expression to the general line of action of WHO and ensure that a coherent approach was adopted 
to biomedical research, essential drugs and the promotion of appropriate health technology. 
The appeal for caution was understandable, but should not become one for inaction and the 
status quo. His delegation therefore called for the immediate and whole- hearted adoption of 
the draft resolution; law should be at the service of WHO and not a handicap to it. The 

patents system served private enterprise well, and he could not see how WHO's participating in 
it could harm its work or, in particular, the interests of the developing countries. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
supported the introduction of a positive WHO patents policy, and believed that WHO should 
maximize the benefits arising from patent rights. Developments arising from joint enterprises 
should be fully protected so as to allow royalties to reflect the respective contributions of 
those involved. Benefits derived from patents should be used to promote the development, 
production and wide availability of health technology in the public interest. 

His delegation had hoped that the draft resolution could be adopted immediately, but 
would be prepared to accede to the request for further study, provided that that study was 

carried out quickly. 
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Dr ATANGANA (United Republic of Cameroon) said that his delegation unreservedly supported 

the draft resolution, and was convinced that the approach embodied in it could provide a 

solution to the serious drug supply problem of the developing countries. That was not to 

underestimate the difficulties mentioned by countries better able than the African countries to 

deal with the complex problems of intellectual property, but his delegation was confident in 

their ability to find the best approaches in order to overcome those difficulties in the 

implementation of the resolution. 

A further point was that traditional medicines in the developing countries had an 

enormous potential therapeutic value and WHO, as part of its endeavour to make medical 

technology available to them, should give priority to the promotion of research in that field. 

That would enormously increase the scope for the acquisition of patents by WHO, as well as 

provide a rich source of raw materials which would, in turn, help WHO in its efforts co reduce 

drug prices. 

Mr FLANAGAN (Ireland) found the principle of the draft resolution attractive and supported 

it. Its terminology, however, was imprecise in the context of the intricacies of national 

and international patent law, and the legislation of Member States on drug manufacture and 

marketing. WHO should reflect on the possibility of embarrassment, as pointed out by the 

delegate of Greece. The resolution should therefore take account of the fact that WHO should 
take out patents, or partnerships in patents, only if the medicine or technical resource would 
otherwise not be made available at all or not at reasonable cost. Further study was therefore 
needed to make the proposal more precise, but such a study should be carried out quickly so 

that progress in such a vital matter was not hindered. 

Dr LARIVIÉRE (Canada) agreed with the principle of the draft resolution and thought that 

WHO should be able to take out patents, or sublicensable licences, where appropriate and as 

often as possible. However, WHO's decisions should be open to scrutiny at all times, so as to 

ensure a proper balance between humanitarian and economic interests. Some mechanism was also 
necessary to guarantee that WHO's judgements on competing inventions were based primarily on 
technical considerations. The resolution should be adopted at the present Health Assembly; 
the mechanisms for its application could be refined later. 

Dr REZAI (Iran) strongly supported the draft resolution, in view of the important role of 
biomedical research, especially in developing countries, in attaining the goal of health for all 
by the year 2000. 

The DEPUTY DIRECTOR- GENERAL noted that the overall theme of the discussions had been 
caution. He assured delegates that the Director -General had given a great deal of 
consideration to patent policy, which was innovative and had great potential impact. 
Delegates had expressed certain doubts, uncertainties and suspicions, but he could assure the 
developing countries, especially in the light of the remarks made by the delegate of the 
Central African Republic, that their interests would be fully protected. 

To those who had urged greater caution and the need for more detailed examination, he 
would reply that the Director- General was not anxious to rush the matter through without the 
full understanding and approval of all Member States. Nevertheless, the longer the delay, 
the more reasons would be found for doing nothing, and WHO was already many years behind; 
action should have been taken long ago. A clear proposal had been made, and it was up to 
Member States to decide. It was impossible to quantify the advantages aid benefits, but in 
his view they would be incalculable. 

Mr GALLAGHER (Office of the Legal Counsel), referring to the comment by the delegate of 
Romania that the Paris Convention might be modified in such a way as to restrict the patenting 
of medicinals, said that WHO, being a technical agency concerned with health, did not have the 
right to tell Member States how they should conduct their patent policies; its role was to 
use existing patent systems, not to influence the development of policies. Any considerations 
with regard to the Paris Convention, while of interest to WHO, were therefore not its prime 
concern. 

The delegates of Romania, Belgium and Greece had expressed concern as to the handling by 
the Secretariat of the administrative and management aspects of the patent rogramme. That 
question was discussed in general terms in sections 2 and 3 of document 35 /6; beyond that, 
guidance could come only from detailed studies and experience. 
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Mr VIGNES (Legal Counsel), replying to the questions of principle which had been raised, 
said that the Belgian delegate had expressed doubts regarding the "constitutionality" of the 
draft resolution, suggesting that its policy might run counter to the Organization's 
fundamental aims. In his view, the situation was the exact inverse and there could be no 
objection to the draft resolution on constitutional grounds, since the use of patents to 
facilitate the production at minimum cost of a product necessary to the health of whole 
populations was in complete accordance with WHO's objectives. 

A question had been raised regarding joint financing for research. In that respect, 
there would be no difficulties in principle since, when a contract was established with a 
firm, it would define the respective participation of both parties. If, for example, WHO 
provided 95% of the finance, it would be entitled to take out a patent in its own name. If, 
on the other hand, it provided only 5 %, the patent might not be in its name but it could 
ensure contractually that the product should be made available to the public for the minimum 
price. 

Regarding the second question, any dispute which might arise between the firm carrying 
out the research and WHO would be covered by the terms of the contract, which would make 
provision for the settlement of disputes, probably by arbitration. Should the dispute be 
between WHO and a third party, the solution would be to bring a case before the courts of the 
country in which the dispute had arisen, or, even better, to approach the government in whose 
territory the infraction had occurred with a view to reaching a settlement. 

The third question, concerning resources, had been answered by the Deputy Director -General. 
He would merely add that any profits made could be used to reduce the price of the product, 
which was the Organization's chief aim. 

With regard to the number of cases in which WHO might intervene, studies showed that there 
could be some six to ten inventions per year for which patents might be taken out, although 
of course, each case would be studied on its merits. 

At the invitation of the CHAIRMAN, Mrs BRÜGGEMANN (Secretary) read out the amendments 
which had been proposed to the draft resolution by the delegates of India, the German Democratic 

Republic, Italy and the Union of Soviet Socialist Republics. 

Professor LACRONIQUE (France) proposed, further, the deletion, in the first preambular 
paragraph, of the words "... and the role of financial incentives" and the replacement of the 

operative paragraph by words to the following effect: 

DECIDES to set up a working group with the task of submitting to the next World Health 
Assembly a full study and legal and operational proposals in consultation with the 

international organizations concerned. 

Dr VIOLAKI- PARASKEVA (Greece) said that she was somewhat confused by the number of 

amendments that had been submitted and suggested that the Committee should set up a drafting 
group to produce a suitable text. 

In reply to questions by Dr FIELD (United Kingdom of Great Britain and Northern Ireland), 
Mr MANI (India) explained that "opportunity cost" was a term commonly used in economics and 

meant cost in terms of the best alternative products or processes which the product to be 

patented would replace, and Professor RENGER (German Democratic Republic) said that "inventors' 
certificate" was a term employed in some countries. Its insertion would thus mean that those 
countries were covered by the resolution, but that did not affect the principle involved. 

Dr HAYES (United States of America) supported the proposal for the establishment of a 

drafting group to review the proposed amendments. 

Dr BORGONO (Chile), also supporting that proposal, wondered whether it would be possible 
to complete the task involved in the French amendment in time for the Thirty -sixth World Health 

Assembly. The Committee should guard against asking for the impossible. 

Dr Madiou TOURE (Senegal) urged that the Committee should not delay a decision any longer 
but should proceed to vote on the amendments submitted, beginning with the one furthest removed 
from the original proposal. 
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Professor ВЕNAMMAR (Tunisia), supporting that view, said that the Committee was faced by 
two fundamentally different options. The question was not merely one of drafting; a 

decision on principle should be taken. Otherwise any drafting group could not be sure of 
working along lines that the Committee would approve. 

Professor VANNUGLI (Italy) considered that the Committee could not vote on the principle 

there and then, since it had before it a draft resolution to which diverging amendments had 

been made. Until it saw what the proposals were, it would be premature and contrary to good 

procedure to proceed to a vote and thus close a debate which the Committee might wish to 

continue. For his part, he considered that the best solution would be to set up a working 
group. 

Professor LACRONIQUE (France) said that his delegation had no policy objection to the 

principle underlying the draft resolution, and the delay of one year which would result from 

the setting up of the working group proposed in its amendment was merely intended to ensure 

that all the practical aspects of the proposal were thoroughly worked out. 

The CHAIRMAN proposed that a drafting group consisting of the delegates of Chile, France, 

Greece, India, Italy, Union of Soviet Socialist Republics, United Kingdom of Great Britain and 

Northern Ireland, United States of America, and any other delegation which wished to attend 

should be set up to produce an alternative version, or versions, of the draft resolution based 

on the amendments proposed. 

It was so agreed. 

(For continuation, see summary record of the sixth meeting, section 2.) 

The meeting rose at 12h35. 

А 



FOURTH MEETING 

Monday, 10 May 1982, at 9h30 

Chairman: Professor A. M. FADL (Sudan) 

ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (Document А35/7) 

Dr ADANDE МENEST (representative of the Executive Board), introducing the item, recalled 

the background to the setting -up of the action programme on essential drugs, and in particular 

Executive Board resolutions EB61.R17 and EB63.R20. In those resolutions, the Board had 

requested the Organization to direct its efforts towards governments, the pharmaceutical 

industry, interested United Nations agencies, and development aid organizations with a view to 

the creation of an action plan for the programme. It had also recommended that priority should 

be given to the least developed countries and had referred, inter alia, to action on the listing 

of drugs and vaccines, cooperation in the development of pharmaceutical policies and programmes 

corresponding to real health needs, technical collaboration, especially between developing 

countries, and the quality control of pharmaceutical products. 

When, during its sixty -ninth session, the Executive Board had discussed the prograntiue, 

several members of the Board had stressed its importance as a basic component in achieving 

health for all by the year 2000 through primary health care. The representative of the 

International Federation of Pharmaceutical Manufacturers Associations (IFPMA) had again stated 

that member companies and associations of IFPMA were willing to collaborate with WHO in 

ensuring the supply of essential drugs to underserved populations. The Board, recognizing the 

complexity of the subject, its multisectoral nature, and its political, technological and 

economic implications, had called on the Ad Hoc Committee on Drug Policies to undertake an in- 

depth analysis. The Committee had also been instructed to prepare a comprehensive report on 

progress made and future intentions of the programme for submission to the Thirty -fifth World 

Health Assembly; that report (document А35/7)1 would be introduced by Dr Mork, Chairman of the 

Ad Hoc Committee on Drug Policies. 

Dr MORK (Chairman, Executive Board Ad Hoc Committee on Drug Policies), before presenting a 

brief review of the current situation, recalled the background to the programme, including the 

First International Health Conference in 1946 and Articles 2 and 21 of the WHO Constitution. 

A great deal had been done to fulfil WHO's mandate in the field of pharmaceutical products, 

the action programme being the most recent and most ambitious activity, and the most crucial 

for developing countries in the common struggle for health for all through primary health 

care. 
The Committee would also recall the Director- General's report to the Twenty - eighth World 

Health Assembly, which had highlighted for the first time the serious drug supply situation in 

the developing countries. That had been followed by the adoption of resolution WHА31.32 in 

1978 and of resolution WНАЗ2.41 in 1979. In pursuance of those resolutions, the Secretariat 

had taken action to determine the situation with regard to the supply of essential drugs at 
country level, study ways and means of establishing and/or developing national infrastructures 

for drug distribution, improve the use of essential drugs, including the provision of 

information to prescribers and health workers, and develop national capabilities to implement 

the programme. 

Significant progress had been made since 1978, efforts having been focused on assisting 
countries in laying the foundations for improving their drug supply systems and formulating 

appropriate national drug policies. Of the United Nations bodies and specialized agencies 

1 Document WHА35/1982/REС/1, Annex 6. 
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that had collaborated with WHO, UNICEF called for particular mention; in addition, WHO and 

UNICEF were developing further collaboration on essential drugs, with the support of the 

Italian Government. 

At the Executive Board session in January 1982, the IFPMA representative had stated that 

the Federation's members were willing to supply essential drugs to the underserved populations 

of developing countries under favourable conditions. The Ad Hoc Committee, at its most recent 

meeting, in March 1982, had anticipated that detailed information on the IFPMA offer would be 

available in time for it to be distributed to the Health Assembly, as mentioned in paragraph 19 

of document А35/7. That was not the case, however; he hoped that the Secretariat would be 

able to inform Committee A as to the latest developments. As the Director -General had said in 

January, "Due appreciation could be expressed only when the Health Assembly fully understood 

the extent of the offer and its effect in practical terms ".1 

Referring to document А35/7, he said that the discussions in the Ad Hoc Committee had, as 

usual, resulted in a compromise; the document had been adopted by consensus, but the final 

decision on the proposed action programme would have to be taken by the Health Assembly. 

In the document itself, part II summarized the situation and also defined indicators for 

use in assessing progress and planning future activities, including the use of generic names, 

and study of commercial factors and patent rights and their relation to the prices of essential 

drugs. Collaboration with IFPMA, United Nations bodies and the specialized agencies, and 

UNICEF in particular, was also described. 

Part III again defined the principles of the action programme, and highlighted the role of 

WHO in providing leadership in its implementation. The programme would cover all countries 

that so desired, but WHO would give priority to developing countries. Part IV described the 

programme's main areas of action, aid especially the development of national drug policies as 

part of comprehensive health services. Part V broadly outlined the role of WHO and of 

governments, allowing for the implementation of the programme in accordance with WHO's structure 

and the participating countries' socioeconomic situation. Finally, part VI contained a set of 

priority activities for the period 1982 -1983; aspects such as procurement, manpower development, 

quality control and mobilization of financial resources were highlighted. 

The issue was a complex and sensitive one, and it was the Committee's responsibility to 

provide the necessary guidance and instructions for the future development of what was a vital 

component of primary health care. 

Dr SANКARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative Technology) 

drew the attention of the Committee to paragraph 19 of document А35/7, which announced the 

submission to the Thirty -fifth World Health Assembly of further details, in an annex, on 

discussions with the pharmaceutical industry and other interested parties since the Executive 

Board meeting in January 1982. Since it had not been possible to produce that annex, his 

statement should be regarded as taking its place. 

With regard to discussions with IFPMA and a number of national governments, he referred 

first to those between a Swiss group of companies (Interpharma), WHO and the Government of 

Burundi. A monograph on the Burundi pilot project had been issued on 30 April 1982, and he 

expressed his gratitude to Dr Mpitabakana, Director -General of Public Health of Burundi, for 

his efforts to ensure that that monograph was produced in time for the Health Assembly. 

He reported that, in response to specific requests to Member States concerning a bulk 

purchase system to supply 18 African countries with 62 drugs and vaccines, tenders had been 

received from three countries and a further two were expected in the near future. The tenders 

received had quoted prices, had given evidence of good manufacturing practice and had appended 

WHO certificates of quality assurance. Since a comparison of prices was possible only after 

all tenders had been received he could not be more specific about the offers received thus far. 

The response of Member States had been helpful and along the right lines and, while it was too 

early to make any firm predictions, a hopeful start had been made. UNICEF had been kept 

informed of all progress. 

He then outlined the progress of discussions with the International Federation of 

Pharmaceutical Manufacturers Associations (IFPMA). An initial dialogue with Mr Vischer and 

Mr Peretz of IFPMA, the Director - General and the core group from the Secretariat had been held 
on 15 February 1982, at which the following points were discussed: the need for national 

commitment, including fiscal commitment for the selection for any country; the need within 
national drug policies for adequately informed personnel to ensure proper drug supply and 

1 
See document ЕВ69/1982 /REС /2, p. 163. 
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distribution to the most needy areas; criteria for storage, logistics of supply, labelling, 
package size, generic names, pricing policy and bulk purchase; the selection of a few pilot 
countries - probably those in which the industry had already undertaken collaborative studies 
with WHO - which were to include Somalia, Yemen, Rwanda and Malawi; and workshops to improve 
managerial skills, with expertise subsidized by the industry. A private meeting of the 
industry had been held on 5 March 1982 after which it had emerged - aid was subsequently 
confirmed in a letter to the Director -General - that in principle 46 companies had expressed a 
wish to collaborate, and that the list of drugs offered at favourable conditions exceeded 200. 

UNICEF had subsequently become involved as a full and active partner in the action 
programme. The small working party set up by the Director - General had met the Executive 
Vice- President of IFPMA on 2 April 1982, and in addition to the points already mentioned had 
discussed the willingness of industry to become involved with training in supply and distri- 
bution systems. IFPMA had agreed that, in addition to the least developed countries, other 
countries in need could be identified. At a third meeting held on 23 April 1982 the 
Secretariat had raised four specific questions: the selection of countries - whether only the 
least developed countries would be assisted; whether the offer was the same as that made in 
1979; what was meant by the phrase "favourable prices and conditions ", and what was meant by 
"logistic support" in relation to the IFPMA offer. IFPMA had indicated that although it 
would give priority to the least developed countries it would not veto any countries selected 
by WHO. The Secretariat had made it clear that, in keeping with the policies of WHO, an 
adequate geographical distribution of assistance would be required. IFPMA had agreed that in 
the offer of 1979, in which 46 companies had offered a variety of drugs, only two companies 
had mentioned conditions, while the rest had shown an interest in the programme. There had 
been no specific offers of prices; the 1979 offer should be considered out of date. A new 
offer would be made, based on the discussions in the Executive Board and with the Director - 
General's Office, and a new list would be made available by the end of April 1982. A list 
had been received but it did not give any indication of prices. IFPMA had stated that 
"favourable conditions" indicated that individual companies were willing to negotiate non- 
commercial prices with the country or countries concerned, depending on requirements in terms 
of quantities, pack sizes, labelling and delivery schedules. IFPMA would provide experts on 
distribution, warehousing aid procurement systems, who would identify logistic support needs. 

The generous offer of US$ 400 000 to support the programme made by the Government of 
France as early as 1980 had been gratefully accepted and had been most useful in furthering 
the aims of the programme. The French pharmaceutical industry had responded to the 

Director -General's request by expressing an interest in the eventual supply of drugs such 

as dapsone, and vaccines. The Government of Italy, together with UNICEF, was playing a 

significant role in the supply of essential drugs to Africa. 

In the last week of April 1982 there had been a useful meeting of the chief pharmacists 

of the African Region at Harare, Zimbabwe, which had taken several important decisions; the 

Second International Conference of Drug Regulatory Authorities had taken place in Rome, also 

in April. 

The CHAIRMAN said that the Ad Hoc Committee's report indicated the main lines of action 
the programme would follow and detailed the activities for 1982 and 1983. The main task 
of Committee A was to review both those aspects and to make clear whether they should be 

endorsed or modified in any way. He asked delegates to bear that in mind when making their 
comments so that a clear indication was given of how the Health Assembly wished the programme 

to be carried out. 

Dr PATEL (Mozambique) expressed his appreciation of the excellent and exhaustive 

analysis of the programme presented by the Director -General and the Ad Hoc Committee. As 

the report stated, despite the important decisions taken, the objectives outlined in 

resolution WHA31.32 were still a long way away and an immense task lay ahead, especially in 

the least developed countries. Acceptance of the objectives of health for all by the year 
2000 implied the definition of health policies that were integrated in general socioeconomic 
development. Pharmaceutical policy had a significant role to play since a regular supply 

of drugs was essential to improve health care. Experience had shown that with determination 
it was possible to overcome the difficulties and to implement a pharmaceutical policy in 
line with the recommendations made by WHO. 

The plan of action outlined in part VI of the Ad Hoc Committee's report was far too 

diffuse - it could and should present a set of more concrete and detailed objectives and 
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tasks. Paragraph 60 stated: "A detailed work plan for 1982 -1983 will be prepared ". It 

was already May 1982 and no indication had been given as to how the detailed plan would 

differ from the earlier diffuse plan. His delegation strongly supported the idea of 

monitoring and evaluation of the action programme, but that could not be undertaken unless 

the detailed work plan indicated quantification of targets and definition of time schedules 

for as many targets as possible. While definition at the global level would be difficult 

it could and should be undertaken at the regional and country levels. In various instances 

countries had been able to define priorities, targets, time schedules and responsibilities 

for the country and the Regional Office that would permit monitoring and evaluation to be 

undertaken at the regional level. Unfortunately, concrete actions had so far been limited. 

He wondered why the involvement of the regional level in monitoring and evaluation 

procedures had not been mentioned in paragraph 60 of the report. 

He wished the Secretariat to indicate (1) what the differences would be between the plan 

of action presented and the detailed working plan.. to be prepared and how it would allow for 

monitoring and evaluation, and (2) where, when and how regional committees were supposed to 

exercise their role in the monitoring and evaluation process. 

The fact that countries were at a differing stage of development in respect of their 

pharmaceutical policy should be taken into account in defining the programme of action for 

future years, so as to reflect their individual needs. In that context, his delegation 

accordingly supported 'the proposal made in part V of the report by the Ad Hoc Committee on 

Drug Policies to identify expertise in each region; particular attention should be given 

to the aspects of technological, material and financial support aimed at overcoming the 

difficulties still remaining. That should make it possible to obtain concrete examples 

of total success in the implementation of a pharmaceutical policy, such examples serving 

as reference points for °the° future.. Naturally;- that-procedure would not imply ending 

support to countries encountering difficulties in the definition and implementation of their 

national drug policy. 
Experience in his own country pointed to the need for particular attention to be given 

to finding the technical, material and financial means for supporting developing countries 

in a number of essential fields. Those related to implementation of a correct system of 
drug distribution and storage at all levels of health care, overcoming problems concerning 
adequate stock management, developing an efficient quality control system, developing local 
capacity for drug production, training personnel who could guarantee implementation of the 

drug policy in each country, and obtaining at least some of the most vital drugs included 
in essential drug lists at favourable prices. On the point of prices, he hoped that evidence 
would soon become apparent in terms of objective results of the intention expressed for some 
time past by drug manufacturers to support developing countries. 

He could not comment on the collaboration of the International Federation of 
Pharmaceutical Manufacturers Associations (IFPMA) and the World Federation of Proprietary 
Medicine Manufacturers (CWFPMM) until there had been an opportunity to see written reports 
thereon. 

It was important to develop means to provide countries more regularly with the infor- 
mation on drug policy published by WHO and other organizations in the United Nations system, 
as that would give them valuable data regarding experience in other countries and other 
regions as well as their own, and would thus allow each country to make a more rational 
choice and use of drugs, aid continually to bring their drug policy up to date. 

WHO's role in the implementation of the plan of action on essential drugs would require 
adequate human, technological and financial structures, particularly at the regional level. 
His country therefore favoured the creation of a group of regional experts, whose regular 
meetings could provide valuable support to the limited number of regional office personnel. 

The delegation of Mozambique was convinced that a definition of a moге objective plan 
of action, based on the identification of the main problems facing countries, combined with 
a will at all levels to implement such a plan, could achieve progress in meeting the funda- 
mental right of the population to have a regular, rational and adequate supply of drugs. 

Dr ALAWAD (Sudan), referring to paragraph 27 (xi) of the report, said that a major 
component to be taken into account in formulating a national drug policy was the introduction 
of appropriate legislation particularly with regard to ethical standards and quality assurance. 
The developing countries undoubtedly experienced difficulties in that regard; what was being 
done to follow up operative paragraph 3(6) of resolution WНАЗ1.32, which referred to possible 
strategies for reducing prices of pharmaceutical products, laying special emphasis on those 

essential for the populations of developing countries? He fully supported operative 
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paragraph 3(4) of that same resolution, which requested the Director -General to ensure 
collaboration with other bodies in the United Nations system with a view to ensuring that 
technical expertise and financing were made available to interested countries for establishing, 
wherever feasible, local production corresponding to their health needs. Clearly, production 
of drugs at the national level represented the ideal solution to the problem. 

Professor POGGIOLINI (Italy) recalled that resolution WHA31.32 had emphasized the 
importance of an action programme aimed at developing drug policies in developing countries. 
Indeed, urgent international action was required to alleviate the situation in many countries 
where large segments of the world's population did not have access to those essential drugs, 
including vaccines, which were indispensable to the achievement of even a minimum of health 
care. Without such essential drugs, effective primary health care could not be provided, 
no matter the efforts made to train health workers and develop infrastructures. 

Over the past two years his Government, being aware of those problems, had undertaken a 
number of studies and activities, including a survey on the needs of countries, which had 
on the whole confirmed the trend towards implementation of national drug policies and 
bilateral cooperation - a trend further confirmed during the Second International Conference 
of Drug Regulatory Authorities held in Rome in April 1982. Accordingly, fact - finding 

missions had been arranged in a number of the countries included in the action programme and 

which appeared favourable towards the initiatives undertaken by Italy. 
The experience had proved extremely useful and would lead to the development of a new 

policy for essential drugs, under which Italy would be directly involved in the provision 
of essential drugs, in supporting national training activities, in strengthening drug 

distribution systems and in providing quality control laboratories, as well as helping local 

production of essential drugs. 

Italy had, moreover, decided to support the joint efforts of WHO and UNICEF to intensify 

the fight against hunger and malnutrition by launching a programme aimed at improving the 

health conditions in a number of developing countries over the next five years. A 

declaration of intent in that regard had been signed in Rome on 7 April 1982 by the Italian 

Minister for Foreign Affairs, the Executive Director of UNICEF and the Director- General of 

WHO, whereby Italy had agreed to make available US$ 85 million to be spent on health and 

nutrition programmes planned in cooperation with at least fifteen developing countries. A 

further amount of US$ 15 million would be spent on an essential drugs programme for some 

African countries. The commitment of his Government to those two programmes would go beyond 

mere financial support; it would be involved, in full partnership with UNICEF and WHO, in 

the plans of action, implementation and follow -up of those programmes. 

The time was ripe for action, and he emphasized his country's involvement in the 

programme, as well as its firm commitment to the goal of health for all by the year 2000. 

Dr FERNANDO (Sri Lanka) congratulated WHO on the progress so far made on the action 

programme on essential drugs and the further steps suggested in document А35/7. His 

delegation had always maintained, both in the Health Assembly and at regional meetings, that 

there should be a basic essential list of drugs to which certain items might be added, if 

necessary. Such a list would be an important factor in the achievement of health for all by 

the year 2000. 

His country had already, in 1972, begun the rationalization of the use of drugs by 

reducing the forms of drugs for prescription in Sri Lanka from 4000 to 1200, and that number 

had been further pruned subsequently. Moreover, all drugs were purchased under generic and 

not brand names. 

Strict control over drug imports was maintained through a National Formulary Council 

consisting of eminent medical and pharmaceutical personnel, who initially decided whether the 

country required any particular drug. Combinations of drugs were not encouraged unless 

specific benefits were thereby obtained. Once the Council had agreed that a drug was 

essential for use in the country, a list of approved manufacturers had been drawn up and the 

import of that drug from other manufacturers was prohibited. 

He suggested that lack of resources was not the sole problem affecting the availability 

of drugs in the developing countries. In order to purchase the most effective drug at the 

cheapest price while ensuring quality, Sri Lanka sought a quality control certificate from a 

reputable independent laboratory. However, that was a costly process, and to obtain drugs 

cheaper was always a temptation. WHO could help, first, regionally, by selecting quality 

manufacturers to supply essential drugs in bulk to developing countries that wished to buy 
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them, as was already done in some areas. The quality of such drugs could be determined by 

random checks; manufacturers providing inferior quality drugs should be blacklisted. 

Secondly, WHO should have affiliated laboratories to which developing countries could refer 

drugs for potency testing. 

Finally, he pointed out that for small developing countries it might not be economical to 

manufacture all their essential drugs, and hence bulk purchases were likely to continue for a 

considerable period. 

Professor OFOSU -AMAAH (Ghana) strongly supported the action programme on essential drugs, 

which was one of the most exciting developments in the international health field. He noted 

from document А35/7 that the WHO certification scheme on the quality of pharmaceutical 

products moving in international commerce was not working satisfactorily because of the 

difficulties in batch certification faced by national authorities. There was an urgent need 

for technical cooperation in the development and strengthening of quality control capabilities 

at national, subregional and regional levels. Moreover, the monitoring of adverse effects 

and publicizing of information thereon should be intensified. The WHO bulletin Dru 

Information should be produced more frequently and regularly. 

He had noted the statement by Dr Sankaran, but was unable to comment on it until the 

position of the International Federation of Pharmaceutical Manufacturers Associations (IFPMA) 

became clearer. There was some uncertainty regarding pricing policy in the scheme proposed, 

and he suggested that developing countries would know better where they stood if the UNICEF 

base prices were taken as a point of reference. He also wished to know more about the IFPMA 

offer in relation to the development of a code of marketing practices of drug manufacturers - 

a possibility mentioned in resolution WНА31.32. 

The Ghanaian Ministry of Health was actively examining the important area of essential 

drugs in order to apply all findings relevant to the rapid progress of primary health care 

programmes. The cooperation of other countries and organizations, particularly WHO and 

UNICEF, in his Government's national effort was sought in the whole area of procurement 

(including the possibility of bulk purchasing arrangements within the African Region); in 

distribution and quality control; as well as for the development of Ghana's national drug 

manufacturing industry. He expressed gratitude to the Italian Government for the 

initiatives it had undertaken and hoped that other industrialized countries would follow suit. 

Dr WESTERHOLM(Sweden), speaking on behalf of the Nordic countries, said that adequate 

prevention and treatment of disease was one of several necessary conditions for the 

achievement of the goal of health for all by the year 2000. Resources in that area were 

very small in many developing countries, in terms of skilled manpower, supply of drugs, 

organizational background and economic resources. 

WHO's efforts to advise Member States on national and local selection of essential drugs 

had been extremely valuable, and the availability of low -cost, high -quality essential drugs 

would be improved by the provision of WHO- recommended lists. Such drugs would cover 

requirements for perhaps 80% to 90% of the most common diseases, particularly in rural areas. 

The supply of essential drugs in many developing countries was still very inadequate, and 

efforts to improve it required various lines of approach as well as economic resources. 

WHO's efforts to mitigate the deficiencies through global, interregional, regional and 

national conferences, and its analyses of needs and resources, were very important. It was, 

however, obvious that the resources allocated by WHO to that work were limited, and there 

was a,risk of overestimating WHO's possibilities, or of underestimating the difficulties 

involved in financing, procuring and distributing essential drugs. 

It was therefore essential that WHO should have adequate staff to carry through the 

programme at both the global and regional levels, and that priority should be given to the 

programme in the regular budget for 1984 -1985. That point should be made at the regional 
committee meetings in autumn 1982, at the Executive Board session in January 1983 and at the 

Thirty -sixth World Health Assembly. 

In order to increase the benefits from the resources allocated to the programme, the 

results of WHO's activities should be disseminated as widely as possible so that they would 
be universally applied in the common struggle towards health for all. 

The establishment of an information system on essential drugs, methods of procurement, 

and international price and quality control by WHO and UNICEF would facilitate national drug 

strategies and bilateral cooperation between industrial and developing States. 
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The WHO certification scheme on the quality of pharmaceutical products moving in 
international commerce was accepted by 71 countries. Although it had some defects, she 
thought its use should be encouraged for both importing and exporting countries. Her 
delegation wished to know what the offer made by the representatives of industry to contribute 
to the essential drugs programme really implied. In that connexion, she stressed how 
important it was for WHO to establish the fundamental principles of cooperation with industry, 
and between industry and individual countries and regional groups. 

The programme on essential drugs had both short -term and long -term goals. The short - 
term perspective dealt with building up supplies of essential drugs, while the long -term one 
included the establishment of national drug policies, relevant legislation, the strengthening 
of drug regulation and education. 

National drug policies and efficient and reliable systems for the distribution and 
storage of drugs had been the subject of WHO studies, and they were important factors in the 
supply of drugs. Their application would, however, depend on the availability of adequate 
numbers of skilled personnel. WHO had for many years promoted the training of such staff 
through fellowships and specific courses; the opportunities recently won for training in 
industrial laboratories would also be of value. Training activities should be continued. 

The Nordic countries were anxious to participate in the work to improve comprehensive 
drug programmes so as to bring essential drugs to the underserved populations of developing 
countries. 

The meeting rose at 10h55. 
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Monday, 10 May 1982, at 14h30 

Chairman: Professor O. OZTÜRK (Turkey) 

1. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (Document А35/7) (continued) 

Dr ВORGOÑO (Chile) said that it was important to be realistic, when considering the 

situation of the developing countries, and bear in mind the necessarily multisectoral approach 

as well as the political implications and limitations imposed by the fact that the raw 

materials for most essential drugs were processed in fewer than 10 countries. 

Chile's 20 years experience of an essential drugs programme had shown the imperative 

need, in implementing such programmes, for standards for selection and guidelines for the use 

of such drugs. A regional or national quality control laboratory was also essential so that 

the quality of essential drugs in use could be properly ensured. Of even greater importance 

was the political will of countries to implement such a programme on the basis of a permanent 

budget. The measures outlined in the report of the Executive Board Ad Hoc Committee on Drug 
Policies (document А35/7)1could not be carried out unless there was a continuing budgetary 
commitment: year -by -year appropriation would not be sufficient. There was also a need for 

dynamic legislation so that the programme could be kept well informed and up to date, aid as 
a defence against certain unethical practices of some producers. The public must also be 

educated in health matters and provision made for the training of personnel. 
The role of WHO was multifaceted and included, firstly, the function of coordination, 

particularly at the regional level. The situation differed from one region to another, and 

each region could make an important contribution to solving the global problem; for example, 
РАНО had done excellent work in the Americas. Secondly, the Organization should also have 
a role in the dissemination of comprehensive and up -to -date information, with particular 
reference to the utilization of drugs in various applications, to adverse reactions - 

particularly bearing in mind the genetic component, and to the status of drugs in their 
countries of origin; for there were countries which prohibited the use of certain drugs on 

their own territory, but nevertheless permitted their export. In addition, the Organization 
also had a part to play in training, particularly of staff for quality control laboratories, 
through courses, seminars and fellowships. WHO might also consider establishing a revolving 
fund similar to that of РАНО which would assist countries in obtaining drugs - in accordance 
with a system of priorities, since such a fund would not be able to meet all the demands that 

would be made on it. 

It was not for WHO to supplant countries but to act as a catalyst and galvanize them 
into taking necessary technical and political action. 

Mrs QUINTERO DE HERGLOTZ (United Nations Industrial Development Organization) expressed 

UNIDO's wholehearted support of the action programme on essential drugs as described in the 

report. The programme was designed to facilitate the achievement of the target of health for 

all by the year 2000. It was hoped that its successful implementation would benefit all 

developing countries by improving health services and making essential drugs available to the 

entire population. 
The references in paragraph 27 (vii) and (viii) to the programme components relating to 

the setting up and strengthening of local formulation of certain essential drugs whenever that 
proved to be technically and economically feasible and desirable and to local production were 
of particular interest to UNIDO. 

Drug supply was one of the major components of health care, and the local formulation of 
essential drugs was the key element of the whole programme because availability of essential 

1 
Document WНA35/1982/REC/1, Annex 6. 
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drugs on a long -term basis could be ensured only through developing local facilities for 
industrial -scale manufacture of essential drugs. UNIDO, within its original mandate, had 
established the Pharmaceutical Industries Unit with the aim of assisting developing countries 
to achieve self -sufficiency in the supply of drugs through the provision of technological 
capabilities for local production. The type of technical assistance provided depended on the 
state of development, not only of a country but also of the pharmaceutical industry itself. 
The UNIDO programme covered all aspects of the industry, including formulation and packaging 
of drugs and the utilization of natural resources such as medicinal plants and waste products 
from slaughterhouses. The objective of the programme was identical to that outlined in 

paragraph 22 of the report, namely, to assist countries to achieve greater self -reliance in 

the pharmaceutical sector through national endeavours and intercountry cooperation. 
UNIDO's contribution to the development of the pharmaceutical industry in developing 

countries included a number of comprehensive technical assistance projects and feasibility 
studies in the local formulation of essential drugs in Africa and Asia, particularly in 

Zambia, Mozambique, Cape Verde, Guinea -Bissau, Democratic Yemen, Botswana, Rwanda and Upper 
Volta. A joint project was being implemented in Nepal in cooperation with WHO, with UNIDO 
providing assistance for the local production of essential drugs needed for primary health 
care. In choosing production programmes or providing technical assistance, UNIDO 
consistently followed the WHO guidelines as laid down in the model list of essential drugs 
and the "Good practices in the manufacture and quality control of drugs ", and good laboratory 

practices. 
Significant progress in the production of active ingredients would be achieved when a 

multipurpose plant for the production of 15 essential synthetic drugs in Cuba was commissioned 
in 1982; the project was moreover an example of technical cooperation between developing 
countries (TCDC). As a follow -up to the 1979 Regional Seminar on Industrial Application of 

Microbiology in Pharmaceutical Industry, held in Havana, a fermentation research centre in 

Latin America was to be established in Mexico in 1984 and would serve developing countries in 

Latin America and elsewhere in connexion with the development of their basic pharmaceutical 
industries. 

Programmes for the utilization of natural resources, such as medicinal plants and 

biological wastes, had included UNIDO- sponsored mobile units equipped for on- the -spot 

demonstration of extraction and quality control. Projects designed to produce pharmaceuticals 

from medicinal plants for overall health care had been implemented in several countries. A 

large -scale project for the production of both modern and traditional drugs from medicinal 
plants had been initiated in Nepal as a follow -up to earlier projects. A comprehensive 
technical and economic study on the establishment of a pilot plant for the production of 

pharmaceutical and biochemical products from slaughterhouse waste products had been completed 
in Mongolia. 

UNIDO had established a system of consultations through which government, worker and 

employer participants from both developed and developing countries could discuss issues in 

particular sectors of industry, with a view to increasing the industrial capacity of 

developing countries. Since 1976, 14 consultations had been convened in nine sectors, 

including the pharmaceutical sector. The first consultation on the pharmaceutical industry 

had been held in Lisbon in December 1980, and had been attended by delegations from 68 States, 

as well as by representatives of the pharmaceutical industry and of United Nations agencies. 

Issues covered had included: pricing and availability of intermediates and bulk drugs; 

contractual arrangements for production of drugs; and the availability and terms and 

conditions for the transfer of technology for the manufacture of essential drugs included in 

the illustrative list prepared by UNIDO in consultation with WHO. UNIDO was currently 

preparing for the second consultation on the pharmaceutical industry and was thus already 

engaged in action at the global level of the kind suggested in paragraph 50 of the report; 

UNIDO would welcome additional support from both WHO and UNICEF. 

Industrial policies were important in connexion with the development of local 

pharmaceutical production, whether in a laboratory, in medium -scale units or on an industrial 

scale. Such policies should cover industrial design, energy aspects, the adaptation of 

technology, marketing surveys, project engineering, and financial and economic evaluation. 

Flexibility had to be built into design to accommodate changes in the pattern of 

production as well as possibilities for future expansion. The technology chosen must be 

adequate to ensure the viability of the operation as well as its suitability to local 

conditions. The development of manpower planning aid of technical skills was also important. 

Collaboration and the coordination of activities between UNIDO and WHO had been enhanced 

since the signature of the UNIDO/WHO Strategy Paper on Manufacturing and Control of 
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Pharmaceuticals which had stipulated that UNIDO would participate in the elaboration and 

implementation of the action programme on essential drugs called for by resolution WHA31.32, 

taking full responsibility for its industrial development and production components. UNIDO 

would play an effective role in formulating and implementing a national drug policy, along the 

lines laid down in paragraphs 27 arid 36 of the report before the Committee, by concentrating 

on the industrial aspects of the proposed programme aid the plan of action for 1982 -1983, 

including, in particular, such components as: setting up and strengthening local formulation 
of essential drugs and production of bulk pharmaceuticals when technically and economically 
feasible; developing and strengthening national infrastructure for the utilization of 
indigenous raw materials, such as medicinal plants and slaughterhouse waste products; 
implementation of pre -feasibility and feasibility studies; establishment of regional and 

national pharmaceutical development centres; negotiations with the pharmaceutical industry 
regarding reasonable terms and conditions for the transfer of technology; technical 
assistance and training in all aspects of pharmaceutical industry development including 
design, construction, equipment installation, transfer of technology, operation, maintenance, 
quality control and management; and formulation of realistic plans, including the allocation 
of resources, to develop necessary industrial infrastructure and national skills. 

Dr VISCHER (International Federation of Pharmaceutical Manufacturers Associations), 

speaking at the invitation of the CHAIRMAN, noted that the report, in paragraph 19, drew 
attention to the statement made by the International Federation before the WHO Executive 
Board in January 1982. 

The International Federation of Pharmaceutical Manufacturers Assocations (IFPMA) had 
member associations of pharmaceutical manufacturers in 47 countries; more than half of them 
were in developing countries. Member companies of those associations included not only the 
major international research -based companies but also a much larger number of national 
manufacturing companies which produced standard drugs. 

The report referred specifically to the activities of member associations and their 
member companies in connexion with the programme, including the activities of ten United 
States pharmaceutical companies in the Gambia, the activities of Danish companies in Kenya 
and Rwanda, those of the French member association in Senegal, of the member association in 

the Federal Republic of Germany in Malawi, as well as the activities of Italian companies in 

Somalia. Certain Swiss companies had recently provided assistance to Burundi. 
Since January 1982 IFPMA had had fruitful discussions with the Director -General and with 

the Director of the Division of Diagnostic, Therapeutic and Rehabilitative Technology on how 
it could best support the programme, bearing in mind that its members were responsible for 
most of the world's drug manufacture and for nearly all the pharmaceutical research and 
development that was being carried out, including ongoing research into drugs urgently 
required for the treatment of tropical and parasitic diseases which were of such importance 
to developing countries. 

During those discussions with WHO it had become clear that the industry's offer of 

support in the provision of drugs, and in the area of training and providing expertise in 
logistics, distribution and procurement had been warmly welcomed. As a result of those 
discussions IFPMA had been able to report back to its member associations putting forward new 
ideas for reactivating their programme of support. For commitment from both the countries 
and the companies concerned was a key issue in the programme. IFPMA welcomed the idea of 

starting with a few pilot studies and a bare minimum of drugs. Lessons would be learned 
from such pilot studies that could, in due course, be put into effect elsewhere. The 
criteria for the selection of the least developed countries for such pilot studies had been 
suggested by WHO and it was not for the industry to comment on either the choice of country 
for such pilot studies or their choice of drugs. 

WHO had recognized that quality control was a key problem in the action programme. The 
industry believed that the focusing of attention on prices without giving proper attention to 

quality would represent a disservice to developing countries, and IFPMA was pleased to note 

the same point had been made forcibly in paragraph 36 (v) of the report. In 1979, IFPMA, 
on behalf of its members, had offered opportunities for 3-6 months training in drug quality 
control to trainees from government laboratories and pharmaceutical inspection services in 

developing countries. Progress on implementing the scheme had been slower than expected but 

the response had increased in recent months; six candidates had completed their training, one 

was currently in training and nine further candidates were under discussion. IFPMA was 
currently receiving offers of commitment of support from individual companies for specific 

drugs and expertise. 
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The term "favourable conditions" employed in paragraph 19 of the report meant a 

preparedness to supply drugs at non -commercial prices to the countries taking part in the 
action programme. It was not however helpful to speculate on how the term "favourable 
conditions" should be interpreted in terms of actual prices until countries had decided what 
quantities of particular drugs they required, in what size packs, with what sort of labelling 
and over what period of time, bearing in mind the impact of inflation and fluctuating exchange 
rates. Although a definitive list was not yet available, commitments had been received from 
individual companies to supply over 230 different drugs and vaccines, including 130 that were 
on the WHO essential drugs list. 

IFPMA had welcomed the statement in paragraph 42 (x) of the report that the 
responsibilities of the Secretariat of WHO included developing and maintaining the active 
collaboration of the international pharmaceutical industry with the programme. 

Dr GAUDICH (Federal Republic of Germany) welcomed the note of optimism struck by the 

report but expressed concern that it should have taken four years since the adoption of 
resolution WНАЗ1.32 to formulate a detailed plan of action and to define the needs and roles 
of the parties involved. 

The programme seemed to provide good guidelines for participation and would permit 

participants to define their role or actual position in the programme. She could not 

agree with those who argued that the scheme would inhibit the development of a local pharma- 

ceutical industry, because it was only a first step. The first concern must be to bring 

health care and the needed drugs as quickly as possible to the millions of human beings who had 

hitherto had little access to the pharmaco- therapeutical treatment they urgently needed; no 

time should be lost on the possible commercial effects of the programme. It was to be 

regretted that there would be some delay before it could be implemented on a worldwide scale. 

From the humanitarian point of view, where to locate projects would be a difficult decision. 

She nevertheless agreed with the view of WHO, expressed in paragraph 46 of the report, that 

only a few countries should be selected initially, in the hope that their success would 

encourage others. 

Within the framework of its programme for developing primary health care systems, her 
Government was already financing 14 projects for the improvement of the drug situation in the 
developing countries. In all those projects, priority had been given to supplying the 
population with basic drugs for the prevention or control of the most common diseases. In 
that connexion, efforts had been concentrated in the following fields: provision of imported 
essential drugs, especially in German health projects; establishment and expansion of an 
infrastructure for the distribution, quality control and local production of essential drugs; 
and research into local medicinal plants with a view to using them within a modern health 
system. 

Within the framework of technical cooperation, 8% of the funds appropriated to the health 
sector had been devoted to the field of pharmaceuticals during the previous seven years 
whereas, within the framework of financial cooperation, such funds had amounted to 15.9 %, 
excluding the high cost of providing drugs in German health projects which ranked among the 
general operating costs of the project. 

Nongovernmental organizations and the private sector were also active; for example, an 

industrial firm was providing services for the gradual development of sera and vaccine 
production in Algeria. Similar projects were planned in other countries. 

Her Government was also ready to cooperate in the activities of the Regional Office for 

Europe aimed at improving the supply of drugs in the developing countries; it nevertheless 

doubted whether the system of scientific evaluation documents planned by the Regional Office 

would really meet the urgent needs. The industrialized countries of the Region should 

really direct their efforts to ensuring that no drugs were exported which were not admitted 

in the country of origin and that patient information was of the same quality in the exporting 

and in the importing country, particularly in regard to drug safety and such matters as 

contraindications, warnings and precautions to be taken. 

Her Government attached great importance to conferences such as the International 

Conferences of Drug Regulatory Authorities, the second of which had been held from 

27 to 30 April 1982 in Rome; they gave both drug importing and drug exporting countries the 

opportunity to exchange views and to work out a system of close cooperation in the field of 

drug registration and control. Her Government would welcome the organization of similar 

meetings by WHO in future in cooperation with the health ministries of Member States. 

It was essential that the activities of WHO should be coordinated with the action plan 

and with the activities of other agencies of the United Nations system, with which WHO should 
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seek closer contact in order to avoid gaps and duplication. At an UNCTAD meeting on the 

economic and developmental aspects of industrial property in the transfer of technology to 

developing countries it had been suggested that WHO should not be involved in the drug field; 

it would be deplorable if such a suggestion were to gain ground. 

Dr CORNAZ (Switzerland) said that, although drugs were not the only factor in maintaining 

health, access by all populations, wherever they lived and whatever their social and economic 

standing, to drugs rightly recognized as essential was a factor of central relevance to public 

health. The choice and quality of those drugs was important and the very concept of essential 

drugs was of great value to the developing countries. Her delegation believed that Health 

Assembly resolutions WHA31.32 and WHA32.41 should be the basis for actions by WHO and Member 

States, for bilateral cooperation and for all the partners working to meet the needs of 

developing countries for drugs. 

In that connexion two distinctions should be borne in mind. First, that essential drugs 

were not necessarily simple drugs; unless that misconception was firmly set aside, the action 

programme would not be able to meet the needs. Secondly, some drugs were more essential than 

others, so that a category of "vital" drugs was required, to cover, for example, insulin for 

diabetics, chloroquine for malaria patients and anti - leprosy drugs. Access for all 

populations to vital drugs - which would not be the same for each country - should be given 

priority under the programme, not as a matter of charity, but as a practical means of meeting 

first, in the face of so considerable a demand for drugs, the most urgent needs for life -saving 

drugs, the continued unavailability of which was neither economically nor morally acceptable. 

That approach would not detract in any way from the concept of the programme. 

Over and above the short -term urgent needs it was equally important in the long term to 

lay down a sound pharmaceutical policy, covering the listing of essential drugs, the setting 

up of an adequate drug supply and storage system at all levels and in all parts of the country, 

quality control, the training of those who prescribed or administered drugs, the dissemination 

to them of adequate information and the negotiation of sound purchasing agreements. 

A further vital aspect was the development for the Third World of suitable drugs and 

vaccines to combat their most common diseases. Such drugs should be simple to use, without 

major side effects, of sustained quality and sufficiently cheap; their development should be 

a primary research aim. At the same time any economic or cultural dependence should be 

avoided by encouraging local (or regional) production, starting with packaging. Her 

Government had been in touch with a number of countries, mainly in Africa, with a view to 

cooperation in that field and further similar action could be envisaged in the future. 

In conclusion she emphasized the importance of maintaining a dialogue between all the 

partners in the drug supply effort. 

Dr VIOLAKI- PARASKEVA (Greece), expressing her approval of the report and of the intro- 

ductions to the item that had highlighted the main points, said that the programme should 
be practical and flexible as an important component of primary health care, itself the key 
to the attainment of the goal of health for all by the year 2000. WHO had an important 
and clear role to play in coordination; in keeping an overall view of any national control 
mechanisms that were set up; in the establishment of priorities and guidelines; in 

continuing education; and in the exchange of information, which was of the greatest importance 
for economic reasons. WHO should also provide assistance to Member States on request. 

Welcoming the readiness of industry to participate, she noted the need for some 
mechanism to bring together all expertise in order to work out the best managerial process 
for the programme. It was important that countries wishing to implement such a programme 
should consider the criteria enumerated in paragraph 36 of the report in order to make their 
efforts effective. 

Despite the limited funds allocated, the programme had made significant progress. The 
effort should continue, as the action plan, in particular, was still in the exploratory 
phase. 

Dr REZAI (Iran) said that the problem facing the developing countries in the field of 
essential drugs could be solved to a great extent by a well -defined national drug policy. 
In many countries, in the absence of a national drug policy, large amounts of foreign 
exchange were lost each year, to the benefit of multinational pharmaceutical companies. At 
the same time urban markets tended to be saturated with many drugs of the same formulation 
but of different brands, while the inhabitants of rural and remote areas went without. 
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After the Islamic revolution in Iran, the Ministry of Health had introduced a national 
drug policy, based on generic names, implemented by a coordinating unit whose function was to 
examine the country's annual requirements for essential drugs and compare them with the 
internal production potential. When production could not fully cover the requirements, the 
Iranian Pharmaceutical Institute took steps to meet the remaining drug requirements from 
abroad. At the present time, 570 essential drugs, including vaccines and sera, had been 
identified, 70% of which were imported, although some of those items were likely to be 
cancelled in the future. 

His delegation fully endorsed the plan of action outlined in part 'Ti of the report. 

Mr SAAVEDRA WEISE (Bolivia) said that his country, like other developing countries, 
was in the grip of recurring economic crises. A lack of hard currency, coupled with long- 
standing structural problems, had resulted in grave shortages of vaccines and other drugs, 
thus driving up drug prices to prohibitive levels beyond the reach of a great majority of 
the population which was largely rural and of very modest means. Bolivia, as a land - locked 
country, would in addition be seriously affected if the economic blockade of Argentina were 
to continue. 

In Bolivia the Government was making every effort to solve drug supply problems, but he 
felt bound to bring the current critical situation to the notice of the international community 
and WHO. Concrete assistance was already being rendered by the international community, but 
he wondered why it was that such generous assistance did not reach the affected regions more 
quickly and more effectively. His Government was resolutely attacking its inherited economic 
problems and Bolivia had the political will to solve its acute drug supply problems so far as 

its very limited resources permitted. Indeed if it were not for that shortage of resources, 
Bolivia would itself be offering aid to others who were suffering from problems of under- 

development and malnutrition. Unfortunately that was not the case, and Bolivia was having to 

seek the aid of those that could give it, not as a charity, as the delegate of Switzerland had 
pointed out, but as a facility in hard times. In that connexion he felt bound to stress the 

differences between a loan, aid and a gift, three quite different concepts which were often 
confused. Various parts of Latin America were going through a critical economic phase - as 

indeed were many of the developing countries in Africa - and marginal and low- resource groups 
were bearing the brunt of the difficult situation. If the slogan "Health for all by the year 

2000" were to become a reality, the problem of the developing countries would have to be faced 

in a truly earnest spirit. He sincerely hoped that WHO would be able to find some practical 

means of establishing more clearcut relations between donors and recipients, perhaps through 

the establishment of appropriate mechanisms, and of providing developing countries like his 

own with practical advice on how to solve their current problems, even in part. 

Dr BRAGA (Brazil) expressed full agreement with the general lines of the plan of action 

proposed in the report. He also supported the comments and suggestions on the programme 

made by the delegation of Chile. 

The Committee might be interested in the Brazilian experience of the setting -up, 15 years 

previously, of a central federal office for drugs, which had drawn up a national list of 

essential drugs, broadly in line with the WHO recommended list, and was responsible for the 

purchasing, storage and distribution of essential drugs and vaccines for the official health 

services, without interfering with the marketing of drugs in Brazil's free market economy. 

The central federal office had maintained over the years a fruitful dialogue with the well - 

developed Brazilian pharmaceutical industry, on such matters as the manufacture and 

distribution of the drugs purchased by the central office and the cost of those drugs, which 

had been greatly reduced thereby. In fact the prices charged to the central office never 

went above 50% of those charged commercially. The system was successfully serving a country 

of continental magnitude and the delegation of Brazil would be pleased to provide full 

information on the experience gained. 

His delegation also hoped that the Committee would give due emphasis to the WHO 
"Certification scheme on the quality of pharmaceutical products moving in international 
commerce" which was working well and giving countries not yet able to establish their own 

mechanisms the benefit of those of producing countries. 

Professor FORGACS (Hungary) said that his country had supported from the very start the 

concept of essential drug lists, which should be developed individually by each country, 
taking into account specific health care aims and priorities and also local conditions and 



COMMITTEE A: FIFTH MEETING 57 

traditions. WHO's efforts to implement that concept by assisting developing countries in 

the formulation of their needs and in establishing contacts, in particular between countries 

with similar needs and between importing and supplier countries, were greatly appreciated. 

The Hungarian pharmaceutical industry was referred to in paragraph 19 of the report 

as one of the national industries that had been asked by WHO to participate in the action 

programme by offering to supply essential drugs to the developing countries under favourable 

terms. After studying the lists of the combined estimated requirements of 18 African 
countries, the Hungarian pharmaceutical industry had offered favourable terms for the supply 

of 26 pharmaceuticals. At the same time the pharmaceutical industry was supporting the 

UNIDO programme for the transfer of technology to developing countries for the manufacture 
of essential drugs. It was prepared to extend its contribution to the action programme. 

Mr MELESCANU (Romania) welcomed the progress made in the promotion of rational and 
feasible drug policies on the global, regional and national levels, which he considered to 

be impressive from both the organizational and financial points of view. The principles 
and main directions of action contained in the programme were comprehensive and valuable 

and would certainly play an important part in stimulating and directing the further develop- 
ment of national and global drug policies adapted to the needs of primary health care mainly 
in the developing countries. He emphasized that most of the constituent elements of the 

action programme had already been implemented in his country over a period of more than 
20 years. It was clear in the light of the experience gained that such a programme could 
bring about a substantial improvement in health care delivery at all levels within a 

rationally planned health policy. His delegation fully supported the proposed programme. 
He wished at the same time to suggest that, as indicated in paragraph 3(б) of 

resolution WHA31.32, a code of marketing practices for essential drugs could play an 
important part in determining reasonable price levels for the supply of pharmaceutical 
products to developing countries. The elaboration of such a code should be included in the 

plan of action. 

Since medicinal plants were an important source of raw materials for local drug 
production and, at the same time, an advantageous means of economic development, their 
cultivation and processing should also be given due emphasis in the plan of action. 

Dr MUEKE (Kenya) said that his delegation fully supported the action programme, since 
experience had shown that lack of drugs seriously affected the utilization of health 
facilities. In response to the problem of drug shortages, his country had embarked on a 
new management system of drug supplies to rural health facilities, aimed at ensuring a regular 
supply. One of the elements in that system was the provision of drug ration kits, containing 
specified quantities of essential drugs, dressings aid fluids. Health workers were also 
being trained in how to make the most effective use of the most essential drugs. Experience 
in Kenya had been that it was possible for countries with scarce resources to provide health 
facilities with the most essential drugs, based on existing morbidity patterns. 

Professor LUNENFELD (Israel) fully supported the programme and its emphasis on 

introducing rational drug therapy and replacing a large number of therapeutic agents of 

questionable value. His delegation fully endorsed the comments of the delegate of Switzerland. 

He felt however that the report placed insufficient emphasis on patient- oriented drug 

instruction as a means of ensuring proper drug usage in primary health care. That aspect of 

the programme, in particular, should be extended to hospitals, especially in developing 

countries where misrepresentation or misleading information could seriously prejudice medical 
care 

Streamlining of drug ordering, based on consumption data and the determination of adequate 
stock levels, should be advocated in the interests of economy, and guidelines for such 
procedures should be issued. Regional consultants should assist national organizations in 
the implementation of such methods in the light of local conditions. That was especially 
necessary in situations where health manpower was scarce and demand for health care high, as 
use of drugs often became excessive, drugs being prescribed in order to deal quickly with the 
patient who then associated good medical care with the constant administration of drugs and 
injections. Health education aimed at the provider and the user was an integral part of 
drug policy. It should emphasize the appropriate use rather than the abuse of drugs and 
should include, inter alia: indications for drug use; contraindications of drug use; 
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the correct storage of drugs; some assurance that the patient understood the prescribed dosage 
and length of treatment; compliance with the regimen, despite explained changes in the 

patient's disposition; and the individual use of a drug on doctor's order only and taking 
into consideration drug interactions. 

Israel had compiled and adopted its own list of drugs which was continuously updated by 
a committee of physicians and pharmacists. The list was published in book form (the CORAT), 
and included for each drug the brand and generic name, dosage information, contraindications 
and side effects, information on combination with other drugs, drug interaction and dispensing 
levels, such as hospitals, pharmacies and primary health care centres. Israel's national 
centre for drug monitoring was participating in the WHO collaborative drug monitoring scheme 
collating voluntary information from practising physicians on the yellow card system. It 

evaluated and assessed the information and disseminated it to the health professions in 

different forms, such as the yearly report which was sent to all physicians in the country 
free of charge and through a special column in the bi- monthly journal of the Israeli Medical 
Association. The drug monitoring centre also acted as an information centre providing 

immediate answers to questions from the health professions. In Israel, monitoring of the use 
of drugs was maintained on a regular basis within the health insurance institution at two 

levels: (1) at the level of supply of drugs to dispensing units - such as hospitals, clinics, 
and primary health centres from the central supply department - drugs being listed according 

to the pharmacological type; and (2) at the dispensing level on the number of items dispensed 
each month. Furthermore, at random intervals, analyses were made of prescription dispensed 
to show the various prescribing patterns of physicians responsible for defined populations. 
Those analyses included information on type of drug, dosage and rate of prescribing by 
individual, clinic and physician. 

Currently about 9% of the insured population in Israel received drugs, on a routine basis, 
for chronic conditions. A computerized registry of those patients had been established and 

was regularly updated in order to simplify administrative procedures in recording the 

dispensing of the drugs; to enable monitoring of the patient's progress in relation to 
morbidity patterns and the use of other services; and to assist in appropriate purchasing and 

distribution of those essential drugs. He assured the Committee that Israel would continue 
to collaborate and share its experience with WHO and all Member States. 

Dr YAMAMOTO (Japan), speaking onthe subject of the activities undertaken in the WHO 

regions and at the global level (Appendix to the report), said that as from 1981 -1982 the 

Japanese Government was involved in technical cooperation projects on the quality control of 
essential drugs and manpower development for their production with other countries, including 

Tunisia and Burma, and was now also expressing to the Indonesian National Quality Control 
Laboratory its interest in providing support. Technical cooperation in vaccine production 
was under way with Brazil and India. 

He stressed the importance of the joint purchasing scheme for the South Pacific countries 

but pointed out that the geographical distribution of the islands was a great impediment and 

that it accounted for the drug companies' reluctance to establish themselves there and their 

tendency to sell drugs at a relatively high price, so that the project was not making rapid 

progress. His delegation appreciated the efforts of the Regional Office for the Western 

Pacific, and hoped for steady progress in the future. His Government was ready to respond to 

requests for technical cooperation in manpower development and other areas. 

The collaboration of WHO and its Member States, of UNICEF and other organizations of the 

United Nations system, as well as that of the funding agencies and the pharmaceutical 

industry, was essential to the implementation of the action programme. The collaboration of 

the pharmaceutical industry in particular was crucial because drug companies had the knowledge, 

techniques and "know -how" in the production, supply and formulation of drugs, whereas 

governmental bodies were not as a rule able to provide such services, especially in the 

developing countries. The Government of Japan was therefore negotiating with the Japanese 

pharmaceutical companies with a view to obtaining their support for the WHO action programme, 

and he believed that some of them would offer their cooperation to WHO shortly. 

Mr TARWOTJO (Indonesia) said that the Indonesian Health Development Plan emphasized 

the creation of better opportunities for every citizen to attain better health through 

expanded, more equitable and accessible health services, with active community participation 

and intersectoral collaboration. Priorities were given to the low income rural and urban 

population. A comprehensive national health system had been formulated with the objective 

of achieving health for all by the year 2000; one of its major components was the provision 

of essential drugs. 
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Since 1979 Indonesia had undertaken studies on various aspects of drug policies and 

management with the collaboration of WHO and financial support from UNDP. Efforts had been 

made in the following areas: the establishment of lists of essential drugs - for use both by 

the various levels of health workers and by the public; the registration of drugs; 

strengthening the local formulation of essential drugs; drug information systems and the 

monitoring of adverse reactions; strengthening the National Quality Control Laboratory; 

manpower training; and drug distribution and logistic support. Negotiations were in 

progress with the Asian Development Bank for financial support for drug distribution and the 

local formulation of essential drugs. The Japanese Government had indicated interest in 

providing technical and financial support to strengthen the National Quality Control 

Laboratory. 

Indonesia had actively participated in technical cooperation among countries of the 

Association of South -East Asian Nations (ASEAN) in the pharmaceutical field. Two major 

areas of programmes of technical cooperation among developing countries were coordinated by 
Indonesia: the exchange of information on drugs and lists of essential drugs, and the 

development of practical guidelines for the implementation of good manufacturing practice 
suitable for the ASЕAN countries. An intersectoral committee had been recently appointed by 

the Indonesian Government to formulate a comprehensive national drug policy. 

WHO's continuous support and coordinating role had had positive results in Indonesia's 
endeavour, and he expressed thanks to the Organization for its support in the programme on 

essential drugs. 

Dr QUAMINA (Trinidad and Tobago) endorsed the initiatives taken by WHO to help 

countries improve their capability for producing drugs of quality and efficacy at a cost 
which they could afford. She expressed disappointment that, to date, there had been no 
full report on discussions with the pharmaceutical industry, and apparently no definitive 
proposals. She had listened with great appreciation to the statement made by the President 
of the International Federation of Pharmaceutical Manufacturers Associations, but found that 
there was still some lack of definition in the proposal to assist with drug supply, and that 
industry was waiting for information before finalizing an offer - information which the 
poorest countries might not be able to supply readily. She suggested that negotiations 
might -be simplified if they centred on the supply by industry, on a non -profit basis, of all 
the drugs listed in the updated list of 200 essential drugs. From that starting point the 
discussions might explore details and priorities within the overall programme, such as the 
needs of the least developed countries, where the economic constraints were more formidable. 
Indeed, every effort had to be made to ensure that all barriers, especially economic ones 
over which less developed countries had no control, were removed. When small countries in 
the Caribbean area ordered small quantities of drugs they sometimes paid as much as 150% 
more than their larger neighbours; she was therefore pleased to note the remarks by the 
representative of UNIDO, which was encouraging regional development of the pharmaceutical 
industry. 

There was a welcome increase at regional and subregional level in collaborative 
activities in drug quality testing and the pooled procurement of drugs. The regional 
revolving fund for the purchase of vaccines in the Americas was a most useful project. 
There should also be a greater exchange of information at regional level on the legislative 
measures and monitoring activities of government drug authorities. That would be 
particularly helpful, since more of the multi -national drug manufacturers were 
decentralizing their plant and the lack of state controls in the countries concerned was 
hampering the registration of the drugs produced. 

Storage and distribution was essentially a problem for individual countries, but 

assistance was required for such countries as her own which had not yet introduced modern 

and efficient control - in particular computerization - of storage and distribution systems. 

Trinidad and Tobago had only recently entered the field of drug manufacture, and there 

were only three small companies engaged in it. Her country therefore depended to a great 

extent on imported drugs. Of great concern was the batch certification of antibiotics; 

the countries from which Trinidad and Tobago had traditionally bought its supplies did not 

impose government certification on all batches intended for export as they did for batches 
intended for consumption within the country of origin. A requirement of individual batch 
certification for all imported antibiotics posed potential problems: an increase in the price 

of the product when it arrived, and delay in the delivery of urgently required drugs; her 

country's small order might be placed further down the waiting list. 
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A small study on drug utilization at some of Trinidad and Tobago's health institutes had 
provided useful information, and it was hoped to broaden investigations to cover the factors 
influencing the prescribing habits of physicians and also those affecting the compliance of 
patients. 

Dr GAMA (Swaziland) viewed the issue of essential drugs with grave concern and welcomed 
the report of the Ad Hoc Committee. The problems relating to the provision of essential 

drugs were clearly outlined in the report; however, he wished to submit that those problems 
were more acute for small landlocked countries like Swaziland. Having adopted the noble goal 
of health for all, and primary health care as the vehicle for achieving it, the Organization 
had to ensure the essential drug component of primary health care. How were the safest and 
most effective drugs to be procured at the lowest prices? He suspected that transport over 
long distances might result in heavy bills. Since the pharmaceutical industry had expressed 
its willingness to cooperate, he felt that maximum benefits could be derived from setting up 
regional production and distribution facilities, as well as regional quality control facilities. 
That, of course, had to be preceded by the formulation of national drug policies, the 

identification of essential drugs and quantification of requirements by each country. 
He thought that the education of the various levels of health personnel was not 

adequately stressed in the report; perhaps the institutions training the health personnel 
should be made aware of the existence of the programme. Medical students could be 
familiarized with the use of generic names from the outset: that would go a long way towards 
reducing resistance. 

He also thought that the report did not address itself adequately to the problem of 
controlling drug promotion by representatives of pharmaceutical companies. WHO should 
discuss with the industry ways of eliminating that unacceptable practice, which might disrupt 
the programme. 

He regretted that the resources allotted from the regular budget to the programme were 
very limited, and asked for some explanation. 

Finally, he appealed for urgent implementation of the programme and urged UNICEF and 
those governments that had sympathy for the needy peoples of the developing countries to 

strengthen and expand their cooperation with those countries in order to fulfil the programme 
objectives. 

Professor HAYES (United States of America) said that the United States had taken an active 
role in the development of the essential drugs programme, and was pleased to see that the 

report of the Ad Hoc Committee contained proposals which could be developed into an effective 
programme. All delegates appreciated the need for people of all countries to have access to 

pharmaceutical products that were relevant to their health needs and priced within their means; 
that need was particularly acute in developing countries. The action programme on essential 
drugs had the potential for helping countries meet their needs, and the United States strongly 
supported it. 

The programme was clear with respect to the roles of WHO and other cooperating parties; 
modest but important tasks had been outlined and now awaited the development by the Secretariat 
of definitive steps, particularly the use of experts, and a timetable; the Director -General's 
discussions with industry offered high promise of a new mode of cooperation aimed at furthering 
the programme. 

He hoped that all interested parties - WHO, Member States, industry and other parts of the 
private sector - would move briskly to support and advance the programme. He welcomed the 

reports of recent cooperation between WHO and the pharmaceutical industry, and hoped it would 
continue. In particular, he hoped the Assembly would take no action that might damage that 

cooperative relationship and prove counterproductive regarding the supply of essential drugs 
to countries where they were most needed. 

The report rightly placed great emphasis on the supply of good- quality, safe and effective 

drugs, distributed and utilized in an effective manner to serve the target populations. In 

many countries that would require a wide range of personnel and programmes. The development 
of appropriate expertise in government and in the private sector should receive highest 

priority. 

While adequate personnel would be needed to produce, acquire, distribute and utilize 
essential drugs, special emphasis should be placed on the quality and safety of products. 

Low potency, contaminated or adulterated products were likely to do more harm than good. The 

United States had extensive experience in quality control by government and industry, thus 

ensuring continued supplies of safe and effective pharmaceuticals. Industry had effective 
mechanisms to ensure compliance with good manufacturing practice regulations. The Government 
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routinely inspected manufacturing facilities and analysed pharmaceutical products; it also 

reviewed research data to ensure the safety and effectiveness of new drugs before they could 

be sold in the United States, and it accumulated information on adverse reactions to drugs. 

Systems of distribution of pharmaceuticals were designed and controlled to ensure proper 

storage and to prevent misuse. In addition, education programmes on drug utilization had 

been developed in the United States for health workers at all levels, and for the general 

public. 

The United States regularly shared its experience and expertise on drug quality and 

safety and related topics on a bilateral basis with many countries, as well as with WHO and 

its regional offices. That mutual cooperation was essential to the programme, and the United 

States had participated on request in WHO meetings to identify essential drugs. The general 

concepts of the programme were quite acceptable, and the United States supported them; it 

believed that the programme was one in which all parties could cooperate. 

Dr KRASTEV (Bulgaria) expressed complete satisfaction with the report, which was a good 

basis for discussion. This important problem, which had emerged during recent years, was 

now one of the highest priorities of WHO and also of country health programmes. He hoped 

that the problem would continue to receive the same priority. WHO now had good experience 

of the usefulness of slogans. It had the excellent slogan "Health for all "; the slogan in 

the field of drugs might be "Drugs for all" - or, better, appropriate drugs corresponding to 

the needs of the total population. He stressed the importance of evaluating and forecasting 
the need for drugs; that need could be identified at three levels - as had been indicated 

during the discussion. First, there was the need for vitally necessary drugs; second, the 

need for essential drugs; and, finally, the total population's total need for drugs. To 

assess those needs it was essential to collect minimum but appropriate statistical information 
and make an appropriate epidemiological evaluation of the health status of the population; 

it was then necessary to develop standardized models for diagnosis, prevention, treatment 

and rehabilitation for specific diseases. Such an approach could establish the total needs 
for drugs and could be useful in orienting and stimulating research activities and evaluating 
the possibilities for production. 

He stressed the need to identify necessary information, criteria and indicators for 

continual monitoring of progress. There was also a need for research on traditional medicine, 

to identify new drugs or new materials for the production of drugs, and for more research on 

the problems posed by self -treatment. 

His delegation fully supported WHO's realistic action in continuing the dialogue with 
researchers and the producers and consumers of drugs; the collaboration of all those elements 
was essential. 

Bulgaria was a small country, but it was ready to collaborate fully with WHO in the 
essential drugs programme. 

Dr TERCERO -TALAVERA (Nicaragua) fully supported the report of the Ad Hoc Committee, which 
reflected the interest of all countries in trying to reach a common drug policy in line with the 

interests of the developing countries. At the same time, new possibilities were arising for the 
analysis, discussion and surveillance of the practical implementation of the worldwide policy on 
essential drugs. He was fully confident that the plan of action would be approved, and would 

help to achieve the countries' health goals. 

Mrs BRUGGEMANN (Secretary), reading the message of the representative of UNICEF, said that 

UNICEF acknowledged with appreciation the generous financial assistance and technical 

cooperation offered by the Government of Italy as part of the WHO/UNICEF joint programme to 

fight hunger and malnutrition. In relation to the allocation of US$ 15 million for essential 

drugs, UNICEF was committed to make its support available in implementing the action programme 

on essential drugs within the context of the development of primary health care. As the 

delegate of Italy had stated, UNICEF would concentrate its initiatives in a few countries of 

the African Region in collaboration with WHO's Regional Office for Africa. 

In particular, UNICEF was ready to offer its support in developing the logistic infra- 

structure at country level to ensure that supplies of essential drugs were distributed 

efficiently and effectively to the peripheral health units; in developing regional initiatives 

to examine the feasibility of cooperative pool procurement of essential drugs; and in ensuring 

that the best possible world market prices were obtained on the most favourable terms for the 

benefit of all participating countries. 

Dr SIDHU (India) congratulated the Director -General on his continued initiatives to 

establish a mechanism for the supply of essential drugs to Member countries, especially those 
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which still had to develop their own capacity. Even when the promotive and preventive aspects 
of health care had been effectively implemented, essential drugs would still be needed. It 

was not too much to say that the organized supply of essential drugs, of assured quality and 
effect, at affordable prices, was one of the most vital components of the primary health care 
programme. The success of the action programme was therefore essential for the attainment of 
the goal of health for all by the year 2000, and India fully supported it. 

Whether or not a drug was essential to any particular country depended on the country's 
morbidity pattern and level of development. He agreed with the delegate of Switzerland; 
WHO should provide a list of both essential and vital drugs. The list should, however, be 
only indicative; the country itself would have to determine the category of each drug. 
For India, for instance, the vital drugs would be those relating to leprosy (some three million 
cases) and tuberculosis (about 10 million cases). 

The pharmaceutical industry was one of the most successful high -technology sectors of the 
world's economy. The action programme, therefore, could not be implemented merely through 
the approaches suggested in the Ad Hoc Committee's report; highly organized technical co- 
operation among developing countries was required if other Member States were to help them to 
determine which drugs were essential, to assess needs and to evolve procedures for procurement, 
distribution and inventory control. Cooperation could also be extended for the establishment 
of facilities for drug -testing, the training of manpower, the installation of facilities for 

drug formulation, and the transfer of technology to assist developing countries in expanding 
their own manufacturing capacities so that they would eventually become almost completely 
self -reliant. India was doing, and would continue to do, all possible to support the action 
programme, and would continue to strive for the success of the pool procurement scheme. 

In 1978 India had adopted a national drug policy, which was being implemented 
systematically and was under constant review. Its main objectives were to make drugs of the 
best quality available to the population in plenty, and at reasonable prices, and to attain 
self - sufficiency in the production of those drugs that were specifically required for the 
diseases that were most prevalent in India and were peculiar to developing countries 
(especially diseases related to poor sanitation and malnutrition). Some success could be 

reported: India was now producing pharmaceuticals to a yearly value of US$ 1350 million - a 

300% increase during the last five years. It was intended to double that amount during the 
next three years. Some drugs were still imported, but exports were already being made. 
India was ready to cooperate with other countries in that respect. Regarding quality control, 
India's Drugs and Cosmetics Act regulated the manufacture and sale of drugs; manufacturing 
units provided their own quality controls, and each state of India had its own control unit. 
But the testing facilities needed to be strengthened, and India would welcome WHO's assistance 
in that respect. Regulations regarding quality control were more stringent. Regarding 
manpower development, nearly 100 institutions were providing graduate aid diploma courses in 
pharmacy. 

He urged that WHO collaborate closely with UNIDO, which had already gained useful 
experience concerning local production. 

All effective remedies - including both herbal remedies and drugs - used in indigenous 
systems of medicine should be fully exploited in order to reduce the overall costs and increase 
the use of local, readily available and easily compoundable remedies; in that connexion, he 

mentioned the recent establishment in his country of the Indian Medicine Pharmaceutical 
Corporation, which would be producing herbal remedies. Plans should be made to establish 
herbaria - at the village level, if possible. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that one of the most important 
problems to be solved was that of providing developing countries with accessible and effective 
drugs. The principles and plan of action outlined were in general acceptable. However, 
some points should be mentioned. As previous speakers had indicated, caution was advisable 

regarding the role of the pharmaceuticals industry and of WHO as an intermediary between it 

and the developing countries. It would be naive to believe that the aims of the 

pharmaceuticals industry were the same as those of WHO. It should be remembered that the main 
issue at stake was not cooperation with the industry but protection of the interests of the 

developing countries. Of course the transnational companies were willing to cooperate with 
WHO; they could thus act under its aegis. Their power and high profits had been clearly 

demonstrated at an international conference of pharmaceutical workers, held in Moscow; the 

money they spent on one advertisement in fact amounted to more than the whole budget of WHO. 

In the face of such power the Organization, in order to defend itself, must rely on the 

combined support of all its Members. 
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As stressed in the report, it was essential to develop drug quality control services and 

improve systems for the storage and distribution of drugs - in other words, to strengthen 

national drug administrations. The training of personnel and the development of national 

pharmaceutical industries, where possible, were important elements. 

Mr Sang Ha HAN (Republic of Korea) said that his delegation was fully aware of the 

importance of the action programme; the approaches set out in the report were both timely 

and appropriate. The Republic of Korea had its own pharmaceuticals industry, which produced 

the essential drugs necessary for it to attain health for all by the year 2000. It was 

ready to cooperate in the action programme and to provide both supplies and technical 

cooperation. 

Dr SIKKEL (Netherlands) commended the Ad Hoc Committee on its report and the 

Secretariat on the large amount of work done. The development of the action programme had 

been somewhat modest hitherto - owing not so much to lack of activity as to the complexity of 

the subject. An important goal of the programme was to enable the optimal functioning of 

primary health workers by providing them with essential drugs and knowledge as to how to use 

them, and by creating an adequate system of supervision and logistics. His country was much 

interested in the interdisciplinary research in the Region of the Americas on the management 

of drugs in selected health centres, health posts and hospitals, and on the need to strengthen 

the health infrastructure at the primary health care level. In the coming years the essential 

drugs programme would need a strong vertical component provided by headquarters, the regional 
offices, ministries of health, down to the "grass- roots" level. He agreed with other 

delegates that, in order to ensure the success of the programme, funds from the regular budget 

should be used to strengthen the staffing at headquarters. 

The Netherlands had cooperated with countries in Asia and Africa regarding essential 
drugs, and had followed with interest the developments following the statement made to the 
Executive Board by the representative of IFPMA. The essential drugs programme was based on 
collaboration between the Members of WHO, UNICEF and other organizations. His delegation 
had noted the declaration of the representative of IFPMA and the text of paragraph 19 of the 

Ad Hoc Committee's report; IFPMA had joined the programme. His delegation appreciated that 
it was an example of the international solidarity needed if the problem of the scarcity of 
essential drugs was to be solved. But industry had its own goals, which were not those of the 

primary health care strategy. There were many potential problems that could not be ignored. 
WHO would have to know how to cope with problems such as misinformation, incorrect 
advertisement, defective products, the introduction of inappropriate technologies and the 
possible move from essential to non- essential drugs in the programme. IFPMA had drafted its 
own code of marketing practices and was one of the first commercial organizations to do so. 
The Health Assembly was not the place to discuss that code, but since IFPMA was concerned in 
the essential drugs programme, the Netherlands delegation felt that the code should be 
adapted to the objectives of the primary health care strategy. WHO should make every effort 
to include in the ongoing study on the possible introduction of international regulations 
concerning the labelling and advertising of pharmaceutical products (mentioned in paragraph 17 

of section 3.4.2 of document РВ /82 -83) an investigation on the need for an international code 
on the marketing of pharmaceuticals. Such a code could help prevent serious problems that 
might affect the reputation of WHO as well as promote the speedy provision of essential drugs 
for all. It would no doubt be very difficult to develop such a code - but the challenge was 
worth meeting, in order to progress towards the just and honest goal of health for all. 

Dr KLIVAROVÁ (Czechoslovakia) said that WHO had developed a valuable programme on 

essential drugs, but she considered that some additions were necessary. Collaboration with 

other bodies seemed to be limited mainly to cooperation with UNICEF, with representatives of 
the pharmaceuticals industry, and with the World Bank. Reference was made to the purchase 

of drugs for the developing countries. That was inadequate; no mention was made of 
pharmaceutical raw materials, which in recent years had assumed such importance. Many 

developing countries in tropical and sub -tropical areas could cultivate medicinal plants and 

even export some products. Other organizations of the United Nations family could provide 

valuable help in that respect, as had already been pointed out by the representative of UNIDO; 

WHO should establish closer links with that organization. 

The quality control of drugs should be carried out not only at the production level but 

also at State level. Czechoslovakia had two State institutes for drug quality control, and 

these could provide expert assistance to developing countries. 
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It was stated in the report that the problem was to ensure that developing countries 
were able to obtain drugs at reasonable prices. The present prices of drugs and of 
pharmaceutical raw materials were set not according to their production costs, but according 
to the dictates of the countries having the manufacturing monopolies. That was one reason 
why in many countries no medicinal plants were cultivated; the monopolies found it more 
profitable to buy plantations and destroy them, so as to keep prices artificially high. 
Czechoslovakia had a pharmaceutical industry, and was in a position to provide drugs at 
reasonable prices for the developing countries. It would also be able to help in the 
training of personnel and to cooperate in several other aspects of the programme. 

Professor BENHASSINE (Algeria) said that the topic under discussion was of major 
importance to the success of the plan of action to attain health for all by the year 2000. 
The report rightly emphasized that, and gave the supply of essential drugs the important place 
it deserved in the overall strategy. The report was complete and detailed, a coherent 
projection for the future. He feared, however, that it might fail to take into account the 
many obstacles which were inherent in the situation of the developing countries, obstacles 
such as lack of training facilities, deficiencies in health administration, lack of 
laboratories, problems of communication and lack of financial resources. That, however, did 
not affect the report's credibility or the plan of action, which would have to be made more 
adaptable to the needs of each country. 

Some attention must be paid to those who prescribed drugs, not only to those who 
consumed them. Prescribers knew the drugs for the most part only by their trade names. 
The introduction of new drugs, or nonproprietary names in place of trade names, often met 
with a rejection phenomenon on the part of prescribers and consumers alike. In the plan of 
action, therefore, special attention must be given to information for the prescriber and 
the public. That was particularly necessary in view of the strength and penetrating power 
of the transnational drug companies. In the longer term, the best way to introduce some 
moral standards into the sector would be to train prescribers in pharmaceutics and 
therapeutics, so that they would be able to assess objectively the usefulness and efficacy 
of drugs proposed to them. The implementation of the long -term plan of action should begin 
with an assessment of the current situation at all prescribing levels so that suitable 
solutions could be proposed to the problems of training prescribers. 

He felt some perplexity and scepticism concerning the alliance between WHO and the 
transnational drug companies, and could not understand how the latter had come to abandon 
their opposition to the programme. It was conceivable that a miracle had been worked, but 
more likely that a new Trojan horse had been prepared, especially as no progress had been made 
in the North -South dialogue in other respects. The Committee should not recommend that the 
Organization involve itself further, until additional specific data had been supplied. 

If the Organization had to act as honest broker it should direct its efforts to 

strengthening cooperation between developing countries. Many of these produced essential 
drugs of proven quality at a cost well below the current market price. But they often 
lacked modern means for marketing their products in other countries. WHO could usefully 

help by bringing the partners together, promoting their cooperation in purchasing aid - in 

collaboration with such organizations as UNIDO - in production at local or regional level. 

His delegation was surprised that such cooperation for the local production of drugs, 

which were important strategic materials, had not been stressed more in the report. That 

should be remedied, since in health, as in other fields, the developing countries could help 

each other. WHO should give effective assistance in this area, and would do more to enhance 

its own moral stature if it were to cooperate actively with the developing countries rather 

than with the transnational corporations. 

Mr KWON Sung Yon (Democratic People's Republic of Korea) commended the Ad Hoc Committee 

on its report; the essential drugs programme was of extreme importance for the attainment of 

the goal of health for all by the year 2000. On the basis of his own country's past 

experience, he would stress the importance of clearly determining which drugs were essential; 

this had been done in his country, where a list of drugs widely used in families and work 

places had been drawn up, taking into account the actual conditions. The Government had 

increased investment to expand the central pharmaceutical industry and had encouraged the local 

production of essential drugs, with emphasis on the use of local resources and traditional 

medicines. A system had been evolved to ensure that the essential drugs reached the periphery, 

the retailer and the individual. 

He hoped that WHO would further strengthen international cooperation in that field. 
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Mr BAZA (Burundi) wished to emphasize the role of WHO in supporting and promoting national 
drug policies. In Burundi, where resources were limited, a rational drug policy had been 

pursued for over five years; it was based on the careful selection of essential drugs and the 
importation of drugs in generic form, economically packed. At present the Government was 
concentrating efforts on the preparation of drugs at the local level. He expressed thanks to 

the Belgian Government, which had provided personnel and equipment for the establishment of a 
laboratory which was now producing some 27 drugs which the National Drug Commission considered 
to be essential. 

WHO had provided valuable assistance in carrying out surveys that had led to concrete 

proposals resumed in a pilot study covering the country's needs, supply and distribution, 

local production and quality control and,in particular, the establishment of a unit for the 

production of rehydration salts. For all that help, his delegation thanked the Organization. 
With respect to the code of pharmaceutical conduct, and the commercialization of drugs, 

he emphasized the need to put an end to the practice of dumping cheap drugs of poor quality in 
the developing countries. 

He had noted with satisfaction the statements made by the delegates of Italy arid of other 
industrialized countries promising help for the essential drugs programme. 

Professor SEGOVIA DE ARANА (Spain) commended the Organization on its programme on 
essential drugs, and the Ad Hoc Committee on its excellent report. The tremendous importance 
of the subject had been clearly demonstrated by previous speakers. He would merely express 
his country's full support for the programme, which was the best example of what WHO could 
contribute to the development of primary health care. 

He supported the remarks of the delegate of Switzerland, who had suggested that essential 
drugs be classified as "essential" and "vital ". He would also stress that it was not merely 
a question of ensuring that drugs were available in a country; it was important to take into 
account the country's general state of development, to ensure education of the public and 
training concerning the use of drugs for all those who dispensed and prescribed them. 
Facilities for distribution and quality control were also essential. The programme in fact 
represented a whole philosophy of humanitarian cooperation and collaboration. 

On the basis of WHO's guidelines a large -scale programme for the provision of essential 
drugs was under way in Spain, with the collaboration of the Instituto de Cooperación 
Hispanoamericano, the Health Research Fund (Social Security), the Spanish pharmaceutical 

industry, and certain countries in Latin America. WHO was to be commended for facilitating 
such international cooperation. 

2. FIRST REPORT OF COMMITTEE A (Document А35/33) 

Mr MBOUMBA (Gabon), Rapporteur, read out the draft first report of the Committee. 

The first report of Committee A was adopted (see document WHA35/1982/REC/2). 

The meeting rose at 17h40. 



SIXTH MEETING 

Tuesday, 11 May 1982, at 9h30 

Chairman: Professor A. M. FADL (Sudan) 

1. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (Document А35/7) (continued) 

Dr BALASUBRAMANIAM (United Nations Conference on Trade and Development) said that he had 
noted with interest the discussions WHO had had with drug manufacturers and governments of 
developing and developed countries. He was particularly interested in the details of the 
pilot project for Burundi. It was encouraging to see the research -based industry lending 
its support to the action programme, in which the principles of a limited list of essential 
drugs and the exclusive use of generic drugs played an important role. 

As indicated in document А35/71 the action programme was multisectoral, and UNCTAD would 
actively collaborate with WHO in implementing the components of the programme relevant to its 
field of competence, such as trade and technology. 

He proceeded to describe UNCTAD's activities in the pharmaceutical sector, which were 
aimed at strengthening the technological capacities of the developing countries in that 
sector, so as to enable them to provide safe and effective drugs at affordable prices. 
UNCTAD helped those countries to formulate appropriate policies and to make suitable 
institutional arrangements at the national, regional and interregional levels. 

At the interregional level, UNCTAD had participated actively, together with WHO and 
UNIDO, in an intersectoral task force on pharmaceuticals with a view to evolving a compre- 
hensive approach to health, trade, technology and production aspects in the pharmaceutical 
sector. The task force had sent a joint mission to a sample of developing countries in 
Africa, Asia and Latin America and its report had recommended, inter alía, the establishment 
of regional pharmaceutical centres appropriately distributed in each developing region. 
That recommendation had been endorsed in a resolution adopted by the Sixth Nonaligned Summit 
Conference in Havana in 1979. 

At the subregional level, UNCTAD was actively cooperating with the Caribbean Community 
(CARICOM) Secretariat in the establishment of the Caribbean Pharmaceutical Centre. A joint 
pharmaceutical mission of UNCTAD and CARICOM had been organized in 1977 and its report had 
been considered at the Fourth Meeting of the Conference of Ministers Responsible for Health 
in the Caribbean region. The Conference had endorsed the recommendations of the 
UNCTAD/CARICOM report, including the establishment of the Caribbean Pharmaceutical Centre. 
It was also relevant to note that a form of pooled procurement of pharmaceuticals by some 
of the Member States of CARIСOM had been in operation for the last five years. 

In August 1980, UNCTAD, in cooperation with the CARICOM Secretariat and with WHO's 
support, had organized a workshop in Guyana on trade and technology policies in the 
pharmaceutical sector for the Caribbean region. One objective of the workshop had been to 

evolve an operational blueprint for the functioning of the Caribbean Pharmaceutical Centre. 
Also at the subregional level, UNCTAD, in cooperation with the Secretariat of the West 

African Economic Community (CEAO) had organized a joint pharmaceutical mission to member 
countries in 1979, to assist in outlining the possible basis for an integrated set of policies 
and cooperative arrangements among those countries in the pharmaceutical sector. The report 
of the joint mission had been submitted to an expert committee on pharmaceuticals. On the 

recommendation of the expert committee, the Council of Ministers of CEAO had decided to 

create a Technical Committee on Drugs and Pharmaceuticals to study, in cooperation with UNCTAD, 
practical means of implementing the subregional technological policy, including the establish- 
ment of a subregional pharmaceutical centre. 

1 Document WHA35/l982/REС`1, Annex 6. 
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In order to submit the problems covering a wider region of West Africa to examination 

by experts, UNCTAD had organized a workshop in the Ivory Coast in October 1981 on trade and 

technology policies in the pharmaceutical sector, which had been attended by over 40 

officials from French - speaking West African countries. The workshop had helped to 

formulate the precise content of policies to be pursued by countries in the West African 

region and had defined the scope for cooperative action at the subregional and regional 

levels. The participants had also agreed on an action programme on pharmaceutical policy 

at national, regional and interregional levels. The programme covered locally adapted 

essential drug lists, replacement of brand names with generic names, centralized bulk 

purchasing of pharmaceuticals, price control on essential drugs, thorough review of patent 

protection and transfer of technology to promote the development of facilities for local 

manufacture and research and development. 

On the question of international cooperation, the participants at the workshop had 

agreed that the protection of the consumer was an indispensable element of pharmaceutical 

policy and could not be left to chance considerations of commercial profitability. The 

participants had stressed the urgency of drafting an international instrument that took 

into account the interests and the specific needs of developing countries in all fields 

relating to the pharmaceutical sector such as prices, promotion, procurement, distribution, 

research and development, industrial property rights and transfer and development of 

technology. To that end, the participants had invited international bodies, in particular 

WHO and UNCTAD, to take the necessary steps for the formulation of a code of conduct in the 

pharmaceutical field. 

At the national level, several country case studies undertaken by the UNCTAD Secretariat 

had contributed to a better understanding of the problems faced by developing countries in 

that vital sector. They had also formed the basis of new solutions now being tried out in 

several countries with a view to rationalizing the pharmaceutical supply system and reducing 

drug prices. Those included policies on drug nomenclature, procurement, industrial property 

system, transfer of technology and subregional cooperation. It was relevant to note that a 

number of industrialized countries were now thinking of introducing the new pharmaceutical 

policies advocated by UNCTAD in the 1970x; for example, some European governments were 

considering the increased use of generic pharmaceuticals rather than brand -named drugs in an 

attempt to combat the ever - increasing costs of their health services. 

Turning to the examination of issues relevant to the WHO action programme in the light 

of UNCTAD's own research work, he stated that the action programme was not an end in itself 

but one of the means to an end, that was the essential target of all governments, 

international agencies aid the world community; namely, health for all by the year 2000. In 

most of the developing countries, organized health care was provided by the health services 

in both the public and the private sector running in parallel and independently of each 

other. The pharmaceutical supply system, namely, procurement, storage and distribution, was 

organized independently by each of the two health services. In a vast majority of developing 

countries, the private health services sector procured and distributed considerably more 

pharmaceuticals than the public sector. From data available from 27 developing countries, 

the share in terms of value of the pharmaceuticals distributed by the private sector as a 

percentage of the total varied from about 45% to over 90 %. It had also been shown that the 
pharmaceuticals distributed by the private sector were not appropriate to the real health 

needs of the people. So a national drug policy for the implementation of the action 

programme must necessarily include both the public and private sector health services. An 
action programme dealing only with the public sector health services and not including the 
private sector, which contributed a greater share of the total health delivery, might have 

very little impact on the overall health of a developing country. The private sector should 
therefore be obliged to confine itself to the list of drugs selected by the national 
formulary committee or a similar institution entrusted by the government with the task of 

identifying the therapeutic needs of the country. The principles of essential drugs and the 
use of generic names should apply to health services in both the public and the private 
sector in all developing countries if the target of health for all by the year 2000 was to be 

achieved. 

Dr HOUÉNASSOU- HOUANGВÉ (Togo) said that his delegation supported the plan of action for 
1982 -1983 proposed in document А35/7, but medicinal plants and the traditional pharmacopoeia 
should find their proper place in it. He requested more information on countries which were 

effectively using the traditional pharmacopoeia in primary health care. 
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Paragraph 15 stated that three -quarters of the world's population, concentrated in 
developing countries, used only about 15% of the world drug production. That suggested that 
the remaining one- quarter of the population consumed 85 %. 

In Togo, the Government had in 1977 granted the import monopoly for pharmaceutical and 
biological products to the National Pharmaceutical Office so as to control the import of 
drugs intended for the population. That Office (Togopharma) was an autonomous State 
undertaking under the legislative and technical supervision of the Ministry of Public Health. 
It was the only body to supply drugs in the country both to the private and to the public 

sector; the latter had been compelled to establish dispensaries or stores in places where the 
private sector was not interested in doing so. Naturally, the prices of drugs had to be the 
same at all distribution centres. 

Starting in 1978, it had become necessary to draw up selected lists of essential drugs 

for the various types of health establishments, namely dispensaries, district hospitals, 

regional hospitals and the university hospital centre; that work had been carried out by 
doctors and pharmacists in both the private and the public sector. 

In 1979 the national list of essential drugs for use in Togo had reduced the number of 
drugs utilized from 3500 to 1200. Those measures made it possible to maintain continuity of 
supply and also to control the quantities of psychotropic drugs used. The list had been 
revised during the current year in the light of recent medical discoveries so that newer and 
more effective drugs with fewer side -effects had been introduced, while drugs with undesirable 
side -effects had been deleted from the list. Recently, as a result of several accidents 
arising from drugs bought freely in the market -place, the sale of drugs other than from 
pharmacists had been forbidden. 

Turning to the question of quality control, he said that regional centres should be set 
up for that purpose. At the same time the possibility of establishing drug manufacturing 
industries in the region or sub -region should be studied. 

The task of establishing lists using generic names of drugs was not easy but it must be 
tackled. He wondered whether representatives of industry and brand -name companies could be 
of assistance in that respect since it was necessary to ensure that medical students who were 
taught generic names were not confused when it came to prescribing. 

Finally, so far as legislation was concerned, he hoped that WHO would provide models to 

render the tasks of governments easier and to ensure that no aspect of the problem was 
neglected. 

Dr WILLIAMS (Sierra Leone) said that the whole issue of essential drugs was of great 
importance to his country, and her Government supported the action programme, without which 
it would be extremely difficult to implement primary health care. There were, however, 
various problems which had been highlighted in the Ad Hoc Committee's report. The amounts of 

essential drugs and vaccines available were grossly inadequate in Sierra Leone, a situation 
made worse by poor distribution, poor storage facilities and extremely poor logistic support 
for the transport of drugs. Unfortunately funding agencies were unwilling to participate in 

the provision of physical facilities, such as medical stores at provincial headquarters. A 
process of decentralization was necessary to bring the available drugs to the villages; she 

hoped the funding agencies would review their policies in the matter. 

The training of pharmacists and other technical staff also posed major problems, and she 
was particularly pleased that within the framework of technical cooperation in the West 
African health community the first course for training medical storekeepers would be held in 

Accra in August 1982. Sierra Leone would take full advantage of that course. The 
education of personnel to prescribe drugs economically and the education of the public to use 

the prescribed drugs properly was being intensified. 
Unfortunately some countries were now experiencing increasing difficulties in obtaining 

foreign exchange for the procurement of essential drugs and other medical supplies and that was 
a major constraint. Because of the non- availability of the essential drugs even in some major 
urban areas as well as in remote rural areas many people used the local medicinal plants which 
were the only medicines readily available. She requested information on the current status in 
the African Region of the study of native medicine from medicinal plants and its integration 

with scientifically proven essential drugs therapy. 

She favoured the setting -up of regional centres for quality control of drugs imported into 

West Africa as well as those manufactured in the region. Such regional centres would be of 

particular value to the smaller countries which would find it too expensive to set up their 

own quality control facilities. 
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Although her Government had not yet officially established its national drugs policy, it 

hoped soon to do so with the help of the National Drugs Committee and the National 

Pharmaceutical Organization. Sierra Leone was also in the process of establishing a 

procurement process through UNICEF for the bulk purchasing of the essential drugs required for 

the country from the list provided by WHO, because it considered that to be the most economical 

way of procuring essential drugs. 

Professor JAROVLJEVIC (Yugoslavia) said that the report of the Ad Hoc Committee showed 

that progress, although modest, had been made in the implementation of the action programme 

on essential drugs. Chief among the reasons why it had been only modest was that given in 

paragraph 2, namely "lack of money at the individual Level, and lack of hard currency at the 

government level to purchase from abroad ". Paragraph 17 stated: "... the growth rate in the 

pharmaceutical industry far exceeds the growth rate of the gross domestic product of many 

countries. Only a few developing countries have a reasonably well -developed pharmaceutical 

industry, but even in them many of those companies are subsidiaries of transnational 

corporations ". The statement in paragraph 15 that "on a global scale, three -quarters of the 

world's population, concentrated in developing countries, use only about 15% of the world 

drug production" called for no further commentary. 

In view of the economic situation of the pharmaceutical industry, to express readiness 

to begin to supply essential drugs for the underserved populations in the developing countries 

under favourable conditions was the least that it could do. His country would be glad to join 

those countries listed in paragraph 19 of the report as having national industries willing to 

discuss offers to supply essential drugs under favourable terms. 

His delegation had no objection to the principles guiding the action programme on 

essential drugs, but if it was accepted that the formulation of a national drug policy was a 

basic prerequisite for the achievement of the goals in that field and if the major components 
listed in paragraph 27 were accepted, he saw no reason for the long list of main criteria given 
in paragraph 36. He thought that the first two and the last two criteria mentioned might 
facilitate conditions for WHO's support in mobilizing international resources. Technical 
cooperation of any kind should not involve more administrative work than was necessary - he had 
in mind the lack of expertise in developing countries rightly mentioned in paragraph 14. 

While governments were responsible for the allocation of funds from national budgets and 
for requests for external funding, the role of WHO, UNDP, UNICEF and other international 
organizations was extremely important in mobilizing additional external resources. 

His delegation supported the implementation of the action programme on essential drugs and 
believed that resolution WHA31.32 was still very relevant. 

Mr SONG Lianzhong (China) expressed his delegation's satisfaction with the progress made 
during the past year; he firmly believed that ensuring the availability of essential drugs 
was an indispensable condition for attaining the goal of health for all by the year 2000. He 
endorsed the 1982 -1983 plan of action for implementation of the programme. 

Since 80% of the Chinese population were rural dwellers, it was very important to provide 
essential prophylactic and therapeutic drugs for them, and to ensure that they had access to 
effective and low -cost drugs. His Government had drawn up a national list of essential drugs 
containing 278 medicinal substances classified in 28 categories. The effective implementation 
of the action programme on essential drugs in his country required coordination between the 
drug -producing sector and the commercial marketing sector to enable them to assign as required 
material, human and financial resources to the production, quality certification and supply of 
drugs on the national list. Moreover, there must be effective education of the public with a 
view to avoiding wasteful consumption and drug abuse. 

He announced the impending publication of a book entitled "China's Essential Drugs ", 
designed to help all medical units and personnel to acquire a basic understanding of the 
properties, pharmacology, toxicity, clinical application and appropriate administration of drugs 
on the essential drugs list. 

He was glad to note the excellent cooperation which already existed with WHO headquarters 
and the Regional Office for the Western Pacific in the field of medicinal plants and drugs, 
and hoped to see that cooperation intensified. 

Dr Madiou TOURÉ (Senegal) said that drug consumption had always been an indicator of the 
effectiveness of health systems, with low consumption in developing countries and excessive 
consumption in developed countries. Semantic argument over whether the drugs required 
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should be termed "essential ", "basic" or "vital" merely detracted from the real objective of 

providing such drugs to all who needed them. 
According to the report, a list of essential drugs had been established for the public 

sector in 70 countries. That implied that different drugs or different formulations of the 
same drugs were used in the private sector. Unfortunately certain forces were promoting the 
attitude among populations that the drugs used in public health programmes were not always 
effective. To make matters worse, some doctors and paramedical personnel preferred the most 
complex and recent formulations available. How many colleagues had the courage to prescribe 
the simple aspirin? The public and private sectors should speak with one voice, and national 
pharmaceutical policies should be developed with the participation of all concerned. Health 
education would play a significant role in the necessary change in attitudes towards drugs. 

The pharmaceutical industry was not a philanthropic enterprise, and did not make the same 
effort to place the fruits of its research and knowledge at the disposal of the under- 
privileged of the world. Developing countries probably had difficulty in obtaining specific 
drugs to combat major endemic diseases such as leprosy and tuberculosis because their 
manufacture was not a viable economic proposition. Developing countries should therefore, 
with the assistance of WHO, set up their own or regional production facilities to counter 
such shortages. 

The major constraints in the development of drug policies in developing countries were 
financial. Even the best plan could not succeed without sufficient means to provide drugs 
and vaccines and an adequate distribution system to bring them to those most in need. The 
economic situation of many developing countries could hardly be said to inspire confidence 
among multinational manufacturers, and supplies were sometimes halted. 

While bulk purchase of drugs could considerably reduce costs, the problems of distribu- 
tion and quality control at the periphery should not be neglected. Training in planning and 
management of drugs supply would be just as important as education of p'r'e "scribers and users. 

His delegation endorsed the conclusions of the Ad Hoc Committee and would welcome the 

elaboration of two documents: a list of simple tests for the quality control of essential 
drugs, and a practical guide for medical authorities and staff, a formulary with monographs 
that would give the main indications, contra -indications, dosages and different names of 
essential drugs. 

Professor LACRONIQUE (France) said that the action programme under consideration 
coincided with the wishes for such a programme expressed by his country's delegation some 

three years earlier. France's interest was not purely formal as it had already contributed 

in material terms to the programme. In common with many others, his delegation's hopes 
were accompanied by some anxiety at the delays in implementatón of the programme. However, 
the overall thrust of the action programme, as indicated in paragraphs 23 and 24 of the 

report, stressing the role of coordination and technical cooperatiorw, was promising. His 
delegation fully supported the principle of local production of`.'drugs since it encouraged 
self -reliance, a fundamental option in his Government's foreigп4 =policy. He had therefore 

welcomed the interventions of the representatives of UNIDO and UNCTAD, which had clearly 

indicated that the practical and operational aspects of their initiatives could be 

incorporated in an overall policy. 

Dr MASRAY (Nepal) said that in order to meet the urgent need for drugs to be made 

universally available to populations, especially of developing countries, in the context of 

the global goal of health for all by the year 2000 through primary health care, each country 

would have to find ways of ensuring efficient and effective selection, procurement, quality 

control and distribution. 

In Nepal a national list of essential drugs had been drawn up. A pharmaceutical 

concern, Nepal Royal Drugs Ltd, had received technical and financial support from the 

Government of the Netherlands, WHO, UNICEF, UNDP and UNIDO. Under the Sixth National Plan 

more than 70% of required essential drugs would be locally. produced by 1985. The major 

constraints were manpower development, provision of expertise and procurement of raw 

materials, as well as problems of logistic support in a landlocked country with difficult 

terrain. A drug delivery programme which incorporated the construction of storage 

facilities was being implemented. The possibility of Including traditional medicines was 

being studied and rational drug selection procedures,- based on-morbidity patterns in the 

different regions of the country, were being applied to provide the most appropriate drugs 

and avoid wastage. Nepal would continue to need regional -and technical cooperation with 

multinational and bilateral assistance. 

His delegation strongly supported the action programme. 
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Professor RUDOWSKI (Poland) said that the action programme was of basic medical and 

economical importance for health services in both developing countries and in developed and 

highly industrialized countries. There was a steady rise in the cost of producing drugs 

that was closely related to rising costs of energy and raw materials. The new synthetic 

drugs and other preparations for clinical therapy and hospital medicine were particularly 

expensive. Doctors were becoming accustomed to using routine infusion therapy, parenteral 

nutrition, sophisticated antibiotics and blood derivatives and components in clinical 

practice. In order to understand the precise indications for and effects of drugs it was 

important to develop clinical pharmacology. The expense of drug production was partly due 

to the cost of basic research and screening. For example, the safe and effective clinical 

application of a discovery such as the histamine H2- receptor antagonist cimetidine would not 

be possible without basic research, pre - clinical and clinical trials. 

His delegation commended the Ad Hoc Committee's report. While supporting WHO's efforts 

to involve the pharmaceutical industry it felt they should be extended. Careful quality 

control of the drugs provided for the action programme would be essential, and to that end 

several independent laboratories should be established in various countries. He suggested 

that a suitable candidate might be the Institute of Drugs in Warsaw, which met all the 

requirements of a reference laboratory. 

He stressed the importance of clinical and social pharmacology, the latter being concerned 

with the long -term effects of drugs on selected groups of rural and urban populations. In 

Poland an investigation was being undertaken on the consumption of drugs, an aspect that 

appeared to be a sensitive indicator in the programmes for health for all by the year 2000. 

A national list of appropriate essential drugs had been drawn up in line with WHO recommenda- 

tions but including drugs for use in hospitals and specialized outpatient clinics. 

His delegation proposed that the programme on therapeutic, prophylactic and rehabilitative 

technology should be expanded to include problems of clinical and social pharmacology, and 

it would be happy to share Poland's own experience in that area with WHO. 

Mr RAHMAN (Bangladesh) said his delegation had studied the report with interest and 

supported the proposed action programme. It had listened with keen interest to the views 

of the representative of the pharmaceutical industry regarding concession pricing for drugs. 

The availability of essential drugs was crucial for the achievement of health for all by the 

year 2000. The main needs were for adequate supplies of drugs of the required quality, 

efficacy and safety at the minimum possible price, for progress towards self -reliance in the 

production of the drugs, vaccines and sera essential for primary health care, and for 

mobilization of the external resources necessary for supply and production. He was therefore 

particularly attracted by the possibility of collaboration between WHO and the pharmaceutical 

industry. The idea of bulk purchase at concession prices for groups of countries was 

worthwhile but it was a complex subject and would require further study. He hoped that 

suitable mechanisms could be worked out without hampering progress towards self -reliance and 

without jeopardizing the interests of individual developing countries as regards their own 

needs and choice. 

His delegation wished to propose certain interim measures. Firstly, WHO could assist 
in ensuring quality, efficacy and safety by preparing a list of certified drugs, especially 

those produced by multinational or large manufacturers, which satisfied minimum standards. 

Such a list would help Member States to avoid the poor -quality drugs being promoted by 

vigorous advertising or unethical commercial practices. Secondly, WHO might be able to 

negotiate concession prices and compile and bring up to date comparative price statements for 

the various brands in each generic category. Such statements could be used by developing 
countries in making purchase decisions. Developing countries could then procure drugs 
directly, although there should be no obligation to purchase from a particular manufacturer. 
WHO should also assist individual countries in their contacts with the industry in order to 

prevent the latter from benefiting unfairly from its stronger negotiating position. Such 

procedures could help developing countries to obtain drugs at reasonable costs and prevent 
the practice of some manufacturers of offering the same product to neighbouring countries at 
varying prices. Thirdly, since the ultimate objective for countries was to become self - 
reliant in the production and supply of essential drugs, WHO might help individual countries 

to set up production facilities and to obtain raw materials according to their needs and 

resources. Cooperating governments and nongovernmental organizations could also play an 

important role in strengthening such activities. 
The need for special attention to be paid to the least developed countries could not be 

overemphasized. The high cost of drugs was making the provision of health services more 
difficult in such countries and urgent help was needed. He expressed his delegation's 
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appreciation of the cooperation and assistance offered to Bangladesh by WHO, other agencies 
and certain countries in promoting a viable action programme. Further assistance in the 
immediate future would be essential if human lives were to be saved. 

Dr PAGES PIÑEIRO (Cuba) said that the action programme on essential drugs constituted a 
basic element of primary health care. His delegation was pleased to note that despite 
limited resources WHO had achieved notable progress in the programme. The support of UNIDO, 
UNICEF and other international institutions and organizations was most welcome. The plan 
proposed for 1982 -1983 would enable Member States to identify their problems and needs, to 
draft national policies aid to plan drug supply systems. His delegation supported the 
action programme but felt that the efforts would be insufficient if the economic problems 
and conflicting demands in countries continued unabated. 

As stated in the report, in most countries only a small minority enjoyed the benefits of 
the drugs available - three - quarters of the world's population, concentrated in developing 
countries, consumed only 15% of the world's drug production. The lack of competition for 
transnational companies in most developing countries was undoubtedly what chiefly determined 
the quality, cost and type of drugs available; the few existing pharmaceutical industries 
in developing countries were generally their subsidiaries. Some international code for the 
marketing of pharmaceutical products along the lines of that developed for breast -milk 
substitutes should be studied. 

The measures for monitoring and evaluation in the proposed plan of action were most 
important. The usefulness of effective dissemination of information among international and 
national centres of pharmacological surveillance should be analysed. 

Technical cooperation among developed and developing countries was also necessary to 
facilitate the transfer of technology and the necessary knowledge for its application. WHO 
should play a leading role in the coordination of increased cooperation among developing 
countries. 

Dr KPOSSA- MAMADOU (Central African Republic) said that the plan of action for 1982 -1983 
was of the highest priority. In the main lines of action for the development of national 
drug policies, certain of the major components were not difficult for developing countries 
to implement; namely, identifying therapeutic needs, selecting essential drugs, ensuring 
the proper use of drugs, and information and education. The same was true for some of the 
main criteria: commitment to the objective of health for all by the year 2000 (all the 
countries represented at the present Health Assembly adhered to the Declaration of Alma -Ata) 
and the development of realistic plans was certainly feasible. However, as indicated in 
the Ad Hoc Committee's report, the major constraint on implementation was the shortage of 
funds. At an earlier meeting, the delegate of Japan had stressed a vital factor - cooperation 
among countries, international organizations and certain commercial concerns. Such 
cooperation was one of the key elements in helping developing countries to achieve self - 
reliance. His delegation welcomed the collaboration of the Government of Italy with certain 
developing countries. Although the Central African Republic had not yet benefited from that 
action it was currently preparing a programme of nutrition. His delegation also welcomed 
the initiatives of the International Federation of Pharmaceutical Manufacturers Associations 
and had noted the commitment of certain commercial concerns. UNICEF had also undertaken 
various concrete activities. However, it was difficult to comprehend the delays among certain 
other organizations of the United Nations system which appeared to have adequate resources yet 
which, after undertaking studies for the establishment of local industries, had not produced 
any concrete plans. The Central African Republic had had such an experience - nothing 
further had been heard following a study undertaken in 1975. 

He hoped that the appeal made by the delegate of Japan would be heeded and that specific 
activities would be undertaken to help developing countries. 

Mrs МАКИWАDE (Botswana) commended the report on the action programme. Her delegation 
agreed that the availability of essential drugs and vaccines constituted a major component of 
public health care, as well as one of the indicators of the success of the Global Strategy 
for health for all. 

The report, referring to the fact that three -quarters of the world's population living 
in the developing countries consumed only about 15% of world drug production (paragraph 15), 

rightly stated as the main reasons for that paradoxical situation the lack of well -defined 

national drug policies, inadequate distribution and supply systems, shortage of technical and 

managerial expertise, and lack of funds at individual and government level, particularly in 

terms of hard currency (paragraph 2). 
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In spite of such problems of procurement and the lack of appropriate legal, commercial, 

administrative and financial mechanisms, it was encouraging to learn of the significant 
progress nade, even in the developing countries, in a number of areas. Those included 

cooperation between WHO and Member States in the selection of essential drugs, country studies 

in drug policies and management undertaken at the request of Member States; the financial 
support being made available to the programme on a bilateral and multilateral basis by several 
donor countries and institutions, and the priority being accorded in the action programme to 

manpower development and training programmes. That last consideration was of particular 
importance in view of the fact that the shortage of trained personnel, especially in 

developing countries, still remained the greatest constraint in the formulation and implementa- 
tion of programmes for essential drugs. 

The Executive Board and the Secretariat were to be commended on the recent agreement in 

principle reached between WHO and the International Federation of Pharmaceutical Manufacturers 
Associations, which had indicated its willingness to supply essential drugs to developing 
countries under favourable terms. 

She referred to a successful meeting of the Chief Pharmacists of the sub -region in which 
Botswana was situated. The conclusions aid recommendations of that meeting, organized by the 

Regional Office for Africa in Zimbabwe on 26 -30 April 1982, were relevant to the action 
programme. 

Dr ANNANDALE (Samoa) said that, under the relevant Health Assembly resolutions cited in 
paragraph 5 of the report, Member States and the Director- General had been requested to take 
various steps, and Member States should take careful note before formulating and entering 
into independent agreements with drug manufacturers, especially the multinational corporations, 
in order to avoid the possibility of finding out later that the agreement was not entirely to 
their advantage. The Director -General had been requested to provide the necessary advisory 
training and other resources to help governments. 

Operative paragraph 3(5) of resolution WНА31.32 requested the Director -General to develop 
further the dialogue with the pharmaceutical industries. That dialogue did not appear to have 
made much progress in some countries, and the small developing countries could not afford to 

wait indefinitely. Possibly the time had come to give consideration to evolving a code of 
practice before the industry did so. The resolutions did not refer specifically to the 
obligations of the pharmaceutical industry to make safe, effective and cheap essential drugs 
easily available to developing countries. A code of practice for the international 
pharmaceutical industry could provide the necessary guidelines to industry for the benefit of 
the developing countries. 

Dr SIAGAEV (Council for Mutual Economic Assistance) believed that the development of 
WHO's action programme on essential drugs marked an important step towards improving the 
availability of such drugs. 

CMEA covered the majority of essential drugs, 200 drugs and 20 vaccines being produced 
by a rational use of the productive capacity of the pharmaceutical industry through coopera- 
tion - one country or a pair of countries manufacturing a given drug for all member countries 
and applying unified quality requirements and controls. Documents were in the process of 
preparation that would provide information on new drugs, thus resulting in an economy of time 
and money in respect of testing. A centre had been set up to provide information on the side - 
effects of drugs. 

Many countries in CMEA were extending assistance to developing countries in setting up 
their own pharmaceutical industry, as well as exporting drugs to them on favourable terms. 
Such exports had been increasing recently, as had cooperation with WHO. 

Mrs BAPTISTS (Chad) commended the report. She expressed her country's gratitude to the 
international organizations, WHO among them, and friendly countries which had given help to 
her country in the past and were continuing to do so. 

Owing to the war, the health situation in Chad had reached a critical stage, particularly 
in respect of the supply of pharmaceuticals, and Chad counted on international solidarity to 
assist it in facing that crisis. 

Her delegation associated itself with the position taken by the Chilean delegate. She 
wished also, however, to stress the need for evaluation by national experts of all the local 
parameters affecting the use of essential drugs, as well as of existing constraints. An 
adequate strategy for essential drugs called for a change of outlook in all categories of 
social and health workers, as well as in the populations concerned. 
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Since many countries, including her own, had no local production, it was necessary to 

bear in mind the difficulties arising out of the diversity of sources of pharmaceutical 
supplies. 

She supported the remarks of the delegate of Switzerland, who had drawn a distinction 
between essential drugs and vital drugs, especially taking into account the individual 
conditions and therapeutic practices pertaining to each country. The acquisition by all 

countries, particularly the least developed, of so- called vital drugs constituted the first 
necessary step towards the goal of health for all by the year 2000. 

Dr MPITABAKANA (Burundi) recalling that he had earlier referred to a pilot study carried 
out by WHO in cooperation with a Swiss pharmaceutical company on all aspects of pharmaceutical 
policy in Burundi, informed delegations that a brochure was available to them, in both English 
and French, on that pilot project undertaken within the framework of the action programme on 
essential drugs. He commended it to the attention of any country or industrial enterprise 
interested in providing assistance. 

Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative Technology) 
expressed appreciation for the thorough discussion which had taken place, 54 statements having 

been made in the Committee as well as 26 statements by heads of delegations in plenary session. 

It was gratifying to note the general support extended by many delegations. 
Replying to some of the specific questions raised, he referred first to the point made by 

the delegate of Mozambique, who had mentioned a lack of objectivity in the document. He 

explained that the report had been prepared for general acceptance in March and still lacked 
specificity in small details of the plan of action, which he hoped the Ad Hoc Committee and 

the Secretariat could complete. Naturally, the 1982 -1983 phase was merely the beginning of 

the action programme. With regard to that same delegate's observation to the effect that no 

mention was made in paragraph 60 of the plan at the regional level, he said that the point 

would be transmitted to the Regional Directors to be rectified. 

The delegate of Sudan had commented on the implementation of operative paragraphs 3 (4) 

and 3 (6) of resolution WHA31.32. As far as collaboration with organizations of the United 

Nations system was concerned, WHO was conducting negotiations and talks with several of them 

aimed at supporting the programme, and certain advances had been achieved. The representative 

of UNIDO had referred to progress in that field. 
He was grateful to the Italian Government for its strong support, which was warmly 

appreciated by the entire African Region. 

In reply to the delegate of Sri Lanka on the question of bulk purchase of essential drugs, 

he said that that possibility was taken into account and the philosophy guiding action was 

based on that recommended by the late Professor Bibile of Sri Lanka. With regard to the 

remark by the delegate of Ghana on the use of UNICEF prices as a basis, he stated that that 

important consideration would be borne in mind. 

To the delegate of Chile he gave an assurance that WHO, by means of the Drug Information 

bulletin, endeavoured to keep Member States informed to the maximum extent of the measures 

taken by the drug regulatory authorities. The helpful statement made by the President of the 

International Federation of Pharmaceutical Manufacturers Associations was gratifying; it was 

hoped that the programme would be further improved for the benefit of the developing countries. 

He thanked the delegate of the Federal Republic of Germany for the information he had 

supplied on programmes undertaken, particularly with reference to Algeria. 

He was grateful to the delegate of Switzerland for having differentiated between essential 

and vital drugs. In the preparation of information sheets, WHO endeavoured to identify the 

vital drugs of value in the achievement of primary health care, and that list would be made 

available to the Expert Committee in autumn 1982, with a view to its dissemination to the 

health workers concerned. WHO was indeed fully aware that essential drugs were by no means 

synonymous with vital drugs, and that certain multifaceted drugs used in the treatment of a 

number of conditions, such as leprosy and tuberculosis, for instance, were complex and 

therefore delicate for primary health care workers to handle. 

Specific reference had been made by the delegates of Bolivia and Nepal to the problems of 

landlocked countries in respect of drugs for primary health care. The probable solution 

would be cooperation with neighbouring countries with a sea coast, but the request for 

enunciation of a policy for procurement had been noted. 

The delegate of Hungary had offered the resources of his country to assist in supply and 

WHO was already in communication with his Government. 

The delegate of Romania, while fully supporting the action programme, had raised the 

question of a code of marketing practices, to which reference was made in operative paragraph 
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3 (6) of resolution WHA31.32; that matter would be given consideration. As for the local 

production of medicinal plants, he stated that a programme of traditional medicine was under 

way, with the help of collaborating centres and institutions with the necessary expertise. 

A consultant from China was assisting in identifying plants suitable for primary health care 

and which could be grown in different countries, and that information would be transmitted to 

all Member States. 
With regard to the comments of the delegate of Kenya, he stated that the advances made in 

logistics would provide a good basis for future action. He was grateful to the delegate of 

Japan for his offer of support. As for the reference by the delegate of Trinidad and Tobago 

to the lack of definition of the offers made by the pharmaceutical industry, he expressed the 

hope that the position would shortly be elucidated. He agreed that importance should be 

attached to the concept of self -reliance of the less developed countries. In that connexion, 

a meeting of the countries of the Caribbean Community on essential drugs would be held at the 

end of the month, and it was hoped that there would be participation also by neighbouring 

countries willing to extend material support. 

Reference had been made by the delegate of Swaziland to the limited resources of the 

action programme. WHO would naturally endeavour to do the utmost with the funds available, 

but it should also be borne in mind that the funds forthcoming from such sources as UNICEF, 

nongovernmental organizations and bilateral agencies would further strengthen such efforts. 

The delegate of the Netherlands had referred to the code of marketing practices, in 
connexion with operative paragraph 3 (6) of resolution WHA31.32. It was his personal opinion 

that, since IFPMA had its own code of practices, an adequate period of time should be allowed 

to determine whether it operated satisfactorily before WHO sought to draw up such a code. 

The delegate of Czechoslovakia had raised the point of coordination within the United 
Nations system, particularly with UNICEF and UNIDO; efforts would be made to strengthen 
existing collaboration still further. 

The delegate of Algeria had implied that the plan of action probably would favour the 
transnational corporations. He assured that delegation that that would not be the case, and 
that the sole purpose of WHO was to serve its Member States to the best of its capacity. 

He had noted the appeal made by the delegates of the Democratic People's Republic of 
Korea and Spain for further resources to be made available to the action programme. 

Regarding the pilot project in Burundi, he said that the summaries and conclusions of the 
document, copies of which were available, should prove a very useful tool, particularly in the 

African Region. 
He assured all other delegates who had raised specific points that their comments would 

be given serious study and taken into account in the implementation of the plan of action. 

Dr MORK (Chairman, Executive Board Ad Hoc Committee on Drug Policies) said that the number 

of delegates who had participated in the discussion bore witness to the importance and urgency 

of improving the position with respect to pharmaceutical products. When the Secretariat and 

the Ad Hoc Committee had drawn up the proposals for the action programme there had been some 

uncertainty because the field was a very complex and difficult one. The broad support of so 

many delegates for the programme showed, however, that its basic principles were sound. The 

job had nevertheless not yet been done, and there was still a long and difficult road to go 

before essential drugs were available to all in need and unnecessary suffering could be avoided. 
The main directions were clear, however, and countries had been given a good basis for their 

work. Detailed national action programmes must be developed, based on common agreed principles 
but adapted to national needs, conditions and possibilities. 

Having heard the many valuable suggestions made by delegates, he was convinced that the 
action programme should be subject to continuous revision as experience was gained through 
implementation of the various components. As the discussion had demonstrated, strategy and 
tactics could not remain static. The action programme should therefore be reviewed critically 
at meetings of the regional committees and future Health Assemblies so as to ensure that it was 
at all times the best possible instrument for achieving WHO's goal in the field and as part 
of the programme for health for all through the primary health care approach. As had been 
brought out by delegates, such a review should also include the continuous assessment of the 
need for economic and manpower resources for the programme. During the first critical years, 
since the issue was such an important and vital one, it should be reviewed annually. 

The CHAIRMAN asked the Rapporteur to draft for consideration at a subsequent meeting a 
decision that would reflect the Committee's discussion. 

(For continuation, see summary record of the seventh meeting, section 1.) 
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2. BIOMEDICAL AND HEALTH SERVICES RESEARCH: Item 22 of the Agenda (continued) 

Relations with industry and policy on patents: Item 22.2 of the Agenda (Resolution EB69.R7; 
Document А35/6) (continued from the third meeting) 

Dr VIOLAKI- PARASKEVA (Greece) said that the drafting group had met twice and had discussed 
at length the draft resolution and the various proposed amendments. Consensus had finally 
been reached on a revised version which read as follows: 

The Thirty -fifth World Health Assembly, 
Recognizing the need for affirmative action to make health care resources available 

to all, and the role of incentives in the development of health technology that is not 
at present available; 

Convinced that, in contributing to the development of health technology, WHO should 
seek to ensure its wide availability to Member States at appropriate cost; 

Recognizing that, when desirable, close contacts with respect to policy on patents 
should be maintained between WHO and other organizations of the United Nations system, 

1. DECIDES that it shall be the policy of WHO to obtain patents, inventors' certificates 
or interests in patents on patentable health technology developed through projects 
supported by WHO, where such rights and interests are necessary to ensure development of 
the new technology. The Organization shall use its patent rights, and any financial or 
other benefits associated therewith, to promote the development, production, and wide 
availability of health technology in the public interest; 

2. RECOMMENDS to the seventieth session of the Executive Board that it set up an 

ad hoc group to provide guidance to the Director -General in the implementation of this 

policy 

3. REQUESTS the Director -General to report to the seventy -first session of the Executive 
Board, to the Thirty -sixth World Health Assembly and periodically thereafter on the 
progress and the methods of implementation of this policy and on any problems pertaining 

thereto, as well as on consultations with the international organizations concerned. 

Dr Madiou TOURÉ (Senegal), referring to operative paragraph 2 of the draft resolution, 

said that no mention had been made during the Committee's discussion of the agenda item of the 

setting -up of an ad hoc group to provide guidance to the Director -General. The drafting group 
had been asked to harmonize the various amendments, not to make new proposals. If the 

Director -General needed advice, he could call on the services of an expert committee. 

Operative paragraph 2 seemed to show a certain lack of trust in the Director- General. In 

addition, operative paragraph 3 requested the Director -General to report periodically on 

progress in implementing the policy; once again, the drafting group had not had a mandate to 

introduce that requirement. 

The CHAIRMAN said that he would regard the statement by the delegate of Senegal as 
constituting a proposal for an amendment to operative paragraph 2 of the draft resolution. 

Dr КALISA (Zaire) endorsed the point of view expressed by the delegate of Senegal. 

Dr VIOLAKI- PARASKEVA (Greece) thought that the drafting group had not gone beyond its 

mandate. Its first task had, of course, been to amalgamate the various proposed amendments, 
but it had also been entitled to discuss the issue further. As far as operative paragraph 2 

was concerned, there was no question of any lack of confidence in the Director -General; on the 
contrary, the aim had been to assist him in his work. 

Dr ORADEAN (representative of the Executive Board) said that the Executive Board had 
considered a policy on patents which it believed would be of great assistance in disseminating 
the health technology necessary in implementing the strategy for health for all by the year 
2000 by eliminating the harmful influence of profit -making organizations. The holding of 
patents by WHO would enable it to provide techniques or products to developing countries at 
favourable prices or free of charge. For that reason, the Executive Board had unanimously 
adopted the resolution containing the draft resolution that had been submitted to the Committee. 
There were, of course, many questions relating to national legislation, but that should not 
prevent the adoption of a resolution on the principles of patent policy. 
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She therefore had certain doubts as to operative paragraph 2 of the draft resolution 

prepared by the drafting group, calling for the setting up of an ad hoc group to assist the 

Director -General in implementing the new policy; he could be trusted to take the necessary 

action, and there was no need to oblige him to set up a new structure. He could consult 

competent experts, if that was necessary, and that would be a more flexible and much less 

costly approach than setting up an ad hoc group. It would be preferable to use WHO's 

financial resources for other purposes, and in the first place for helping the developing 

countries. Since the Director -General was asked to report periodically to the Executive 

Board and the Health Assembly, it was up to those bodies to assist him when necessary rather 

than call for the setting -up of another body, She therefore suggested that operative 
paragraph 2 of the draft resolution should be deleted. She also believed that the resolution 

should be adopted at the current Health Assembly, rather than postponing a decision on the 

issue to 1983. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said that the problem 

might be one of language, since it appeared that the French text of the draft resolution called 

for a decision on patent policy to be deferred until 1983; no such suggestion was made in the 

English version of the text. 

Dr VIOLAKI- PARASKEVA (Greece) said that the question of possible differences between the 
English and French texts should be dealt with by a native French speaker. She otherwise 

agreed with the delegate of the United Kingdom that no suggestion that the decision on patent 

policy should be postponed was intended in the draft resolution. 

Professor LACRONIQUE (France) considered that both the French and English texts reflected 

the views of the drafting group when it had prepared the draft resolution, and there was no 

intention whatsoever to delay the implementation of the policy proposed by the Executive Board 
and endorsed by the majority of delegates during the discussion. The only reason why the 
group had considered that an ad hoc group of experts should be set up was that, as had been 
pointed out at the Executive Board session in January 1982, a certain number of legal and 
operational problems still remained to be solved. 

Dr Madiou TOURS (Senegal) said that the question was one of substance and not of language; 

the problem was whether or not an ad hoc group should be set up to provide guidance to the 

Director -General. He therefore thought that a decision was necessary on the inclusion of 
operative paragraph 2 of the draft resolution. 

Professor AUJALEU (France) called for a vote on that issue. 

The proposal to delete operative paragraph 2 of the draft resolution was adopted by 72 
votes to 5, with 10 abstentions. 

The CHAIRMAN then put to the vote the draft resolution as amended. 

The draft resolution, as amended, was approved by 87 votes to none, with 4 abstentions.1 

The meeting rose at 11h40. 

Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA35.14. 



SEVENTH MEETING 

Tuesday, 11 May 1982, at 14h30 

Chairman: Professor A. M. FADL (Sudan) 

1. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (Document А35/7) (continued 
from the sixth meeting, section 1) 

Dr SANКARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative Technology) 
wished to add a further item to his earlier reply to the debate on essential drugs, to cover 
the comment made by the delegate of Sweden, representing the five Nordic countries. He said 
that those countries had played an important part in support of the programme. The role of 
the Nordic countries in primary health care and in the concept of essential drugs was widely 
recognized, especially in many of the developing countries. The contribution made by the 
Uppsala Centre in monitoring and evaluation was well known,,and particular reference had been 
made at a recent meeting of the Centre's Advisory Members to the important part which could be 
played by that Centre in the dissemination of accurate information to many countries, 
especially in the developing world. 

At the invitation of the CHAIRMAN, Mr IBOUMBA (Gabon), Rapporteur, read out the text of a 

draft decision for consideration by the Committee. 

Professor BENНASSINE (Algeria) said that it 
on the proposed decision without having the text 

Dr KLIVAROVA (Czechoslovakia) felt that the 

points made during the dicussion. 

was difficult for delegates to form an opinion 
in written form. 

decision should include reference to the 

Professor SOPRUNOV (Union of Soviet Socialist Republics) and Mr AL- MAWLAWI (Qatar) 
supported the views of the delegates of Algeria and Czechoslovakia. 

It was agreed that a written text be circulated for consideration by the Committee. 

(For continuation, see summary record of the eighth meeting, section 1.) 

2. INFANT AND YOUNG CHILD FEEDING: Item 24 of the Agenda (Resolution WHA33.32, para. 6(7); 
Document А35/8) 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) said that delegates would be 
well aware that the subject of infant and young child feeding had been comprehensively and 
extensively reviewed and discussed by the last two Health Assemblies. The discussions had 
covered a wide spectrum of issues relating to nutrition, in particular that of infants and 
young children, ranging from recent advances in scientific knowledge in that field to practical 
problems in action programmes to improve the nutrition of mothers and children. Emphasis had 
been placed upon the urgent need not only to reduce high levels of mortality in children, 
caused by or associated with malnutrition, but also to improve their health and nutritional 
status, so that they could develop their full human potential. Those discussions had 
emphasized that the primary health care approach, its principles and components, offered the 
most promising potential and opportunity for tackling the interrelated determinants of 
malnutrition in children in an effective manner, through integrated programmes in nutrition, 
maternal and child health - including family planning, the control of infections (particularly 

- 78- 
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through immunization and the control of diarrhoeal disease and malaria), water supply and 

sanitation, and health education. As far as nutrition in infancy was concerned, including 

breast -feeding, the discussions had stressed the need to consider those problems not in 

isolation but in the context of overall nutrition in primary health care, and as part of the 
broader strategies for health for all and, indeed, overall socioeconomic development plans. 
The Thirty -third World Health Assembly had requested the Director -General to intensify his 
efforts in support of breast - feeding and improved infant and young child feeding and to report 
regularly to the Health Assembly in even years on the steps taken in that field. 

Document А35/81 constituted therefore the progress report by the Director -General, in 

accordance with operative paragraph 6(7) of resolution WНА33.32, which had requested the 

Director- General to submit to the Thirty- fourth World Health Assembly in 1981, and thereafter 
in even years, a report on the steps taken by WHO to promote breast - feeding and to improve 

infant and young child feeding. The report provided information on the steps taken by 
Member States and the Organization at country, regional and global levels since the presenta- 
tion of the first report on that subject to the Thirty- fourth World Health Assembly in 

May 1981. WHO and UNICEF had maintained close collaboration and jointly supported action 
at various levels. The progress report was based on information available directly from 
Member States or through regional offices at the time of compilation; it was therefore by 
no means exhaustive. 

The document was based-on the -five major themes agreed on at the WHO/UNICEF Meeting on 
Infant and Young Child Feeding in October 1979, the statement and recommendations of which 
had been endorsed in their entirety by the Thirty -third World Health Assembly. Delegates 
would recall that, in view of the multidisciplinary and multisectoral nature of the issues 
involved in infant and young child feeding, various groups and interested parties, including 
governments, scientists, United Nations agencies, nongovernmental organizations and industry, 
had participated -in that..meet"ing and in subsequent consultations. The five themes, which 
had been retained as the basic structure of the present report, were: 

(1) the encouragement and support of breast- feeding; 
(2) the promotion of- appropriate weaning practices; 
(3) the strengthening of education, training and information with respect to infant 
and young child feeding; 
(4) the development of support for improved health and social status of women; 
(5) the appropriate marketing and distribution of breast -milk substitutes. 
The next progress report by the Director -General, to be presented to the Thirty- seventh 

World Health Assembly in May 1984, would be the first full biennial progress report, covering 
all aspects of infant and young child feeding and also marketing practices for breast -milk 
substitutes. Delegates would also recall that in 1981 the Thirty- fourth World Health 
Assembly had adopted the International Code of Marketing of Breast -milk Substitutes in the 
form of a recommendation and, by resolution WHА34.22, the Director - General was requested, in 
regard to the International Code, to report to the Thirty -sixth World Health Assembly, in 
May 1983, "on the status of compliance with and implementation of the Code at country, 
regional and global levels ", and, "based on the conclusions of the status report, to make 
proposals, if necessary, for revision of the text of the Code and for the measures needed 
for its effective application ". Although the Director - General would be reporting, on the 
basis of consultations with Member States, to the next Health Assembly, the information on 
the fifth theme, as set out above, had been presented in document А35/8 in accordance with 
Article 11.7 of the International Code of Marketing of Breast -milk Substitutes. 

In addition to the information contained in section VI of the document with regard to 
the appropriate marketing and distribution of breast -milk substitutes, the Director - General 
had received information on the relevant activities of a number of interested parties, 
including: 
(1) the International Baby Food Action Network (IBFAN), which had informed the Director - 
General of its continuing work in disseminating information on the International Code to 
policy -makers, health workers and the general public; encouraging the full implementation of 
the Code in countries; and participating in the monitoring of the application of the Code, 
as provided in Article 11.4; 
(2) the International Council of Infant Food Industries (ICIFI), which had communicated to 
the Director -General a statement that it had recently issued concerning the position of the 
Council in relation to the International Code. ICIFI had announced that its member companies 

1 Document WHА35 /1982 /REС /1, Annex 5. 
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remained committed to full cooperation with governments in establishing relevant national 
measures, and that ICIFI members would comply with national measures that had been adopted, or 
would be promulgated, in individual countries; and that in those countries where no national 
measures had been adopted ICIFI members would pursue policies in line with the International 
Code, in conformity with Article 11.3; 

(3) the International Paediatric Association (IPA), which was organizing a meeting, in 
collaboration with WHO and UNICEF, on the subject of infant and young child feeding, to be 
held in late 1982. IPA, through its national affiliates, was continuously concerned with 
infant and young child feeding issues and with the improvement of the health and nutritional 
status of infants and young children. 

Further developments had taken place in connexion with the WHO/UNICEF five -year joint 
nutrition programme in support of countries' efforts in regard to nutrition, to which reference 
was made in paragraph 164 of the document. On 7 April 1982 an agreement had been signed by 
the Government of Italy, the Director -General of WHO and the Executive Director of UNICEF, 
under the terms of which the Government of Italy would most generously make available to 

UNICEF and WHO financial resources for a five -year nutrition programme. The Organization was 
most grateful for that gesture, which would permit intensification of the Organization's 

support, in particular at country level, for a wide - ranging programme of nutrition within 

primary health care, including aspects relating to infant and young child feeding, as 

requested by resolution WHAЗЗ.32. 

Dr FERNANDO (Sri Lanka) said that, in view of the importance of infant and young child 

feeding a technical committee had been appointed in Sri Lanka, with the participation of the 

food and nutrition division of the ministry of planning and the various other ministries and 

institutes concerned, with a view to formulating a code of ethics for the marketing of breast - 

milk substitutes and infant foods. The aim of the Code, which was based on the recommendations 

of the WHO /UNICEF meeting of October 1979 in Geneva, suitably modified to suit local 

requirements and conditions, was to ensure adequate nutrition of infants by promoting breast - 

feeding, and to regulate the marketing and use of breast -milk substitutes. 

The Code, which applied to all infant food formulae and products, comprised eight articles, 

dealing with the promotion of breast -feeding; marketing and promotion of infant foods to the 

public; marketing and promotion to mothers; health care systems; health workers, employees 
of manufacturers; distributors; and implementation and monitoring aspects; it was at present 

awaiting enacting legislation. Pending the coming - into -force of the Code, the Consumers' 

Protection Act of 1979 required the following notice to be included on the wrappers of milk 

foods: "Doctors say that breast - feeding is best ". Visual or other advertising of milk foods 
had been prohibited in Sri Lanka. 

With the institution of primary health care in Sri Lanka it would be an important function 
of the family health worker - a government worker with midwifery qualifications, provided on 
a scale of one per 3000 of the population and living within the community - to ensure the 

maximum possible degree of breast -feeding aid to promote weaning measures using suitable local 
weaning foods. The proposed WHO methods for the surveillance of breast -feeding would be 

tested and the results made available to other countries. 

Dr VIOLAKI- PARASKEVA (Greece) said that the report provided a comprehensive account of 
developments in the field of infant and young child feeding since the adoption of the 
International Code. The encouragement and support of breast -feeding played an important part 
in the promotion of health and nutrition. Paragraph 13 of the report referred to the wide 
range of activities in that field in all the regions; it stressed in particular the value of 

workshops, the results of which could be subsequently translated into programmes for the 

promotion of breast -feeding. Her delegation welcomed the measures aimed at promoting the 

health and social status of women in relation to infant and young child feeding, and fully 

endorsed the programme of work for 1982 -1983 drawn up by WHO and UNICEF (paragraphs 66 and 67). 
It recognized the important role of nongovernmental organizations - especially women's 

organizations - in the promotion and support of breast -feeding. It would seem that the time 

that had elapsed since the adoption of the International Code was too short for it to be 

possible to have further information on the monitoring of the application of the Code and the 
reporting mechanism to the Director -General. Dr Petros- Barvazian, in her introduction, had 

referred to the links between the infant and young child feeding programme and other programmes, 

including those on diarrhoeal diseases and nutrition; she would welcome more information on 
that aspect - including the relationship at local, regional and global levels. 
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Dr SIDHU (India) said that a very comprehensive progress report had been presented on 

various aspects of the programme, which his delegation supported in its entirety. He felt, 

however, that the encouragement and support of breast -feeding could be better achieved as an 

integral part of health and family welfare work, and in association with other programmes. 

Regarding education, emphasis should be placed on the practical as well as the theoretical 

aspects. Education was an essential part of the programme - including both undergraduate 

and postgraduate training for medical, paramedical and nursing personnel and the education of 

young mothers. Research would have to be reorientated, possibly on the following main lines: 

the identification of factors which might promote or hinder breast -feeding, the establishment 

of intervention programmes and the objective evaluation of information, the study of mothers 

with inadequate milk in order to determine preventable factors, and further research on safe 

and optimal uses of expressed breast milk. 

On the fifth main subject covered by the report - the appropriate marketing and distribu- 

tion of breast -milk substitutes - more rapid action was urgently required. The principle of 

the International Code had been agreed upon at the WHO/UNICEF Meeting in October 1979 and the 

Code had been adopted by the Health Assembly in 1981, but the progress made thereafter appeared 

to be far from satisfactory. No appropriate mechanism had yet been developed for reporting to 

the Director -General through the regional committees, and the Executive Committee of the Codex 

Alimentarius Commission had not yet issued a final opinion on the subject. Meanwhile, 

commercial firms continued vigorous campaigns for marketing substitute foods. It had been 

decided initially that progress in this field would be reviewed every two years, in even - 

numbered years, in view of the difficulty of collecting data. Now that the initial data 

collection had been completed, it would be more appropriate to switch to annual progress 

reports. 
His country attached particular importance to the International Code, and had set up a 

working group in February 1980, consisting of representatives of all concerned ministries and 

departments, the infant -food industry, voluntary organizations, and WHO and UNICEF. The 

working group, which had submitted its report in April 1981, had formulated a draft code on 

the production and marketing of infant foods and related accessories, to be backed by 

appropriate legislative and supportive measures. The Indian draft code was an improvement on 

the, International Code, since it closed several loopholes that could have been exploited by 

an unscrupulous manufacturer of infant foods. The use of the words "breast -milk substitutes" 

had been replaced by "infant foods" so as not to give the impression that there could be any 

substitute for breast milk. 

The Indian draft code aimed at preserving breast - feeding practice in rural areas and 

arresting further inroads of proprietary infant foods in urban and semi -urban areas. The 

code applied to the production and marketing of infant foods for use as a partial or total 

replacement for breast milk. As indicated by its title, it also covered feeding bottles, 

since these had been marketed in a very unscrupulous manner. The references to a legitimate 
market for infant formulae in the preamble to the International Code were not included. The 

Indian draft code prohibited the advertisement or other forms of promotion of the sale of 

products covered by it. Marketing personnel were not permitted to seek direct or indirect 

contacts with consumers or their family members, and health care facilities were not to be used 
for the display of products covered by the code. No financial or material inducements could be 

offered by manufacturers or distributors to health workers or members of their families. 

The code further provided that manufacturers and distributors should ensure that all containers 

of infant food displayed prominently the words "Breast milk is best for the baby ", and should 

not have pictures of infants or any other means of idealizing the use of infant food. All 

products covered by the code had to carry a certification mark. The Government was recommended 
to give effect to the principles and provisions of the code by adopting national legislation. 

The working group had also recommended a number of supporting measures to promote 

breast -feeding in the country, including changes in hospital practice so as to encourage 
breast -feeding; increasing the responsibility of health workers for the initiation, 
establishment and maintenance of breast -feeding; appropriate measures to prevent lactation 

failures in mothers; the introduction of suitable changes in educational curricula, stressing 
the importance of breast -feeding in non- formal education and child care programmes; the 

mounting of effective health and nutrition education programmes with adequate support from the 
mass media; the provision of facilities and incentives for breast - feeding for employed mothers 
and the initiation of measures to enhance the social status of women. 

The working group, having examined the nutritional content of breast milk and cow's milk 

and the health hazards involved in the use of infant foods and the relevant costs, had 
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recommended that, in the Indian context, cow's or buffalo's milk was the next best food for 
infants after breast milk. It should only be necessary to resort to infant foods in 
situations where such milk was not available. Since there was a surplus of licensed 
manufacturing capacity of infant foods over actual production (81 000 as against 36 000 tons 
annually), the group recommended that any further increase in the licensed capacity should be 
carefully considered unless there was a genuine need for the introduction of special types of 
infant foods. 

The comments of Indian state governments, governmental and nongovernmental organizations 
and individuals in the field of child welfare had been sought on the recommendations of the 
working group, and the report would be finalized by the Government in the light of comments 
received. Booklets on the importance of breast - feeding, prepared by the Ministry of Health 
and Family Welfare, were in the course of being printed, and the Ministry of Soсial Welfare 
had brought out a book on recipes for infant and weaning foods based on different varieties 
of locally available foodstuffs. A group of women's organizations, consumers and health 
workers had formed a National Alliance for the Nutrition of Infants, which was planning to 
hold a national congress during the summer on coordination, monitoring, documentation and 
education of the general public in relation to infant foods. 

In conclusion, he pleaded for vigorous follow -up measures to resolution WHA34.22. 

Dr CANADA (Spain) said that a programme to promote breast - feeding had been under way in 
Spain since 1977, and the assistance of WHO in that respect had been invaluable. The Inter- 
national Code of Marketing of Breast -milk Substitutes had served as a basis for legislation 
which had just been adopted. A survey had been conducted to determine the general opinion 
on breast - feeding, particularly among young mothers, and to determine trends in breast -feeding. 
Steady progress had been made in promoting breast - feeding through the media, stressing the 
important benefits for the child. In view of the influence of health personnel in the matter, 
courses on breast - feeding had been included in their training; a publication was being 
prepared on the subject and would be circulated widely among health workers. 

A working group had been set up to follow developments and assess the results of the 

programme. Close attention was also being paid to legal aspects, particularly with regard 
to protecting the breast - feeding mother so that she should not encounter problems in relation 
to her work outside the home. The whole campaign emphasized the positive aspects of breast - 
feeding and highlighted the mental and physical benefits to be procured. 

Mr AL- MAWLAWI (Qatar) expressed the opinion that nothing could be more detrimental to 

children than the wrong type of nutrition. His Government attributed highest priority to 
implementation of the Code, particularly since Qatar was now at a crossroads in its economic 
and social development, which had led to widespread use of artificial feeding. He thought 
that WHO should define a strategy to assist Member States in implementing the Code. There 
should be some form of regional coordination through which WHO could promote the protection 
of infants. 

He submitted the following draft resolution, co- sponsored by the delegations of Algeria, 
Bahrain, Congo, Greece, India, Kuwait, Mozambique, Norway, Qatar, Rwanda, Saudi Arabia and 
Sweden: 

The Thirty -fifth World Health Assembly, 
Recalling that breast - feeding is the ideal method of infant feeding and should be 

promoted and protected in all countries; 
Concerned that artificial feeding of infants results in greater incidence of mal- 

nutrition and infant disease, especially in conditions of poverty and lack of hygiene; 
Recognizing that commercial marketing of powdered milk foods for infants has 

contributed to an increase in artificial feeding; 

Recalling that the Thirty- fourth World Health Assembly adopted an International 

Code designed to regulate these marketing practices; 
Noting that few Member States have adopted and adhered to the International Code 

as a "minimum requirement" and implemented it "in its entirety ", as called for in 

resolution WHA34.22; 

1. URGES Member States to give renewed attention to the need to adopt national 

legislation, regulations and other measures to give effect to the International Code; 

2. REQUESTS the Director -General to design and implement a comprehensive strategy to 

assist Member States in their efforts to implement the Code and to monitor its 

effectiveness; 
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3. FURTHER REQUESTS the Director -General to provide assistance and guidance to Member 

States as and when requested in ensuring that the measures they adopt are consistent 

with the letter and spirit of the International Code. 

Dr REZAI (Iran) said that improvement in infant and young child feeding was an effective 

investment in both health and economic terms. Mother and child nutrition were vital for 

physical and mental development. Unfortunately, in most developing countries mortality and 

morbidity rates were still high - diarrhoeal and other communicable diseases and malnutrition 

being the most common causes. The lack of knowledge and information on appropriate health 

measures was also a major problem. The infant nutrition programme in Iran had paid special 

attention to four areas: the encouragement of breast - feeding; the promotion of appropriate 

complementary feeding, using local food resources; promotion of nutrition education programmes 

through the media; and increasing the number of maternal and child health clinics, especially 

in rural areas. 

Dr MASKAY (Nepal) said that infants were precious in all countries, and the high death 

rates in developing countries represented an economic loss to the community. There was an 

urgent need to control population growth in order to conserve national wealth and to ensure 

social justice, but meanwhile it was important that children should be helped to survive 

beyond the first few years of life. Most deaths in early childhood could be attributed to 

malnutrition or undernutrition resulting from recurring illnesses such as diarrhoeal or 

other communicable diseases. In Nepal the problems of undernutrition were being attacked 
through three strategies: by raising the status of women, by making more food available for 
children, and by trying to change the traditional dietary habits of the community. 

In rural areas, breast - feeding was normally the rule. In urban areas, social acceptance 

of breast - feeding was being encouraged through propaganda via the mass media, breast - feeding 
clubs, education by health workers, special baby shows restricted to breast -fed infants, and 

the encouragement of doctors, nurses and prominent women to breast -feed in order to set an 

example to other women. 
Nepal endorsed the Code and was now introducing suitable administrative and legal measures 

to implement its provisions. Commercial advertising of breast -milk substitutes aid distri- 
bution of free samples to the public were prohibited. Each package had to give information 
on date of manufacture, date of expiry, chemical composition of the product, and instructions 
for use, and to be labelled with the statement that for the health of infants breast milk was 
superior to artificial feeding. Marketing of evaporated -milk products in unlabelled 

packages would be penalized. Manufacturers of breast -milk substitutes were not allowed to 
provide financial inducements or sponsor travel fellowships or scholarships, and display of 
their products was not allowed on health facilities premises. 

Dr MTERA (United Republic of Tanzania) likened the Director -General's report to a mirror 
which required Member States to look at themselves, to see how far they had come and how far 
they had still to go. In his country great importance was placed on the Code, since bottle - 
feeding was known to be a killer of babies aid inappropriate marketing of breast milk substi- 
tutes contributed to this. Manufacturers should not be allowed to persuade mothers that 
their products were best, and the Code was an essential means of protecting infants and 
promoting breast - feeding. He hoped that the Director -General would make even greater efforts 
to ensure the protection of children, and expressed wholehearted support for the draft 
resolution. 

Dr КALISA (Zaire) noted with satisfaction the progress in the implementation of the Code 
in many Member States. He asked the Secretariat, or the sponsors, for clarification on 
the last paragraph of the preamble of the draft resolution; since it seemed that almost half 
the Member States had adopted the Code and were implementing it, he thought that the word 
"few" should be changed unless there were a particular reason for using it. Referring to the 
penultimate operative paragraph of the draft resolution, he noted that a comprehensive 
strategy had already been elaborated and was being implemented. He suggested that the 
Director -General be called upon to strengthen the implementation of a comprehensive strategy 
to cooperate with - rather than to "assist" - Member States. Similarly, in the last 
operative paragraph the word "assistance" should be replaced by a more suitable term. 

Dr HAJAR (Yemen) said that until very recently his country had used breast - feeding as 
the basis of child nutrition, with mothers often breast - feeding children from other families 
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as well as their own. With the increase in advertising and importation of breast -milk 

substitutes, however, bottle - feeding had become widespread. In response the Ministry 

of Health, through the maternal and child health services, had commenced activities to promote 

breast -feeding. The International Code had added a new element to the campaign. Other 

sectors were now playing an increasingly important part, particularly with respect to 
restrictions on the issuing of licences for the production of artificial infant foods. 

The training of primary health workers as well as of other categories of health 
personnel included emphasis on child nutrition and the importance of breast -feeding. The 

advertisement of artificial infant foods on radio and television had been banned. Activities 
to combat diarrhoeal diseases were also being carried out, and breast- feeding was considered 

an essential part of the campaign. 

Dr KOOP (United States of America) affirmed the commitment of the United States 

Government to the promotion of sound infant nutrition practices. Increased emphasis was 
being placed in the United States of America on health promotion and disease prevention, and 
the improvement of infant health and nutrition was a major focus of that effort. A recent 

publication - Promoting health preventing disease: objectives for the nation - urged that by 

1990 the proportion of women breast- feeding their babies when discharged from hospital 
should have increased to 75 %, while the proportion of women breast - feeding their babies at 

six months should be increased to 35%, compared with the 1978 figures of 45% and 21% 

respectively. Preliminary data indicated that breast -feeding was increasing in the United 

States in all segments of the population. 
A number of programmes were being implemented to help promote infant health, including 

a major public information programme aimed at high -risk groups and a nationwide tele- 

conference on infant nutrition. The Infant Formula Act passed by Congress in 1980 required 

that infant formulas should meet specific nutritional standards. Quality control regulations 

now required that every batch be tested before reaching the consumer, with repeat tests 

throughout its shelf -life. Extensive analyses had been performed to ensure that products at 

present marketed complied with labelling and nutritional requirements. 

The United States Agency for International Development had provided assistance to 35 

developing countries for projects in three high priority areas: (1) identifying and assisting 
undernourished mothers during pregnancy; (2) identifying and developing food supplements 

for breast - feeding infants during weaning aid oral rehydration therapy in diarrhoea) disease; 

and (3) reversing or preventing the decline in breast -feeding, especially in urban areas. 

USAID had been authorized by the United States Congress to use an additional five million 
dollars of its 1982 funds to encourage improved infant feeding practices. 

Two task forces had been established. The first would study the scientific evidence 

relating to infant and young child feeding; the second would review information on current 

maternal and infant nutrition activities in the United States, and would consider the impact 

of the International Code of Marketing of Breast -milk Substitutes. 

His delegation believed that each Member States should be free to choose how best to 

address the issue of infant feeding and to select realistic targets for the improvement of 

infant health. 

Dr EL- SAYYAD (Egypt) said that his Government was following very closely events in 

relation to infant and young child feeding. The International Code was being applied in 

Egypt. A decree from the Ministry of Health in July 1980 had prohibited advertising of 

breast -milk substitutes in hospitals, clinics, and health units. Their distribution was 

restricted to medical personnel or research workers. 

A law passed in 1980 gave all mothers the right to three months' maternity leave to 

encourage breast -feeding, and up to one year's leave could be given for child care. A 

programme of public information was in operation to promote appropriate infant feeding 

practices and to provide general information on other aspects of child care such as immuniza- 

tion. Women were encouraged to breast -feed and informed about breast -milk substitutes. A 

pamphlet on the oral treatment of dehydration had been issued, and information on the 

composition of breast milk and on foods used in weaning was given to mothers attending 

maternal and child health clinics. Books on infant feeding had been published and distributed 

to women in rural and urban areas. Many WHO and UNICEF publications had been made available 

to the Ministry of Health. 

Studies had shown a higher rate of breast - feeding in rural areas than in urban areas, 

particularly in the poorer strata of society. A study carried out in 1980 had shown the 

percentages for completely natural breast - feeding to be 100% at the time of childbirth, 

98% up to the age of 3 months, 867v up to б months, and 25% up to 30 months. He stressed the 
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risk to which children were exposed through the use of breast -milk substitutes. In the 

Director -General's report mention was made of the presence of N- nitrosamine in some rubber 

products being marketed. Constraints should be imposed on the use of such rubber products, 

in accordance with the International Code. There were difficulties in cleaning teats 

properly, particularly in some developing countries. Moreover, the very existence of the 

bottles and teats encouraged not only the use of bottle - feeding in preference to breast - 

feeding, but also delays in the provision of supplementary foods; the result was infant 

malnutrition and diarrhoea, and deaths at an early age. He therefore supported the 

recommendation that the use of bottle - feeding in the developing countries be limited; it 

might be replaced by the use of spoons or glasses, or it might be possible to manufacture 

easily cleanable utensils that would be a better means of administering substitutes to 

children in concentrated doses. 

He wished to see more emphasis on training and the dissemination of information, 

particularly for doctors, nurses, and all other health personnel, not only during their 

studies but later in their careers. Emphasis must be placed on information for all people 

in the health sector, including gynaecologists and paediatricians, who were well placed to 

encourage women to breast -feed. 

Dr WESTERHOLM (Sweden) congratulated the Director -General and his staff on a very concrete 

and comprehensive report, and stressed the need to implement resolution WHA34.22 concerning the 

International Code. As the report stated, the encouragement of breast -feeding could not be 

carried out in isolation, but had to be seen as part of the family health programme, primary 

health care and maternal and child health. In adopting the International Code the Health 
Assembly had laid down a stepping- stone; in implementing and monitoring the Code, countries 

would lay down further stepping- stones on the road to an overall family health care programme, 

which was an essential element of the strategy for health for all. 

Education regarding infant feeding for both health workers and parents was an example of 

another programme that contributed to the promotion of breast -feeding and, thereby, to the 

health of infants and small children. 

The report rightly stressed the need to develop a monitoring system. Such a system had to 

be worked out at global level with the assistance of WHO, at regional level by the regional 
committees, and at the national level by Member States. Measures taken by governments to 

encourage and facilitate breast -feeding, as well as violations of the principles of the Code, 

should be reported regularly to WHO. 

The report showed that resolutions WHA33.32 and WHA34.22 had already had a worldwide 
impact, and that implementation of the Code had started at both national and regional levels. 

But the report only gave the picture at a certain moment. There was still a long way to go 

before it could be said that the two resolutions had been fully implemented; the trend, 
however, seemed to be the right one. 

The presentation of five different themes seemed to provide a good overview and structure 
that could be repeated, but it should be remembered that the themes could not stand in isolation; 
they had to be considered as an integrated whole. It was to be hoped that when the report on 
the implementation of the International Code was presented at the next Health Assembly there 
would be an even clearer picture of the situation, which would permit detailed analysis of the 

Code as an instrument for strengthening and encouraging breast -feeding, and provide a better 
view of how to carry out its aims and principles. The Swedish and Norwegian delegations 
co- sponsored the draft resolution presented by the delegate of Qatar, and all the Nordic 
countries supported it. 

Dr TARUTIA (Papua New Guinea) welcomed the progress report, and said that his country had 

taken the lead in its endeavour to control breast -milk substitutes and to encourage mothers to 

breast -feed their infants. The Department of Health of Papua New Guinea had a strong breast - 
feeding programme incorporated in its family health programme, particularly in the maternal and 
child health services, as a component of primary health care. Legislation prevented 
indiscriminate sales of bottle -feeds and teats; advertising of breast -milk substitutes was 
forbidden, and feeding bottles were available only on prescription. The International Code 
adopted by the Health Assembly in 1981 had further strengthened his country's line of action. 
Since the introduction of legislation, a remarkable decline of morbidity and mortality from 
infantile diarrhoea had been noted. His delegation was confident that the Code was a 

constructive contribution to the Global Strategy for health for all, and hoped that more 
countries would soon adopt it. 



86 THIRTY -FIFTH WORLD HEALTH ASSEMBLY 

He noted that the Nestle Company, the world's largest seller of artificial infants foods, 
was not supporting the International Code. In Nestle's view the Code, which did not permit them 
to promote their products aggressively, was too restrictive. Instead of fighting the Code 
directly they had pretended to agree to it, but were now trying to rewrite it to suit their 
needs. In March 1982 Nestle had published a document purporting to tell governments, health 
professionals and the public how the Nestle sales staff would implement the Code, but the 
document in fact represented a serious distortion of the Code. Marketing practices prohibited 
by the Code were approved and encouraged in the document. The Code stated that there should be 
no formal advertising; the document stated that brand names should be left out, but that there 
should be general educational advertising. The Code stated that there should be no mothercraft 
nurses; the document approved of mothercraft nurses when requested, and company forms provided 
easy solicitation. The Code prescribed free formula only for a limited number of infants.who 
could not be fed otherwise; the document prescribed free formulas for all infants when 
requested, and company request forms were provided. The Code stated that the company must 
provide full information on the hazards of formula -feeding and on the benefits of breast - 
feeding; the document stated that companies did not have that responsibility - it was up to the 
health workers. The Code stated there should be no commercial pressure on health professionals; 
the document allowed personal gifts, expenses, paid travel and other promotional donations. 
His delegation was convinced that no private sector had the right to amend the Code. 

Professor RENGER (German Democratic Republic) thought that the increased activities of 

WHO in encouraging breast -feeding throughout the world deserved full approval. In the German 
Democratic Republic the infant mortality rate had already reached a low level, and it could 
scarcely be expected to be drastically reduced as a result of an increase in breast -feeding; 
rather, the aim was to minimize specific risk conditions which increased morbidity - for 

example, insufficient resistance to infections, and infantile obesity. Continuous surveillance 
of pregnant women, as well as of mothers and their infants, guaranteed healthy living and 
eating habits. Appropriate breast -milk substitutes were available in adequate amounts. Breast - 
feeding was encouraged through wide -ranging education of families by paediatricians and general 
practitioners. A central group of experts on paediatrics, nutritional physiology, industry and 
trade had proved very effective. 

He drew attention to the vital importance of trace elements in breast -milk substitutes. 
The Indian delegate had underlined the urgent need for research. He would suggest that there 
should be research on trace elements, which were just as important as calories, proteins and 
vitamins. Modern methods of analysis were now available and should be used to control trace 
elements in food, in breast milk, and in breast -milk substitutes. 

Mr Sang Ha HAN (Republic of Korea) expressed his delegation's appreciation of the progress 
report. His Government was making considerable efforts regarding infant and young child feeding 
in accordance with WHO's guiding principles. It had been carrying out a campaign to educate 
the people, particularly mothers, through various associations and societies concerned in this 

field. Health and medical institutes, hospitals, health centres and maternal and child care 
centres were collaborating in the campaign of health education to promote breast -feeding. His 

Government was making every effort to implement the recommendations made at the Thirty- fourth 
World Health Assembly. 

Professor lANZA (Tunisia) said that, in accordance with the decisions of the Thirty - 

fourth World Health Assembly, Tunisia, like other countries, had undertaken a programme to 

implement the International Code. To that end all advertising of breast -milk substitutes of 

whatever kind had been forbidden by a ministerial decision of 18 August 1981. In addition a 

national committee of representatives of different organizations, including women's organizations, 

was at present studying infant feeding in general and, especially, the adaptation of the 

International Code to the national context aid the regulations currently in force. The Ministry 
of Public Health had reduced the range of breast -milk substitutes on the market. A number of 

seminars had been organized at the peripheral level on two main themes: breast- feeding, and 

the prevention of diarrhoea. In addition, a programme of public information, using television, 

was in progress. He urged WHO to hasten the work regarding supervision of the quality of 

infant foods, in accordance with resolution WHA33.32. In fact there was a wide range of 

artificial infant foods on the world market, all of slightly different composition to justify 

their advertisement. His delegation welcomed the work done by WHO in that respect, in 

particular the meeting of experts held in April; he hoped that there would soon be concrete 

results that could be reported to the next Health Assembly. 
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Dr ANNANDALE (Samoa) referring to the statement in paragraph 147 of the report that 

the agriculture department in Samoa had recently developed an infant formula with a high 

local food content, said that that information was out of date. The development of a 

processed infant food was in fact against the policy of the Maternal and Child Health Unit 

of the Health Department. Samoa did not promote the development of a processed marketable 

weaning food and it discouraged the importation of processed baby foods, although there was 

no legislation to control such importation. In 1981 a strong better - infant- feeding 

campaign had been launched emphasizing breast -feeding and use of traditional local weaning 

foods. 

Dr Ridings had asked, at the sixty - seventh session of the Board, if WHO could give 

countries advice on the drafting of legislation to support the International Code, since Samoa 

wished to enact such legislation and, like many developing countries, had difficulties due to 

lack of qualified personnel. In completing a WHO questionnaire on the status of implemen- 

tation of the Code, Samoa had again asked WHO for assistance in drafting suitable legislation. 

Ni response to those requests had yet been received. She wondered if WHO would agree to 

incorporate in the reporting forms on country progress in implementation of the Code a section 

asking for identification of needs, which would be taken up by WHO for action. 

Dr GUERRERO (Colombia) said that his country fully supported the breast - feeding 

programme. To put it into practice, his Government had issued a decree regulating the 

labelling and preparation of breast -milk substitutes and supplements. The manufacturers 
of those products had implemented it in full without any problem, and so the programme 

was proceeding very satisfactorily. For its part, the Ministry of Health had prepared 

guidelines for health care during the prenatal, puerperal and post -natal periods and for 

the subsequent programmes on the growth and development of young children. Activities 
had also been carried out involving doctors, nurses, nutritionists and students of those 

professions, so that they could put the programme into practice more successfully. 

Professor JAКOVLJEVIC (Yugoslavia) shared the views of other delegations about the 

importance of the report, which provided information on action taken in the field of infant 
and young child feeding and on follow -up to the International Code. As Dr Petros- Barvazian 
had indicated, the report did not include all activities because reports had not been 

received from all countries; that situation was serious in that the consequent lack of 

feedback would affect the activities themselves. His own country had meanwhile submitted 
a very comprehensive report including legislation adopted to implement the Code. Although 
the report was already complex, future reports should provide not only data about the efforts 
undertaken by countries to implement the Code, but also information on the evaluation of 
those efforts. His delegation considered the operative paragraphs of the draft resolution 
extremely important and wished to be included among the co- sponsors. 

Dr RWASINE (Rwanda) informed the Committee that the workshop on infant and young child 
feeding, planned as a follow -up to the International Code and mentioned in paragraph 87 of 

the report, had been held from 19 to 24 April 1982. It had been attended by participants 

from the ministries concerned and representatives of WHO and UNICEF. As well as the 
protection and promotion of breast -feeding, the workshop had discussed the improved 
nutrition of mothers and children. The participants had stressed the need to include 
nutrition as a constant component in primary health care activities, to see that nutritional 
aspects were included in all projects of social and economic development, to carry out 
applied nutritional research with a view to increased and rational use of local food 
resources and to provide a practical follow -up to the numerous recommendations of national 

and international conferences, seminars and other meetings. 

The central topic of that workshop had been the International Code adopted by the 
Health Assembly the previous year. The participants had decided that the Code should be 
put into effect in Rwanda by means of appropriate legislation, and had formulated a number 
of suggestions regarding its application in the country, in particular: that the State 
should have the monopoly of the distribution of products covered by the Code to ensure their 
correct use when necessary; that the distributors and tradespeople should be informed of 

the harmful effects of powdered milk and other artificial products; that a clear definition 
should be given of needy cases so as to avoid a generalized use of those products when they 
were not necessary; that powdered milk be imported solely from manufacturers who obeyed 
the Code; that the Code be translated into the language of the country and brought to the 
attention of all those concerned, including the tradespeople; and that the State should 
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review its agreements with donor agencies, such as the Catholic Relief Services, so as to 

prevent the misuse in their food aid programmes of imported products that might modify 
local eating habits and create needs which could not be satisfied. He thought that the 

Code was of inestimable value for countries like Rwanda. He expressed the hope, therefore, 
that WHO would intensify its efforts to promote the application of the Code at country 
level, in particular by providing information and technical and material support through its 
programme coordinators and regional representatives, through active participation in 
discussions at national level with a view to the adoption of legislative and other measures 
and by a wider dissemination among the public and responsible authorities of information 
about the Code and its purpose. Those in charge in countries like his were not always 
familiar with the subtleties of legal language on marketing which was used in the Code. 
They thus sometimes let themselves be convinced by representatives of the baby -food 
industry who were offering ready -made legislative texts as a follow -up on the WHO Code, 
without immediately realizing, due to a lack of time and trained personnel, that those 

texts contained slight, but significant, differences from the text of the Code which the 
Member States of WHO had adopted as a "minimal requirement '. Those multinational concerns 
had powerful means of gaining a hearing in governmental circles which health professionals 
often did not have. The multinationals' interest was in their volume of business; that of 

the health professionals was in the health of the children under their care. 
The report submitted to the next Health Assembly should be more detailed and specific 

on the measures taken by Member States and their effect on the health of infants, so that 
the Health Assembly would be in a position to judge whether the Code needed revision or 
strengthening under resolution WНАЗ4.22. The report submitted by the Director -General for the 

present discussion did not reveal how many States had really incorporated the WHO Code into 
their legislation, nor the scope of the other measures or codes that were mentioned. Had 

certain States adopted the less severe, consequently less effective, codes for protecting 
breast -feeding, codes which had been suggested to them by industries? He paid tribute to 

the very useful work which UNICEF and nongovernmental organizations were doing in the field 
of infant feeding and the application of the International Code. WHO and the national 
authorities should increase their collaboration with those organizations, the importance of 
whose role was clear from resolution WHA34.22 and the Code itself. 

Dr CHRISTMAS (New Zealand) supported the objectives of resolution WНАЗЗ.32, namely, to 

promote breast - feeding, and to improve infant and young child feeding, and confirmed that, as 

stated in paragraph 143 of the report, meetings had been held in New Zealand with local 

manufacturers of breast -milk substitutes. In cooperation with the Health Department, a 

voluntary code based on the International Code had been drawn up. Hospitals and district 

health offices had been informed of the recommendations of the WHO/UNICEF Meeting on Infant 

and Young Child Feeding and the adoption of the International Code. The Health Department 

would continue to recommend and promote programmes for the support of breast - feeding, which 

most mothers would in any case adopt. 

But breast -feeding, though desirable, was not a merely mechanistic process. Some young 
mothers might have difficulty in breast -feeding, especially in the four to six weeks after 
discharge from hospital; those mothers would need support and help. It was obvious that 
adequately trained personnel were essential. The involvement of nurses was vital, since 
it was they who made the chief contribution to child and infant health surveillance. 
Adequate training in breast -feeding management, including knowledge of the sociocultural 
factors involved, must be emphasized in training nurses aid other health personnel engaged in 

midwifery, maternity and home nursing, and all primary health care programmes concerned with 

community health. Where training and services had not yet been established, trained nurses 
with knowledge of breast -feeding management and infant nutritional care could be used as 

tutors, supervisors aid team leaders, and should be regarded as essential factors in the 

primary health care service. He congratulated the Director -General on his report and 
commended the progress made by Member States in the development of strategies for the 

promotion of breast -feeding. 

Dr COELHO (Portugal) expressed his satisfaction with the progress made. But since there 
was no information in the report on the implementation of the Code in Portugal, he wished to 
inform the Committee that the Portuguese health authorities were doing their best to comply 
with the resolutions and recommendations of the Health Assembly, in view of the importance 
that they had always attached to infant and young child feeding. The systematic effort to 

encourage breast - feeding through the health services, schools of medicine and in scientific 
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associations had been intensified in recent years. Among the activities undertaken he would 

mention the multisectoral and multidisciplinary courses and workshops, organized with the 

participation inter alia of health experts, nongovernmental organizations, and industry; 

epidemiological studies, some carried out with the support of WHO and the Latin- American 

Paediatric Association; and modifications to the law concerning maternity leave, which 

extended the period of release from work, and increased allowances for breast -feeding. 

Training and dissemination of information had also been improved. For example, changes had 

been made in the curricula for paediatric education in medical schools; awareness on the part 

of nurse -training departments was being promoted; material arid books for health staff were 
being published in increasing quantities, and national programmes for the in- service training 

of professional health staff were in preparation. A health education programme for the 

general public and for certain groups such as teachers and expectant mothers was being prepared. 

With regard to the marketing of breast -milk substitutes, he could report that the 

International Code, as approved by the Thirty -fourth World Health Assembly, had been adopted 

by Portugal as a code of ethics, to take effect from 1 November 1981. To make the Code 

known and monitor its application, a standing committee, composed of representatives of the 

health services, scientific associations, professional associations and industry, had been 

established. In spite of some difficulties, a preliminary evaluation, carried out in 

April 1982, had shown that the objectives had in general been achieved. His delegation wished 

to be included among the co- sponsors of the draft resolution. 

Dr YAMAMOTO (Japan) stated that his Government, in accordance with resolution WHA27.43 of 

1974, had been supporting local authorities in the promotion of breast - feeding in collaboration 

with nongovernmental bodies. The value, significance and techniques of breast -feeding had 

been strongly advocated in the guidance given to pregnant women and mothers and to teaching 

staff and in the pamphlets and books that had been prepared and distributed. Since 1974, no 

distribution of free samples of breast -milk substitutes was permitted in hospitals or maternity 

clinics. Since 1975 the Government had required producing companies to state, on the 

packaging of their products, that breast -feeding was better than breast -milk substitutes, and 

that the latter should be used only on the advice of a health professional. Breast -milk 

substitutes could not be advertised in the media. As a result breast -feeding had increased 

in Japan: the proportion of infants of under two months being breast -fed had increased by 

14 %, between 1970 and 1980, to represent 46% of the whole group. 

Dr SIККEL (Netherlands) expressed his satisfaction with the progress report and the 

activities developed at global, regional and national levels as follow -up to the Code. 

Activities in the Netherlands were described in paragraphs 118 and 119. He would add, 

however, that, as in Fiji and Nepal, nursing mothers in the Netherlands also had a very 

efficient club system. That a doctor should recommend breast -feeding was a wholly good 

thing, but when nursing mothers told each other that breast -feeding was good, the effect could 
be even greater. 

Dr RINCHINDORJ (Mongolia) commended the report, which gave a clear account not only of 

what steps different countries had taken but also of the support WHO had provided in 

coordination and finance. The extensive activities of Member States testified to the 

importance of infant and young child feeding, as did the validity and relevance of the 

resolutions taken by the Health Assembly and its adoption of the Code. He hoped that the 

Director -General's report to the Thirty -sixth World Health Assembly in 1983 would give even 
greater enlightenment and be more systematically compiled. It would be interesting to know, 

for instance, what new steps had been taken in the individual countries. After the adoption 
of the International Code, his own country had reviewed its legislation. Quality control of 

breast -milk substitutes had been carried out, and particular attention was paid to maternal 
health, so that mothers would be able to breast -feed children. Two months' paid leave 
were granted after every birth, which could be extended to one year, either unpaid or 
partially paid. Mothers at work or studying were given leave for the purpose of breast - 
feeding their children. There was thus every incentive for breast -feeding. His country was 
making great efforts to progress, and regarded health education as an important facet of such 
efforts. 

Dr RODRIGUES CABRAL (Mozambique) joined previous speakers in expressing his appreciation 
of the report for the account it gave of the action being taken both by WHO and by Member 
States. At the same time he hoped that more concrete, country -based reports would be 
available in the following year. 
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In Mozambique the importance of breast -feeding had been realized some years previously, 
and action had already been undertaken before Mozambique adopted the Code in 1981. 

Paragraph 86 of the report described what had been done and the case -studies, mentioned in 
paragraph 154, would supply more detail. Last year, at the thirty -first session of the 
Regional Committee for Africa, Mozambique had learned of the intention of the Regional Office 
for Africa to set up a network of laboratories for quality control of infant foods and his 
Government had expressed willingness to help, offering the services of the national food and 

water hygiene laboratory. 

Dr ONDAYE (Congo) said that infant feeding being a matter of great concern to his country, 
his delegation was particularly interested to learn from the progress report what action other 
Member States were taking to follow up the adoption of the International Code, which had been 
adopted by his country in the previous year. 

Many countries had organized seminars and other activities on the problems created by 
bottle - feeding, with the object of proposing measures at national level; his delegation 
welcomed such activity. However, they deplored the fact that only a few Member States 
appeared to have adopted a national code or enacted similar measures in response to 

resolution WHA34.22, by which the International Code had been adopted almost unanimously. 
This was regrettable, but understandable, as in most countries health ministries were over- 
worked and lacked legal expertise in marketing. The lack of clear and comprehensive 
national provisions on the marketing of breast -milk substitutes and the promotion of breast - 
feeding might seem to encourage certain practices condemned by the Code. Through lack of 
national legislation, countries might fall prey to the multinational corporations which were 
proposing to governments for enactment interpretations of the Code that seemed likely to serve 
their own interests rather than those of health. It was important to remember that the Code 

had been adopted as a minimum worldwide standard and that under Article 11.3, manufacturers 
had to abide by it, even in the absence of national legislation. He suggested that a system 

to monitor the implementation of the Code should be set up, within WHO so that it would 

function objectively and independently. That monitoring would be indispensable to the 

Director -General in evaluating the impact of the Code and reporting on it. 

In reply to the delegate of Zaire on the number of countries that had adopted the Code - 

described as "few" in the fifth preambular paragraph of the draft resolution - he explained 

that the intention of the co- sponsors was to arouse the interest of Member States. Only a 

few States had both adopted the International Code and implemented it completely. Many had 

adopted it and even implemented it, sometimes in accordance with their own desires, but 

often in an interpretation that protected, not child health, but the profits of firms or 

countries which produced breast -milk substitutes. It could do no harm to recognize the fact, 

particularly if countries were thus enabled to make a new and better start to promote the 

welfare of their peoples, and especially of their children. The Director -General was 

requested to design and implement a comprehensive strategy to assist Member States; that did 

not entail taking decisions on the Code or enforcing its implementation but only, as the 

delegate of Zaire had more clearly said, formulating and coordinating, within the framework 
of cooperation, a comprehensive plan of action which would permit efficient monitoring of the 

application of the Code, above all in the interests of children, who, all over the world, 

were the victims of the multinational corporations. 

Dr DIXON (Australia) expressed his satisfaction with the interesting report, and the 

progress they had made. 
His own country was taking steps to implement resolution WHA34.22. There had been for 

some years past an increase in the popularity of breast -feeding, which could be ascribed only 

to changes in community attitudes. These had most probably been brought about by pressure 
from the nursing profession and various nongovernmental organizations, such as women's groups, 

which had formed societies for the encouragement of breast -feeding. The changes had been 
further helped and supported by articles in women's magazines. 

Paragraph 39 of the report referred to the priority to be given to theproblem of milk 
insufficiency. If mothers had no milk, babies suffered. Mothers must therefore have 
accurate information on breast -feeding management and weaning, and that information must be 
freely available to all those interested - mainly the nursing profession,-ofrourse, but also 
friends and relatives. It was therefore important that guidelines should-be prepared as a 

matter of high priority and that they should be widely distributed. 

Dr AL -SAIF (Kuwait) joined previous speakers in expressing his satisfaction with the 

report. 
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Kuwait had begun to apply the Code to protect mothers and encourage breast -feeding. 

The importance of breast -feeding was being stressed in the media. No advertising of breast - 

milk substitutes was permitted. Constant contact was maintained with the Regional Office. 

His Government intended to pursue its efforts and hoped that all other Member States would 

also appreciate the importance of continuing theirs. 

Dr MAYNARD (Trinidad and Tobago) expressed her delegation's appreciation of WHO's 

valuable work in the field of infant and young child feeding. Her country's efforts were 

described in paragraphs 17 and 100 of the report. As a result of the workshop on strategies 

to promote successful breast -feeding (October 1981), organized by the Ministry of Health and 

Environment, in collaboration with the Caribbean Food arid Nutrition Institute and РАНО, 

guidelines for professional standards in advertising, product information and advisory 

services for infant formula products had been formulated and submitted for approval. 

Regarding the nutritional value and safety of products specifically intended for infant 
and young child feeding, she asked what progress had been made with the studies of the 

changes that occurred under various climatic conditions, requested of the Director -General 

under resolution WНАЗ4.23, paragraph 1 and mentioned in paragraph 157. The subject was of 

particular interest to her delegation in view of their country's hot climate and inability to 

perform sophisticated laboratory tests for itself. 

Dr KLIVAROVA (Czechoslovakia) stated that her delegation endorsed the Director -General's 

report arid the draft resolution. 

She would only add that efforts were being made in her country also to promote breast - 

feeding. For cases where breast -milk substitutes had to be used, there were already 

scientifically -based recommended methods for artificial feeding and State standards, with 

which ̀.such substitutes had to comply. Products specifically intended for infants were 

subject to quality control already, and so it seemed that additional regulatory measures were 

unnecessary. The health education of women to promote breast -feeding could, of course, 

always�beintensified. In her country, working women were granted six months' maternity 

leave on 90% of salary. A woman who wished to stay at home to look after her children up to 

the age of two years had the right to do so and return to the same job afterwards. In this 

way, Czechoslovakia offered women every incentive to breast -feed their children. 

Dr MARUPING (Lesotho) joined previous speakers in expressing appreciation of the progress 

report 
Lesotho had embarked on the development of a national code on the marketing of breast - 

milk substitutes based on the draft International Code even before this Code was adopted by 

the Health Assembly. The national code was now well under way to completion; it was 

intended, inter alia, to encourage breast -feeding and good weaning practices. As part of the 

preparatory process, national workshops had been set up, followed by peripheral workshops 

to ascertain the views of field workers before the code was finally formulated. The scope of 

the code had been broadened to include longer paid maternity leave for women who had children 
at intervals of more than three years, in order to promote child -spacing. Information on 
different local foods for weaning children was being disseminated. At the same time, 

unfortunately, international manufacturers of infant foods were offering their personnel to 

instruct doctors and nurses in the proper use of their products. That could not be 
tolerated in Lesotho, since it encouraged in health professionals a positive attitude to 

breast -milk substitutes. The manufacturers' personnel undertook to function within their 
interpretation of the International Code until Lesotho had its own. But as delegates well 
knew, one major manufacturer's interpretation had a number of loopholes. International 
pressure on manufacturers to respect the Code must be increased. Lesotho appreciated the 
support of nongovernmental organizations in curbing and exposing practices of the wrong kind. 
Her delegation recommended thátwlO should continue its collaboration with those organizations. 

Dr ATANGANA (United Republic of Cameroon), expressing his satisfaction with the report, 
informed the Committee that the adoption of the International Code by the Thirty - fourth World 
Health Assembly had been greeted with enthusiasm by all those in his country who were aware of 
the evil effects of the trend towards almost universal artificial feeding, especially in 

urban areas. The Ministry of Public Health had been instructed by the highest level of 
Government to take the necessary practical action to implement the Code. The task was 
proving difficult owing to the number of different sectors involved and the resistance offered 
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by urban families. However, the Ministry was pursuing its efforts, convinced as it was of the 
relevance of the Code, as a preventive measure, to the primary health care approach. 

Conviction, however, was not enough to produce easily acceptable and workable legislative 
provisions. Pamphlets accompanying imported breast -milk substitutes and containing inter- 
pretations of the Code, the accuracy of which could not be guaranteed, were passing from hand 
to hand and many organizations with powerful means of communication at their disposal were 
disseminating their own contestable versions of the Code. Legislation was needed to implement 
the Code and to enable health authorities to combat the influx of information likely to distort 
the problem in the minds both of mothers and of the members of the health professions. His 
Government had approached the Regional Office on the subject but the Regional Office's 
response had accidentally proved ineffective. He therefore suggested that the Director -General 
be requested to prepare model legislation that could be adapted by each country to its own 
circumstances. That would be a cheaper way of assisting Member States than cooperating with 
each one individually. 

Dr BRAGA (Brazil) said that his country had been involved in all phases of the 
elaboration of the International Code. It fully supported the standards required by the 

Code, as well as the help that it would provide for countries afflicted by the problem of infant 
mortality, particularly that resulting from rotavirus diarrhoeal diseases. Brazil was 
establishing an intensive nationwide programme which would involve both the public and private 
sectors as well as associations concerned with women's affairs. The effort to promote 
breast - feeding was developing in parallel with a growing national awareness that women had a 

right to natural childbirth. Approximately 70% of Brazilian infants were breast -fed; 
notwithstanding spreading urbanization the family remained the basic unit of Brazilian 
society. 

Mr TARWOTJO (Indonesia) said that his country considered that food constituted one of 

the essential elements for the life and growth of the nation; it therefore accorded a high 
priority to food and nutritional programmes in the national development plan. 

Indonesia's current national food and nutrition policy emphasized the need for improvement 
of the nutritional status of the population, particularly infants, young children, pregnant 
women and nursing mothers. In that connexion, a large -scale nutrition programme was in 

process of implementation and it had been decided that the promotion of breast -feeding should 
be one of the principal modules of nutrition education. Studies on breast - feeding practices 
were being undertaken in Indonesia and their findings would make a substantial contribution 
to the design of more effective intervention programmes. 

Current studies in Indonesia indicated that more than 95% of women breast -fed for more 

than one year, though there were indications of a decline in the practice, particularly in 

the urban areas. A further decline might result from the rapid growth of industry and 
communications. To counter that possibility, his Government had established an intersectoral 
committee in 1980 to formulate regulations on the marketing of breast -milk substitutes. The 

draft of those regulations was currently being reviewed in order to bring it into line with 
the International Code, and it was hoped that comprehensive regulations could be put into 

effect during the current year. 

Mr lEARN (Canada) said that his Government supported breast -feeding as the ideal method 

for infant nutrition and was in contact with the provincial authorities with a view to 

coordinating efforts to encourage the practice. 

r 
Dr OLGUIN (Argentina) said that his delegation supported the draft resolution. 

In Argentina there had always been a programme for the protection of mothers and children 
at the national, provincial, municipal and community levels and it had enjoyed the virtually 
uninterrupted support of PAHO. That programme included the promotion of breast - feeding both 
as a matter of national food and nutrition policy and as a natural response to recognized 
human, biological and social needs and a fundamental element in the development of the child. 
Activities under the programme had stressed health education for pregnant women, young mothers 
and the family unit and had been designed to encourage acceptance by the community of the 

practice of breast -feeding. There had been a trend towards the use of substitutes but recent 
epidemiological studies at the local level had indicated a reversal of that trend. That 
aspect would be explored further in a projected epidemiological study to be pursued in 
collaboration with PAHO. Among the factors bearing on breast - feeding was the nutrition of 
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mothers and, in that connexion, a social experiment was being undertaken which would provide 

200 000 mothers with powdered milk at the rate of 2 kg per month as a dietary supplement. 

National legislation also contained special provisions for working mothers covering such 

matters as holidays, hours of work and the provision of facilities for breast - feeding at the 

place of work. 
In cases of hypogalactia and agalactia it was often necessary to have recourse to 

substitutes, and in such cases Argentine legislation set standards which must be met by those 

substitutes. 

The International Code represented an important advance and the possibility of harmonizing 

the existing national legislation and standards with its provisions was currently under study 

by a national commission on which both the public and private sectors were represented. 

Professor HAVLOVIC (Austria) said that the health of mother and child was promoted in 

Austria by special administrative measures included in what was known as the passport to 

mother and child health, the guiding principle of which was to contribute to the improvement 

of primary health care for every mother and child. Related social support systems were 

available for working mothers with a child under one year of age; information and education 

on infant feeding were integral parts of the health passport. 

The International Code had been passed by the Federal Government to the health service 

authorities of the states for appropriate action. Both regional and local health authorities 

in the states were intensifying their activities for the promotion of breast - feeding and 

education in infant feeding, including the use of breast -milk substitutes, in hospitals, 

clinics and health centres. Such activities were consistent with those carried out under the 

passport to mother and child health. The marketing and distribution of breast -milk substi- 

tutes was governed by a voluntary agreement between the Federal Ministry of Health and industry. 

Mrs PHILLIPS (United Nations Children's Fund) thanked the Government of Italy for its 

generous financial support and for its offer of technical assistance for the joint WHO/UNICEF 

programme on health and nutrition. 

The joint effort outlined in the report comprised positive actions but only time and 

careful monitoring would measure actual achievements. A document similar to that report was 

currently being discussed by the Executive Board of UNICEF and was regarded as a common 

WHO/UNICEF progress report on a joint effort. The national, regional and global efforts 

outlined in the report before the Committee were clear illustrations of the close cooperation 

between the two agencies. The UNICEF publication entitled "Breast- feeding and Health" 

(Issue 55/56 of Assignment Children) was relevant to the item under consideration and was 

available to delegates. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) thanked the many speakers who had 

offered additional valuable information regarding their activities and comments on a wide range 

of subjects relevant to the item under discussion, and assured them that the Director -General 

would take that information into account in preparing further reports on the subject. 

The delegate of Greece had asked about the integration of the various activities 

affecting the nutritional status of children, with particular reference to diarrhoeal diseases. 

The relationship between diarrhoeal diseases and breast - feeding had been referred to in a 

number of country examples, particularly be delegates of Yemen and the United States of 

America. The main integrated activities and interrelationships were to be seen at the field 

level in so far as programmes concerned the improvement of child health and nutrition as a 

whole at the family and community levels. At various levels of the Organization activities 

under the programmes for nutrition, maternal and child health including family planning, and 

diarrhoeal diseases control were closely linked and coordinated. In a sense there was a 

two -way traffic between breast - feeding and diarrhoeal diseases programmes, representing both 

collaboration and joint activities. For example, there was a close relationship between 
diarrhoeal diseases and child care practices for their prevention and control. One of the 

purposes behind the programmes for surveillance and promotion of breast - feeding in related 

workshops and action programmes at the country level was to prevent diarrhoea in early 

infancy with its well -known consequences in young infants, through promotion of breast - 

feeding. The same was true of all other related programmes comprising the main components 

of primary health care. A similar collaboration existed in the research, training and 

evaluation aspects of other related programmes. For example, in the case of the auditing 

mechanisms developed by the WHO Expanded Programme on Immunization for the country -level 

evaluation of immunization programmes, among the questions regarding the number of children 
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who had been immunized against the six immunizable diseases were questions in relation to the 
nutritional status of children, including the breast - feeding patterns. There was thus 
automatically an integrated response to the real need to safeguard the health of the child as 
an individual and in the family context. She agreed with the delegate of Sweden that the 
five themes dealt with separately in parts II -VI of the report were in fact closely related 
and should be viewed as an integrated whole. 

In reply to the delegate of India, who had referred to reporting procedures under the 
International Code, she referred to resolution WHA34.22, paragraph 3, which stipulated that 
the follow -up to and review of the implementation of that resolution should be undertaken by 
regional committees, the Executive Board and the Health Assembly in the spirit of resolution 
WНА33.17. Reports on important issues would therefore be generated from the country level 
and would be reported to regional committees and thence to the World Health Assembly. 

In reply to the delegate of Zaire, she said that the elucidation of points concerning 
the draft resolution was a matter for the sponsors and not the Secretariat. 

She wished to assure the delegate of Samoa, who had raised the question of support for 
the development of local legislation, that the Director -General was of course ready to provide 
such support on request by governments. 

The delegate of Rwanda had said that some of the information from countries, particularly 
on the subject of part VI of the report, on marketing and distribution of breast -milk 
substitutes, was neither clear nor complete. WHO was aware of that but could only report such 
information as was available to it and could not attempt to elaborate or interpret that 
information. It was hoped however that governments would make further information available 
in time to be reported to the next World Health Assembly in May 1983. 

Dr BEHAR (Nutrition), replying to the delegate of Trinidad and Tobago who had inquired 
what action had been taken on paragraph 1 of resolution WHA34.23, said that the Director -General 
had held consultations in October 1981 with food technology experts in nutrition, toxicology 
and bacteriology from both developed and developing countries. The purpose of the 
consultations had been to ascertain what was actually known about the problem of changes that 
occurred over a period of time under various climatic conditions; the sources from which 
information that was not readily available could be obtained; and how to develop a model 
protocol for international studies on the issue. Pursuant to those recommendations, the 
Organization was making a survey of a large number of countries representing a wide range of 
climatic conditions in regard to storage conditions, marketing practices and the possibility 
of deterioration. An in -depth study in a few selected countries was also planned; actual 
conditions in those countries would be investigated and a report would be submitted to the 
appropriate bodies for consideration and further action. 

Dr SHUBBER (Office of the Legal Counsel), replying to the delegate of the United Republic 
of Cameroon regarding the need for model legislation, said that WHO, in collaboration with 
the Commonwealth Secretariat, would shortly organize a workshop to review such a model. The 
idea had been mooted a few months earlier as it had been felt that such a model would be a 

useful instrument in helping WHO and Member States to implement the International Code. The 
model legislation would constitute a framework for national legislation. It would not in 
itself be sufficient, because Member States had many different legal systems. In that 
connexion, WHO intended to follow up the workshop with country projects in which legal experts 
and technicians would assist in connexion with the adaptation of such a model to the 

constitutional characteristics and legislative needs of individual Member States. Similar 
action would be taken through regional offices for countries not covered in that exercise. 

The Organization appreciated the importance attached by delegates to national legislation 
so far as the implementation and monitoring of the Code was concerned; it would welcome the 
opportunity to assist Member States when requested to do so. 

Dr BORGONO (Chile) said that the draft resolution before the Committee was very similar 
in content to the resolution which had been adopted the previous year. It would be more 

appropriate to adopt a decision than a resolution. 

Mr AL- MAWLAWI (Qatar), speaking on behalf of the sponsors of the draft resolution, 

confirmed the explanation given by the delegate of the Congo of the meaning of the fifth 

preambular paragraph, adding that approximately 80 nations had indeed taken some action, 

though few had finalized legislation that conformed closely to the International Code. It 
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was for that reason that the sponsors considered that a comprehensive programme of action was 
needed to help Member States to implement resolution WHA34.22. The action taken by the 
Director -General so far could not be regarded as a comprehensive strategy. The use of the 

Word "assist" in the second operative paragraph accorded with the wording of Article 2 of 
WHO's Constitution. 

(For continuation, see summary record of the eighth meeting, section 3.) 

The meeting rose at 18h05. 



EIGHTH MEETING 

Wednesday, 12 May 1982, at 9h00 

Chairman: Professor 0. OZTURК (Turkey) 

1. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (continued from the seventh 
meeting, section 1) 

The CHAIRMAN drew attention to the following draft decision: 

The Thirty -fifth World Health Assembly, having reviewed the report on the 
action programme on essential drugs prepared by the Executive Board Ad Hoc 
Committee on Drug Policies on behalf of the Executive Board, noted that the 
proposals contained in it were in conformity with resolutions WHA31.32 and 
WHA32.41, and requested the Director -General to take all the necessary measures 
to ensure that the action programme on essential drugs would be carried out along 
the lines mentioned in the report, taking into account the deliberations of 
Committee A. 

Dr WESTERHOLM (Sweden) said that the question of essential drugs was so important that 
the decision should be strengthened in order to reflect more clearly the Committee's 
discussions. The delegations of Algeria, the Netherlands, the Nordic countries, Samoa and 
Switzerland had been preparing a draft resolution. She proposed that discussion be postponed 
until the draft resolution had been circulated. 

The CHAIRMAN suggested that a drafting group should meet to finalize a text and that 
discussion be postponed until that text had been circulated. 

It was so agreed. (See summary record of the eleventh meeting, section 3.) 

2. SECOND REPORT OF COMMITTEE A (Document А35/7) 

Mr IBOUNBA (Gabon), Rapporteur, read out the draft second report of the Committee 
(document А35/37). 

The report was adopted (see document А35/1982/REC/2). 

3. INFANT AND YOUNG CHILD FEEDING: Item 24 of the Agenda (Resolution WHA33.32, 
paragraph 6(7); Document А35/8) (continued from the seventh meeting, section 2) 

The CHAIRMAN invited further comments on the draft resolution introduced at the seventh 
meeting. 

Professor SOPRUNOV (Union of Soviet Socialist Republics) supported the draft 

resolution and hoped it would be implemented. Breast milk was the best food for infants and 
it was therefore important that the feeding mother should be healthy, not overworked, should 
have a proper diet and should not be fearful for her life or the life of her child. He hoped 
that the conditions for optimum motherhood could be created for all peoples and that 

breast - feeding would become generally accepted. 

- 96 - 
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Dr TERCERO -TALAVERA (Nicaragua) commended the Director -General's progress report and 

expressed his delegation's full support for the draft resolution, which complemented the 

decision taken at the Thirty- fourth World Health Assembly. 

The Government of Nicaragua had from the outset accorded a high priority to Health 

Assembly resolutions on infant and young child feeding because it believed that breast -feeding 

was an important aspect of proper infant development and was crucial if infant mortality rates 

were to be reduced. An interministerial committee had been set up to promote breast -feeding, 

involving the Ministries of Health, Planning, Culture, Education, Labour and Social Welfare 
and the National Council for Health. That had led to the establishment of a breast - feeding 

programme. The different ministries involved had undertaken various promotion activities 

and the subject had been incorporated in education curricula. The Ministry of Labour and the 

trade unions were working to ensure suitable labour conditions that would permit mothers to 

feed their infants. Regional committees for the promotion of breast -feeding had been 

established in 1981 and since then 18 workshops and an International Breast - feeding Day had 
been organized. In March 1982 social security legislation had established the right of 

women to breast -feed their children by providing for additional postnatal maternity leave 

raising the minimum to eight weeks. A number of workshops, symposia, etc., were planned for 

1982. A three -year publicity campaign using press, radio and television was being planned to 

lend further support to the programme. His delegation felt that his Government was properly 

implementing a programme that was essential for the well -being of the children of the world. 

Dr WALSH (Ireland) said that while his delegation would like to support the draft 
resolution and appreciated the importance of pressing ahead with the matter, the fifth 

preambular paragraph, which noted that few Member States had adopted and adhered to the 

International Code, was less than fair to those countries that had done a great deal in the 
short time since the adoption of resolution WHА34.22. 

He suggested that in the first operative paragraph the words "and other measures" should 
be replaced by the words "or other measures ". That amendment would bring the wording into 
line with that used in resolution WHA34.22. He affirmed his delegation's support of the 
concept of an International Code of Marketing. 

Dr REZAI (Iran) expressed agreement with the views of previous speakers, in particular 
the delegate of Qatar. He supported the draft resolution. 

Mr AL- MAWLAWI (Qatar) said that his delegation and the other sponsors of the draft 

resolution had welcomed the encouraging comments and support expressed by many delegates. 
There appeared to be unanimous acceptance of the substance of the draft resolution. The 

sponsors of the resolution wished to propose a few changes in the wording to reflect the 
concerns of delegations and to dispel any doubts about the true intention of the resolution. 
He stressed that the amendments were not substantive changes but were proposed with the aim of 
clarifying the text. 

He proposed that in the preamble a reference to resolution WHA33.32 be added to underline 
the wide -ranging scope of the issue. The first paragraph would thus read: 

"Recalling resolution WHA33.32 on infant and young child feeding; ". 

He proposed that the first word of the original first preambular paragraph (which would 

become the second) be changed from "Recalling" to "Conscious ". In the last preambular 

paragraph the words "Noting that few Member States" should be replaced by the words "Noting 

that while many Member States have taken some measures relating to improving infant and young 
child feeding, few Member States ". 

In the first operative paragraph, the words "and other measures" should be replaced by 

the words "or other suitable measures ". 

The second operative paragraph should be amended to read: 

"2. REQUESTS the Director -General to design and coordinate a programme of action to 

support Member States in their efforts to implement and monitor the Code and its 

effectiveness; ". 

In the last operative paragraph, the word "assistance" should be replaced by "support" 
and the words "in ensuring" should be replaced by "to ensure ". 
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Dr ANNANDALE (Samoa) supported the proposed amendments. Her delegation wished to 

propose that in the second preambular paragraph the words "artificial feeding of infants 
results in greater incidence of malnutrition and infant disease" be replaced by the words 

"inappropriate feeding practices of infants result in greater incidence of infant mortality, 
malnutrition and disease ", which more accurately reflected the actual situation. Her 
delegation would have no reservation in supporting the draft resolution with the proposed 
amendments. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) expressed appreciation 
to the sponsors of the draft resolution for tabling their amendments, which were leading to 
the development of a version that could be unanimously approved. However, he proposed that 
a decision be postponed until the amendments had been circulated in writing. 

The CHAIRMAN indicated that the amendments would be so circulated. 

Dr КALISA (Zaire) thanked the delegate of Qatar and the other sponsors. The draft 
resolution as amended had a much more optimistic tone and his delegation would support it. 

Dr CORNAZ (Switzerland) also expressed appreciation of the amendments. 
She proposed the addition of the following operative paragraph, the purpose of which was 

to reflect more clearly the situation so that appropriate steps could be taken: 

"REQUESTS the Director -General to undertake, in collaboration with Member 
States, prospective surveys, including statistical data on infant and young child 
feeding practices in the various countries, particularly with regard to the 
incidence and duration of breast -feeding." 

Dr SHUBBER (Office of the Legal Counsel) believed it would be useful to give some 
clarification with regard to the fourth preambular paragraph of the draft resolution under 
consideration. The wording of that paragraph might give the impression that the aim of the 
International Code of Marketing of Breast -milk Substitutes was to regulate marketing practices 
relating to breast -milk substitutes. 

The aim of the International Code, as set out in its Article 1, was to contribute to the 
provision of safe and adequate nutrition for infants, by the protection and promotion of 
breast -feeding, and by ensuring the proper use of breast -milk substitutes when necessary. 
The scope of the Code, as set out in Article 2, provided that the Code should be applied to 
the marketing of breast -milk substitutes and practices related thereto. Consequently, 
regulation of such marketing practices was intended to be one of the results to be achieved by 
the Code, rather than being specified as its aim. 

Miss LOWE (United States of America) believed that, since virtually all delegates 
participating in the discussion had commended the preliminary report submitted, there would 
appear to be no necessity at the present time for any new resolution on the matter, 
particularly since a further report on implementation would be due the following year and 
since many delegations had referred to the possibility of the introduction of new legislation 
in the matter. She therefore concurred with the viewpoint expressed by the delegate of 
Chile, to the effect that the Committee should note the report, together with the comments and 
approval expressed. 

However, should the Committee maintain that a specific draft resolution was necessary, 
her delegation also would wish to submit a number of amendments, and she would hope that a 

drafting group could be set up once the amendments already made had been circulated. 

Following some procedural discussion, the CHAIRMAN said that further consideration of 

the draft resolution could be deferred until all the amendments suggested at the present 
meeting had been made available in writing. Consideration of the need for a drafting group 
could also be postponed until there had been a discussion on the amended text. 

It was so agreed. 

(For continuation, see summary record of the eleventh meeting, section 2.) 
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4. DIARRHOEAL DISEASES CONTROL PROGRAMME (PROGRESS AND EVALUATION REPORT): Item 25 of 

the Agenda (Resolutions WHA31.44, para. 6, and EB69.R6; Document EB69/1982/REC/1, Annex 2) 

Dr ORADEAN (representative of the Executive Board), introducing the item, said that the 

progress report submitted by the Director -General to the sixty -ninth session of the Executive 

Board (document EB69/1982/REC/1, Annex 2) had described the significant progress made by the 

programme. A number of countries had started diarrhoeal disease control programmes, with 

WHO assistance in the key areas of planning, training and evaluation. At the same time, 

both applied and biomedical research were being supported, in order the better to implement 

available technologies and control strategies and to develop new tools for control, such as 

improved vaccines and drugs. The availability of a simple technology, oral rehydration 

therapy, could result in dramatic reductions in childhood mortality in the relatively near 

future. However, the development of satisfactory methods of delivering such technology 

through the primary health care approach would require increased programme activities, which 

in turn would depend on increased resource support. Continued close collaboration of the 

programme with UNICEF, UNDP, the World Bank and nongovernmental organizations was envisaged. 

The Board had recognized the importance of diarrhoeal disease as a leading cause of 

childhood mortality and morbidity, and had stressed the value of the diarrhoeal diseases 

control programme since it included a set of effective responses to that global public health 

problem. Oral rehydration therapy had appeared to the Board to be a particularly suitable 

entry point for primary health care, since it was a service the benefit of which could be 

quickly seen and which did not require an extensive support technology, such as a cold chain, 

for instance. The emphasis being placed by WHO on management training to ensure sound 

planning and evaluation of national programmes had been considered essential, particularly 

as it was increasingly being offered as a part of primary health care training, along with 

immunization and other related activities. It had been noted that some technical training, 

particularly in clinical management of childhood diarrhoea, was also being provided through 

regional and national training centres. The Board was satisfied with the balance being 

maintained between the health services component of the programme and the research component, 

and felt that those two components would continue to be complementary. 

The Executive Board had pointed out that cholera remained an important problem, and that 

there was a need to intensify both control activities and research efforts to develop improved 

vaccines. 

The Board had expressed concern that adequate quantities of oral rehydration salts might 
not be available to meet needs, particularly since the number of countries with well -defined 

targets was rapidly increasing. The Board had been informed that UNICEF had hitherto been 
the principal supplier of packets of oral rehydration salts, and that it was planning to 

continue its support in that area, in addition to which cooperation was being increased with 

some industrialized countries able to provide packets on a bilateral basis, as well as with 

pharmaceutical companies. A long -term solution to the problem of supplies, however, would 

be the further development and support of national and sub -regional facilities for production 
of oral rehydration salts in developing countries; the programme continued to share with 
UNICEF the services of an industrial engineer to advise countries interested in considering 

local production. 

The importance of continuing the programme, and in fact, extending its participation in 

activities for the International Drinking Water Supply and Sanitation Decade had been cited 
by the Board as an important means of reducing diarrhoea morbidity. 

The Board had pointed to the fact that more operational research projects needed to be 

carried out in some regions, owing primarily to the fact that control programmes in those 

regions were still at a very early stage of development. On the whole, the research 
component of the programme was felt to be developing satisfactorily, 72 projects having 
received support since 1980, 56% of them in developing countries. 

The Board had requested information about the new oral typhoid vaccine, found to have 
95% efficacy for at least three years in its initial field evaluation in Egypt. A second 
evaluation of the vaccine would commence in Chile in 1982. WHO believed the vaccine to 

be safe, but was not at present recommending its widespread public health use until there had 
been further field testing and development. 

The Board had commended the report of the Director -General, and had recommended a draft 
resolution for the consideration of the World Health Assembly in resolution EB69.R6. 

She encouraged the Committee to focus on issues related to the best methods of developing 
sound country programmes emphasizing reductions in childhood mortality, methods for monitoring 
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and evaluating such programmes, priority questions to be addressed through research projects, 

and prospects for obtaining adequate resource support. 

The CHAIRMAN suggested that delegations, rather than giving an account of the situation 

in their own countries, should restrict their comments to aspects strictly relevant to the 

progress of the programme and the content of the resolution recommended by the Executive Board. 

Dr WILLIAMS (Nigeria) said that diarrhoeal diseases still figured prominently in the 

disease and death profiles of all developing countries; studies carried out in Nigeria showed 

that they constituted the largast single cause of death among infants in the post -neonatal 

period. They crowded the outpatient departments and children's wards of hospitals, and 

consumed a large share of doctors' time and of the limited resources available for running 

health institutions. 
Development was the surest means of eliminating diarrhoeal diseases, which were largely 

the result of low living standards, but could not provide an immediate solution to the problem. 

His delegation saw the diarrhoeal diseases control programme as an important adjunct to the 

International Drinking Water Supply and Sanitation Decade, and was convinced that mortality 

and morbidity from diarrhoeal diseases could be significantly reduced only by the allocation 

of adequate resources to both of them. 

The WHO oral rehydration salts provided a cost- effective instrument for reducing infantile 

morbidity. The method was simple and cheap, and the salts could easily be distributed without 

loss of effectiveness; a speedy reduction in mortality from cholera and children's diarrhoea 

was therefore possible. Field trials had been sanctioned in Nigeria to determine the efficacy, 

safety and cultural acceptability of the salts, as well as to obtain baseline data on morbidity 

and mortality from diarrhoeal diseases; the integration of oral rehydration therapy into 

primary health care would also be studied. Once the trials had been completed, the expert 

committee responsible for them would undertake a study to determine the etiology of diarrhoea. 

His country would be happy to share the experience and knowledge gained from those studies 

with the Member States of WHO. 

His delegation was pleased to note the intensified research efforts directed towards 

finding new tools for preventing, controlling, diagnosing and treating diarrhoeal diseases, 

particularly in vaccine and drug development. The Director -General should be requested to 

seek new sources of extrabudgetary funds for that research. Finally, Nigeria welcomed the 

fruitful cooperation between WHO and UNICEF in the programme, and was grateful to UNICEF for 

the assistance it had provided in connexion with the current field trials. The Nigerian 

delegation supported the draft resolution. 

Dr BAJAJ (India) said that in India morbidity from diarrhoeal diseases was highest in 

the first two years of life and particularly in the 6 -11 months age group, while mortality was 

greatest - about 20 per 1000 - in the age range up to one year. The incidence of those 

diseases was not accurately known, but in infants was estimated to be 500 per 1000 per year. 

Even on a conservative estimate, 25 million children in the 0 -4 years age group suffered from 

diarrhoea every year. 

The Ministry of Health and Family Welfare was supplementing the efforts of state 

governments in supplying oral rehydration salts to combat dehydration, which was the major 

cause of death in diarrhoea) disease in children. Packets of such salts had been added to 

the kits of community health workers, who had also been given instruction in, and health 

education material on personal hygiene. 
A diarrhoeal disease research centre had been established in Calcutta, under the 

Indian Council of Medical Research. 

The Indian delegation strongly supported the programme, which should be accelerated. 

Dr ВORGONO (Chile) expressed the support of his delegation for the programme, 
particularly the training and applied research aspects, where WHO's catalytic role had been 

extremely successful. The test of the oral typhoid vaccine to be carried out on 26 May was 
not exactly the same as that undertaken in Egypt in 1979, since only two doses would be used 

instead of three; that would reduce the cost and simplify use in the field. Assistance had 
been provided both by WHO and by the University of Maryland, USA. 

Since the main objective of the programme was to reduce mortality, he wondered whether 
any figures were available that showed that such a reduction had taken place since 1978; he 

appreciated that it might be difficult to obtain such figures at the national level. 
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Mr KWON Sung Yon (Democratic People's Republic of Korea) said that diarrhoeal diseases 

were associated with high morbidity and mortality and were an important cause of death in 

childhood. Childhood diarrhoeal diseases had been prevalent in his country in the past; 

great attention had been paid to preventing them, since they not only affected children's 

health but also interfered with the mothers' social activities. Emphasis was initially 

placed on the health education of mothers, so as to ensure that they brought up their children 

in a hygienic manner. Mothers were systematically given a knowledge of infant nutrition, 

sterilization methods, and simple treatment methods for diarrhoeal diseases. Since children 

in his country were brought up in kindergartens and nursery schools, the sterilization of 

rooms and clothing and the adjustment of room temperatures were important in preventing those 

diseases. 
A number of drugs and traditional medicines were used in his country in the prevention 

of diarrhoeal diseases. Specialized departments had been set up in medical institutes, 

specialists had been trained, and adequate supplies of rehydration liquids provided, while 

research had been strengthened. As a result, the problem of diarrhoeal diseases had been 

largely solved. His delegation supported the draft resolution, and hoped that WHO would 

further strengthen cooperation in the field. 

Dr ROSDAHL (Denmark), speaking on behalf of the delegations from the Nordic countries, 

welcomed the diarrhoeal diseases control programme. Diarrhoeal disease was a fact of life 

in the developing countries and, for many of the children in those countries, a "way of 

death ". It had many points of entry into the vicious circle of malnutrition and infection 

and was often the coup de grace for the sick child. 

While the causation of diarrhoeal disease was complicated and multifactorial, the 

underlying cause was poverty; socioeconomic development, with improved water supply, 

sanitation, education and nutrition, was therefore the best medicine. 

WHO's decision in 1978 to establish a global diarrhoea' diseases control programme had 

been supported by the Nordic countries, which were providing extrabudgetary support for it. 

He endorsed the programme's dual approach of strengthening and improving the use of existing 

knowledge, as well as basic and applied research. 

The health service component was the central element in the programme. Oral rehydration 

salt was an effective method of treating the often fatal dehydration following diarrhoea, and 

he hoped that the target of 50% access to it by 1989 would be achieved. Its rapid 

introduction should be а first priority, and all channels for its distribution should be used, 

including the private retail distribution system. The manufacture of the salt by countries 

or groups of countries should be encouraged, while operational research into home remedies 

was also important. 
He shared the views of the technical advisory group about the introduction of management 

systems for planning, operation and evaluation. To be successful, the programme should be 

linked at the national level with other primary health care activities. The foundations for 

primary preventive action should be laid by the International Drinking Water Supply and 

Sanitation Decade. 
In research, priority should be given to operational research, and most research should 

be an integral part of health services delivery. Full use should be made of the institution - 

strengthening and training activities of other WHO programmes. Research was also needed 

on the multitude of antidiarrhoeal drugs marketed in the developing countries; many of those 

drugs were of doubtful efficacy, costly and associated with serious side -effects. A great 

deal of money was spent on them, and that might prevent the patient from receiving cheaper 

and more appropriate treatment. 
The delegations of the Nordic countries endorsed the programme's strategies and targets, 

and paid tribute to its competent and dedicated management. They also supported the draft 
resolution. 

Dr REZA' (Iran) said that diarrhoea' diseases were a recognized public health problem 
in the developing countries, where they were most widespread. The programme's importance 
was shown by the fact that, globally, more than 4 600 000 children under five years of age 
had died from acute diarrhoea in 1980. 

Diarrhoeal diseases could not be controlled without easy access to safe drinking -water, 
the existence of adequate sanitary facilities, the use of properly treated excrement or 

chemical fertilizers in agriculture, and, most important, the promotion of knowledge of the 

crucial role of personal and community hygiene in disease prevention. To that end, an 

extensive and continuing health education programme was necessary. 
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Top priority should be given to control programmes for diarrhoeal diseases, since those 
diseases, including cholera, were the most important cause of death among infants and children 
less than five years of age. The situation was serious in countries where full coverage by 
the primary health care network did not exist; special short- or medium -term programmes were 
therefore needed, with particular emphasis on prevention, including early detection and 
treatment, and environmental health, through a seasonal surveillance system. In Iran, 
nearly 82 000 cases of diarrhoea) disease of varying etiology had been hospitalized and 
treated in 1981. 

Research and manpower development were also required, and the expanded use of oral 
rehydration salts should not be neglected, since they were effective in nearly all cases of 
dehydration caused by diarrhoea) disease. In Iran, such a programme had been integrated 
with the expanded programme on immunization, and would be continued until the primary health 
care network had been completed. His delegation supported the draft resolution. 

Dr КALISA (Zaire) said that diarrhoeal diseases were among the priority public health 
problems facing the developing countries. The control of those diseases had been given a 
high priority in the Zairian five -year health development plan, and Zaire was cooperating 
with Burundi and Rwanda in the context of the Economic Community of the Great Lakes Countries 
of Africa in a joint programme for the control of communicable diseases, including diarrhoeal 
diseases. Although activities had only just started, concrete results should be achieved in 
the course of the five -year plan for 1982 -1986 in terms of a reduction in mortality through 
the large -scale early use of oral rehydration salts, and a reduction in morbidity through 
medium -term activities in hygiene, drinking -water supply, infant feeding, and improvements in 
methods of weaning. 

In Zaire, the diarrhoea) diseases control programme was linked with the expanded 
programme on immunization; that should speed up the attainment of the programme's 
objectives. WHO's contribution to the planning, implementation and evaluation of programmes 
was greatly appreciated, as was the interregional training course held in Tunis in March 1982. 
Such activities should be continued, so as to ensure that, within a relatively short time, 
adequate human resources and management capabilities would be available to meet the 
programme's needs. He paid tribute to UNICEF's activities in support of the programme, 
especially in respect of the supply of oral rehydration salts. 

Finally, his delegation supported the draft resolution. 

Dr CORNAZ (Switzerland) said that her delegation, recognizing the importance of the 

work to be undertaken, supported the diarrhoea) diseases control programme. She also 

supported the draft resolution recommended in resolution EB69.R6, and its double orientation 
towards research, in particular applied research, and towards action within the framework of 

health care programmes. 
Diarrhoea) diseases constituted a typical example of the influence of socioeconomic 

factors. Hence action must concentrate not only on medical but also on paramedical and socio- 

economic measures, with particular attention to nutrition; short -term measures or medical 

treatment merely of symptoms were insufficient. Both the research and the health service 

support aspects of the diarrhoea) diseases programme should give increasing attention to those 

other measures. 
Research had made it possible to improve the treatment by oral rehydration to which 

many children owed their lives. That treatment could be administered in several ways. 
Packets containing the correct mixture of treatment salts could be produced, and 
distributed by the health services. Or the mother might prepare a solution at home with 

the sugar and salt available to her; the advantage of that course was that the mother was 

not dependent on any external intervention by the health services to enable her to assume 

her protective role. A third possibility was the preparation of a gruel from locally 

available items which could also combat dehydration symptoms. She emphasized that the 

latter two possibilities should not be neglected and that increasing attention should be 

paid to teaching the mother to give the treatment herself as well as providing the right sort 

of food. 

Dr EL- SAYYAD (Egypt) said that in his country diarrhoea) diseases were a principal cause 

of death among children 0 -5 years of age. About 125 000 deaths occurred in that age group 

each year, representing about 50% of child deaths at that age and about 25% of total deaths 

at all ages in Egypt. 

Since the main cause of death from diarrhoea) diseases was severe dehydration, the first 

priority of the national health policy was to prevent and treat dehydration, and from 1978 
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onwards a national diarrhoeal diseases control programme had been implemented. Among the 

main components of that programme were: (1) oral rehydration salts production (a tripartite 

agreement had been signed between UNICEF, the Ministry of Health and the State pharmaceutical 

firm for the production over a five -year period of oral rehydration salts) 
; 

the productive 

capacity was to be 5 million sachets a year and production had started in March 1982; 

(2) training of all health personnel at the national level - in 1981, ten training courses, 

covering about 100 physicians,had been held with the assistance of the WHO Regional Office 

for the Eastern Mediterranean. 
In September 1981 a five -year agreement had been signed between Egypt and the United 

States of America for the launching of a campaign to control diarrhoeal diseases, whereby it 

was hoped to reduce the child mortality rate by 40 %. One of the main constituents of the 

project was the use of oral rehydration salts, and it was intended to produce up to 

40 million packets each year. It was also planned to produce intravenous solutions. Other 

components of the project, which was to start in 1982, would be training, information, 

education and communication. 

Dr SADUDI (Thailand) said that the diarrhoeal diseases control programme was considered 
one of the essential primary health care programmes in his country. Initiated in 1980, it 

had made rapid progress. Thailand had undertaken managerial and technical training of 

senior and middle level staff and had begun the production of oral rehydration salts in 

Bangkok. Production was now being expanded to cover the increasing demand, and the shelf 

life of the salt sachets was being improved. He expressed his appreciation to WHO and 

UNICEF for their support in those activities. 

Operational and biomedical research were being undertaken. There were at least 18 

projects currently proceeding in Thailand, of which two in operational research and four in 

biomedical research were receiving WHO support. In addition, many research projects were 

being undertaken by scientists with support from government or other agencies. 

In conclusion, his delegation fully endorsed the draft resolution recommended in 

resolution EB69.R6. 

Professor RENGER (German Democratic Republic) said that in 1978 WHO had adopted a 

global diarrhoeal diseases control programme, and the Alma -Ata Conference had integrated the 
objectives of that programme into the concept of expanded primary health care. He agreed 
with those delegates who had emphasized the importance of changes in sociopolitical 
conditions as a fundamental prerequisite for the implementation of the programme. 

Recent discoveries had considerably extended the scientific bases of the control 
programme. The German Democratic Republic cooperated in WHO's work in the field of plasmids 
and in Enterobacteriaceae, and it was currently offering to participate in the development 
of an attenuated live vaccine against typhoid. 

Professor HAMZA (Tunisia) said that in Tunisia, as in most developing countries, 
diarrhoeal diseases were one of the main causes of child mortality, in second place after 
acute respiratory infections. They affected, in particular, children below the age of one 

year, being more frequent from the age of weaning. Mortality was higher among malnourished 
children; some 85% of diarrhoeal diseases affected children weaned on breast -milk 
substitutes. Some 50% of deaths of children below one year of age were due to diarrhoeal 
diseases, and during the summer- autumn period diarrhoea was responsible for 50% of 
hospitalizations and more than 70% of outpatient consultations. In spite of the progress 
made in hygiene and sanitation the incidence of diarrhoea remained high, and it was only in 

the long term that satisfactory results could be expected. 
Beginning in 1974, Tunisia had undertaken a programme for the promotion of breast - 

feeding, which was considered the best preventative of diarrhoea in nursing infants. In 1976, 
rehydration trials had been carried out with a solution containing sodium chloride and 
saccharose, with conclusive results. In 1978 an attempt had been made to classify 
dehydration so as to assess the severity of its onset and the consequent need for 
hospitalization. Beginning in 1979, regional seminars had been organized for all health 
personnel on three main subjects: oral rehydration, breast - feeding and family planning. 
A guide to the treatment and prevention of dehydration had been published by the Ministry of 

Public Health. 

Beginning in 1980, a preventive programme had been undertaken; all health staff were 
required to consider every case of acute diarrhoea as potentially serious and to be capable of 
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looking after an infant suffering from diarrhoea. Education was a primary factor in 
prevention. Before inauguration of the programme an information meeting had been held in 
April 1980 with the regional officers of UNICEF, and the latter had provided a limited quantity 
of oral rehydration salts. The visit of a WHO official working for the diarrhoeal diseases 
control programme had coincided with the commencement of the programme in June 1980. After 
the preliminary campaign the acceptability of oral rehydration salts and the educational 
impact of the programme had been assessed, and the general impression had been that the 
campaign was highly effective. 

After a second visit the programme had been supported by WHO, and an agreement was in 
effect since June 1981. It was hoped that by 1984 the whole of the country would be covered 
by the programme. Preliminary assessments showed that in the areas covered by the programme 
although the number of cases of diarrhoea had not decreased the gravity of cases of dehydration 
treated with oral rehydration salts had become substantially less. By comparison with 
customary diarrhoeal treatment, the new rehydration method was better accepted by mothers in 
60.5% of cases. However, a further educational effort was necessary among all health staff, 
particularly those who had remained faithful to previous forms of treatment. 

It was necessary to reinforce the research element in the programme by new approaches to 
treatment and vaccination. Research should be directed towards better packaging for the 

preservation of oral rehydratiori salts and also towards a better adaptation of the salts to 

newborn and nursing infants suffering from severe malnutrition. Experience had shown that 
it was difficult to persuade families to feed children suffering from diarrhoea properly, and 
research should be undertaken in dietetic therapy based on local products and eating habits. 

The holding in Tunis of an interregional course for national officials responsible for 
diarrhoeal diseases programmes showed his Government's interest in the subject. The problem 
of ensuring supplies of oral rehydration salts was a matter for concern. Regarding local 
production, it was necessary to find a satisfactory solution to the problems of the composition, 
packaging and conservation of rehydration salts if satisfactory results were to be achieved. 
His delegation expressed its gratitude to WHO and UNICEF for the efforts they had made in the 

diarrhoeal diseases control programme and supported the draft resolution recommended in 

resolution EB69.R6. 

Dr LIU Xirong (China) said that his delegation also supported the draft resolution, and 

was glad to note the development of cooperation between WHO and its Member States, as well as 

between WHO and UNICEF, UNDP, the World Bank and other international organizations, in the 

treatment and prevention of diarrhoeal diseases. Prevention and treatment, especially in 

young children, was of great significance. In 1981, China had set up a national cooperation 

group for the prevention and treatment of infantile diarrhoea, thus strengthening management, 

training, education and research. From June 1981, diarrhoeal disease control workshops had 

been held in all Chinese provinces and municipalities and steps had been taken to popularize 

oral rehydration methods. Chinese medical research workers carrying out etiological studies 

had achieved satisfactory results. At present, research personnel were trying to evolve a 

rapid, simple and specific method of determining the causative agent. 

He was encouraged to see the excellent start which had been made in cooperation between 

WHO and his country for the control of diarrhoeal diseases and noted that an interregional 

workshop on diarrhoeal diseases control would be held in China, with the participation of 

specialists from various countries, in June 1982. He hoped that that workshop would provide 

an opportunity for the exchange of much useful knowledge. 

The meeting rose at 11h00. 
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1. DIARRHOEAL DISEASES CONTROL PROGRAMME (PROGRESS AND EVALUATION REPORT): Item 25 of the 

Agenda (Resolutions WHA31.44, para. 6, and EВ69.R6; Document ЕВ69/1982 /REС/1, Annex 2) 
(continued) 

Dr ARSLAN (Mongolia) said that the Director -General's progress report was of great interest 
to Member States, and particularly to developing countries, where acute diarrhoeal diseases 
were a serious public health problem. It was gratifying to note that the development of 
suitable strategies for use in national diarrhoeal disease control programmes, careful planning 
and implementation of activities, and staff training were successful in controlling diarrhoeal 
disease and reducing mortality. He was also glad to see that the medium -term programme for 
diarrhoeal disease control for 1984 -1989 would already be prepared during 1982. The inclusion 
in the report of some data - however general - on the reduction in the number of infant deaths 
due to diarrhoea would have provided a means of assessing the success of the control programme. 
In Mongolia, for example, the production of injectable rehydration fluids had been established 
with the technical cooperation of WHO and UNICEF in the late 1960x. Their use had produced a 

several -fold reduction in the diarrhoea mortality rate, and the Government was now taking steps 
to modernize and improve the plant for the production of both oral and injectable rehydration 
materials. 

Although the use of salts for oral rehydration therapy was a cheap, effective, and simple 
method for the treatment of diarrhoeal diseases, other types of therapy were also needed, and 
the programme should be as comprehensive as possible. He was glad to note that a comprehensive 
approach was in fact being adopted. Particular emphasis should be placed on prophylaxis, 
including the development and use of effective vaccines, and the work should be carried out in 
close cooperation with other programmes, such as maternal and child health and the International 
Drinking Water Supply and Sanitation Decade. His delegation supported the draft resolution 
recommended by the Executive Board in resolution EB69.R6. 

Dr KOINUMA (Japan) stressed the urgency of the diarrhoeal diseases control programme, and 
noted with interest that the programme's objectives were not only to reduce morbidity and 
mortality but also to improve child feeding. The Japanese programme was involved in both 
promoting health services and in research, and the provision of safe drinking -water and health 
education were fundamental components. He hoped that priority would be given to establishing 
a system for supplying oral rehydration salts. 

Dr LAGET (France) welcomed WHO's efforts to curb diarrhoeal diseases, and commended the 
Director -General on his report. Special efforts should be made to reduce infant mortality due 
to diarrhoeal disease, and in this respect policies aimed at preventing and treating 
dehydration were essential. It was important that countries with a high prevalence of 
diarrhoeal disease become self -reliant in the production and distribution of oral rehydration 
salts; stress should be laid on educating mothers and on drawing up inventories of all 
available local resources, which should be used to the maximum to strengthen the programme. 
Research was also important, and in that connexion he stated that France had decided to 
contribute to the operation of the International Centre for Diarrhoeal Disease Research in 
Bangladesh. He believed that the Centre was a good example of the integration of medical and 
operational research and field work. Finally, his delegation was pleased to note the work 
done on evaluation and the training programmes for health personnel. 
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Dr CASTELL6N (Nicaragua) expressed his full support for the draft resolution and approval 
of the WHO programme. 

He agreed with those who had emphasized that the basic causes of diarrhoea were social and 
was sure that an attack on poverty and social injustice would eradicate that great scourge of 
children, especially in the developing countries. 

Since July 1979 an integrated programme against diarrhoea) diseases, supported by WHO, 
РАНО and UNICEF, had been carried out in Nicaragua within the context of primary health care. 
The programme concentrated on prevention and aimed to reduce the prevalence of cases and the 
formerly high mortality due to acute dehydration. The main method had been the use of oral 
rehydration salts and there were now about 300 oral rehydration units distributed throughout 
the country. In 1980 -1981 those units had dealt with 180 000 children under six years of age. 
An intensive health education programme had also been carried out with the active participation 
of community organizations in referring cases for treatment, in follow -up and in environmental 
sanitation and other activities. The diarrhoeal diseases programme was part of the integrated 
mother and child care programme, which also included the promotion of breast -feeding, regulatory 
control of the use of breast -milk substitutes, health care during pregnancy and the neonatal 
period and control of the growth and development of the well -fed and the malnourished child. 
The programme had a fully developed information and evaluation system, and included a permanent 
element of staff training. 

The programme now had national coverage and included a national training programme in 
handling oral rehydration salts. The rate of hospitalization for diarrhoea had decreased and 
intravenous therapy was used less often. The mortality rate for diarrhoea had fallen from 

first to third place, and research had begun into the etiology of diarrhoea in Nicaragua. 
His country was endeavouring to honour its commitments with regard to the control of 

diarrhoeal diseases as part of primary health care, considering that it represented a valid 
contribution to health. 

Dr CLINTON (United States of America) commended WHO on its leadership in coordinating the 
planning, implementation and evaluation of diarrhoeal disease control activities, including 
training and research, and on its effective use of TCDC in planning, training and evaluation. 
He urged that an increased effort be made to reduce morbidity and mortality due to diarrhoeal 
diseases through preventive measures such as encouraging breast -feeding, appropriate weaning 
and improved sanitation, early recognition of signs of dehydration and appropriate treatment. 

Adequate resources should be directed to implementation of the programme at village level. 
The United States had supported the diarrhoeal disease control programme from the 

beginning; consultants and advisers from the Centers for Disease Control (CDC) had participated 
in the programme, and the National Institutes of Health were conducting basic research on 
enteric disease and vaccine development. The United States Agency for International 
Development (USAID) had funded a project to be implemented by CDC to combat childhood 
communicable diseases, including diarrhoeal disease. USAID had also provided resources for 
several country -specific health programmes and for a new programme of technology for primary 
health care, which focused on oral rehydration and immunization programmes. Assistance had 
also been provided to the International Centre for Diarrhoeal Disease Research in Bangladesh. 

Dr RODRIGUES CABRAL (Mozambique) expressed satisfaction at the way in which the 
objectives of the diarrhoeal diseases control programme had been clearly defined and at the 

training activities already undertaken. However, he expressed concern over the gap that 
sometimes existed between theory and practice in integrating a programme into primary health 
care. The diarrhoeal diseases control programme and the expanded programme on immunization 
should develop at the same rate as primary health care as a whole, since the primary health 
care infrastructure was needed in order to reach the target population; similarly they 
should be closely linked with the water supply and sanitation programme. In countries with 
inadequate health services there was a risk of setting up a vertical programme. In Mozambique, 
which had an expanding primary health care system, the diarrhoea problem was so large that 
activities had already been carried out covering most aspects of the health service component 
of the programme. The only element lacking had been coordination in planning, execution, and 
evaluation of the activities. The diarrhoeal diseases control programme - a new programme 
directed towards an important health problem - was promising in terms of new technologies and 
approaches, and many Member States would need technical support from WHO. The most appropriate 
approach would have to be worked out according to each country's particular conditions and 
stage of development. Finally, he expressed support for the five -year plan of action and 
for the draft resolution. 
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Professor SOPRUNOV (Union of Soviet Socialist Republics) expressed satisfaction with the 

Director -General's report; it was specific, and orientated to primary health care. He noted 

that it was stated in section 3.2.3 that, in connexion with the development of new drugs, 

vaccines, and diagnostic tests, important initial steps had been taken to establish collaboration 

with and enlist the support of eight pharmaceutical companies with interest and expertise in 

that area. He would like to know what had been done, why the companies were interested, and 

which companies were actually participating in the programme. 

It was essential to secure the active participation of the national health services, taking 

into account the different social and cultural conditions. Experience in the USSR, 
particularly in Central Asia, had demonstrated that significant progress was made when the 
primary health care network involved the whole community and the population's practices regarding 
basic hygiene were improved. 

Finally, he urged that more attention be given in the programme to food -borne infections 
and to infections contracted by young children in hospital. 

Professor JELJASZEWICZ (Poland) stressed that few countries were so developed that they had 
no diarrhoeal disease problem, and the disease should be considered in terms of morbidity as 

well as mortality. Poland had a detailed operation and research programme for diarrhoea) 
disease control, and would be happy to share its experience with any interested country or 

organization. He expressed satisfaction with the WHO programme, but wondered whether it should 

also include an immunological aspect, such as the study of acquired immunity. The diarrhoea) 
diseases control programme was a most important undertaking, and he supported the draft 
resolution. 

Dr KRASTEV (Bulgaria) stressed the importance of the diarrhoea) diseases control programme, 
affecting many millions of children. The programme was well -established, and he congratulated 
the Secretariat on its comprehensive approach, covering all aspects. However, work was needed 
to determine the various etiological factors - especially the bacterial, viral and parasitic 
profile in different countries and regions. He also underlined the vital importance of 
preventive action, including public education, improvement of nutrition, and immunization. In 
the treatment of diarrhoea) disease it was most important to have an overall approach; 
rehydration therapy, however important, was not sufficient in itself. Epidemiological studies 
were necessary to clarify the etiological aspects and indicate appropriate treatment. Good 
results could only be obtained with a combination of rehydration therapy and appropriate drugs. 
Good nutrition was also important during treatment. The programme was aimed primarily at 
children, but in fact diarrhoea) diseases constituted a problem for the whole family because 
of their infectious nature. During the past 20 years a comprehensive approach in combating 
diarrhoea) disease had been used with success in Bulgaria. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) welcomed the very 
impressive progress made in the programme since its inception in 1978, although he recognized 
that the size of the diarrhoea) diseases problem was so great that WHO could not afford to be 
complacent. He believed that the balance maintained in the programme between the service 
components and the research element was commendable, as was the fact that training in manage- 
ment was a central component. He was encouraged to note that, in general, the programme was 
seen as a valuable entry -point for the promotion of other important health services, particu- 
larly primary health care. In view of the difficulties in production of oral rehydration 
salts to meet demand there was a pressing need to give that subject special priority. There 
was also a need for studies of different methods of preparation and packaging of those salts; 
he shared the view expressed by the delegate of Tunisia on that point. He endorsed the 
emphasis in section 4 of the Director -General's report on having the programme proceed 
rapidly beyond planning to operational activities; the targets set seemed to be entirely 
realistic. The support of the United Kingdom for the programme was very apparent from the 
figures given in Table 3; in addition the United Kingdom was pursuing a considerable research 
programme and bilateral activities, including support for the International Centre for 
Diarrhoea) Disease Research in Bangladesh. It was to be hoped that others would join the 
United Kingdom as donors to the WHO programme in order to combat the scourge of diarrhoea) 
diseases. 

His delegation supported the draft resolution. 

Dr HULLER (Netherlands) said that the programme was a good mix of applied research and 
health services support in the framework of primary health care; the Netherlands Government 
had translated its support for the programme into financial terms. 
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He noted that section 3.2.3 of the Director -General's report referred to preliminary 
steps being taken to collaborate with eight pharmaceutical companies with interest and 
expertise in diarrhoeal disease. It was clear that budgetary constraints made collaboration 
with other parties essential, but he would ask for more information on that particular joint 
undertaking. Second, in September 1981 the estimated shortfall in the budget for 1982 -1983 

had been US$ 8.3 million; he asked what was the present budget on which the diarrhoeal 
disease control programme was actually operating. 

His delegation supported the draft resolution. 

Professor GIANNICO (Italy) was pleased to see the considerable progress achieved in 

diarrhoeal disease control, considering that the programme had only been launched four years 
ago. The Director -General's report contained a valuable plan of action, which could hardly 
fail to produce positive results. 

Various factors, such as a warm climate, high population density, particular dietary 

habits and unhygienic environmental conditions all played an important part in the spread of 
diarrhoeal diseases. Few countries could claim complete absence of such factors, and the 

problem was therefore truly international. The definition of a control programme beyond 

national level thus took on special importance and must stimulate each country to give its 

support. 

Two particular points were essential for the achievement of the goals set. First, as 

was well known, acute diarrhoeal disease could be attributed to a number of etiological 
agents, some of which had been discovered only in the past few years. That was why, as the 

delegate of Bulgaria had said, it was important that countries carry out the necessary 

laboratory tests to determine the main agents responsible for diarrhoeal diseases. In that 

connexion, he welcomed WHO's initiative in producing a manual on simple diagnostic laboratory 

techniques for acute intestinal infections. A similar approach should be followed as for 

the diagnosis of acute respiratory infections, the clinical characteristics and etiology of 

which were so varied. Second, resistance to antibiotics was increasing and would cause even 

more serious problems. The unnecessary use óf drugs in human or veterinary medicine and the 

large -scale use of antibiotics to stimulate growth of animals for food had resulted in many 

etiological agents of diarrhoeal diseases becoming increasingly resistant to antibiotics. 

For example, six years ago Italy had had the dramatic experience of outbreaks of salmonellosis 

in small children; the Salmonella wien responsible for the outbreak had been found resistant 

to all antibiotics except gentamicin. WHO should make efforts to stop the unnecessary use of 

drugs. 

Dr GRAçA (Cape Verde) said that the promotion and implementation of an action programme 
to combat diarrhoeal diseases was an important component of primary health care and the work 
towards the goal of health for all. Diarrhoeal disease was still the prime cause of 

mortality in most developing countries and was also one of the principal factors in 

malnutrition. An inadequate diet resulted in a reduction in the organisms's defence 

mechanisms and, consequently, in a greater vulnerability to infectious diseases. The 

incidence of diarrhoeal disease among undernourished children was thus 50% higher than among 

those receiving proper nourishment. 
However, as a result of the use of oral rehydration with a balanced solution of glucose 

and electrolyte, maternal and child care, health education, and environmental health, 

diarrhoeal disease morbidity was starting to decrease in Cape Verde and there had been a 

marked reduction in the mortality rate since 1975. The control programme consisted 

essentially of treating serious cases by rehydration - 90% by oral rehydration and the others 

by venous rehydration - and checking the weight and clinical signs of dehydration of 

ambulatory cases daily for several months. Doctors worked in collaboration with the maternal 

and child health centres and public health authorities, thus facilitating the instruction of 

mothers on problems of hygiene and nutrition. Studies had begun on the etiology of diarrhoeal 

diseases, in collaboration with the University of Coimbra, in Portugal. 

His delegation fully supported the WHO diarrhoeal diseases control programme, aid he 

commended the Director -General on his report. 

Dr BRAGA (Brazil) drew attention to the reference in the Director -General's report to the 

joint publication by WHO and UNICEF of instructions for local production of the oral rehydra- 
tion formula. Many countries had begun producing the formula or were about to begin 
production. He asked whether such production was primarily under State responsibility or 
that of the private commercial pharmaceutical sector. Since infant mortality control was 



COMMITTEE A: NINTH MEETING 109 

an essential task for governments it seemed logical that production of the formula - simple, 

but so essential - should also be considered a responsibility of the State, and should not 

be the object of lucrative activity. 

Dr QUAMINA (Trinidad and Tobago) said that gastroenteritis remained a major public 

health problem in Trinidad and Tobago and the chief cause of morbidity in children under two 

years of age. Fortunately, other diarrhoeal diseases were much less prevalent, and there 

was no cholera. Treatment with oral rehydration salts had been introduced, resulting in a 

reduction in the number of children requiring hospitalization for gastroenteritis. Several 

research projects had been conducted to identify etiological agents, to evaluate the 

acceptability of oral rehydration salts, and to determine the efficacy of health education 

programmes. She acknowledged the participation of the Caribbean Epidemiological Centre aid 

the International Development Research Centre of Canada in those programmes. Her delegation 

commended the WHO programme and supported the draft resolution. 

Dr HASAN (Pakistan) commended the Director -General's report, and said that WHO's 

activities regarding diarrhoeal diseases control in the developing countries had earned a 

good reputation, since results were becoming apparent. In Pakistan a national training 

centre for diarrhoea control had been established in Lahore; it was training paediatricians, 

paediatric nurses and other health workers in oral rehydration therapy, and would soon have 

the status of a regional training centre. With the collaboration of UNICEF a plant had been 

installed at the National Institute of Health and was manufacturing a rehydration salt that 

was meeting the country's needs. 

Since the lack of safe drinking -water was a major problem in rural areas of many 

developing countries, and since it was one of the main causes of diarrhoea, including cholera, 

in some countries, his delegation felt that the draft resolution should include some provision 

on that aspect. As mentioned in the Director -General's report, UNICEF was already involved 

in many countries regarding the supply of safe drinking -water as part of its programme on 

child health, and the World Bank and UNDP were also collaborating in many countries in 

environmental sanitation, with technical input from WHO. His delegation would therefore 

suggest the inclusion of an additional subparagraph in operative paragraph 6, reflecting that 

aspect. He would also propose the insertion of a further subparagraph in operative 

paragraph 6, requesting the Director -General to make efforts to attract extrabudgetary 

resources to meet the support requirements of the programme. 

The CHAIRMAN asked Dr Hasan to submit his amendments in writing. 

Dr GONZÁLEZ GÁLVEZ (Panama) supported the WHO programme and the draft resolution. He 

stressed the link between diarrhoeal diseases and water supply. With a view to providing 

safe water supply in rural areas, a vast programme was being undertaken in Panama for the 

construction of pipelines, the Government providing the equipment and technical guidance and 

the rural communities providing the labour. 

In reply to the question raised by the delegate of Chile, he said that ten years earlier 
diarrhoea had been the eighth most important cause of mortality in Panama; it was now in 

ninth place, so some progress had been achieved. It was realized that more research was 

needed to improve the situation, but efforts thus far had contributed to reduce infant 

mortality, which was now about 21.7 per 1000 live births. 

Dr KLIVAROVA (Czechoslovakia) supported the WHO diarrhoeal diseases control programme 

and the draft resolution. She stressed, however, that unless there were changes in economic 

and social conditions, with health education of the population and medical care provided by 

national health services, the efforts would be of no avail. Czechoslovakia was ready to 

collaborate in the programme, in particular in the training of staff or in the provision of 

experts. 

Professor VEHBIU (Albania) said that in Albania the Ministry of Health had been carrying 
out a programme for the control of diarrhoeal diseases since the 1960x. The compulsory 

reporting of all diagnosed or suspected cases of - for example - typhoid fever, dysentery, 
gastroenteritis of varied etiology, and food poisoning made it possible to have a clear 

picture of the epidemiological situation regarding those diseases. Laboratory tests were 
carried out on all reported cases. The data indicated that the prevalence of diarrhoeal 
diseases among children occupied second place, after acute respiratory diseases. 
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Thanks to Albania's health service, in which each rural centre had its internist and 
paediatrician, each village its auxiliary medical personnel and each district its hospitals or 
infectious disease units, all those suffering from infectious diseases were hospitalized. 
Less severe cases of diarrhoea) disease were treated at home. 

Several measures were being taken for the prevention of diarrhoea) diseases, with 
particular emphasis on the provision of safe drinking- water, wastes disposal, and food safety. 
A dispensary system for certain infectious diseases had been in operation for several years; 
convalescents from dysentery and salmonellosis and carriers of the respective agents were thus 
kept under observation for a certain time after being cured. Particular emphasis was laid on 
health education, which covered all sectors of the population. 

His delegation supported the draft resolution on the subject. 

Dr OLGUÎN (Argentina) said that the decision to consider the issue of diarrhoeal 
diseases within the context of primary health care represented a positive contribution to the 

solution of an important public health problem. His delegation accordingly supported the 
diarrhoeal diseases control programme and the draft resolution. 

The programme was well balanced in terms of basic and applied research and in its 

operational and managerial aspects; it was likely to prove effective. The measures needed 
to control mortality and morbidity were the responsibility of States with the collaboration 
of WHO and other international agencies. 

In the past five years the incidence of reportable diseases which could be prevented by 

vaccination had declined in Argentina; on the other hand, there had been an increase in the 

morbidity rate of diarrhoea) diseases and a corresponding intensification of the related 
activities of the health services, particularly at the primary health care level. His 
delegation believed that simple methods of diagnosis and treatment, particularly the use of 

oral rehydration salts, had proved effective, and should continue to be employed. 

Research was of fundamental importance, particularly regarding etiological aspects, and 
the expert groups at global and regional levels had an important role to play in international 
coordination. In Argentina research was being pursued in the bacteriological, immunological 
and epidemiological fields - as well as on the social aspects, since the issue was closely 
related to socioeconomic conditions and to lifestyles. Such work was complemented by 

programmes of health education for mothers and by immunization, nutrition and child feeding 
programmes. An international seminar was to be held in collaboration with neighbouring 

countries later in 1982 on the issue of surveillance and control of diarrhoea) diseases. 

Dr WILLIAMS (Sierra Leone) stressed the importance of diarrhoea) disease control for the 

promotion of maternal and child health. The control of diarrhoeal diseases was indeed a 

realistic step towards the attainment of health for all by the year 2000. But it must be 
integrated within the overall programme for environmental health - including improvement in 

waste disposal, the provision of a safe water supply, good housing, and vector control. It 

also had to be linked with the Expanded Programme on Immunization, and activities in the field 
of nutrition and health education had to be strengthened. Regarding health education, 
efforts should be concentrated on the schoolchildren, who could be more easily reached than 
adults in remote villages, and were at a receptive age. They could be taught the principles 
of personal and environmental hygiene, and also how to prepare the simple first -aid solution 
of salt, sugar and boiled water to give to their young brothers and sisters when they had 
diarrhoea; the children in turn would teach their parents. 

Sierra Leone was grateful to UNICEF and WHO for their collaboration in its diarrhoeal 
diseases control programme. However, it required advice on simple methods of monitoring and 
evaluating the programme, and more logistic and resource support, including assistance with 

the training of personnel. Perhaps WHO could appeal to industrial firms at regional level 

to supply oral rehydration salts at mínimum cost. 

Finally, she commended the Director -General on his report and expressed support for the 

draft resolution. 

Dr WASISTO (Indonesia) commended WHO's efforts in the diarrhoeal diseases control 

programme. Ninety -seven developing countries had been drawn into the programme, and 

corresponding progress had been made. If oral rehydration salts were given to infants and 

children under five years of age suffering for diarrhoea a 20% to 30% reduction in child 
mortality might be expected. Indonesia had already started a small -scale diarrhoeal disease 
control programme in 1974, but the launching of the WHO global programme had led to the 

expansion of the programme, which now received high priority and more financial support. 
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WHO and UNICEF had provided experts and equipment for the production of oral rehydration salts. 
The quantity of rehydration salts distributed had increased from one million litres in 1975 

to 2.2 million in 1979, 4.2 million in 1980, and 5.9 million in 1981; they were now available 
in 80% of the health centres throughout Indonesia, and about 50% of primary health workers in 

villages were provided with them; 40% of the total was provided by UNICEF, 35% was procured 

from private manufacturers and 25% was produced by the State. State production would be 
increased in the near future to provide most of the supply. 

Over 900 health personnel had undergone training in 1981 - two of them in a WHO inter - 

country training course. At the beginning of 1982 an interregional training course had been 

held in Indonesia, where WHO had designated a regional training centre for diarrhoeal disease 

control. Booklets and posters had been distributed to health workers and the population, 

some of them translations or modifications of WHO material. Many studies on diarrhoeal 

diseases were carried out through the collaboration of the Ministry of Health, medical schools 

and voluntary agencies. The Coordination Board of Paediatric Gastroenterology of Indonesia, 

consisting of paediatricians, general practitioners and other health scientists, was a 

valuable source of collaboration in research and training. 

After many years during which Indonesia had been awaiting WHO's collaboration in 

diarrhoeal disease studies, a WHO collaborative study on oral typhoid vaccine was now being 

considered by the Ministry of Health. A national advisory board had been established to 

assist the Ministry in reviewing and evaluating the diarrhoeal diseases control programme, 

and the Government was now trying to combine that programme with the expanded programme on 

immunization. 

The oral rehydration salt formula existing at present was the best available, but its 

shelf life in tropical countries was limited. He asked whether WHO could arrange for 

studies to be carried out, to find a variant which would have a longer shelf life and be 

simple and cheaply packaged. 

His delegation supported the draft resolution. 

Dr BULLA (Romania) said that his delegation, like that of the Netherlands, was concerned 

at the shortfall of over US$ 8 million in the budget and he asked whether that gap had been 

successfully bridged. If not, he suggested that the draft resolution be amended to reflect 

the need for financial resources. He also suggested that a reference to the International 

Drinking Water Supply and Sanitation Decade be inserted in operative paragraph 6(1) of the 

draft resolution; it was important not to neglect the preventive aspects of the programme. 

The CHAIRMAN asked that the amendments be submitted in writing. When the Secretariat 
had considered them and replies had been made to the other questions the Romanian delegate 
would be free, if he wished, to withdraw them. 

Mr MANALO (Philippines) stated that, during the past year, diarrhoea) disease control 
in his country had intensified through a long -term programme to provide drinking -water in 

both urban and rural areas, excreta disposal, and health education. It was expected that 
the whole population would be provided with safe water supplies within the next two years. 
Efforts to find suitable methods of excreta disposal had been intensified, and the number 
of disposal units had increased. Food safety and health education were also recognized as 
important elements in the prevention strategy. Most important of all, however, had been 
the reduction of diarrhoea) disease mortality by the use of oral rehydration therapy. 
4.5 million packets of oral rehydration salts (ORS) had been used in the Philippines in the 
previous year, resulting in a decrease of deaths from diarrhoea of 16% over the year before. 
During the current year at least two packets were being distributed to each household, and 
mothers were being educated in its use, as part of the programme. It was expected that 
10 million packets would be used, and a 45% decrease in mortality was hoped for. The 
logical users of oral rehydration therapy were rural health units; but government hospitals 
also applied it, because of its effectiveness and low cost. Private practitioners had 
become aware of its effectiveness and were pressing for ORS to be more freely available in 
the retail trade. One -litre packets of the salts were being distributed free of charge to 
government clinics and rural health services, at a cost to the Ministry of Health of US$ 0.11 
per packet. It was hoped that increasing use of ORS therapy in combination with the other 
measures that he had mentioned would go a considerable way towards solving the problem of 
diarrhoea) disease in the Philippines. 
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Dr ABDULHADI (Libyan Arab Jamahiriya) joined previous speakers in expressing approval 
of the report. His delegation shared the views of the Executive Board as embodied in the 
draft resolution under consideration. It particularly wished to emphasize, in that 

connexion, the fundamental importance to the success of the programme of international 
collaboration and, in particular, that of UNICEF, UNDP, the World Bank and other international 
and bilateral agencies, which was well expressed in paragraph 4 of the draft resolution. 

As regards the development of the programme, his delegation feared that the overriding 
emphasis being placed on the first objective - reduction of mortality due to acute diarrhoeal 
diseases - might be leading to neglect of the diseases that took less acute forms and of 
the public health, environmental and sociocultural aspects of control. It therefore 
considered that, in a second phase, the approach should be broadened to give due emphasis to 

those aspects. They would include water supply and sanitation, vector control, maternal 
and child nutrition, and health education of mothers in particular, without which the second 
objective - the reduction of morbidity and associated ill- effects, particularly malnutrition, 
in infants and young children - could not be achieved. The health sector should enlist the 
support and catalyze the efforts of the other sectors in a multisectoral approach. 

The diarrhoeal diseases control programme should be one of the priority components of 

the primary health care approach and should be implemented within primary health care so that 
the difficulties previously experienced in integrating independent programmes in general 
health services would not arise. 

Professor LUNENFELD (Israel) also expressed his delegation's satisfaction with the 

action taken on resolution WHA31.44. 
Immediately after the adoption of that resolution in 1978, an oral rehydration salt 

programme had been launched in his country with the help of WHO, and with close cooperation 
between government health services and UNRWA. The programme centred on the use of WHO 
formulae, prepared locally, for early care in infant diarrhoea. Two experts from WHO had 
assisted in 1979 in expanding the programme to cover all children under three years of age - 

60 000 in number - in Gaza and Sinaí. This programme, one of the largest controlled field 
experiments under way, was at present under evaluation. The attention of the public had 
been drawn to it through publicity in the media and education in maternal and child and other 
health centres. Maternal and child health centres, visited regularly by paediatricians, 
were, like the hospital itself, fully involved in the programme. Preliminary data indicated 
a reduction in mortality, hospital admissions, intravenous infusions and morbidity among 
infants. The number of days of hospitalization of infants and young children had declined 
by 35%, postneonatal mortality by 46%, and diarrhoea -related mortality among children under 
three years of age by 49 %, in the previous two years. A full report was to be published 
soon; it would be sent to the Regional Office for the Eastern Mediterranean and to 

headquarters. 

Among the preventive measures that should accompany the curative ones, his delegation 
wished to mention, in particular, surveillance for the prevention of waterborne bacterial 
and viral diseases, which was particularly important for countries that consumed most of 
their basic water supply, and where recycling of sewage effluent for agricultural use was 
an extensive and growing practice. Food and environment sanitation remained the mainstay 
for the prevention of diarrhoeal disease. So was health education, especially in maternal 
and child health centres and schools. 

His delegation also suggested that the other organizations of the United Nations system 
and nongovernmental organizations be approached for their collaboration and would like to 

know what success had been achieved in incorporating the programme into national primary 

health care programmes and national health policy decisions. 

Finally his delegation joined those previous speakers who supported the five -year plan 

and endorsed the draft resolution. 

Dr CAÑÀDA (Spain) expressed his approval of the diarrhoeal diseases control programme 

as described in the Director -General's report and commended the Organization on the impetus 

given to it. Of recent years the mortality rate in Spain from those diseases had fallen 

markedly and morbidity rates had also shown a great improvement. That might well be the 

result of health education programmes combined with the work done around 1970 -1971 to make 

all the water supplied by the public distribution system safe for drinking. That had been 

done by a simple chlorination programme, which it had been found possible to provide free of 

charge to all communities throughout the country. 
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In the past few years much emphasis had been placed on the oral administration of 

rehydration salts (ORS) in the treatment of the diarrhoeas. However, the over - sophistication 

of medical technology in countries that had reached a certain level of health development 

seemed to be an obstacle to the generalization of that therapy, despite its obvious 

advantages to simplicity, economy and freedom from iatrogenic risk, hospitalization and 

intravenous administration of drugs not being required. The help of the paediatric service 

of a large modern, well - equipped and well - staffed hospital had therefore been enlisted and 

several hundred patients there had been treated with ORS only. The use of that therapy in 

such a hospital would make a profound impression on doctors, especially those working in 

rural areas. It was hoped thus to win general acceptance of rehydration therapy. 

Dr MERSON (Diarrhoeal Diseases Control Programme) thanked the delegates for their 

remarks and support of the programme. The suggestions made would be borne in mind in 

future programme development. He replied to specific questions. 

The delegate of Chile had asked whether the programme had figures on the reduction of 

mortality rates in any countries or areas. Since the programme had only recently been 

initiated and measurement of mortality data was in any event difficult, relatively little 
information was yet available. But, in addition to studies made before the initiation of the 

global programme in 1978, in a recent study in Egypt, covering 50 000 persons, the 

implementation of a diarrhoea) disease control project focusing on oral rehydration had 

shown a reduction of child mortality of 50% in one year. 

The delegate of the Philippines had reported a 16% reduction in mortality since the 

national programme had begun. Plans to collaborate with countries to obtain additional 

mortality data had begun, and a relatively simple survey method had been devised for the 

purpose similar to that being used to obtain information on the activities of the Expanded 

Programme on Immunization. 
The delegate of Zaire had asked the Organization to continue collaboration with 

governments in offering intercountry and national training courses in the management of 

diarrhoea) diseases control. In the last two years, 271 persons from 87 developing countries 

had participated in a WHO course for planning and evaluation of national diarrhoeal diseases 

control programmes. Ten more courses were planned for 1982 -1983, including those mentioned 
by the delegates of China and Argentina. A training course in supervisory skills was also 

planned, at national level, for those in charge of community health workers and health 

facility staff. Material would be available from mid -1983, concentrating on community 
participation, coverage, evaluation, monitoring and treatment of diarrhoea. Modules of the 

course were being designed with a view to their usefulness for the Expanded Programme on 

Immunization, maternal and child -health and other elements of primary health care. 

The delegates of Switzerland, France and the United States of America had all supported 

a comprehensive approach to diarrhoea management, including widespread availability of oral 

rehydration salt (ORS) sachets for health workers, and the training of mothers in 

preparation of household solutions and appropriate dietary management. The programme fully 

supported that approach and was including a search for the best means of providing home care 

for diarrhoea in its operational research activities. 

The delegates of Tunisia and Indonesia, in describing the progress made in their 

countries, had stated that there was concern about adequate supplies of oral rehydration 

salts and expressed their desire to have clear guidelines for the local production of these 

salts. Recognizing that availability was a problem, WHO had collaborated with UNICEF to 

make local production possible, by providing guidelines and technical support; that action 

would continue, as would attempts to improve the oral rehydration salt formulation, and it 

was hoped that the pharmaceutical industry and bilateral agencies could assist governments 

in production. 

The delegate of Brazil had requested information on how oral rehydration salts were 

produced. In some developing countries they were produced by State pharmaceutical companies, 
in others by private industry and in yet other cases, such as Indonesia, by both sectors. 

The delegate of Mozambique had expressed concern that the rate of development of 

diarrhoeal diseases control programmes as well as that of the expanded programmes on 

immunization, should be consistent with the development of overall primary health care 

services. The delegate of the Libyan Arab Jamahiriya had pointed out the importance of the 

other control strategies in addition to oral rehydration and the delegate of Israel had 

asked how well diarrhoeal diseases control was integrated into primary health care. The 

Organization was well aware of the need to be sure that the diarrhoea) diseases control 
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programme was integrated with other primary health care activities. That awareness was 
reflected in the training materials produced. At the same time the Organization regarded 
the diarrhoeal diseases control programme as a particularly suitable entry point for primary 
health care, because of the high morbidity and mortality associated with diarrhoeal diseases 
and the simple technology (oral rehydration therapy) available for their treatment. 

The delegate of the Union of Soviet Socialist Republics and the delegate of the 
Netherlands had asked for information on the programme's collaboration with the 
pharmaceutical industry. In addition to the area of ORS production the Organization was 
informing the pharmaceutical industry about the diarrhoeal diseases control programme, and 
providing new information on the etiology, pathophysiology and treatment of acute diarrhoea. 
It was hoped that industry would thus be encouraged to carry out research and development 
on new drugs, especially those which could inhibit the secretory response in the intestine. 
Any promising drugs could be evaluated through the programme's research activity. In 
addition, by providing new knowledge, the Organization expected to incite the industry to 
re- examine the usefulness of some drugs now marketed in the developing countries for 
treatment of acute diarrhoea. That point had been made by the Danish delegation. At present, 
discussions had been initiated with about 10 companies; it was planned to approach others in 

the near future. 

The delegate of the Netherlands and the delegate of Romania had made inquiries 
concerning the financial status of the programme. At present 18 agencies and governments had 
given extrabudgetary support. The deficiency in required funds for 1982 -1983 had been 
reduced to US$ 3.5 million from the US$ 8 million mentioned in the report. It was hoped 
to attract funds to make up this deficiency, so that the activities planned for the biennium 
could be carried out. 

The delegate of Sierra Leone had wished for further collaboration with WHO on methods 
for monitoring and evaluation, logistics and resource support. A manual on planning and 
evaluation of control programmes had been prepared. It included guidelines on the morbidity 
and mortality survey mentioned previously, together with detailed approaches for monitoring 
control programmes. He would be glad to make that manual available. 

The delegates of Romania and Pakistan had stressed the importance of collaboration between 
the diarrhoeal diseases control programme and the International Drinking Water Supply and 
Sanitation Decade. They were working together: firstly, to promote the use of safe water 
and sanitation facilities; secondly, to support research in carrying out such activities; 
and thirdly, to find a method of evaluating the effect of decade activities on diarrhoeal 
disease morbidity and mortality. 

Dr BULLA (Romania) said it was his understanding that the proposals of Pakistan and 
Romania would be reflected in a new draft resolution. If that was so, he would vote in 
its favour. 

The CHAIRMAN invited the Committee to consider the amended draft resolution 
including the amendments proposed by the delegates of Pakistan and Romania. He 
requested the Secretary to read out those amendments. 

Mrs BRUGGEMANN (Secretary) said that the amendments related to paragraph б of the 
draft resolution contained in Executive Board resolution ЕВ69.R6. They were as follows: 

1. In subparagraph (1), to add the words "in conjunction with the targets for 
the International Drinking Water Supply and Sanitation Decade" after the phrase 
"strengthening national control programmes "; 
2. To add the following new subparagraph (2): "To continue to collaborate with 
UNICEF, UNDP, the World Bank and other agencies in support of the programme and 
in the provision of safe drinking -water and environmental sanitation to deprived 
or under - served populations." 
3. To add the following new subparagraph (3): "To make efforts to attract 
extrabudgetary resources to meet the support requirements of this programme ". 

Dr VIOLAKI- PARASKEVA (Greece) said that she would like to know what the targets of 
the International Drinking Water Supply and Sanitation Decade actually were. It seemed 
to her that the introduction of the proposed amendments would lead to repetition in the 
draft resolution. 
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Dr BULLA (Romania) said it was difficult to define the targets of the Decade. 

Each country had a national programme established by the national authorities within 

the principles of the Decade. 

Dr VIOLAKI- PARASKEVA (Greece) said that she was prepared to accept the amendment 

proposed by the delegate of Romania but felt that there was an element of repetition in the 

proposal of the delegate of Pakistan. She would like to have a more complete explanation. 

Dr DIETERICH (Director, Division of Environmental Health), speaking in reply to the 

delegate of Greece, said that two resolutions relating to the issue had been adopted at 

intergovernmental conferences in recent years. During the United Nations Conference on 

Human Settlements (HABITAT) in 1976 governments had made clear references to providing water 

supply services for all if that was possible. At the United Nations Water Conference 

in 1977, governments had reaffirmed their commitments made at the HABITAT Conference 

to adopt programmes with realistic standards for quality and quantity to provide water 

for urban and rural populations by 1990 if possible. 

The International Decade had as its target water and sanitation services for all. 

In reality, the Decade was a national undertaking as each government must in the end 

set its own target in terms of quantity, quality and time frame. It was his view 

that, if the terminology "target for the Decade" was used, people would understand 

that the goal was international and consistent with the concept of health for all, but 

that action was the responsibility of each government in terms of quantity, quality 

and time frame. 

The CHAIRMAN said that he did not consider the proposed amendments to be 

repetitive. 

The draft resolution, proposed by the Executive Board in resolution EВ69.R6, as 

amended, was approved.1 

2. STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 19 of the Agenda (Document 

A35/INF.DOC. /7) 

Review and approval of the plan of action for implementing the Strategy: Item 19.1 of 
the Agenda (Resolutions WHA34.36, para. 5(1), and EВ69.R3; Document А35/3) 

The CHAIRMAN announced that a communication had been received from the delegation of 
Cuba bringing to the attention of the Health Assembly four resolutions that had been 
adopted by the ministers of health of the non- aligned and other developing countries, 
expressing their commitment to the implementation of the Strategy (document A35 /INF.DOC. /7).2 
Relevant to that communication was a draft resolution proposed by the delegations of 

Algeria, Angola, Argentina, Cuba, Democratic People's Republic of Korea, Egypt, Mozambique, 

Nicaragua, Panama, Sri Lanka and Yugoslavia, which read as follows: 

The Thirty -fifth World Health Assembly, 
Noting with satisfaction the decisions taken by groups of Member States - the 

non - aligned and other developing countries - concerning the implementation of the 
Strategy for health for all; 

Stressing the importance of the decision of the non -aligned and other developing 
countries expressed in the resolutions on: 

(1) implementation of national strategies for health for all by the year 2000; 
(2) technical cooperation among countries for the achievement of the goal of 

health for all by the year 2000; 
(3) network of institutions for health development; 
(4) exchange of health experts between developing countries, 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA35.22. 

2 Document WHА35/1982/REC/1, Annex 4. 
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1. CONGRATULATES the non -aligned and other developing countries for this expression 
of political commitment to the goal of health for all; 

2. REQUESTS the Director -General to provide these countries with the support they 
require in their efforts, as outlined in the above resolutions, for the 
implementation of their strategies by making full use of all available resources. 

He invited the representative of the Executive Board, Dr Hiddlestone, to introduce 
the draft plan of action for implementing the Strategy for health for all by the year 2000 
(document А35/3).1 

Dr HIDDLESTONE (representative of the Executive Board) recalled that a year earlier 
the Thirty- fourth World Health Assembly had not only adopted the Global Strategy for Health 
for All, but had also requested the Executive Board to prepare without delay a plan of action 
for its immediate implementation. The Health Assembly's sense of urgency had been reflected 
in the words "without delay" and "immediate implementation ". The Board had responded 
appropriately and had approved a draft plan of action immediately after the Thirty - fourth 
Health Assembly. The regional committees had responded similarly and they had reviewed the 
draft at their 1981 sessions. The Board had finalized the draft in January 1982 and that 

draft, with its sense of realism and urgency, was incorporated into document А35/3 which 
he was introducing in the Committee on behalf of the Board. He expressed the hope 

that the Committee would find it adequate and would feel able to approve it after mature 

consideration. 
As its name implied, the plan concerned action that had to be taken if the Strategy was 

to be carried out. It indicated what was expected of Member States, of WHO's governing 

bodies and of the Secretariat with respect to the main components of the Strategy, namely, 

what had to be done to develop further and carry out national strategies, as well as the 

regional and global ones; action required to develop health systems; ways of promoting and 

supporting the Strategy; and, finally, bringing together the resources needed for it. It 

also spelt out what had to be done to monitor and evaluate the Strategy. It provided a 

realistic timetable up to May 1987 when the Fortieth World Health Assembly would be reviewing 

the Eighth General Programme of Work. 

The Board had not contented itself with approving its own efforts but had offered some 

critical comments. One was that further study should be made on how best to overcome the 

political, social, cultural, educational and economic obstacles which might be encountered in 

certain countries. To overcome educational obstacles, it was suggested that greater effort 

should be made to bring about closer contact between ministries of health and universities 

and medical schools. The further consideration of regional targets by the regional 

committees appeared on the plan of action. Yet a plea had been made for it to be given 

greater emphasis; more specific targets could act not only as a spur to action but would 

also facilitate the monitoring and evaluation of the regional strategy. The importance had 

been stressed of monitoring and evaluation reports illustrating what was actually happening 

in various countries. That included the use of at least the 12 global indicators that 

appeared in the Global Strategy.2 The main purpose of monitoring and evaluation was to lead 

to improvements in the implementation of strategies by countries after both successes and 

failures had been assessed. Countries were expected to submit their first progress reports 

in March 1983 and the first evaluation reports in March 1985. Such a tight timetable might 

present difficulties but it also presented a challenge and an opportunity. 

Executive Board resolution EB69.R3 recommended that the Health Assembly should adopt a 

resolution approving the plan of action. The Board had felt that it was not enough to 

approve the plan of action as a document alone. Rather it had proposed that the Health 

Assembly should call on Member States to carry out the activities that devolved on them 

according to the plan of action and which all derived from the Global Strategy adopted the 

previous year. It had been made clear from the beginning that the Strategy would only 

succeed if it was carried out, not as an independent WHO activity, but by countries themselves 

with the support of WHO. WHO as such nevertheless had an important role to play. That was 

spelt out in the Strategy itself and in the plan of action for its implementation. The 

proposed resolution also included the responsibilities of the regional committees, the 

Executive Board, and the Health Assembly, as well as the Director -General and the whole 

Secretariat. 

1 Subsequently published in the "Health for All" Series: Plan of action for implementing 

the Global Strategy for Health for All, Geneva, World Health Organization, 1982 ( "Health for 

All" Series, No. 7). 

2 
See Global Strategy for Health for All by the year 2000, Geneva, World Health 

Organization, 1981 ( "Health for All" Series, No. 3), pp. 74 -76. 
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It was his pleasure, on behalf of the Board, to submit, for the Committee's consideration, 

both the plan of action and the draft resolution contained in resolution EB69.R3. 

Dr VIOLAKI- PARASКEVA (Greece) said that she would like to give a practical example of a 

project that represented a contribution to the Strategy. 

The Thirty -first World Health Assembly, recognizing the escalating problems caused by 
zoonoses both for human health and for agricultural production, had called for the establish- 
ment of regional zoonoses control centres modelled on the highly successful Pan American 

Zoonoses Centre in Buenos Aires. In response to that appeal, the Mediterranean zoonoses 
control programme had been formulated in 1978 under the auspices of UNDP and WHO, with the 
cooperation of FAO. The project had initially involved five countries, namely, Bulgaria, 
Egypt, Greece, Libyan Arab Jamahiriya and Turkey, but had subsequently been expanded and 
currently 17 countries in the area were participating actively through the programme's Joint 
Coordinating Committee. WHO was the executing agency while UNDP had so far been the main 

funding agency. Financial assistance had been provided by Greece and six other member 
countries as well as by France and the Federal Republic of Germany. 

The programme aimed at technical cooperation in planning, implementing and evaluating 
national zoonoses control programmes in participating countries, namely, the countries 

bordering the Mediterranean and Bulgaria and Portugal. All those countries had many common 
geographical, ecological and epidemiological characteristics and similar health problems. 

Major diseases to be controlled and eventually eliminated were canine rabies, echinococcosis/ 
hydatidosis, brucellosis, and leishmaniasis as well as foodborne diseases of animal origin. 
In general, the majority of those countries lacked adequate resources in expertise, manpower, 
equipment, laboratory facilities aid funds to control such major zoonoses successfully; the 

coordination of resources and activities through WHO had been considered essential. In view 
of Greece's special geographical location and the country's exceptional relations with all the 
countries involved in the project, the Mediterranean Zoonoses Control Centre, which was to 

coordinate such activities, had been located in Athens. The nature of the technical problems 
to be solved through such a typical TCDC programme called for the cooperation of all 
participating countries and for appropriate funding of the UNDP services involved in the 

programme. 

After the preparatory phase, aimed essentially at establishing the framework of the 

control programme and its Coordinating Centre in Athens, increasing attention and resources 
had been devoted to national and intercountry programmes, in accordance with the objectives 
stated in the Project Document and the two most recent work plans. 

The activities undertaken during 1981 had included national projects for the control of 
zoonoses, namely canine rabies and/or echinococcosis/hydatidosis, initiated in Tunisia, 
Turkey and Libyan Arab Jamahiriya, and a project intended as a model for intersectoral 
coordination of food hygiene programmes, carried out in Portugal. Professionals from 
several Mediterranean countries had benefited from training under the aegis of the control 
programme and sample legislation, guidelines, codes of practice and/or recommendations on 

zoonoses surveillance aid control had been widely disseminated. Again in 1981, five 
meetings had been organized in cooperation with WHO and, in two cases, with the cooperation 
of the Governments of Portugal (on food hygiene) and Tunisia (on dog population reduction, 
canine rabies, etc.), Inventories of resources, including vaccines, sera and other 
biologicals, for the diagnosis and/or control of zoonoses and their causative agents were 
being updated and published. A sociocultural study of man/dog relationships and their 
implication for dog population control programmes had been initiated in Athens. 

A more intensive programme of work had been planned for 1982, including six meetings, 
workshops and training courses and the establishment of the control programme's first 
laboratory unit. During 1982, in addition to on -going projects for the promotion of 
cooperation on the subjects referred to above, and the continuing dissemination of guidelines 
and regulations on the control of specific zoonoses, adapted to Mediterranean countries, and 
the finalization of a Mediterranean canine rabies control strategy, six meetings, workshops 
or training courses were to be held on the laboratory diagnosis of Rift Valley Fever, on 
canine population research and stray dog control, on brucellosis control in goats, and on the 
planning and management of canine rabies national control programmes. It was also intended 
to initiate or continue research projects on dog ecology and on factors affecting the 
prevalence and surveillance of zoonoses. 

Training and health education activities had been extended and it was planned to update 
a number of the programme's publications on zoonoses, and also lists of vaccine, sera and 
diagnostic reagent manufacturers. A laboratory unit was also to be established, having as 
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its main functions the establishment of tissue cultures, the preparation of rabies conjugates 
and of diagnostic reference slides for rabies laboratory diagnosis and the initiation of 
control of rabies vaccines for animal use. Those laboratory activities were to be imple- 
mented during 1982 in cooperation with the Greek veterinary services, but would be available 
to other Mediterranean countries after the end of the year. 

The achievements briefly reported above were the outcome of a truly multidisciplinary 
interprofessional approach within a framework of international goodwill, reflecting the level 
of technical cooperation among developing and developed countries and international agencies, 
which constituted the hallmark of WHO's goal of health for all by the year 2000. 

Her delegation fully endorsed the proposed plan of action and the draft resolution 
contained in Executive Board resolution EB69.R3. She would, however, appreciate further 
information as to how it was proposed to measure progress in the implementation of the Strategy, 
and on possible changes of indicators to reflect the situation in both developed and developing 
countries. 

Dr FERNANDO (Sri Lanka) said that the national strategy for health for all by the year 
2000 in Sri Lanka had been formulated, adopted and presented to the world through WHO in 
1980. One of the most significant and practical steps towards achievement of that objective 
had been the establishment of a national health development network at all levels. The 
network included, in addition to a National Health Council and a National Health Development 
Committee (whose activities he outlined), six standing committees which, as expert committees 
each working in its own field, had prepared a primary health care package, staffing plans, and 
a comprehensive programme for the development of traditional medicine; they had also prepared 
and reviewed the work of regional seminars on medical research and technical cooperation among 
developing countries and appropriate technology, and had carried out some preparatory studies 
on drug policies and management. 

The 17 primary health care components, referred to in the previous strategy document, 
had been examined in detail and the work to be done had been outlined. As a prerequisite 
for the implementation of the primary health care strategy, the training function had been 
reinforced, with the provision of additional facilities for institutions such as nurses' 
training schools and the revision of curricula for such staff categories as assistant medical 
practitioners and public health midwives. The revised curricula were already being applied 
in training and re- training. 

Although marginal adjustments had been made to the national strategies, there would 
continue to be unequivocal political commitment to the achievement of the social goal of 
health for all, and a three -way dialogue would be maintained between politicians, administra- 
tive and technical cadres and the community through the national health development network. 
The allocation of resources would be maintained at levels sufficient to implement the above 

commitments, preference being given to those in the greatest social need and with emphasis 
on the preventive aspects of health care. At the same time, the health care delivery system 
would be restructured to provide medical care for the entire population on the basis of 

equality and responsibility, backed up by adequate manpower planning and development, medical 
and health services research and laboratory and logistic support. 

Expenditure on health in Sri Lanka amounted to about 2.7% of the gross national product 
and the current trend was for government expenditure on health to increase. Outside health 
development funding from traditional sources, such as WHO, UNICEF, UNFPA and the Asian 
Development Bank (ADB) would be promoted. The restructuring on the health care delivery 

system, which would among other features provide for the appointment of one family health 

worker per 3000 of the population, was to be implemented over a period of 10 years at a cost 

of about US$ 186 million. ADB had undertaken to provide US$ 9 million and the Health 
Resources Group mechanism was expected to contribute in due course. At the same time plans 

had been made to meet, by appropriate training of the critical cadres, the considerable 

manpower requirements of the expanded system of primary health care, referral, teaching and 

special hospitals and two projects - for the production of sterile products and tablets and 

capsules - had been prepared. 

Special programmes had been drawn up with specific reference to mother and child health, 
aimed at achieving a reduction in infant mortality, particularly during the neonatal and 

perinatal period; a reduction in mortality and morbidity in the 1 -4 age group; a reduction 

in the incidence of acute diarrhoeal disease among infants and preschool children; a 

reduction in the incidence of diseases preventable by immunization; a reduction in acute, 

concurrent and chronic undernourished infants and preschool children; a reduction in 

undernutrition among pregnant mothers; and an improvement in overall child health aid the 

early detection and management of children with mental health problems, thereby reducing 

secondary disorders and disabilities. Plans had been made for the simultaneous development 
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of systems of traditional medicine and their incorporation in the health services in the 

country. 
The guiding principle in the operation of the new strategy would be cooperation between 

State and private sector as providers of health care. Since a not inconsiderable proportion 

of medical care was provided by private medical practitioners, steps would be taken to 

increase the representation of the private sector in the decision -making process through the 

national health development network. The indicators for monitoring progress towards health 

for all had been selected and quantified five -year targets worked out. For example, infant 

mortality, from the 1980 benchmark of 38 per 1000, was to be reduced to 34 in 1985, 30 in 1990 

and 27 in 1995, to reach 25 by the year 2000. 
In conclusion, his delegation supported the draft resolution proposed by the delegation 

of Algeria and others. 

The CHAIRMAN earnestly requested delegates, in view of the short time available, to 

confine their remarks as far as possible to the report before the Committee. 

Dr KORTE (Federal Republic of Germany) acknowledged the undoubtedly significant impact 
of WHO's Strategy for Health for All by the Year 2000 on decision- making processes in many 
countries, which had helped to mobilize resources for health. Although progress appeared 
at times too slow, important long -term objectives should not be sacrificed in the search for 
immediate successes. His country was spending on primary health care almost 40% of the 
funds for cooperation with developing countries on health, with encouraging results. There 
was, however, growing concern in regard to the long -term financing of health services. 
Although community participation was the guiding principle, the degree of financial 
involvement of the community, both in urban and rural areas, was not always very clearly 
defined. WHO should give special attention to that problem, the solution of which would 
determine the success of the primary health care approach. Another matter of concern in 
that connexion was the cost of paying primary health care workers - whose employment was 
advocated by WHO for at least the initial programme phases - might in some countries initiate 
developments with serious economic implications for the future. It might be better for WHO 
to consider possible strategies for departing from the system of free medical care for both 
urban and rural populations and promoting a system of cost - sharing between government and 
community. That would take into account the economic situation at the family and national 
level. 

One further point which merited special attention was the need to ensure the quality of 
health care and the training of supervisory personnel and his country would like to provide 
continuous support for the improvement of training. During a workshop which it was planned 
to hold jointly with the Ministry of Health of Peru, under the auspices of PAHO, it was hoped 
to review experience of different approaches to primary health care in South America. 

His delegation fully supported the draft resolution contained in resolution ЕВ69.R3. 

Dr CHRISTIANSEN (Norway), speaking on behalf of the Nordic countries - Denmark, Finland, 
Iceland, Norway and Sweden - commended Dr Hiddlestone for the forceful manner in which he 
had spelled out the significance of the Strategy and the procedure to be followed for its 
implementation. The Global Strategy for Health for All was the culmination of fruitful 
years of discussion during which concepts and ideas had matured and policies and strategies 
had been forged in the heat of debate. Outlining the sequence of events that had culminated 
the previous year in the adoption of the Global Strategy for Health for All and noting with 
satisfaction the firm political commitment and global unanimity in matters of health 
achieved so far, he cautioned that when it came to the real test, health -commitments, which 
had been solemnly entered into, all too often failed to materialize. The requirement from 
now on was that pragmatic and feasible measures should be taken at national, regional and 
global levels. In most countries the improvement of health would necessitate a broad 
attack on poverty, unemployment or underemployment and on the socioeconomic structures which 
allowed those evils to persist. There was every reason to be concerned about the impact of 
deteriorating economic conditions in many countries on their ability to put the health 
strategies into effect. It might also become difficult to avoid confrontations with 
various commercial, professional and other parochial interests, which were not concerned to 
promote health for all. On the other hand, the five Nordic countries believed that health 
afforded a unique opportunity to bring about international collaboration between Member States 
and international organizations. Few other issues could generate such solidarity and 
general agreement as health, but the opportunity had not so far been seized of giving human 
development pride of place over mere economic growth, as an alternative approach to solving 
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the world's current problems. The Nordic countries had therefore supported wholeheartedly 
resolution WHA34.36, paragraph 5(1), requesting the Executive Board to prepare an immediate 
plan of action to overcome the obstacles and ensure the success of the Global Strategy. 

The plan of action for the international community should, in their view, provide support 
for national governments in implementing their strategies, involve all relevant bodies of the 
United Nations system and all other international organizations in the implementation of 
concerted measures for health for all, and mobilize and transfer the required resources to 

meet priority needs. It should include concrete measures for the attainment of global 
targets, particular emphasis being placed on such subjects as safe drinking -water and 

sanitation, adequate nutrition, immunization against the major infectious diseases of child- 
hood and the availability of essential drugs. The approach would of necessity be inter - 
sectoral, involving different authorities and agencies. The International Drinking Water 
Supply and Sanitation Decade, mother and child health care, the Expanded Programme on 

Immunization and the action programme on essential drugs were all examples of such inter - 

sectoral activities and interagency collaboration, but the function of the plan of action was 
to forge those and other activities and programmes into a unified pattern, converging on 

health for all by the year 2000. 
The document before the Committee, which had changed very little during processing by 

the Executive Board and regional committees, certainly provided an accurate guide for 

monitoring progress, but its efficacy as a guide for action had yet to be seen. The crucial 
question was how to ensure that Member States had adequate resources to carry out the Strategy. 
The plan of action should therefore give prominent place also to the registration aid 

examination of the international flow of resources to health, in order to ensure that they 

were spent efficiently and that they met social needs. Such registration and examination 
of current transfers could facilitate the rationalization of existing resources and the 

mobilization of new ones. It had therefore been hoped that the plan of action would be 
designed to streamline mechanisms for improved interagency coordination, in particular at 

country level, and that a more specific role would have been assigned to the Health Resources 

Group, with emphasis on its extension to regions and individual countries. The plan of 

action could and should be made into a powerful instrument, serving to invigorate WHO's 

constitutional role as the directing and coordinating authority on international health work. 
The five Nordic countries sincerely hoped that the plan of action would prove a 

success and therefore supported the draft resolution submitted by the Executive Board. 

The meeting rose at 18h00. 
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Thursday, 13 May 1982, at 9h00 

Chairman: Professor A. M. FADL (Sudan) 

1. STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 19 of the Agenda 
(Document A35/INF.DOC./7) (continued) 

Review and approval of the plan of action for implementing the Strateaz: Item 19.1 of the 

Agenda (Resolutions WНАЭ4.36, para. 5(1), and ЕВ69.R3; Document А35/3) (continued) 

Dr KOINUMA (Japan) said that his delegation fully supported the plan of action for 

implementing the Global Strategy for Health for All by the Year 2000, as submitted by the 
Executive Board. 

In keeping with WHO's plan of action, his country was making every effort to support the 
development of health systems based on primary health care. Such projects were being 
undertaken through Japan's technical cooperation with developing countries, especially for the 

development of human resources. 
Only 18 years remained before the Strategy's ambitious aims were due to be achieved, and 

he urged that further intensive efforts, based on the practical timetable proposed, should be 
made to carry out the pledge undertaken by countries. 

Dr МАSKAY (Nepal) stated that his country had been quick to respond to the call to 

achieve health for all by the year 2000, and had, in 1979, drawn up a preliminary document 
setting out the basic minimum needs within that aim, and which related to health, food and 
agriculture, water supply and sanitation, primary and adult education, and rural communications. 

With a view both to sustaining the initial momentum and to providing guidance and support, a 

Health for All/Basic Minimum Needs Steering Committee had been established in 1980, under the 

leadership of the National Planning Commission and with representation of the main national 
executive bodies and the major socioeconomic development sectors. A series of studies had 

been undertaken on the initiative of that Steering Committee, relating to such matters as 

population projection, manpower requirements, physical infrastructure and supply logistics 
requirements, as well as financial requirements. It had also been felt that "scenarios" of 
the social and economic situation of the country by the year 2000 should be prepared as a 

framework of reference and also to serve as a constant source of inspiration to those 
responsible for planning and implementation towards the goal of health for all. The study on 

population projection had been completed in 1980. The first "health for all" document had 

been revised by March 1981, and two sectors on forests and on cottage industry would be added 
to the original headings. A further study on income generation would be carried out. 

Health systems connected with the sectors singled out would be monitored with a view to 
their conformity within the goal of health for all through primary health care. 

Dr LARIVIÉRE (Canada) said that all aspects of technical cooperation among developing 
countries and bilateral support, especially in respect of manpower resources, were of great 
importance for the implementation of the Global Strategy. 

The early proposals relating to dental manpower had greatly impressed his delegation. 
The recent initiative taken by WHO in seeking to bridge the gap between need and supply in the 

oral health field could well serve as a model. His delegation commended the Director -General 
on that initiative and hoped that it would receive the encouragement it deserved from all 
Member States. It was also to be hoped that the Executive Board would continue to give 
careful consideration to the whole matter. 

He fully supported the draft resolution recommended by the Executive Board in its 

resolution ЕВ69.R3. 
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Professor TEJEIRO (Cuba) believed that the plan of action represented a general model 
which could undoubtedly help many countries to draw up national health plans covering the 
basic components of primary health care. He welcomed the emphasis placed on analysing the 
possibilities and intentions of individual countries; it would be desirable for the 
regional committees to arrive at a clearer definition of goals based on a realistic 
assessment of national goals, since that would be a salutary guard against theoretical and 
possible Utopian aspirations. 

His own country, one of the developing countries of the non- aligned movement and which 
had some thousands of doctors and health workers in a large number of countries in various 
continents, was well aware of the fact that, although the general health requirements of the 

group of non- aligned countries were similar, the stage of development of their health care 

systems, their training capacity, morbidity rates, and, above all, their socioeconomic 

situation varied widely. Consequently, real progress towards the goal of health for all by 
the year 2000 could only be achieved through a realistic assessment of each country's position. 

Cuba's experience with training policies for health personnel had shown that the 

assumption by the Ministry of Public Health, in 1976, of the responsibility for training of 
doctors and dentists, while it continued to follow the educational methods established by 
the higher education ministry, had given rise to no difficulties, and had indeed increased 

the efficacy of such teaching, which reflected more closely the real needs of the population. 
He commended the initiative taken in the African Region where specific primary health 

care training had been introduced in medical faculties. That development would be of value 
in the implementation of the plan of action. 

His delegation fully supported the draft resolution recommended in resolution ЕВ69.R3. 

In connexion with the draft resolution on implementing the Strategy for health for all of 
which his delegation was a co- sponsor, he referred to a meeting held in March 1982 of health 
experts from the non- aligned and developing countries, which had recommended the preparation 
of four resolutions relating to important needs in their countries, in respect of which action 
taken could strengthen the Global Strategy. Those resolutions had been approved by the 

sixth meeting of ministers of health of the non- aligned countries held the previous week, and 

were contained in document A35/INF.DOC./7.1 The draft resolution proposed by a number of 

countries was intended to support those resolutions, and he hoped that it would obtain 

unanimous support. Should the draft resolution be approved, he requested that the four 

resolutions in document A35/INF.DOC./7 be included among the official documents of the Health 

Assembly. 

Dr RINCHINDORJ (Mongolia) stated that his delegation was in general agreement with the 

plan of action for the Global Strategy. As the Director -General had said, the countdown had 
already started, and the plan provided a useful basis. Cooperation at all levels of activity 

in WHO and Member States was of the utmost importance. Concern arising out of the fact that 

only about half the total number of countries had drawn up actual strategies was perhaps 

unfounded; the adoption of the present plan of action should provide a stimulus. 

He emphasized the importance of dissemination of information. Many countries were 

encountering difficulties regarding technical cooperation in that field, due to lack of 

resources. WHO could consequently be of great assistance by including a broad measure of 
such activities in its plan of action. His own country was grateful to the Organization 

for the encouragement it had given to the international exchange of technologies, mainly 

through publications and through its policy on patents. 

Dr KOOP (United States of America) considered that the plan of action held great promise 

of accomplishment. He had been particularly gratified to see the calls for monitoring and 

evaluating the effectiveness of the Strategy and the correlation with the Seventh General 

Programme of Work, both of which, in his opinion, constituted key elements in the effort 

towards health for all. The use of global indicators for measuring progress would also be 

of value to countries as they monitored and evaluated national strategies. 

With regard to the call under the plan of action for Member States to submit in March 

1983 their progress reports on implementation of their strategies to the regional committees, 

he said that in the United States a task force had been organized to examine the national plan 

of action and to update strategy in the light of evolving national health priorities. 

1 Document WHA35/1982/REС/1, Annex 4. 



COMMITTEE A: TENTH MEETING 123 

In the United States, a far greater percentage of mortality was due to unhealthy behaviour 

and life -style choices than to inadequacy in the health care system, the largest single cause 

of preventable deaths being smoking. That concern was common to many countries, as was 

apparent from delegates' statements in the plenary Health Assembly. In the Surgeon -General's 

report on smoking and health of February 1982, it had been noted that smoking was the most 

important cause of preventable disease in the United States. However, public health 

initiatives had met with some success, since the per capita consumption of cigarettes had 

decreased in the population as a whole, particularly among students, and since the mortality 

from cancer of the lung in men showed a favourable trend. 

Health for all by the year 2000 could not possibly be achieved unless increased attention 

was directed to the health hazards of smoking. WHO had been active against them for many 

years, through its publications and resolutions. 

The United States was stressing 15 objectives for preventing disease and promoting health, 

directed at a wide range of problems including infant and maternal health, nutrition, 

cardiovascular disease and smoking, and reflecting the breadth of health efforts in the 

international field needed to achieve health for all. 

The global goal had the unique quality of appealing to, and providing a vehicle for the 

highest hopes and deepest concerns of all for the health of mankind. It called for equity 

in relation to health and health services, which was the highest social aspiration in health. 

To translate that into programmes was a challenge straining scientific, technological and 

managerial capability to the utmost; to mobilize and direct the interests and resources of 

individuals, institutions arid nations called for unparalleled harnessing of social and 

political will. Finally, as the delegate of Kuwait had said at the opening of the 

Technical Discussions, it was necessary to address the needs of the whole person: physical, 

mental and spiritual. The United States Government was proud to join all others in that 

genuine global movement. 

Mr Sang Ha HAN (Republic of Korea) expressed his delegation's strong support for the plan 

of action. Highlighting some national policy measures taken in his country, he referred to 

the establishment of effective health care delivery systems for the underprivileged in urban 

areas and rural underserved areas. Measures to strengthen preventive health services for 

the rural population included the designation of 2000 nurses and midwives to provide simple 
care and maternal and child health services and aimed at complete coverage by 1983 of areas 
where medical services were not available. There was an expanding programme of environ- 
mental hygiene to provide protection against pollution caused by industrialization and to 
ensure the cleaner environment essential for better health. 

Despite governmental endeavours, some maldistribution of modern health care remained, 
and most Member States, including his own, must follow the recommendations made by WHO for a 

primary health care approach to the problem. 

N 
Dr ВORGOÑO (Chile) emphasized that technical approval by the Health Assembly of the 

Global Strategy was not enough without the political commitment of all countries. The 
approval of the United Nations General Assembly itself, rather than the Economic and Social 
Council, should be obtained. The Organization of American States had adopted a resolution on 
health for all precisely to secure that essential political commitment. Furthermore, biennial 
budgets and organizational structure should be flexibly adapted to the plan of action. 

The goals that had been fixed should be achieved not only in terms of averages covering 
a whole country, but in all its localities. Indicators were essential for monitoring and 
evaluation, and WHO and its regional offices should help all countries to obtain the necessary 
information. Evaluation must be undertaken as a joint effort with feedback to the regions, 
countries and WHO headquarters, to provide an objective basis for progress under the Global 
Strategy. 

His delegation supported the draft resolution recommended in resolution EB69.R3. 

Dr SAVEL'.EV (Union of Soviet Socialist Republics) considered that the plan of action for 
implementing the Strategy was one of the most important areas of WHO's work and that it could 
be viewed as the beginning of the practical stage of endeavours to ensure a fully productive 
life for mankind. 

Although work to that end was progressing within the individual countries, a number of 
obstacles remained. Over and above approval in principle, the true basis of any advance 
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would be the introduction of a more progressive economic and social system in many countries, 
complemented by a State health system. Disarmament, détente and the strengthening of peace 
were a pre -condition of any real improvement. 

A timetable had been set for the achievement of the specific tasks listed under the plan 
of action. However, it should be made clear that the review by developed countries of the 
level and nature of their international transfer of resources for health was to take place at 
regular intervals. 

He had no objection to the adoption of the resolution recommended in resolution EB69.R3, 
but would suggest an amendment to its second preambular paragraph, where the reference to 
resolution 3643 of the United Nations General Assembly should be amplified by the inclusion 
of the exact wording used by the General Assembly, underlining that peace and security were 
an important condition for improving health and that the achievements of Member States in the 
health field would also help to strengthen peace. 

His delegation had noted the resolutions adopted by the sixth meeting of ministers of 
health of the non -aligned countries (document WHA35/INF.DOC. /7), and supported the related 
draft resolution. 

Dr LIU Xirong (China), expressing appreciation to the Executive Board and the Secretariat 
for its revision, said that the plan of action had been the subject of considerable attention 
in the Western Pacific Region when it prepared its programme. A good start had been made on 
the implementation of the plan, but follow -up action was crucial. In view of the many broad 
activities comprised by the Strategy, coordination was vital. National strategies were of 
prime importance, and he hoped that WHO would make every effort to stimulate their implemen- 
tation by providing opportunities for exchange of experience, training, etc., in the developing 
countries. 

The success of the Global Strategy depended on the concerted efforts 
States of WHO. Since there were widespread differences between countries 
realistic to expect uniformity in implementation and development. It was 
essential that a measure of flexibility should be retained. The plan of 
period until 1987, but should be adjusted if new elements became apparent. 

China would do its utmost to secure health for all by the year 2000, 
attention to action at the country level. 

of all the Member 
, it would not be 
consequently 
action covered the 

giving primary 

Dr CASTELLON (Nicaragua) emphasized the fundamental importance of the Global Strategy for 
all countries, both developed and developing, in the social field. The goal of health for 
all afforded the possibility of breaking with obsolete and inequitable systems, and the 
Government and people of Nicaragua were closely following the implementation of the resolutions 
adopted as a result of the International Conference on Primary Health Care and the Strategy 
for health for all by the year 2000. 

The Ministry of Public Health of Nicaragua was committed to the objectives, in keeping 
with its own national health plans. It supported the plan of action, and was adhering 
strictly to the timetable proposed, as well as adopting the requisite indicators for evaluation. 

Dr DIXON (Australia) said that, in accordance with the principles of the Strategy, 
Australia had integrated the concept of primary health care into its bilateral aid programmes 
but had sometimes encountered difficulties. He therefore again drew attention to 
paragraphs 5(2) and (3) of document А35/3, which stressed the need to formulate national 
strategies and decide on specific targets. 

Countries requiring assistance should determine the priorities in their strategies 

and - possibly more important - obtain government commitment to specific goals, without 

which it was sometimes extremely difficult for donors to provide assistance, however 

enthusiastic the public health authorities might be. Regional committees and developed 
active role in assisting with 

Australia would assist wherever 

Member States should therefore be encouraged to play a more 

the development of appropriate strategies, where necessary. 

possible, and would welcome proposals in that field. 

His delegation supported the resolution recommended by the Executive Board. 

Professor RENGER (German Democratic Republic) said that his delegation supported the 

plan of action and had no objections to the proposed timetable for implementation. With 
regard to the problem of securing funds for implementing the Strategy, the significance of 
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disarmament and the responsibility of Member States and WHO should again be emphasized. The 

need to mobilize resources made it impossible to separate health from the ending of the arms 

race. 

His delegation welcomed the publications in the "Health for A11" Series. 

He stressed the importance of indicators in monitoring progress and evaluating results 

in implementing the Strategy. Further improvement was necessary so as to make it possible 

to assess the level of development attained as precisely as possible; indicators should be 

applied uniformly in all countries in order to obtain accurate information. 

Dr BULLA (Romania) expressed full agreement with the resolution recommended in 
resolution ЕВ69.R3, which covered the main tasks and responsibilities of Member States, the 

regional committees and the Secretariat. The elaboration of the plan of action marked the 

end of the preparatory period and the beginning of the long -term operational stage. 

He wished to stress the overwhelming importance of paragraph 14(5) and (6) of 

document А35/3, as well as the urgency of adapting the training of medical and paramedical 
personnel. In addition to the issue of guides, handbooks and teaching materials, a sustained 

effort must be made to induce a new attitude among teaching staff and promote the exchange 
of experience. Greater emphasis should be placed on the development of appropriate 

technologies adapted to the needs of the Strategy and methods of assessing health 
technologies, but also on creating new technologies. 

Dr CHRISTMAS (New Zealand) said that the plan of action was one of the most ambitious 
and most important exercises ever undertaken. It was aimed at harnessing all available 
resources for promoting the health of all peoples within the next two decades, and involved 

great changes in approach, since it emphasized primary health care, taking health services 
to the people, and involving people in the changes. It also required adequate numbers of 

suitably trained health personnel, without whom little could be achieved. 
To prepare for such change, therefore, all competent trained health personnel would 

have to be mobilized and taught to lead and train others. Such personnel comprised not 
only doctors but also nurses, midwives, health educators, administrators, engineers and 

scientists, who should assist in training and in the planning and development of the programme 
and of the health infrastructure at the country level. Time was especially short for 

training, making urgent a major educational input into the plan and greater involvement of 

those health professionals who worked most closely with people and had special skills in 
primary health care, namely nurses and midwives. The contribution of the nursing profession, 
recognized in resolution WHА30.48, urged a very high priority for promoting nursing 
education, with special emphasis on primary health care. That would greatly strengthen the 
health infrastructure by providing tutors and supervisors, as well as specialized advisers 
and field workers, to work with health teams in establishing, monitoring and evaluating 
comprehensive primary health care programmes. Without such emphasis on education and the 
utilization of the nursing profession, the global plan of action might falter and Member 
States might find difficulty in establishing the necessary health worker base for primary 
health care. He requested a report on progress since 1977, when WHO had considered in some 

detail the role of nurses and midwives in primary health care teams. 

He emphasized that the urgently needed changes could not be brought about by the nursing 

profession alone, without the support of the other health professions, governments and WHO. 

The nursing profession had the ability and the responsibility, through primary health care, 

to make the radical changes in the health care system required by the plan of action for the 

Strategy. In recognition of that fact, and in view of the need for a major thrust in the 

field of education and training, his delegation, with a number of others, had submitted a 

draft resolution to the Secretariat. He requested that it be circulated. 

The CHAIRMAN said that he had read the draft resolution in question but felt that it 

had very little bearing on the agenda item under consideration; that was not merely his 
view but also that of the General Committee. He would, however, consider the appeal made 
by the delegate of New Zealand to make the resolution available to the Committee. 

The DIRECTOR- GENERAL said that it would perhaps be more appropriate to consider the 
draft resolution mentioned by the delegation of New Zealand in the light of a progress 
report on nursing which would be prepared in the context of the review of the health 
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manpower development programme proposals in the programme budget for 1984 -1985. The 
nursing profession would have to be seen in the context of the totality of health manpower 
development, with reference to nurses and midwives and their relation to the Strategy for 
health for all by the year 2000 through primary health care. 

Dr HAPSARA (Indonesia) said that his delegation realized the importance of the plan of 
action, which would enable the Global Strategy to be implemented systematically. WHO would 
no doubt continue to support the health development process in each country, and the 
importance of WHO's role in coordination and technical cooperation would increase. He 
paid tribute to WHO's part in strengthening health development in the ASEAN countries. 

In connexion with the drafting of guiding principles and related learning materials on 
the organization of health systems based on primary health care, careful and thorough 
studies of various countries could be undertaken by WHO. His delegation considered that 
the reorientation of the health system was very important, and agreed that health manpower 
development was a vital factor in national health development; it should therefore be given 
a high priority, not only in terms of education and training, but also in systematic career 
development of health personnel. 

As far as health information system development was concerned, Indonesia would be 

grateful for further support from WHO in order to be able to direct, monitor and evaluate the 

implementation of the plan of action. 

The Government wished to express its gratitude to the Director- General for having chosen 
Indonesia to work more closely with WHO in promoting cooperation in the development and 
implementation of national strategies; further guidance was needed. Such collaboration 
would stimulate health development. 

Finally, his delegation supported the plan of action. 

Dr OLGUÎN (Argentina) said that the decision to take health for all as an objective 
had been unanimously accepted; that doctrine had now found concrete expression in an 

excellent plan of action, and activities were taking place at all levels to achieve its 

goals. In the Region of the Americas, the Regional Office was coordinating activities with 
the participation of all countries; at the country level, there was intensive activity, 

both bilateral and national. Argentina was actively participating in the process. Because 

of its federal structure, the Federal Health Council provided an appropriate basis for the 

application and development of health strategies and policies, and covered the public sector, 

the social services, and the private sector. The Council provided an appropriate forum for 
the consideration of national strategies and of the situation in the various regions of the 

country, as well as for decisions as to priorities and programmes. 

The role of WHO in monitoring, evaluation and coordination was of fundamental importance. 

The plan could be successful only with appropriate evaluation, critical assessment, and the 

allocation of the resources necessary for its implementation, and provided it was flexible 

enough to take into account the characteristics and possibilities of each individual 

country. His delegation supported the plan and the resolution recommended by the Executive 
Board. 

Dr SIDHU (India) said that his delegation endorsed the principle of the synthesis of 

plans of action upwards from the national to the regional and global levels, the need to 

ensure the flow of resources from national, bilateral, multilateral aid international 

sources, the importance of health systems research and intersectoral action, and the 

proposed timetable. In attempting to coordinate national, regional and global plans of 

action, it should be remembered that, although developing countries shared many problems, 

those countries were at different stages of development. The least developed among them 

needed special attention. 

Although progress had been made in technical and economic development among developing 

countries, more could be done, especially for the least developed countries. It was not 

realized that a great deal could be done with the resources within the developing countries 

themselves. At the same time, efforts should be continued to achieve the New International 

Economic Order and the increased transfer of resources and technology from north to south. 

Health was an area that lent itself to north -south interaction, and could lead to wider 

cooperation between developed and developing countries. 
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Certain initiatives needed urgently to be taken if the goal of health for all was to be 

reached in the stipulated period; one related to health systems research, and another to 

intersectoral action. It was hard to see how the goal could be reached without them. 

WHO had paid special attention to them, and it was therefore the responsibility of 

governments to take appropriate measures. Emphasis must also be placed on self -reliance, 

the use of local resources, and appropriate technology. Greater coordination between WHO 

and UNICEF was needed, since the latter was currently unwilling to provide financial support 

for the purchase of locally available materials. That forced countries to import many 

articles from abroad, when they were more cheaply available locally. 

His delegation welcomed the fact that the plan of action called for the first country - 

level assessment of progress by March 1983, and the first formal evaluation by March 1985. 

All activities had therefore to be timed; constant review and monitoring were necessary, so 

that the goals were attained. He also welcomed the inclusion of specific global indicators, 

which made possible a common basis for reporting and an objective assessment of progress. 

He supported and endorsed the plan of action. In its new 20 -point programme, which 

was a charter of activities for the nation, India had given pride of place to health and family 

welfare, and evolved a national health policy to secure the universal provision of primary 

health care. A comprehensive set of indicators had also been developed for use in the 

constant monitoring of progress. 

Dr ZAMBRONI (Guatemala) said that his delegation supported the plan of action, and the 

resolution recommended by the Executive Board. In Guatemala, both local and national 

problems had been taken into account in developing the strategy and in analysing the 

development of each individual programme. As a result, the constraints hindering the 

attainment of the goals were being identified. 

The national health plan embodied four policies and the single strategy of primary 

health care; all activities were aimed at achieving health for all by the year 2000. By 

July 1982, taking national priorities and resources into account, it would be possible to 

establish specific goals to be achieved in five -year plans. Active community participation 

was being attained through appropriate technology and coordination. 

As far as the exchange of experience was concerned, two РАНО meetings had been organized 

in Central America, at which plans for achieving the goal had been discussed. 

He endorsed the remarks made by the delegate of Chile with regard to WHO and regional 
office support for the establishment of a good information system to facilitate the 

evaluation of progress in implementing the plan of action. 

Dr RODRIGUES CABRAL (Mozambique) endorsed the remarks of previous speakers on the impor- 
tance of the evaluation process in monitoring the implementation of the Strategy and the 

Seventh General Programme of Work. The question of information for, and the evaluation of, the 

Strategy was clearly linked with the Secretariat's reporting system to Member States and the 
governing bodies of WHO. For the evaluation of the Strategy and the plan of action WHO 
should describe what was happening with regard to health status and the functioning of health 
systems in countries and regions, and not merely the Secretariat's efforts to implement WHO 
programmes. There was a need to distinguish clearly between primary health care aid poor - 

quality programmes, otherwise the targets set by the Strategy and the Seventh General 
Programme of Work would not be reached. Ways must therefore be found to deliver the best 
and most appropriate technologies within the limits imposed by scarce resources. Some 

members of the Secretariat still needed to understand that good -quality programmes in 

developing countries did not necessarily have to be vertical ones. Technical quality and 
the integration of national health services still constituted an area of study for health 
planners and technicians. 

Finally, he welcomed the statement by the delegate of Canada and his country's 
willingness to support programmes in oral health, an area normally considered to be of 
secondary importance. 

Dr КLIVAROVA (Czechoslovakia), confirmed her delegation's approval of the Global 
Strategy. It had pointed out that that goal could be attained through social and economic 
change and the preservation of world peace. The socialist countries had proposed a number 
of years previously in the United Nations that the problem could be solved by disarmament 
and the allocation of 10% of the resulting savings to the developing countries. 
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Her delegation supported the resolution recommended by the Executive Board, with the 
amendment proposed by the delegate of the Soviet Union. It also endorsed the draft 
resolution proposed by non -aligned countries on implementing the Strategy. 

Dr SOTELO (Peru) supported the Strategy and the plan of action. It was intended to 
modify the national health plan accordingly and to allow for active community participation. 
Peru was also coordinating activities with the Andean countries so as to achieve the common 
goal of health for all by the year 2000; that went beyond the boundaries of the health 
sector and was also a social goal. His delegation also supported the resolution 
recommended in resolution ЕВ69.R3, and wished to be included among the co- sponsors of the 
draft resolution proposed by delegations of non- aligned countries. 

Dr HIDDLESTONE (representative of the Executive Board) said that most of the comments 
that had been made could be accommodated in the final report. He had emphasized in his 
introductory remarks that the Board was aware that the plan of action was not an independent 
WHO activity, and could only succeed if it was implemented by countries with the support of 
WHO. The contributions that had been made to the discussion supported that conclusion. 
The discussion had demonstrated and reinforced the sense of realism that had been urged by 
the Thirty - fourth Health Assembly, and he was sure that the Executive Board would respond in 
the same way. 

Dr COHEN (Director- General's Office), replying to the delegate of Greece, said that 
the plan of action envisaged a process of monitoring and evaluation that began in Member 
States and was carried out by them; only if that was done would WHO be able to put together 
information at the regional and global levels and provide an account of progress and 
problems. The mechanisms for that purpose were WHO's normal ones; Member States would be 
expected to submit the first monitoring reports in March 1983, and on that basis regional 
accounts would be presented to the regional committees. In turn, a global synthesis would 
be prepared from the reports from each region and presented to the Executive Board, and then 
to the Health Assembly in 1984. In that way the specific problems and progress of each 
Member State would be taken into account, so that both more and less developed countries 
would be able to present the results of their monitoring of their own strategies. In 

addition, in 1981, the Health Assembly had agreed on a minimum list of 12 indicators that 
all Member States were expected to use in monitoring and evaluation. Any Member State 
could, however, add indicators appropriate to its specific health situation, and in that way 
WHO would be able to build up a picture of the progress made. WHO had therefore produced, 
in the "Health for All" Series, Health programme evaluation: guiding principles, and 
Development of indicators for monitoring progress towards health for all by the year 2000. 
Regional committees were to be presented with a common framework for monitoring the 
Strategy so that information from Member States could be assembled in a manner that could be 
clear to all. He hoped that that part of his reply would also satisfy the delegate of 
Mozambique, in that information would be built up on the basis of what was supplied by 
Member States from their own monitoring of their strategies. 

The delegate of Norway had asked about the adequacy of the international transfer of 
resources for the Strategy; that would be discussed under item 19.2 of the Agenda. Every 

progress report on the monitoring and evaluation of the strategy would in future contain a 
section on the international transfer of resources, and the matter would be reviewed by 
regional committees, the Executive Board and the Health Assembly. 

The suggestions made by the delegates of Mongolia and Romania with regard to paragraph 14 

of document À35/3 would be taken into account. 
Replying to the delegate of Chile, he said that the plan of action had aiready been 

submitted to the United Nations General Assembly, which had adopted resolution 36 /43 on that 

subject. Subsequent reports from the Health Assembly on the monitoring arid evaluation of 
the strategy would be submitted, from 1984 onwards, to the Economic and Social Council and 
thence to the General Assembly. 

In reply to the delegate of Romania, he pointed out that item 20 of the agenda, on 

the Seventh General Programme of Work, covered a whole host of programmes devoted to the 
application of science and technology and the development of technologies appropriate to 

the health systems of countries at different development levels. 

The question raised by the delegate of New Zealand as to the role of nurses had been 

answered by the Director -General. 

1 WHO "Health for All" Series, Nos. 6 and 4, respectively. 
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The DIRECTOR- GENERAL said how pleased he had been at the complete absence of cynicism 

which had been evident during the discussion of one of the Organization's more ambitious 

aspirational targets. That absence of cynicism and indifference was extremely important 

since it enabled staff and delegations alike to have faith in the feasibility of achieving 

their goal. 

None of those present could doubt that the world would have to undergo major changes 

over the next two decades if the human species was even to survive let alone to bring about 

a modicum of social equity amid the prevailing injustices. The value systems prevailing in 

20 years time would have to be radically different from those of today. Hence, when the 

objective of health for all was considered he believed that the emphasis now must be not on 

theoretical planning but on the action which would be necessary at all levels to attain it. 

That implied the adoption of a new role by the Organization. In the past, attempts had been 

made to bring the Organization into close cooperation both with affluent and with developing 

countries, but it was necessary to forge an even more intimate relationship of confidence 

between the Organization and its Members. Whether the Organization would be good enough to 

meet the challenge facing it was as yet unknown, but it was essential to remain optimistic 

and to believe in the possibility of progress. The world was indeed in a serious condition 

both in geopolitical terms and in terms of economic and social justice, and it was essential 

to achieve the latter. Both the Organization and its Member States were attempting to bring 

about changes in the fundamental values accepted in the world and there was a real commitment 

on the part of all to move from theoretical plans to action. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended in 

resolution ЕВ69.R3, and the amendment thereto proposed by the USSR delegation, supported by the 

delegation of Czechoslovakia. 

The amendment was adopted. 

The draft resolution recommended by the Executive Board in resolution ЕВ69.R3 was approved 
as amended.l 

The CHAIRMAN invited the Committee to consider the draft resolution on implementing the 

Strategy for health for all proposed by the delegations of Algeria, Angola, Argentina, Cuba, 

Democratic People's Republic of Korea, Egypt, Mozambique, Nicaragua, Panama, Sri Lanka and 

Yugoslavia to which the delegations of Afghanistan, India and Peru were to be added as co- 

sponsors. 

Dr KOOP (United States of America) said that after reading the four resolutions adopted 

at the sixth meeting of ministers of health of the non -aligned movement and other developing 
countries, and which were reproduced in document A35/INF.DOC./7, his delegation appreciated 
the intensive effort and creative thinking which was being applied to the objective of 
health for all by the year 2000 and believed that they should be encouraged by WHO. He 

therefore proposed that operative paragraph 2 of the draft resolution should be amended to 
read: 

"2. REQUESTS the Director -General to mobilize support for these and other 

Member countries for the implementation of their strategies for achieving 

health for all through such efforts as are described in the above resolutions." 

Professor TEJEIRO (Cuba) said that the draft amendment just proposed did not alter 

the meaning of the draft resolution and his delegation could accept it. 

The amendment proposed by the delegation of the United States of America was adopted. 

The draft resolution on implementing the Strategy for health for all was approved as 
amended.2 

Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WНA35.23. 

2 
Transmitted to the Heath Assembly in the Committee's third report and adopted as 

resolution WHA35.24. 
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Review of the international flow of resources for the Strategy: Item 19.2 of the Agenda 
(Resolution WHA34.37, paragraph 8; Document ЕВ69 /1982 /REС /1, resolution EB69.R4 and Annex 1) 

Dr HIDDLESTONE (representative of the Executive Board) introducing the item, said that 
at its sixty -ninth session the Executive Board had reviewed the document submitted by the 
Director -General in response to its request at its sixty -seventh session. While the document 
concerned the subject in general, its addendum related specifically to the Health Resources 
Group for primary health care. Chapter II of the document, which related to health expenditure 
in countries, pointed out the difficulties encountered in measuring health expenditures 
especially on primary health care. Moreover, many countries still had to work out what they 
wished to include under health expenditures. Another problem had been to distinguish public 
expenditure from voluntary health insurance and private expenditure, which had been found to 
be much higher in developing countries than had been previously imagined. 

Chapter III dealt with the costs of the Strategy. The concept of primary health care 
was so new that there were very few reliable figures on how much its introduction would cost. 
It could be said, however, that the least developed countries were spending an estimated 
equivalent of two to three United States dollars per capita per year on health, whereas the 
required minimum for investment and recurrent expenses would be US$ 15, leaving a gap of $ 12 to 
$ 13 per capita per year, or an annual world resources gap of $ 50 000 million, to be filled. 
The document proceeded to discuss present resource flows to health as well as current and 
suggested action to improve the situation. The question was where those sums were to be 
found. The Director -General had previously informed the Health Assembly that an estimated 
80% of the required health costs could be covered by the developing countries on condition 
that the remaining 20% could be transferred to them from external sources. If that estimate 
was correct, there would still be a deficit of $ 10 000 million to be met annually by external 
partners, and that was roughly three times the present level of international transfers of 
resources for health development., 

The Board had been informed of the action already being taken by WHO. The Director 
General proposed to continue studies being carried out on costing and financing of health 
care designed to improve the capacities of countries themselves to measure costs. He proposed 
to intensify support to Member States in assessing their health resources situation and trends. 
In accordance with resolution WНАЭ4.37, he was trying to rationalize the use of the resources 
being transferred and to mobilize additional resources as far as possible, and one of the ways 
in which he was doing that was through the Health Resources Group. 

In the past, the Board had expressed reservations regarding the nature of that Group, 
certain Members fearing that it might usurp the functions of the Board and the Health Assembly. 
The Director -General's report had allayed those fears. At a meeting in December 1981 it had 
been stressed that the Group was not a pledging body, a fund -raising mechanism or a vehicle for 
attracting extrabudgetary funds for WHO's own programmes. Rather it was a means of 
facilitating a more rational transfer of international resources for health, and a vehicle for 
cooperation between those interested in supporting health in the developing countries and the 
developing countries themselves. An interesting outcome of the activities of the Health 
Resources Group was the full involvement of ministries of planning and finance, which had a 
major role in the national working groups reviewing their health resources utilization; that 
was being encouraged in selected countries with a view to convening in them meetings of country 
resource groups for primary health care, which would aim at ensuring an even flow of resources 
to the primary health care programmes. 

The Board considered the focus on national allocations for health and on improved 
coordination of international resources as wholly appropriate and to be encouraged. At first 
sight, the financial implications of the strategy appeared enormous and they were rendered 
more serious by the worldwide recession. Nevertheless, the Board felt that they should be 

looked at more rationally and optimistically in relation to the enormous amount being spent 
on less worthy purposes. 

Ways of reducing the cost of health services, for example by more realistic drug 

prescription, and the need to link the level of expenditure to the quality of health services 
were discussed. Members of the Board also raised the question of greater regional involvement 
in the process of raising resources by detailed studies of the programmes of individual 

countries. It was possible that informal resources groups could be developed in each region 

in preparation for discussions between individual countries and interested parties. The 

Board was informed of the present regional action in that respect in the Americas, where a 

special three -man resources mobilization unit had been created within the Regional Office. 
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Finally, the question of future large meetings of the Health Resources Group such as 

the one held in December 1981 had been considered. Although valuable at the outset, such 

meetings might not provide the best forum for the discussion of country presentations. Five 

countries, Benin, Ecuador, Gambia, Sri Lanka and Sudan had presented the results of their 

review of health resources utilization. It was felt that such discussions could better take 

place at country level, with discussion of regional implications at regional level. Meetings 
of the Health Resources Group, in contrast, could provide a forum for the discussion of new 
and promising ideas relevant to all regions. A small advisory steering committee of the 

Group could provide any advice the Director -General might need between meetings of the Group 
itself. 

The Board had noted that those issues would be reviewed both by the Board and by the 

Health Assembly as part of the plan of action for the implementation of the Global Strategy 
of health for all. Finally, it had adopted resolution EB69.R4, which the Committee was now 
invited to approve. 

Dr SIDHU (India) commended the efforts made by the Director -General during the past year 
to persuade international bodies to give appropriate attention to health and human 
development and urged him to continue those efforts. The Health Resources Group should be 
strengthened and enlarged in the interests of the developing countries, and his Government 
would do all`it could to support it. 

There was no point in bemoaning the enormous shortfalls in resources that faced 
countries, but every effort must be made to use the resources available as effectively as 
possible. He emphasized the need for the development and application of appropriate health 
technologies that were simple, cheap and cost -effective. There should also be decentralization 
of authority to various grades of health staff in order to build up local initiatives and 
effectively harness community resources, and managerial efficiency must be improved to prevent 
waste and under -utilization of resources. Finally, close links should be developed between 
the ministries concerned. 

Success would depend largely on how soon technical and economic cooperation could be 
mobilized. Properly organized technical collaborative programmes in support of health 
manpower development, training of health workers, and manufacture of drugs and biomedical 
equipment were urgently needed. To that end, he urged that groupings of countries 
transcending political boundaries should be organized to move collectively towards the 
avowed goal. Finally, he supported the suggestions made by the representative of the 
Executive Board concerning regional resources groups and the establishment of a steering 
committee. 

Professor TEJEIRO (Cuba) said, in connexion with the international provision of 
resources, that WHO should attempt to define more clearly what were to be considered as 
health costs in the broadest sense, including public costs, health insurance costs, etc., 
and in particular, what was meant by primary health care costs. While he was aware of the 
complexities involved in such a definition, it must be remembered that donor countries were 
naturally anxious to know exactly what was implied by primary health care costs in the 
implementation of the Strategy. It was essential that governments that had not done so 

should take a political decision to support health strategies and adopt the measures necessary 
to provide resources for that purpose. 

He believed that as progress was made in the implementation of the plan of action it 
would be necessary to improve and in some cases discontinue the use of indicators. 

An international contribution of 20% of the estimated cost of implementing the Strategy 
for health for all by the year 2000 was not too much if it was borne in miщd that 
US$ 10000 million was barely 2% of the $ 500 000 million currently being spent by 
the world on preparations for its own destruction. 

Dr BORGONO (Chile) said that he agreed with the cost figures quoted and with the fact 
that the major effort must be made by the countries themselves. He believed that the 
resources were available, but it was essential that demands for financing should be properly 
coordinated so that programme priorities could be worked out. 

Experience in the Region of the Americas with regard to the establishment of a resources 
group had been satisfactory. However, as far as the Director -General's Resources Group was 
concerned, in which Chile represented that Region, it appeared that progress had not been as 
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good as might have been desired and some changes would have to be made if it was to produce 
the required results. A meeting of two days in December - not a good time for many 
participants who were not always well informed about the projects presented - did not obtain 
the expected benefits. He recommended that a different method of work be carefully studied. 

Dr LARIVIERE (Canada) said that in 1981, for the first time since the 1950x, developing 
countries had known a decrease in real terms in their per capita income. Hence, economic 
difficulties as well as political and social constraints were affecting WHO's efforts to 

achieve the target of health for all. 

His delegation had observed with interest, but also with some concern, the development 
of the Health Resources Group from the time of its conception in 1979. He believed that the 
Group should remain a tool to facilitate the transfer of health resources at the international 
level and to promote cooperation between the partners involved. He had been reassured by 
the Director -General's indication that it would not become a means for WHO to obtain 
extrabudgetary resources for its own programmes. He also believed that it was not WHO's 
mandate to manage the international transfers of resources in the health sector. To avoid 

duplication, the Group should also coordinate its activities with other existing consortia. 
Finally, to ensure its success, the Group must not attempt to go too fast at that critical 
stage in its development. 

Professor OFOSU -AMAAH (Ghana) thanked the Director -General and the Executive Board for 
the initiatives they had taken to close the resources gap. Countries which had been subject 
to all types of instability were in an even worse position than might appear from 

consideration of their gross national product and other formal economic indicators. Resources 
needed for health might well be directed to the reconstruction of the health infrastructure 
as well as to development of primary health care. 

The surprisingly high level of expenditure in the private health sector in developing 

countries might even constitute a ray of hope, inappropriate as such services might be to 
the vast mass of the people for whom primary health care services must be provided. Efforts 
to study the patterns of health expenditure in the developing countries should therefore be 
intensified. 

The Government of Ghana strongly favoured the rationalization of the flow of resources 
to the needy countries over current bilateral and multilateral arrangements which in many 
cases led to confusion, incomprehension and despair. 

Dr BRYANT (United States of America) said that the Director -General's report was an 
excellent analysis of a highly complicated subject, and its focus on national allocations 
for health and especially on improved coordination of the flow of international resources 
was praiseworthy. 

After recent discussions with some Member countries developing plans and proposals to be 
considered under the aegis of the Health Resources Group and with the latter's Secretariat, 
his delegation's impression was that it was a constructive effort with enormous potential for 
the Strategy. The Resources Group concept was evolving to include three levels of effort. 
The first and most important was at the country level, with detailed planning and dialogue 
among national health and development authorities; the second was at the regional level and 

the third at the global level. Those efforts should be encouraged and extended. 

Dr HIDDLESTONE (representative of the Executive Board) said that, as he had indicated 

in his introductory statement, the Executive Board considered that item vital to the success 
of the Strategy for health for all and he was sure that the forthcoming Executive Board 
session would greatly value the comments made. 

He thanked the Indian delegate for raising an important point in relating the proposed 
development of resource groups within a region to the ability of the countries within that 
region to make effective use of such groups, particularly if most of them were developing 
countries. The Executive Board would follow up that point with interest. 

He also thanked the delegate of Chile for his suggestion concerning future meetings of 

the Health Resources Group. He himself believed that after surmounting certain initial 
difficulties the Group had an important part to play within the Strategy for health for all. 
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Dr KILGOUR (Director, Division of Coordination) said that he had listened with interest 

to the comments made, particularly on the Health Resources Group, and had been heartened by 

the increased understanding of its potential. He was pleased to know that certain fears 

had been allayed and that there was now general support for the Group's 
action. 

Activities at country level were proceeding at a reasonable pace, in countries where the 

government considered that the process could be advantageous. It was being found that even 

the preliminary stages of achieving an agreement between ministries of health and of planning 

to devise a common programme for primary health care constituted a great step forward. He 

looked forward with optimism to the results of the first few country -specific meetings jointly 

hosted by ministries of health and planning which were to be convened by governments towards 

the end of 1982. 

The Committee endorsed resolution EB69.R4 of the Executive Board. 

2. SEVENTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1984 -1989 INCLUSIVE) 

(REVIEW AND APPROVAL OF THE DRAFT SUBMITTED BY THE EXECUTIVE BOARD): Item 20 of the 

Agenda (Resolution ЕВ69.R5; Document А35/4) 

Dr ORADEAN (representative of the Executive Board) said that preparation of the Seventh 

General Programme of Work had started as early as November 1979, when the Executive Board's 

Programme Committee had established tentative policies and principles and sketched an outline. 

Those had been considered by Member States individually and in the regional committees and 

had been further reviewed by the Board. 

In reviewing the draft Programme at its sixty -ninth session, the Board had acknowledged 

the usefulness of the wide -ranging consultative efforts, which had facilitated its task in 

putting the Programme together. The Board's consensus was presented in the draft Seventh 

General Programme of Work submitted to delegates in document А35J4.1 She hoped the following 

summary would facilitate delegates' consideration of the Programme. 

The short Introduction (chapter 1) made clear that the Seventh General Programme of 

Work constituted WHO's support to the Strategy for health for all, being the first of three 

such Programmes up to the year 2000. There then followed a progress review of the 

implementation of the Sixth General Programme of Work (chapter 2), which explained how the 

lessons learned had been applied in developing the Seventh General Programme. 
Chapter 3 provided a situation analysis of health and socioeconomic trends, including the 

most recent figures for the indicators selected by the Health Assembly to monitor progress 

towards health for all, and gave a short account of the main thrusts of the Global Strategy 

for Health for All by the Year 2000. Chapter 4 described the roles, functions, processes 

and structures of WHO. The general programme framework (chapter 5) outlined the Programme's 

principles and listed programme criteria, that is, criteria for selection of programme areas 

for WHO involvement, criteria for determining organizational level or levels for implementation 

of programme activities and resource criteria. The chapter continued with an explanation of 

the approaches to be used in attaining the Programme's objectives, in particular the two 

mutually supportive approaches of coordination and technical cooperation. It closed with an 

explanation of the classified list of programmes developed for the Seventh Programme following 

the lessons learned from the Sixth Programme. The list indicated an emphasis on the 

development of health system infrastructures at the country level and the application of 

science and technology in that development. 

The main thrusts of the Seventh General Programme of Work were outlined in chapter 6, 
which provided a useful summary for those seeking to understand the essential features of the 

Programme and who did not have time to read the whole document. It therefore included the 

crucial subject of defining priorities. In the final analysis, the determination of 

priorities among the components of the Programme and the nature and extent of WHO's involvement 

would depend on the priorities fixed by Member States themselves. At the regional and global 
levels, the regional committees, the Executive Board and the Health Assembly would play an 
important role in setting those priorities. A closely related question was the definition of 
targets. The targets set were those that the Organization considered its Member States could 
feasibly attain, by the date indicated, if adequate national and international action were 
taken. 

1 Subsequently published in the "Health for All" Series: Seventh General Programme of 
work, covering the period 1984 -1989, Geneva, World Health Organization, 1982 ( "Health for All" 
Series, No. 8). 
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Chapter 7 outlined the Programme according to the classified list of specific programmes, 
grouped under four major areas of concern: health system infrastructure; health science and 
technology; direction, coordination and management; and programme support. 

The Programme had 15 objectives corresponding to the main headings in the classified list 
of programmes. Targets and approaches were defined for each programme. 

The group of health system infrastructure programmes would aim at establishing health 
systems based on primary health care. The principles for developing such health systems had 
been made abundantly clear in the Alma -Ata report and the Global Strategy for health for all. 
Without adequate infrastructures for such systems, national strategies for health for all could 
not be implemented. The Programme envisaged properly trained health manpower as the key to 

such infrastructures and took into account the need for systematic application of a well - 
defined managerial process and related health systems research. 

The group of health science and technology programmes would concentrate on identifying 
appropriate health technologies through technology assessment, research required to adapt or 
develop technologies not yet appropriate for delivery and the search for social and 

behavioural alternatives to technical measures. 
Direction, coordination and management would be concerned with the formulation of WHO 

policy, promotion of that policy among Member States and in international fora, and with WHO's 
general programme development and management. 

Programme support would deal with information, organizational, financial, administrative 
and material support. 

Chapter 8 described the methods to be used in implementing the Seventh General Programme 
of Work. The Programme would form the basis of medium -term programmes which would in turn 
be translated into biennial programme budgets. 

Chapter 9 explained how the monitoring and evaluation of the Programme would be closely 
related to the monitoring and evaluation of the strategies for health for all, including the 
use of the indicators mentioned in the Global Strategy. 

The Board, while fully supporting the Programme submitted, had realized that it was a 

challenging and ambitious one that might be difficult to put into effect in its entirety. 

They had therefore stressed the need to ensure that priorities were defined and programmes 
implemented in accordance with the available resources within WHO as well as within countries. 

The draft resolution recommended in resolution ЕВ69.R5 expressed approval of the Seventh 
General Programme of Work and called upon Member States to use the Programme when deciding on 

cooperative activities with WHO and with other Member States. To emphasize the correct use 

of the Programme at all levels, the resolution would charge the regional committees, the 

Director -General and the Board, each in their own sphere of competence, with ensuring 
that the Programme was translated into medium -term programmes for implementation through 
biennial programme budgets, and that it was properly monitored and evaluated. The emphasis 
of evaluation was on the Programme's effectiveness in supporting the goals of the Strategy for 
health for all. 

On behalf of the Board, she submitted the Seventh General Programme of Work for the 
consideration and approval of delegates. 

Mr GRÍMSSON (Iceland), speaking on behalf of the delegations of the five Nordic countries, 
Denmark, Finland, Iceland, Norway and Sweden, said that the Seventh General Programme of Work 
was the first to have been elaborated since the target date of the year 2000 had been set. A 

great deal of effort had gone into its preparation, in particular because of the need to adapt 

WHO's work to the goal of health for all. He recalled the Declaration of Alma -Ata and 

resolution WНАЗO.43, setting the target of health for all, and the subsequent work on the 

global and regional strategies. The logical follow -up was to define the long -term targets 
for health for all by the year 2000 and the approaches to reach them. The delegations of 
the Nordic countries wished to make known their willingness to cooperate actively with WHO in 
that work. 

The Seventh General Programme of Work was clearly a radical departure from the Sixth. 

The question must therefore be asked whether the Sixth Programme had proved inadequate. In 

comparison with the first five programmes of work, the Sixth had been quite explicit, outlining 
both principle and detailed objectives. Yet it had proved sufficiently flexible to be 
considerably influenced by the Declaration of Alma -Ata and resolution WНАЭО.43. Thus, while 
it could not be described as inadequate, the Sixth Programme had needed some modification. 
For example, the section on comprehensive health services had contained a mixture of systems 
and content programmes, with health services planning and management on one hand and nutrition 
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on the other. The Sixth Programme was also too disease -oriented. In preparing the Seventh 

Programme it had been necessary to include areas outside the medical field that directly or 

indirectly affected health, for example, demography, social indicators and the health effects 

of life -styles. The Seventh Programme would therefore have to comprise priority issues for 

international action and broad outlines for such action in the health sector as well as other 

sectors concerned. 

The structure and classification of the Seventh General Programme drafted by the Executive 

Board was closely related to the overall strategies for health for all. However, some of 

the prerequisites for the attainment of an acceptable level of health were outside the scope 

or control of health systems. Examples included poverty, unemployment and natural disasters. 
Illiteracy was another health -related problem associated with poverty, as were balanced 

nutrition and safe food, which provided the basis for the healthy life of the individual. 
Prevention was perhaps the key word in the Seventh General Programme of Work. Between 

the Sixth and the Seventh Programme there was a trend away from a disease -oriented programme 
towards a prevention -oriented programme which acknowledged the socioeconomic factors 
affecting health. The Seventh Programme thus provided an excellent basis for attaining 
the Organization's social goal. However, everything would depend on the abilities of Member 
States, individually and collectively, to reduce the problems both within and outside the 
health sector. Development of an intersectoral approach and of health planning and 
evaluation programmes at all levels would be crucial. 

The delegations of the Nordic countries were in full agreement with the outlines for 

the Seventh Programme submitted, and with the programme classification. Monitoring and 

evaluation of the implementation of the Programme would be of the utmost importance to ensure 
that it would be adjusted to cope with health trends that could not yet be foreseen. 
Considerable efforts would be needed to define long -term targets and approaches on the global 
and regional levels and to modify the Seventh Programme accordingly. 

The delegations of the Nordic countries fully supported the draft resolution recommended 
in resolution EB69.R5 and wished to express their appreciation to all those concerned for 

their excellent work in reorienting the programmes and work of WHO towards the goal of health 
for all by the year 2000. 

Dr COELHO (Portugal) expressed his appreciation to the Executive Board for the excellent 
preparation of the Seventh General Programme of Work, a Programme he generally endorsed. 

His delegation felt that particular emphasis should be given to the managerial process 
for national health development, and he drew attention to the target outlined in paragraph 150 
of the Programme and to the necessity for training mentioned in paragraph 152. However, 
before the innovative aspects of the managerial process were considered, greater efforts should 
be made in the training of senior and particularly middle -level health administrators in basic 
managerial techniques, an area of serious weakness in the health services of many countries. 

Although his delegation fully supported the philosophy underlying the approach to health 
services and manpower development outlined in paragraph 177, it felt that the continuous 
education of health workers should be approached in a systematic way, which was not the case 
in many countries. In connexion with part C, section 12 - Diagnostic, therapeutic and 
rehabilitative technology - in the Programme outline (chapter 7), his delegation wished to 
stress the importance of proper utilization of laboratories. Special attention should be 
given to the following points: the epidemiological role of public health laboratories - which 
was not usually sufficiently stressed and which was of the utmost importance for health 
development; the education of physicians and other health workers in the correct use of 
laboratories; the relevance of laboratory tests in both scientific and cost terms; the 
definition of sound laboratory policies; training in laboratory management; the practice 
of quality control and quality assessment techniques; and the use of appropriate technology, 
especially in primary health care. 

Dr VIOLAKI- PARASKEVA (Greece) expressed her appreciation to those concerned in the 
preparation of the Seventh General Programme of Work, and to the representative of the Executive 
Board for her lucid presentation. 

The nature and extent of WHO's involvement in setting priorities among the different 
components of the Seventh General Programme of Work must necessarily depend on the wishes of 
Member States themselves and the close cooperation of the regional committees. The Seventh 
General Programme should form the basis of appropriate medium -term programmes. The Sixth 
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General Programme of Work had proved a useful base for the formulation of WHO's programmes. 
Its real success had been the improvement in the collaboration between WHO and its Member 
States in programme implementation. 

In respect of the Seventh General Programme of Work, WHO's role in facilitating technical 
cooperation among its Member States was clearly outlined in paragraph 53. WHO's activities 
as a clearing -house for valid technical information would be of great benefit. In connexion 
with modifications to the structure of the Organization, she welcomed the emphasis on the 
regional level as outlined in paragraph 59. She also welcomed the inclusion of the fourth 
type of technical cooperation, that between developed and developing countries as outlined in 
paragraph 86. She supported the fundamental approach to the Programme, encouraging 
governments to make WHO their active partner, as outlined in paragraph 90 - an approach often 
stressed by the Director -General. As mentioned in paragraph 94, community involvement, which 
stimulated people to take an interest in health problems, was a key element. Health system 
infrastructure (paragraph 140), health system development (paragraphs 141 -149), managerial 
process for national health development (paragraphs 150 -152) and health systems research 
(paragraphs 153 -155) were all important issues. 

The targets of the Seventh General Programme of Work were very ambitious and would require 
careful coordination and integration of programmes by WHO and within Member States. 

Her delegation endorsed the draft Seventh General Programme of Work submitted by the 
Executive Board and supported the draft resolution contained in resolution ЕВ69.R5. She 

proposed that the draft resolution be amended by adding to the preamble a reference 
recognizing the important role of the regional committees in the development of the Programme. 

Dr LACET (France) said that the draft Seventh General Programme of Work was an important 
contribution to the definition of strategies for achieving health for all by the year 2000. 
Unfortunately, there had not been a quantitative evaluation of the Sixth General Programme, which 
would permit a comparative judgement of the new actions proposed and of the continuation of 
activities started under the Sixth Programme,. There had been some evaluation of certain 
aspects, such as achievements in the Expanded Programme on Immunization, but the evaluation had 

not been systematic. Greater efforts should be made in that direction in the future. 
The Seventh General Programme did not present an overall strategy but rather a catalogue 

of programmes, with no identification of priorities. National priorities were of course for 
Member States to determine. However, in view of the inevitable limitation of resources, 
WHO should clearly indicate which actions should, in its opinion, take priority. 

Dr CORNAZ (Switzerland) said that, among the range of factors with a determining 
influence on health, nutrition was one of the most vital. That had been fully recognized at 
Alma -Ata. Nutrition was possibly of even greater importance than drugs. For instance, 

resistance to tuberculosis largely depended on nutrition. Similarly, a well -nourished child 
was less susceptible to the dangers of diarrhoea. Furthermore, treatment of diarrhoea depended 
on the feeding of the sick child and the risks of subsequent development of nutritional 
deficiencies were much less to the well -nourished child than to the malnourished or under- 
nourished child. Inadequate diet was also one of the main causes of tooth decay, a problem 
affecting a good many people in both the developed and the developing world. There were many 
more examples of the key role of nutrition, and it was not insignificant that the problem of 
infant and young child feeding had been discussed for two years running at the Health Assembly. 
It was her delegation's view that special attention should be given to nutrition, and she was 
pleased to note that a number of other delegations shared that view. The fact that UNICEF and 
FAO were also involved in that area should in no way diminish WHO's responsibilities. 
Malnutrition or the unavailability of an appropriate diet was frequently as much of a problem 
as undernourishment, and affected both the Third World and industrialized countries, although 

in different forms and with different causes. The Seventh General Programme of Work gave the 
impression that nutrition would not receive the attention it deserved. She hoped that was a 
false impression since she wished to see WHO play its full role in that field. 

Dr YAMAMOТO (Japan) expressed his delegation's appreciation to those concerned in the 
preparation of the draft Seventh General Programme of Work. 

In connexion with paragraph 288, under section 11.3, Control of environmental health 
hazards, he expressed his delegation's support for WHO's efforts to promote national monitoring 
systems for environmental pollutants. Monitoring and epidemiological activities were important 
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in both developing and developed countries in order to prevent undesirable health effects and 

to take timely action. Prevention was always cheaper than remedial action in that field. 

WHO should continue to develop practical methods for monitoring and epidemiological surveillance 
activities that would be useful to Member States. 

His delegation had been surprised to note that paragraph 289 contained a reference to the 

preparation of guidelines on exposure limits. At a meeting of the Programme Advisory Committee 
held some two years earlier, the health criteria document for the International Programme on 

Chemical Safety prepared by the Secretariat had included a similar reference. His country's 
representative at that meeting had expressed the view that although the relationship between 
exposure limits and corresponding health effects should be clarified, there should be no 
specific reference to exposure limits. It had been felt that exposure limits should be carefully 
examined and set by countries themselves, taking account of their socioeconomic conditions as 
well as health problems. The other members of the Committee had agreed, and the phrase 
"guidelines on exposure limits" had been deleted from the health criteria document. His 
delegation could not understand why the phrase deemed inappropriate by the Programme Advisory 
Committee had now reappeared. 

The meeting rose at 12h35. 



ELEVENTH MEETING 

Thursday, 13 May 1982, at 14h30 

Chairman: Professor 0. OZTURK (Turkey) 
later: Professor A. M. FADL (Sudan) 

1. SEVENTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1984 -1989 INCLUSIVE) 

(REVIEW AND APPROVAL OF THE DRAFT SUBMITTED BY THE EXECUTIVE BOARD): Item 20 of the 

Agenda (Resolution ЕB69.R5; Document А35/4) (continued) 

Dr SIDHU (India) considered that the Seventh General Programme of Work (document А35/4) 
was extremely important, since it was the first of the three programmes covering the period 
up to the year 2000, and the success of efforts to achieve health for all would depend on its 

effective implementation. He commended the shift in emphasis from the curative approach to 
prevention and control, and was reassured to note that the Programme set out detailed 
objectives and targets for each of its components. 

He noted the new classified list of programmes annexed and commended the recognition of 
the need for a flexible approach to prevent its application in budgeting giving use .to 
avoidable imbalance in the policy approaches of Member States. The point would have to be 

carefully watched as the programme period drew nearer, and medium -term programmes and 
programme budgets were prepared. The most immediate concern was to ensure immediate effective 
implementation of available knowledge and expertise to provide primary health care to all 
people. In implementing the Programme, highest priority should be devoted to the application 
of existing know -how to the development of cheap and simple devices for use in the field. 

The emphasis should therefore shift from basic research to applied research aimed at yielding 
immediate results. The Programme must also ensure the production of properly trained health 
personnel and should develop concrete methods to secure community involvement. 

The existing morbidity and mortality rates in developing countries were mainly related to 

inadequate nutrition, poorly run immunization programmes, lack of potable water and sanitation, 

and the preponderance of parasitic and infectious diseases. Highest priority should 
therefore also be given to maternal and child health, including family planning, the Expanded 

Programme on Immunization, and eradication of communicable diseases. With reference to 

nutrition, there should be closer links with FAO. The basis and pattern of the country 
allocations under the WHO programme budget needed to be examined to determine whether those 
important programmes were receiving adequate resources; he thought that Special funds 

from extrabudgetary as well as regular budget sources, should be diverted to them. 

As regards the Expanded Programme on Immunization, its effective implementation was 

hampered by problems in maintaining the cold- chain. At a time when the present programme 

was not being implemented at the pace desired, it would not be advisable to consider 

introducing additional vaccines into routine vaccination programmes, as suggested in 

paragraph 342, thus placing a further strain on the limited, manpower available for primary 

health care. With regard to disease prevention and control, malaria and tuberculosis were 

major health problems in many developing countries and the increasing cost of insecticides and 

antituberculosis drugs consumed a high percentage of the national health budget. There was 

an urgent need to develop alternative approaches for the control or eradication of malaria 

and tuberculosis. 
Finally he expressed his support for the Seventh General Programme of Work as a whole. 

Mr SONG Lianzhong (China) commented on the importance of the Seventh General Programme of 

Work as the first coming after the adoption of the Global Strategy for Health for All by the 

Year 2000; its implementation would provide support for the realization of that goal. His 

delegation considered that the proposed Programme was relatively good, the procedure for its 

preparation having ensured that it took into account all points of view from Member States, 
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regional committees and other organizations of the United Nations system; that procedure 

deserved endorsement. The characteristic feature of the Programme was the new classified list 

of programmes with its four broad categories, namely, Direction, coordination, and management; 

Health system infrastructure; Health science and technology; and Programme support. He 

hoped that, while implementing the Programme, the Organization, involving the regional 

committees, would monitor the implementation of the new classified list and modify it in the 

light of experience. The setting -up of sound health system infrastructure based on primary 

health care was the most important part of the Programme because only if that was done could 

the Programme as a whole be successfully accomplished. The structure of the Seventh General 

Programme being different from that of the Sixth, due attention should be paid to ensuring a 

smooth transition between the two. 

Dr КRASTEV (Bulgaria) expressed his approval of the Seventh General Programme of Work for 

the support it would provide to the Global Strategy for health for all and for the spirit of 

the Alma -Ata Conference - emphasis on the development of primary health care - in which it had 

been produced. He was glad to see that more attention than usual had been given to prevention 

activities, especially with regard to environment, health behaviour of population, health 

education, and community participation in health development. That, however, was only a first 

step and further development of medium -term programmes was needed for the successful completion 

of the General Programme. 

With reference to the classified list of programmes, he thought that it could be improved 

in relation to the further development of medium -term programmes taking account of structural 

and functional aspects of the essential programme fields. The Programme needed information 

support at the outset, not only for its implementation, but also as a basis for the evaluation 

of progress, by means of suitable indicators and criteria. The criteria for evaluation of 

progress at country or regional level might be totally different from those required for 

evaluation, including managerial evaluation, at the central level. 

Finally, where Programme Support was concerned, he stressed the importance of health 

information support to countries, not only in the immediate context of the General Programme 

of Work but also as an important component of technical cooperation with Member States. 
Health information support should be well developed in the medium -term programmes. It would 
be useful to differentiate between statistical information support, scientific information 
support and information systems support in the Organization's essential information publishing 
and dissemination activities. 

Dr DIXON (Australia), referring to paragraph 172 which stated that "trained people are 

the key to the health infrastructure ", recalled that concern had been expressed about possible 

over -emphasis on short -term training of health workers. The rapid production of large numbers 

of partially trained staff could be more detrimental than beneficial in the long term. There 

was a need for comprehensive educational preparation of people to carry major responsibility 

in health care systems, and nurses were one of the most important groups in this respect. He 

therefore supported the statement by the delegate of New Zealand at the previous meeting 

relating to the nursing profession, and suggested that more attention should be paid to the 

training of leaders to be responsible for nursing services both in institutions and in the 

community. That was important both for the efficient running of primary health care services 

and also for the benefit of the workers and the communities they served. 

Dr BRYANT (United States of America) stated that one of the concerns in "health for all" 

was the problem of linking the rhetoric with the practical steps of programme development. 

The Seventh General Programme of Work had brought together all the pieces, at least in 

conceptual form, and provided an instrument for developing a series of operational programmes. 

However it was important that plans should still remain flexible and that the 

Organization remain open to new ideas. Thus continuous monitoring and evaluation of 

programmes was an important element of the Programme in order to determine both whether 

objectives and targets were being achieved and whether the targets themselves were appropriate 

to the overall goal. A reordering of priorities would undoubtedly be needed over the next 

20 years. It should be borne in mind that the role of WHO was to promote, coordinate, and 

support the efforts of Member States in implementing the Global Strategy for health for all, 

and that WHO's effort in fact would promote self - sustaining programmes at national level. 

Mr NYGREN (Sweden) recalled that in 1980 the Health Assembly had adopted unanimously a 

very important resolution on smoking and health (resolution WНА33.35). The effects of 

tobacco smoking were a major public health problem in all developed and most developing 
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countries and were increasing in importance. According to the resolution a progress report 

was to be presented to the present World Health Assembly. He would therefore like to know 

what administrative actions had been taken to implement the resolution, which requested the 
Director -General to further develop an effective action programme on smoking and health. The 

intention was that smoking and health should be given a clear identity in the Seventh General 

Programme of Work together with other aspects of life -style, and to that end the Director - 
General had been requested to mobilize financial and other resources. He therefore requested 
a brief summary of the present situation. 

Dr CHRISTMAS (New Zealand) looked forward to the implementation of the Seventh General 
Programme of Work and in particular to the development of the programme for prevention aid 
control of alcohol and drug abuse, as set out in section 10.2. As a result of the Technical 

Discussions, a number of countries had prepared some comments and recommendations in a meeting 

on that topic. On their behalf, he wished to bring the outcome of that meeting to the 

attention of the Committee and request that the significance of alcohol -related problems be 

borne in mind by the Executive Board and its Programme Committee in their deliberations on the 

General Programme of Work and the programme budget. The text might also be circulated to the 

regional committees. It was hoped that those recommendations might form a basis for a draft 

resolution for debate by the Executive Board in January 1983, which might then be submitted 

to the next World Health Assembly. 

Dr MENDES ARCOVERDE (Brazil), expressing his appreciation of the quality of the 
Programme document produced by the Secretariat, said that the delegate of the United States of 

America had covered nearly all the points on which he had intended to comment. 

The document was a logical outcome and a sequel to the one discussed in relation to the 
Strategy for health for all by the year 2000. It was not only a programme of work, but a 

guide to countries in formulating consistent effective national plans, giving all the details 

needed, in the light of international experience, for each field of work in an ordinary 
health system. 

He expressed full support for the draft resolution contained in resolution EB69.R5. 

Dr HAPSARA (Indonesia) supported the Seventh General Programme of Work. 

In connexion with the third approach outlined under Health Manpower Development 

(paragraph 181), he expressed the hope that the national career development schemes and 

continuing education systems for health manpower would receive substantial attention. 
Referring to health legislation, he suggested that, under paragraph 158, attention should 

be given to legislative measures to ensure political commitment at country level to promotive 

and preventive measures in public health programmes. 

He appreciated the provision made for training teachers and senior public health 

officials in the managerial process for health development (paragraph 152) and suggested that 

special attention be given to the adaptation of general managerial sciences to the specific 

requirements of each country. 

Finally he expressed support for the draft resolution. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed appreciation of the work 
done since 1979 on the preparation of the Seventh General Programme of Work. A great deal 
of work had certainly been accomplished by Member States, regional committees, the Programme 
Committee, the Executive Board and the Secretariat. The Seventh General Programme of Work 
was a logical outcome of the Sixth General Programme, taking into account the decisions of 
the Alma -Ata Conference on primary health care, with emphasis on attaining the goal of health 
for all. His delegation considered, however, that more stress should be laid on 

noncommunicable diseases - an increasing problem in the developing as well as the developed 
countries. It therefore suggested that, under item 13 in the classified list of programmes, 

the work on noncommunicable diseases should be indicated under a separate heading, distinct 
from that on communicable diseases; the programme might be entitled "Health promotion through 
the prevention and control of noncommunicable diseases ". Insufficient emphasis was given 
to the importance of primary prevention; specialized programmes on cardiovascular diseases, 
cancer and diabetes should be developed with particular emphasis on primary prevention 
through the primary health team. The first subheading under the programme on noncommunicable 
diseases might therefore be "Integrated programme for the prevention and control of the main 
noncommunicable diseases ". 
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Paragraph 52 in chapter 4, on the role and functions of WHO, included a reference to 

resolution WHA34.38, as recommended by the Board. The Soviet delegation would suggest, 

however, that that paragraph also include reference to the main provisions of that resolution, 
on the role of physicians and other health workers in the preservation and promotion of peace 
as the most significant factor for the attainment of health for all. 

Dr KLIVAROVA (Czechoslovakia) supported the proposed Programme. She was concerned, 

however, to note that item 13 ( "Disease prevention and control" - one of the most important 
sections) covered such a large number of programmes; it included both communicable and 
noncommunicable diseases, whereas the methods used for the prevention and control of those 
two categories of disease differed appreciably. The section should include a programme on 
the prevention of noncommunicable diseases - including the control of smoking, and nutrition 
requirements for various population groups, according to age aid occupation. She would have 
preferred to see the format of the Sixth General Programme of Work retained, with two 

separate programmes devoted to communicable and noncommunicable diseases, and she supported 
the title proposed by the delegate of the Soviet Union. 

Regarding nutrition, emphasis should be on establishing standards for food products and 

enforcing compliance with those standards, and on establishing nutrition requirements for 
different population groups; WHO was not in a position to ensure that the populations of 
developing countries received adequate quantities of food. 

With regard to health science and technology, emphasis should be on prevention. She 
had the impression that an attempt was being made to exonerate socioeconomic conditions, 
relieving society of its responsibility for disease and high mortality rates, and placing 
the blame on the individual rather than on the society in which he was living. 

In the programme on the control of environmental health hazards more emphasis should be 
placed on the safety of chemical substances. 

Dr COHEN (Director- General's Office) gratefully acknowledged the general support which 
had been expressed for the Programme. The report was an extremely succinct document, even 
though it covered 150 pages of typescript, as had been pointed out by the delegate of Greece, 
and it represented an attempt to condense into a small space as many ideas as possible on 
the directions in which the Programme would develop. In consequence it had not always been 
possible to present sufficiently detailed information for a particular item. 

The delegate of Portugal had raised a number of points in regard to training in management 
and the continuing training of health workers. Training in management appeared in fact in 
two places, under the Managerial Process for National Health Development and also under the 
Health Manpower programme, but in both cases in highly condensed form. A number of delegates 
had interpreted the situation very well when they said that those ideas would be developed 
further when the General Programme of Work was translated into more specific medium -term 
programmes and incorporated in the biennial programme budget. That applied also to the 
further comments by the delegate of Portugal on laboratories, covering their use in 
epidemiological surveillance aid the need for an increased awareness by those using laboratories 
of their proper uses, limitations and costs - comments that would certainly be taken into 
account in subsequent work. 

Replying to the delegate of France, who had drawn attention to the fact that no global 

evaluation of the Sixth General Programme of Work had been carried out, he explained that 
there was no such thing as a one -time evaluation of a programme, since monitoring and 
evaluation was a continuous process and provided the link, which several delegates had 
referred to, between successive programmes. It had been decided some years ago by the 
Assembly that evaluation should not be undertaken as a separate activity, but as part of the 
whole planning, programming, monitoring, evaluation and information support cycle; and that, 
in fact, was what had been done. Since evaluation was a continuous process, the results would 
not all appear in reports or circulated documents. Searching discussions had been held in 
the Executive Board on the evaluation of the Sixth Programme, a programme which incidentally 
had not yet been completed. As had been pointed out by the delegate of Iceland, a number of 
lessons had been learned for the formulation of the Seventh General Programme of Work from 
the results of evaluation of the Sixth General Programme. A further question raised by the 
delegate of France had been the need for WHO to define priorities. That point had again been 
covered, albeit very succinctly, in the Programme where it had been pointed out that priorities 
were a matter initially for Member States, since WHO priorities could only be based on national 
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priorities within national health systems and could only be drawn up after some indication 
had been received of the areas in which countries would like to have WHO cooperation and see 
WHO resources deployed, providing in turn the basis for WHO intercountry, regional, 
interregional and global programmes. The general procedure outlined in the Programme was 
for the Health Assembly to adopt collectively certain principles, the application of which in 
individual countries would then give rise to more specific programmes, the cycle being 
completed when these programmes were passed back through the regional level to the global 
level. It would be a complete misunderstanding of the situation to suggest that WHO was 
attempting to evade responsibility for the determination of priorities by presenting merely 
a long list of programmes. Some delegations had in fact suggested the addition of further 
programmes and the problem was to fit in those programmes within the finite resources 
available, a problem which could only be solved if national requirements and priorities were 
known. 

The delegate of Switzerland had expressed the view that insufficient emphasis had been 
placed on nutrition in the Programme If any specific areas had been omitted or over- 
emphasized, he would be glad to look into them, although it might be that one of the most 
useful roles of WHO in the nutrition field was to coordinate the actions of other sectors 
and other agencies in drawing up sound food and nutrition policies and programmes. He felt 
that it was worth reminding the Committee of the statement of the Director- General in reply 
to the general debate a few days ago, namely that an agreement had recently been concluded 
and signed between WHO, UNICEF and the Government of Italy, covering a very extensive 
nutrition programme for developing countries, so that some progress was certainly being made 
in the nutrition field. 

The objection raised by the delegate of Japan to the word "guidelines" in relation to 
exposure limits was certainly a valid one and he suggested its replacement by "guiding 
principles ", a term which had been widely employed by WHO in recent years. The global 
guiding principles could then be translated into more specific guidelines at the country level. 

The delegate of Bulgaria had been the first of several delegates to suggest that the 
classified list of programmes could be improved. Although that was true, there could be no 
ideal classified list of programmes, since there was of necessity a continuous overlap and 

interrelationship between programmes and programme activities. Health could not be divided 
into watertight packages in such a way that individual activities appeared only in one 

particular package and not in others. The essentially interdisciplinary and intersectoral 
nature of almost all activities in public health complicated the issue even further. The 

proposals on programme classification, submitted by delegates, would, however, be carefully 

examined. The comments on health information support might again have derived from a 
classification difficulty, since there appeared to have been some confusion concerning the 

health information support programme. The aspect referred to by the delegate of Bulgaria - 

the building -up of health information systems in countries - had been presented in the 
Programme as an integral part of the building -up of the health infrastructure, whereas the 

health information support programme was concerned with technical and other 

disseminated by WHO to Member States as an aid to the preparation of national programmes. 
The delegate of Australia had contrasted the existing short -term training with longer - 

term objectives, which he would have preferred to have seen emphasized; he had also referred 
to the question of career structures. It was clear from the Programme, however, that the 
Health Manpower programme started with planning, which per se implied a longer -term approach, 
linking the preparation and development of health manpower with measures to render those 
concerned socially attuned to the needs of those they were to serve, as well as being 
competent. The terms used in the Programme with regard to manpower planning and career 
structures were clear and would be taken up again in connexion with the medium -term programme. 
In regard to the further comment by the delegate of Australia on the nursing profession, he 
drew attention to the Director -General's reply to a question by the delegate of New Zealand 
that the matter would be taken up during the coming review of the programme budget. 

The delegate of Sweden had asked what had been done in regard to the resolution on 
smoking and health and the report on that subject to the Thirty -fifth World Health Assembly. 
The Biennial Report of the Director -General for 1980 -1981, in paragraphs 10.47 to 10.52, 
set out clearly what had been achieved in the field of smoking and health and included a 
reference to the theme of World Health Day, 1980 "Smoking or health - the choice is yours" and 
other activities undertaken since that date. Once again, activities relating to smoking and 
health appeared in the document in a number of different places, first and foremost under Public 
Information and Education for Health, in connexion with attempts to influence people's life- 



COMMITTEE A: ELEVENTH MEETING 143 

styles in order to promote health, and, in addition, under two separate programmes, namely 

under Cancer and Cardiovascular Diseases, thus illustrating very aptly the problem of 

programme classification. As suggested by the delegate of New Zealand, control of alcohol 

abuse could be taken up following the 1982 Technical Discussions and reviewed in 1983 during 

the consideration of the programme budget. 

The delegate of the Union of Soviet Socialist Republics had proposed a programme on an 

integrated approach to the prevention and control of noncommunicable diseases. That subject 

had been covered in a short sentence in the Seventh Programme and he agreed that perhaps a 

whole paragraph might be devoted to it, explaining how the Organization would attempt to carry 

out the programme. It was in fact still at an experimental stage, since insufficient 

knowledge was yet available, but the Director of the Division of Noncommunicable Diseases was 

devoting a great deal of attention to the subject and had been identifying a number of 

collaborating institutions where studies could be carried out, once an appropriate research 

protocol had been defined. That was necessary in order to be able to assess whether any 

real impact was being made by the so- called horizontal approach to noncommunicable disease 

primarily by changing peoples' life -styles. Information on the evolution of the programme 

would certainly be circulated when available. The proposed addition to the citation of 

resolution WHA34.38 would of course be made. 

The delegate of Czechoslovakia had been concerned at the presentation of communicable and 

noncommunicable diseases in a single section. He could not himself see that the importance of 

either disease category had been in any way diminished thereby, but there had in any case been 

a specific reason for doing so, which had been discussed at length in the Executive Board, 
namely to emphasize the broader health issues and to bring out the point that the attainment of 

health could not be equated merely with the control of disease. Each programme would be 

pursued as vigorously as before - if not more so - in the Seventh General Programme. The 
Organization had taken a great step forward, for example, by pointing out what could be done 
by community control in connexion with cardiovascular disease, the foundation for which had 
been laid by many years of painstaking research by a limited number of countries, thus 

enabling finally the programme to be introduced in a far greater number of countries. The 

delegate of Czechoslovakia had also raised the issue of the food requirements of different 
types of people, different employment categories and different age groups. Those issues had 
been included in the Nutrition Programme. It had been felt that attempts should be made not 
only to deal with undernutrition and overnutrition but also to undertake a study in depth of 
correct nutrition. 

Dr BRYANT (United States of America) thought that there was a lack of clarity in the last 

line of the third preambular paragraph of the draft resolution, which read: "and that its 

content had been sufficiently specific to permit evaluation ". It seemed to him that the 
wording should be either "is sufficiently specific" or "has been sufficiently specified ". 
Perhaps the Secretariat could choose between those two readings. 

The CHAIRMAN said that the text would be amended to read "has been sufficiently specified ". 

Dr LACET (France) said that his delegation had no amendments to submit but wished to 

express thanks for the replies made to questions; they had been entirely satisfactory. 

Dr YAMAMOТО (Japan) accepted Dr Cohen's suggestion that in paragraph 289 on page 97 of 

document А35/4 the word "guidelines" in the fourth line should be changed to "guiding 

principles ". 

The CHAIRMAN said that due note had been taken of that amendment and asked the Secretary 

to read the amendment proposed by the delegate of Greece to the draft resolution. 

Mrs BRUGGEMANN (Secretary) recalled that the proposal made by the delegate of Greece 

had been to add one preambular paragraph, which would then be the fourth preambular 

paragraph, and would read: "Recognizing the important contribution to the development of the 

programme by the regional committees ". She also recalled the correction by the delegate of 

the United States of America that the end of the third preambular paragraph should read: 

"and that its content has been sufficiently specified to permit evaluation ". 



144 THIRTY -FIFTH WORLD HEALTH ASSEMBLY 

The CHAIRMAN asked whether the Committee was prepared to adopt the draft resolution as 

amended. 

The draft resolution proposed by the Executive Board in resolution EB69.R5, as amended, was 

approved.1 

Dr CHRISTMAS (New Zealand) recalled his inquiry about the possibility of acquainting 
delegates with the comments and recommendations of the group of countries that had met in 
connexion with the Technical Discussions. Since there were some 20 countries involved, if 
they were to speak individually on the issue it would prolong the proceedings unnecessarily. 
It would therefore be helpful to have the comments translated, typed and distributed. 

Mrs BRUGGEMANN (Secretary) said that the Secretariat had taken note of the request. The 
information would be made available as.a Technical Discussions document. 

2. INFANT AND YOUNG CHILD FEEDING: Item 24 of the Agenda (Resolution WHA33.32, 

paragraph 6(7); Document А35/8) (continued from the eighth meeting, section 3) 

The CНAIRMAN drew the attention of the Committee to the amended draft resolution on the 

International Code of Marketing of Breast -milk Substitutes, which read: 

The Thirty -fifth World Health Assembly, 
Recalling resolution WHA33.32 on infant and young child feeding; 
Conscious that breast - feeding is the ideal method of infant feeding and should be 

promoted and protected in all countries; 
Concerned that inappropriate feeding practices of infants result in greater incidence 

of infant mortality, malnutrition and disease, especially in conditions of poverty and 
lack of hygiene; 

Recognizing that commercial marketing of breast -milk substitutes for infants has 

contributed to an increase in artificial feeding; 
Recalling that the Thirty- fourth World Health Assembly adopted an International Code 

intended to, inter alia, regulate these marketing practices; 
Noting that while many Member States have taken some measures related to improving 

infant and young child feeding, few Member States have adopted and adhered to the 

International Code as a "minimum requirement" and implemented it "in its entirety ", as 

called for in resolution WНАЭ4.22; 

1. URGES Member States to give renewed attention to the need to adopt national 

legislation, regulations or other suitable measures to give effect to the International 
Code; 

2. REQUESTS the Director -General 

(1) to design and coordinate a comprehensive programme of action to support Member 
States in their efforts to implement and monitor the Code and its effectiveness; 

(2) to provide support and guidance to Member States as and when requested to 

ensure that the measures they adopt are consistent with the letter and spirit of 

the International Code; 

(3) to undertake, in collaboration with Member States, prospective surveys, 

including statistical data of infant and young child feeding practices in the various 

countries, particularly with regard to the incidence and duration of breast- feeding. 

Mr AL- MAWLAWI (Qatar) said that the discussion on infant feeding had been very 
encouraging, with important contributions from many delegations and many excellent 
suggestions and comments on the draft resolution proposed by his delegation and co- sponsored 
by many others. The revised draft resolution incorporated those suggestions and also 
encompassed the legal advice provided by the Secretariat. He had heard very favourable 
comments on the amended draft and felt there would be no difficulty in achieving consensus on 

Transmitted to the Health Assembly in the Committee's third report aid adopted as 
resolution WHA35.25. 
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it, particularly if a small change in wording were made in the fifth preambular paragraph. 

He suggested changing the word "regulate" to "deal with ", so that the paragraph would read: 

"Recalling that the Thirty- fourth World Health Assembly adopted an International Code intended 

to, inter alía, deal with these marketing practices ". That slight modification had been 

suggested in the spirit of cooperation and support for the general substance of the resolution 

and had been accepted by the co- sponsors in the interests of achieving consensus. He also 

pointed out that the first preambular paragraph contained no reference to the resolution 

adopted the year before; that omission should be rectified. The paragraph would then read: 

"Recalling resolution WHA33.32 on infant and young child feeding and resolution WHA34.22 

adopting the International Code of Marketing of Breast -milk Substitutes ". He thought that, 

with those changes, there would be consensus and a clear mandate for WHO to more quickly 

coordinate a programme of action. 

Dr MAYNАRD (Trinidad and Tobago) said that her delegation had just received a communi- 

cation stating that her Government had approved a code of marketing of breast -milk substitutes 

which fully followed the letter and intention of the International Code. Those aspects 

relating to labelling would be the subject of legal provisions under the food and drug 

regulations of her country. Her delegation therefore supported the revised draft resolution. 

The CHAIRMAN, in the absence of further comments, asked the Secretary to read out the 

proposed amendments. 

Mrs BRÜGGEMANN (Secretary) said that the two amendments were: first, that the first 

preambular paragraph should be changed to read "Recalling resolution WHA33.32 on infant and 

young child feeding and resolution WHA34.22 adopting the International Code of Marketing of 

Breast -milk Substitutes ", and secondly that the fifth preambular paragraph should read: 

"Recalling that the Thirty- fourth World Health Assembly adopted an International Code intended 

to, inter alia, deal with these marketing practices ". 

The draft resolution, as amended, was approved.1 

Dr BRYANT (United States of America) expressed his appreciation to the co- sponsors of the 
resolution for their willingness to discuss some of its aspects. Such willingness helped to 

reach a consensus, which was desirable when dealing with an issue as important as the present 
one. His Government would have preferred some further changes in the draft resolution, but, 

in the interest of consensus, accepted the resolution in its present form. 

Dr ANNANDALE (Samoa) thanked the delegate of the United States of America for his 
comments. 

Her earlier reference to a lack of response by WHO to a request made by the former 
Director -General of Health of Samoa had been made with a sincere desire to facilitate action 
on requests from Member States constrained by the usual requirements for so- called formal or 
official requests, and should not be interpreted as a criticism of WHO. WHO, especially the 
Regional Office for the Western Pacific, had always been sensitive to Samoa's health problems 
and had assisted Samoa adequately in many far -reaching programmes and activities. Without 
such assistance the goal of health for all by the year 2000 would not be reached. she had 
merely asked whether, in the process of evaluation and monitoring the progress made towards 
implementing the International Code, it would be possible for WHO to include in the reporting 
forms a request to governments to state their needs, and for their response under that item 
to be taken by WHO as an official and formal request. The same procedure might apply when 
evaluating and monitoring other collaborative health programmes and activities of WHO and 
Member States. 

3. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 23 of the Agenda (Document А35/7) (continued 
from the eighth meeting, section 1) 

The CHAIRMAN recalled that the delegate of Sweden had expressed the opinion of the Nordic 
countries that the decision originally proposed by the Rapporteur had not sufficiently 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHА35.26. 
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reflected the discussion in the Committee. A drafting group had therefore met with the 

Rapporteur to consider the question, and he invited the Rapporteur to introduce the resolution 
proposed by that group, which read: 

The Thirty -fifth World Health Assembly, 
Recalling and reinforcing resolutions WHA31.32 and WHA32.41 which are the bases of 

the Action Programme on Essential Drugs; 
Having noted the report prepared by the Executive Board Ad Roc Committee on Drug 

Policies on behalf of the Executive Board; 
Realizing the complexity of the pharmaceutical sector and its multisectoral nature 

and conscious of the need for an adequate managerial structure and financial support 
for the dynamic progress of this Programme; 

1. THANKS the Committee for its work; 

2. ENDORSES the report subject to the Health Assembly's deliberations and in particular 
the main lines of action of the programme over the coming years and the plan of action 
for 1982 -1983; 

3. URGES all Member States concerned that have not already done so to develop and 
implement drug policies and programmes along the lines indicated in the report in 

conformity with resolutions WHA31.32 and WHA32.41; 

4. URGES all Member States that are in a position to do so to provide technical and 

financial support to the developing countries for the preparation and implementation of 
drug policies and programmes along the lines of the report and thanks those Member 

States that are already doing so; 

5. CONGRATULATES UNICEF for its decision to collaborate fully with WHO in carrying 
out this programme; 

6. INVITES other relevant agencies, programmes and funds of the United Nations system, 

bilateral agencies, nongovernmental and voluntary organizations and the pharmaceutical 
industry to collaborate in their respective fields of interest in carrying out this 

programme; 

7. URGES all regional committees to ensure that the programme is vigorously pursued 

in their region and that to this end regional plans of action are prepared and adequate 

resources are allocated to the programme in the regional programme budgets; 

8. REQUESTS the Executive Board to continue to monitor closely the evolution of the 

programme and to report thereon in the first instance to the Thirty - seventh World Health 

Assembly in 1984; 

9. REQUESTS the Director -General: 

(1) to foster the coordinated implementation of the programme among all partners 

involved throughout the world and to take all necessary measures to implement the 

programme in its entirety at national, regional and global levels, as well as to 

monitor its progress on a continuing basis; 

(2) to specify the work plan for 1982 -1983 as soon as possible; 

(3) to intensify WHO's technical cooperation with Member States that so desire in 

carrying out national programmes for ensuring essential drugs to all in need and in 

providing the support required from other organizational levels of WHO including, 

on the request of countries, the development of national systems for essential 

drug production and control; 

(4) to ensure that adequate resources are provided for the implementation of the 

programme and that, when preparing the programme for the period 1984 -1985, the 

necessary financial support be given to it from all available funds through both 

WHO's regular budget and the attraction of extrabudgetary funds to the programmes 

of developing countries; 

(5) to ensure the sound management of the programme so that it is carried out 

efficiently and effectively along the lines indicated in the report; 

(6) to report regularly to the Executive Board on the measures he has taken, on 

progress achieved and on problems encountered. 
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Mr NBOU}IBA (Gabon), Rapporteur, said that the draft resolution embodied the consensus 

arrived at by the working group after very detailed discussion. The draft referred to the 

relevant resolutions of the Health Assembly on the programme; it was based on the report of 

the Executive Board Ad Hoc Committee on Drug Policies and at the same time on the improvements 

suggested by the Committee. The report contained specific guidelines for the Director -General 

in implementing the programme, and involved the Organization at all operational levels. The 

draft resolution left the door open, as it should, for future evaluation and revision. 

Dr WESTERHOLM (Sweden) drew attention to an amendment which had been agreed upon by the 

members of the drafting group. It concerned the last phrase of operative paragraph 9(3), 
which should be amended to read: "the development of national supply systems for essential 

drugs including production and control ". 

Dr VIOLAKI- PARASKEVA (Greece) noted that operative paragraph 9(5) of the draft resolution 
read "along the lines indicated in the report" aid wished to know which report was meant. She 

asked that the report be specifically identified in the draft resolution. 

Mrs BRUGGEMANN (Secretary) said that the delegate of Greece was quite right. The 

reference to the report of the Ad Hoc Committee of the Executive Board had been omitted. It 

would be inserted. 

The draft resolution, as amended, was approved.1 

Professor Fadl took the Chair. 

4. EXPANDED PROGRAMME ON IMMUNIZATION (PROGRESS AND EVALUATION REPORT): Item 26 of the 

Agenda (Resolution EB69.R8; Document А35/9) 

Dr ADANDE MENEST (representative of the Executive Board), introducing the item, said that 

the Expanded Programme on Immunization (EPI) was one of three priority programmes - the other 

two being drinking -water and sanitation, and food and nutrition - which should be completed by 

1990 if the social goal of health for all by the year 2000 was to be attained. The programme 

had been launched in 1974 on the basis of resolution WHA27.57, following the realization of the 

immense contribution that immunization had made to the control of many of the common communicable 

diseases in the countries where it had been effectively applied. In accordance with 

resolution WHA30.53 steps had been taken to accelerate its implementation. Finally, in 1978, 

the Health Assembly, in resolution WHА31.53, had set the goal of providing immunization "for 

all children of the world by 1990 ". The progress and evaluation report presented by the 

Director -General at the sixty -ninth session of the Executive Board, contained in document 

ЕВ69/25, had given members of the Board an opportunity to evaluate what had been done since 
1978 and enabled them to propose to the Thirty -fifth World Health Assembly measures to remove 

all restrictions on programme activities so as to ensure a speeding -up of implementation of 
EPI at all operational levels. 

The present report of the Director -General, contained in document А35/9,2 provided 

information on the substantial progress that had been made in the programme, but also conveyed 

a warning. The current rate of progress was not sufficient to achieve the goal set in 

resolution WHА31.53. Reaffirmation of national commitment and intensification of programme 

activities were needed. A five -point plan of action to help achieve that goal was suggested 

in the report. 

At the sixteenth and seventeenth meetings of its sixty -ninth session the Executive Board 
had taken stock of the position of EPI, and arrived at some pragmatic conclusions. Undeniably 
the programme was of capital importance and it was essential to develop vaccination services, 
in particular in the developing world. Good management and supervision of the programme and 
the unreserved support and involvement of the community, particularly relying on health 
education of mothers, seemed essential to its success. The Board had been informed that, thanks 

to the similarities between EPI and the diarrhoeal diseases control programme from the point of 
view of execution and staffing, some countries had been entirely successful in running training 
activities under those two programmes in harness. The Board had accordingly recognized the need 

for and advisability of integrating EPI within primary health care networks and delivering 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHА35.27. 

2 
Document WНA35/1982/REC/1, Annex 7. 
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immunizations through a combination of fixed and short -range outreach services, all those units 
providing at the same time other high priority services for the populations being served. 

An aspect of EPI about which members of the Board had felt particularly concerned was the 
problem of collecting and utilizing the basic data on immunization coverage and on the quality 
of vaccines presented in the tables and figures in document А35/9. When the question had been 
discussed in the Board, full and comparable data at regional or global level had not been 
available. The information systems at present existing in the various Member States were 
dissimilar and did not enable reliable and comparable results to be obtained. Measures were 
accordingly being taken to standardize all those systems. 

Another aspect of the problem dealt with had been the quality of the vaccines used in 
different places. It had been recognized that certain countries, in particular developing 
countries, were producing their own vaccines. Unfortunately it was not always possible to 

guarantee the quality of the vaccines, since the strain used did not always comply with WHO's 
standards. The Board had been informed that a plan of action to ensure the quality of the 
vaccines through training programmes, on -site consultations and research had been launched by 
WHO's Biologicals unit with support from UNDP. 

Regarding the financing of the programme, explanations had been provided as to the amount 
of participation by the countries (two -thirds of the operation) and by the international 
community (one -third). The larger share of the costs borne by the national budget was mainly 
accounted for by the salaries of staff, which amounted to 40 -50% of the total cost of EPI. 
There were generally also, except in unusual circumstances, operating costs and the cost of the 
buildings used. External resources, which represented one -third of the programme's financing, 
covered such items as the supply of vaccines, logistic - in particular cold -chain - equipment, 
and transport. 

It was recognized that only the international community had the answer to the question 
whether the programme's projected financial requirement of US$ 300 million a year by 1990 
was realistically attainable; that sum only represented US$ 0.12 per head, a very modest 
figure in comparison with the figure of some US$ 50 000 million a year that had to be found 
for primary health care. 

The Board had learned that, in addition to the extrabudgetary support being received from 
several government sources, EPI, as well as the diarrhoea) diseases control programme, was 
benefiting from the expertise provided by such agencies as the Centers for Disease Control in 
Atlanta, USA, and the International Children's Centre, in Paris. The work of several 
nongovernmental organizations interested in specific diseases was providing significant 
assistance to the global programme, both bilaterally and through WHO. 

The Board had supported the five -point action programme contained in the Director -General's 
report, and recommended for the consideration of the Health Assembly a resolution which, 
inter alia, urged Member States to carry out the action programme, thanked collaborating 
agencies and individuals for their contributions to date, and requested the Director -General 
to intensify collaborative efforts with Member States and to keep the Health Assembly informed 
of progress as required. 

No doubt a variety of questions would arise concerning the latest information or 
recommendations on various technical points relating to vaccines or to the immunization 
schedules. It was suggested that, given the need to use the Health Assembly's time as 

efficiently as possible, technical questions be addressed to the secretariat of EPI on an 

individual basis: Dr Henderson and his staff were at the delegates' disposal for that purpose. 

The discussion within the Committee could then be focused mainly on the broad policy issues 

contained in the Director -General's report, particularly the five -point action programme and 
the draft resolution proposed by the Board, in its resolution EB69.R8, for adoption by the 

Health Assembly. 

Dr WILLIAMS (Nigeria) shared fully the concern clearly expressed in document А35/9 that 
the present tempo and approach in the implementation of EPI might make it difficult to reach 
all children of the world by 1990. No one doubted that the programme was technically feasible 
and that the technology was within the capability of all countries. EPI held the highest hope 
for rapid disease reduction in the child population and the programme deserved top priority in 
resource allocation to health programmes in all Third World countries. His delegation 
congratulated the EPI Global Advisory Group on its detailed evaluation of the progress of the 
programme and on outlining the five -point action programme urgently required to bring EPI back 
on course if its target was to be met. EPI was yet to be fully integrated into primary health 
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care, as had been widely advocated. The Nigerian Government realized the operational and 

economic advantages of such integration and satisfactory progress was already being made in 

that direction. Considerable improvements had also been achieved in the storage, distribution 

and transportation of vaccine, while at the same time reducing wastage. A systematic review 

was being made of the programme in some Nigerian states, and the data obtained indicated that 

immunization coverage and impact on the target diseases fell far short of expectation. Such 

evaluation had made it possible to identify major areas of weakness in the programme planning 

and implementation. Vaccine shortage was not a problem in Nigeria, but the inadequacy of 

management and supervisory skills still hampered the forward movement of the programme. He 

fully subscribed to the view that it was through firm commitment to the implementation of the 

five -point action programme that the target set for 1990 would be attained. 

He was happy to note that the Sabin vaccine was still the vaccine of choice for the 

developing countries, and thought that issue should not be complicated by bringing in the Salk 

vaccine, whatever the advantages. Dr Henderson's statement to the Board (page 209 of document 

EB69/1982/REC/2) on the safety and efficacy of simultaneous vaccination with measles and oral 

poliomyelitis vaccines, and with measles and BCG vaccines, was most reassuring. In view of the 

peculiar problems in the Third World countries with respect to the cold -chain and orderly 

completion of vaccine schedule among the target population, he appealed to WHO to intensify 

research efforts to develop vaccines with high stability and requiring a single administration 

for effective immunogenic effect. In addition, simple tests should be developed for 

determining the potency or viability of a vaccine at the point of contact. Furthermore, he 

asked for information on the current status of the single -dose administration of tetanus 
toxoid to pregnant mothers for the control of neonatal tetanus. 

He expressed Nigeria's gratitude for WHO's valuable cooperation in the planning, 

implementation and evaluation of its programme. The Nigerian delegation fully supported the 

draft resolution recommended by the Board. 

Mr WEITZEL (Federal Republic of Germany) said that his delegation fully supported the 

efforts of WHO to promote immunization as an effective means of disease prevention. His 

country was cooperating with a large number of developing countries in that field, which it 

considered to be a particularly important element in primary health care programmes. While 
immunization programmes easily lent themselves to a vertical approach which promised rapid 

results, his delegation was convinced that, in the long run, better results would be achieved 

by the horizontal approach through the maximum involvement of existing primary health services; 
the horizontal approach was therefore to be preferred. Such an involvement of existing primary 
health services would not only help to stress and even increase the importance of the role of 

primary health care workers but would also facilitate the mobilization and participation of 

the community; such participation represented a cornerstone of the health for all strategy. 

There were various operational problems - for example, the transportation of vaccines and 
the continuous availability of immunization services. The Director -General's report touched 
upon such aspects but, as the long -term success of EPI would to a large extent be dependent on 
whether or not a solution was found for such problems, his delegation considered that greater 
emphasis should be laid on those aspects of the programme. In that connexion, any bypassing 
of existing primary health services should be avoided and the permanent basis of primary health 

care should be strengthened whenever possible. 

Dr ROSDAHL (Denmark), speaking for the Nordic countries (Denmark, Finland, Iceland, Norway 
and Sweden), thanked the Director -General for his report and commended the staff of the Expanded 
Programme on Immunization. His delegation recognized the goal of immunization for all by 1990, 

though it was not sure whether it was realizable. Nearly all countries had developed national 
immunization programmes. Their inclusion in basic health services had promoted maternal and 

child care. Through them confidence in the health system was increased. Where there was a 

high and sustained coverage with immunization, the target diseases could be shown to have 
decreased. This represented not merely a statistical formula, but a real reduction in human 
suffering. However, the effort must be consolidated and expanded if health for all by the 
year 2000 was to be achieved. Some improvements had been made in vaccines and cold -chain 
technology, but research and development were still needed. Stable vaccines not sensitive 
to heat and light were also needed, as were vehicles for their transport and storage. The 
logistics of the programme should be examined; transport costs were an obstacle to delivery. 
He suggested that WHO might combine assistance in transport and distribution with provision of 
essential drugs, vaccines and supplies for maternal and child care. 
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Experience with the programme showed that training was needed at all levels, including, 

as well as vaccinators, technicians and managers. Quality control of vaccines must be a part 

of national health programmes. The industrialized countries could offer training to technicians 

and professionals. Community involvement at village level was also a matter of concern. It 

was admittedly difficult to involve the people in implementing a service delivered to themselves, 
but certain responsibilities such as child vaccination, could be entrusted to them. Finance was 

also a serious problem, now that economic growth had virtually stopped. By careful documenting 
of costs, the case for financing could be strengthened. The Nordic countries had supported EPI 
by providing extrabudgetary resources to WHO and bilateral assistance; they would probably con- 
tinue to do so. Bilateral assistance was coordinated with and supported by WHO both at head- 
quarters and at the country level. UNICEF had been of great assistance in procurement, and its 
support had helped to promote the programme. The triangular arrangement should be continued. 

The Nordic countries endorsed the five -point action programme, and saw the expanded 
programme as an essential component of primary health care. They recommended adoption of the 
draft resolution. 

Professor CHADLI (Tunisia) welcomed the work carried out under the programme. It was most 

important for checking progress towards the goal of health for all, and not only did it help to 

reduce infant mortality, it also reduced the number of crippled children. 

Immediately on independence, Tunisia had begun a mass vaccination programme, which had 

resulted in a reduction of infant mortality by more than 150% by 1982 compared with 1956. There 

still remained much to be done, however. Table 1 in the appendix to the report before the 

Committee showed that vaccination coverage of children up to the age of 12 in the Eastern 

Mediterranean Region did not exceed 25 %. 

His delegation therefore supported the draft resolution, which aimed at speeding up progress 

through the five -point action programme. However, order of priority must be established and the 

context for implementation defined. It should be recognized that the resources and options of 

each country depended at least in part on the quality of its own health organization. He agreed 

that primary health care structures formed the context best adapted for realizing the programme, 

and that the most important factor was the human one; it should be given the highest priority. 

Investments should cover middle -level staff, including particularly health 

technicians and good management staff. Well- trained technical staff with proper administrative 

support could ensure success for the programme, even with few senior grades. He noted that 

production of high -quality vaccine was a primary objective for developing countries if they were 

to achieve immunization by 1990. That aim should be included in the action programme, together 

with other research activities. Production might be carried out regionally, by arrangement 

between countries. In order to avoid delay in implementing the programme, the countries 

concerned would continue to import the necessary vaccines, while waiting for local production 

to begin. It was logical that WHO's efforts to ensure vaccination of all the children of the 

world should be supplemented by technological and material support to countries for the 

production of the vaccines they needed. 

Dr CASTELLON (Nicaragua) congratulated the Director -General on his report. Nicaragua had 

accepted the expanded programme from the beginning and had carried out a national programme 

with support from the community. Under the programme of national reconstruction all the 

children had been covered. The increase in coverage since 1979, and the fall -off of diseases 

such as poliomyelitis, whooping- cough, diphtheria and measles, were clear. It was hoped that 

the goal would be reached by 1990. 

On the five -point action programme he could say that primary health care was being pursued 

in Nicaragua with the help of UNICEF and РАНО and with the active support of the people, which 

had led to the coverage achieved. Great progress had been made in human resources and 

information. Seminars and workshops and continuing education had been provided for over 500 

health personnel. Many health brigade workers had been trained in the handling of vaccines. 

The Ministry of Health had made available the necessary financial resources for the programme, 

while donations from РАНО and WHO would make possible the purchase of equipment and vaccines. 

There was a national data -collecting system. In 1980 and 1981 difficulties had been 

experienced because of non- registration of certain diseases, but they had been overcome in 

1982. The system of epidemiological monitoring had been improved. In 1981 and 1982 national 

surveys of measles and poliomyelitis had been carried out. In cooperation with the programme 

studies of vaccine storage and stability were being carried out nationally and regionally. 
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Dr VIOLAKI- PARASКEVA (Greece) said that the expanded programme had an essential and 

fundamental part to play in securing health for all by the year 2000, since the enemies were 

known and the weapons were to hand. Table 1 in the appendix to the report showed that in the 

South -East Asia Region, where there was a good information system, 27% of children under 12 

had been vaccinated with BCG and 18% with DPT vaccine, but only 3% with polio vaccine III. 

She asked why the coverage had been so low. In Fig. 1 the world incidence of polio- 

myelitis was shown not to have changed significantly for six years. She asked whether that 

might be due to neglect of vaccination. She noted with regret that many countries, some of 

them in Europe, were using vaccine of a quality not recognized by WHO. The same was true of 

some countries in the Americas and elsewhere. She wished to know whether the policy was to 

recommend only vaccines of known quality. 

She supported the draft resolution, but felt that the importance of the development of 

regional information on the programme should be reflected there. 

Mr RABIAN (Bangladesh) agreed with the delegate of the Federal Republic of Germany on the 

urgency of integrating the expanded programme with primary health care, and with other delegates 

who had stressed the need to strengthen operational facilities in the programme. 

The primary responsibility for implementing the strategy of health for all lay with 

governments. But treating sick people and immunizing them in order to control and prevent 

disease, as well as providing safe drinking -water, and health education and ensuring the 

welfare of mother and child, comprised a heavy task, especially in the least developed countries 

like Bangladesh, where the per capita income was the equivalent of about US$ 100; 80% of the 

population, 72 million people, lived below the poverty line, and lacked food, clothing, shelter 

and health care in Bangladesh. If they were to have them and to be included in the health for 

all programme, emphasis should be placed on material assistance to the developing countries. 

In most organizations of the United Nations system there were special programmes for assisting 

the least developed countries. In the strategy of health for all and the Seventh General 

Programme of Work, as in other programmes, WHO should take special action to ensure that the 

least developed countries were able to develop basic health infrastructures. 

Dr WASISTO (Indonesia) reported that his country would carry out an evaluation with 

WHO of its immunization programme in September 1982. 

Point (3) of the action programme stated that investment in the expanded programme must be 

doubled by 1983. Though all Member States would try to increase their spending in the area, 

the world economic situation would make that difficult for developing countries, and inter- 

national resources must be mobilized to assist them. Indonesia would do what it could. His 

delegation supported the draft resolution. 

Dr HULLER (Netherlands) complimented the Director - General on the progress and evaluation 

report. Among major constraints or challenges mentioned was the fitting of a vertical 
programme into the primary health care system. It was believed essential that a national 
immunization programme manager be appointed and that immunization services be integrated with 
mother and child health services; the community must be involved in the immunization programmes 

in spite of the technical nature of many of its aspects - a difficult task, to be approached 

with caution as well as determination. To move too fast towards integration could jeopardize 

the whole programme. Field research was necessary if solutions were to be found to such 

problems, and it should immediately be made a routine part of national programme operations. 

It was estimated that financial resources would have to be four times as great as they had 

been in 1981 if full immunization coverage by 1990 was to be achieved. His delegation 
wondered whether that could be effected without major shifts in health priorities. Even 
without taking financial restraints into account, it was perhaps unrealistic to cling to the 

aim of full immunization of children by 1990. The figures in Table 1 of the appendix to the 

report were not encouraging. It could be bad for morale to insist on a target which might not 
be attainable. 

His delegation was pleased with progress made in the design and execution of sample 
surveys to estimate immunization coverage and incidence. Reliable measurements were likely to 

become more difficult as incidence decreased as a result of the success of the Programme; 
health information systems must become more sensitive. There, too, field research should 
continue to be part of national programmes. 
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The feasibility, value and limitations of limited serological samples should continue to 

be assessed. His delegation attached great value to the development of simplified immunization 
schemes. For instance, a two -dose DPT schedule in addition to two doses of inactivated polio 
vaccine, seemed a possibility, but cost -effectiveness studies were needed. A less toxic 
pertussis vaccine was another priority requirement. 

The Netherlands delegation was impressed by what had been done. It did not wish to 

criticize, but simply to sound a note of caution. It supported the draft resolution. 

Professor OFOSU -AMAAH (Ghana) commended the report and the progress made. His delegation 
associated itself with the remarks made by the delegations of the Nordic countries, Nigeria and 
the Federal Republic of Germany. There was no doubt that the lives saved by the immunization 
programme would exceed in number those saved by the smallpox programme. WHO therefore could 
not - indeed, dare not - risk failure. 

Some anxiety was aroused by the report, especially by those portions of it which dealt 
with Africa. In Table 1 in the appendix it was stated that an information system to document 
progress was still under development in Africa. That might be a sign that all was not well, 
in spite of efforts made at headquarters and at the Regional Office in Brazzaville. Much 
progress had been made in certain African countries, but others were lagging behind. That 
could not be permitted, as less than eight years remained before the target was to be achieved. 
If one region were left behind, the rest of the world would become hostage to the diseases of 
childhood which they were striving to control. 

In 85% of African countries vaccines were used which conformed to WHO regulations. Some 
countries might need supervision, requiring additional cooperation and support. That was a 

matter of world concern. 
The five -point action programme was commendable and challenging. There should be an 

effort to involve the community at all levels; mothers, children, and especially political 
leaders. In relation to the points he had raised he stressed the financial requirements of 
the action programme. 

Miss PANTOJA (Peru) commended the report and the activities reported. In January 1982 
Peru had carried out an evaluation of its immunization programme with the cooperation of РАНО. 
Several problems had been identified; different strategies were required for peoples of 
different cultures; the cold -chain in a country of difficult geography was rather complex; 
information systems for evaluation being overhauled and updated; administrative difficulties 
had been encountered in meeting the national commitments involving a revolving fund. High - 
level decisions had been taken to speed up the progress achieved under the immunization 
programme, stimulating community participation. A monitoring system had also been designed 
and introduced. 

Her delegation expressed its full support for the draft resolution. 

Professor RENGER (German Democratic Republic) said that EPI, which was aimed at building 
up protection against the most important communicable diseases of childhood, should be 
particularly oriented towards the formulation and implementation of immunization programmes 
in the developing countries. The reduction of military expenditures and the halting of the 
arms race would lead to the release of the funds urgently needed for that purpose. 

On the basis of experience with the smallpox eradication programme, a number of scientific 
and methodological problems had been resolved during the first phase of EPI. In 1977 the 

programme had entered its active phase, and currently almost 150 countries were involved. 
The results achieved so far showed that EPI had proved to be one of WHO's most successful 
programmes. Despite the differences in the various countries, the programme's objective 
appeared to be achievable, thus indicating the value and importance not only of international 
cooperation but also of the guidance provided by WHO. 

It had been pointed out at the Alma -Ata Conference that EPI would be successful only 
if it was fully integrated into primary health care. Following that concept, the socialist 
countries had achieved a remarkable reduction in diseases which could be prevented by 
immunization. In the German Democratic Republic the last case of poliomyelitis had occurred 
in 1962, of diphtheria in 1973, and of tetanus in a child or adolescent in 1965. The 
pertussis morbidity rate was currently below 2 per 100 000 and the last fatal case had occurred 
in 1972. The measles immunization programme introduced in 1967 had reduced morbidity more 
than 20 -fold. A tetanus immunization programme for adults up to the age of 80 had been 
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carried out on a voluntary basis; more than 85% of the population was protected, and there 

were currently less than 10 cases of tetanus per year. Thorough epidemiological and clinical 

analysis of adverse reactions and complications was carried outwithin the programme, which 

involved more than 10 million immunizations per year. 

The experience of the German Democratic Republic was made available to developing 

countries through manpower training within the scope of bilateral agreements or WHO activities. 

His delegation fully supported the draft resolution. 

Dr KPOSSA- MAMADOU (Central African Republic) expressed concern that Table 1 in the 

Director -General's report contained no data concerning the African Region; immunization 

programmes were in operation in a number of countries in that Region, and some information 

on the results should be provided. 

His delegation gave its unreserved approval to the plan of action, but considered that 

greater stress should be laid on a number of points. Community participation in EPI was 

essential if wider population coverage was to be achieved. Moreover, EPI activities must 

be integrated with maternal and child health services; mothers and children not only 

constituted a very large proportion of the total population but were also the most 

vulnerable. Furthermore, resources, both human and financial, must be commensurate with 

needs. There was a dearth of financial resources in most developing countries and they 

had to rely upon external assistance; in that connexion he expressed thanks on behalf of the 

Central African Republic for the generous aid provided by UNICEF and France. 

The main difficulties encountered in the immunization programme in the Central African 

Republic were a lack of motivation on the part of the local authorities and, consequently, of 

parents - with the result that the rate of absenteeism was between 30 and 40%; the inadequacy 

of the health network, particularly in the rural areas, with only 65 hospitals and health 

centres throughout the entire country; the lack of regular supervision of centres and staff; 

problems with the cold chain, with serious storage and distribution difficulties at all levels; 

the need to increase the supply of drugs at the immunization centres in order to attract the 

interest of the population, which continued to be oriented towards the cure rather than the 

prevention of disease. 

Bearing in mind the many difficulties which stood in the way of the achievement of the 

objectives of the programme by 1990 and the vital importance of international collaboration, 

his delegation would vote in favour of the draft resolution. 

Dr BORGONO (Chile) said that in many countries immunization coverage continued to be 

very low. That applied not only to the developing countries; there were several countries 

in the European Region where the coverage for poliomyelitis aid measles vaccination continued 

to be low. The necessary measures must therefore be taken to ensure that the objectives of 

the programme were in fact reached by 1990, which was only seven years distant. 

According to the Director -General's report, it seemed that the proportion of vaccines 

used in the Region of the Americas that were of unknown quality was somewhat high, bearing in 

mind that most of the vaccines were purchased through PAHO's revolving fund and should comply 

with WHO's standards. Perhaps Dr Henderson could comment on that point. 

His delegation supported the five -point action programme and the draft resolution. 

Professor LUNENFELD (Israel) said that his delegation fully endorsed the five -point 
action programme. It nevertheless urged that research efforts under the programme should be 
intensified. Experience in Israel had demonstrated that populations in different regions 
might respond differently to poliomyelitis vaccination. For example, oral poliomyelitis 
vaccine had been used in Gaza since 1968. Although between 80 and 90% of susceptible infants 
had been covered by the mid -1970x, there had been waves of fully reported and investigated 
poliomyelitis cases, including cases among immunized and partly immunized children. The mean 
annual incidence had continued to be around 10 per 100 000 population. Outbreaks had occurred 
in 1974 and 1976, involving 75 and 77 infants respectively - an incidence of 18 per 100 000 
population. In the first epidemic 34% of the paralysed children had received three to four 
doses of triple oral poliomyelitis vaccine; the percentage was 50% during the second 
epidemic and 61% in the third, in 1977. A parallel had been found between the prevalence of 
diarrhoeal disease and vaccine failure and a causal effect had been postulated. An 
experimental programme had then been started in consultation with a WHO consultant, using both 
live and killed poliomyelitis vaccines for each child; that programme had been in operation 
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since 1978 with apparent success in reducing the annual incidence rates and seasonal peaks. 
The average annual incidence rate of the disease between 1978 and 1980 had been 3.1 per 100 000 
population. Furthermore, no cases of paralytic disease had been reported among children who 
had received the combined vaccine; in 1981, only one case had been reported and it had involved 
a child who had not been vaccinated. The discovery of such variations would justify an 
intensified research effort in that field. 

There was a need for close collaboration between the Expert Committee on Biological 
Standardization and EPI. Governments of Member States should be encouraged to use the WHO 

guidelines for the production and quality control of vaccines and to use only vaccines and 
vaccination schemes of proven effectiveness. 

His delegation fully supported the draft resolution. 

Dr KOINUMA (Japan) said that the promotion of the Expanded Programme on Immunization 
within the context of primary health care would play a fundamental part in achieving the goal 
of health for all by the year 2000. Japan was accordingly participating actively in the 
programme by providing technical and financial resources to developing countries through 
bilateral cooperation. Such activities as the establishment of the vaccine research institute, 
the increased production of vaccines, financial aid to immunization services, encouragement of 
research and dispatch of experts were being carried out with a view to accelerating the action 
programme. Further research and efforts by Member States would be required for the development 
of the global programme. 

Dr ARSLAN (Mongolia) said that his delegation greatly appreciated the valuable contribution 
made by EPI to the control of certain infectious diseases and the protection of child health. 

Mongolia had joined the programme in 1977 and the technical, operational and managerial 
aspects of the programme had been further improved since that time. His Government paid 
great attention to the control of diseases through various prophylactic measures, including 
immunization, as an integral part of primary health care. Laws had been introduced to make 
immunization compulsory for every citizen and resources had been provided for the implementation 
of the programme. Between 1977 -1978 and 1979 -1980 the Government's contribution to the 
national immunization programme had increased by 31.8 %. As a consequence of those measures 
the EPI target diseases had been reduced to a very low level. previous five years 
no cases of diphtheria tetanus or poliomyelitis had been reported; whooping -cough morbidity 
had decreased by 99.5% while that of measles was 7.9 times lower in 1981 than in the previous 
y ear 

As the report indicated, one of the main problems in connexion with the implementation of 
the programme was the shortage of cadres and the lack of training for programme staff. On 

the basis of the experience of his country's specialists in WHO training activities and in the 

light of the discussions at the regional meeting on EPI, which had been held in Mongolia in 
1981, his delegation considered that both intercountry and local national training for senior 
and middle -level EPI managers with the support of WHO and its consultants represented a 

promising approach to the problem; such activities should be further encouraged. National 
EPI managers would ensure the technical and managerial competence of all involved in the 

implementation of the programme. Because of the rate of staff turnover, there was a need 

to provide more training for programme staff. Such training activities would be likely to 

produce the best results if conditions and constraints in the countries chosen for such 
training were similar to those in the countries from which participants came. Special 

attention should be devoted to setting up immunology centres and to strengthening existing 

centres in each region, as such centres would help Member countries to carry out permanent 
serological research in actual epidemiological situations, as well as to evaluate the 

programme. 
His delegation supported the five -point plan of action and the draft resolution. 

Dr BAJAJ (India) said that the central issue in the programme was to secure the active 

cooperation of the community. Such participation would be forthcoming to the extent that the 

community was convinced that the immunizations would protect them against illness and to the 

extent that the health services which were providing the immunizations were addressing 

themselves to the fulfilment of the perceived needs of the community. Research and 
development must address those problems as well as the logistical problems of supply lines, 

cold -chain, and vaccine potency. He would like to know the extent to which WHO had gone into 

the problem of cold -chain systems. 
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At the current rate of progress, it was clear that the EPI goal of reaching all children 

by the end of the decade might not be achieved. Careful monitoring of the programme would be 

needed. Data on the immunization coverage of children should be fed promptly to the managers 

of the programme at regular intervals. The quality of vaccines used must also be tested. 

Children and expectant mothers constituted the most vulnerable sections of the population. 

Pregnancy and child -bearing were associated with risks which might endanger lives while 

childhood was a period of growth and development, and the child was exposed to many stresses 

which might undermine his health. The proportion of children under 14 years of age was about 

42% of the population of India, while women in the child -bearing group of ages of 15 -44 years 
constituted another 20 %; in total those groups comprised about 62% of the population. 

If the vast majority of couples in India were to accept the concept of the small family, 

they had to be reasonably sure that those children who were born would survive the health 

hazards of infancy and childhood. The sixth five -year plan therefore gave increased emphasis 
to certain aspects of mother and child health care including the immunization of pregnant 

mothers (tetanus toxoid); infants (DPT, poliomyelitis and BCG vaccines); entrants to primary 

school (typhoid vaccine); Class I primary school children (DT vaccine); aid schoolchildren 

from classes V -X (tetanus toxoid). Prophylaxis programmes against nutritional anaemia in 
mothers and children and prophylaxis against blindness due to vitamin A deficiency among 
children from 1 -5 years of age were also included. 

His delegation endorsed the draft resolution. 

(For continuation, see summary record of the twelfth meeting, section 1.) 

5. THIRD REPORT OF COMMITTEE A (Document А35/40) 

Mr IBOUMEA (Gabon), Rapporteur, read out the draft third report of the Committee. 

The report was adopted (see document WHA35/1982/REС/2). 

The meeting rose at 17h50. 



TWELFTH MEETING 

Friday, 14 May 1982, at 9h50 

Chairman: Professor A. M. FADL (Sudan) 

1. EXPANDED PROGRAMME ON IMMUNIZATION (PROGRESS AND EVALUATION REPORT): Item 26 of the 
Agenda (Resolution EB69.R8; Document А35/9) (continued) 

Professor SOPRUNOV (Union of Soviet Socialist Republics) said that his country had a 

great deal of experience in the planned immunization of the child population, and the 

experience was currently being used in assisting a number of developing countries in that 

field. The Soviet Union was actively involved in the implementation of the WHO programme, 
and by 1981 had provided 12 500 000 doses of various vaccines for that purpose. 

The Soviet delegation fully approved the Director -General's report and supported the 
draft resolution. However, he suggested that point 4 of the five -point action programme 

should include a reference to the need for objective indicators of the successful implementa- 

tion of the programme; such indicators might include the rate of decrease of morbidity among 
children and spot checks on the level of immunity of vaccinated children in different parts of 

the world. Soviet experts could take part in such work. A dried combined vaccine against 

diphtheria, pertussis and tetanus had been developed in the Soviet Union. His country was 

also willing to cooperate in the transfer of production technology and in the setting -up of 

reference centres. 
EPI was one of the programmes in which the role of national health services was of 

decisive importance. He endorsed the view expressed by the delegate of the Netherlands that 
the programme could not be successful without the active participation of the countries 

themselves. 

Dr BALAGUER MEYER (Uruguay) said that his country had a long experience in the field of 

immunization. For the current year, the full application of the expanded immunization pro- 
gramme was planned, a vertical programme that was aimed at covering 95% of the population by 

November. He was greatly concerned by the problem of vaccine stability, since a loss of 

10 -12% of vaccine stocks often occurred in Uruguay as a result of deterioration. He was 

therefore interested in research that would enable more stable vaccines to be developed. 

His delegation supported the draft resolution. 

Dr HOPКINS (United States of America) said that his delegation strongly endorsed the 

five -point action programme; the issues addressed in that plan also applied to all 

components of primary health care and thus to progress towards health for all by the year 

2000. The management and investment of adequate human resources were essential to the 

success of national immunization programmes. 

He commended EPI for its leadership in working with health personnel at all levels to 

make routine childhood immunization an integral part of primary health care, and also for 

its use of the Weekly Epidemiological Record in promoting the sharing of knowledge. He 

was concerned, however, to note that many national programmes still emphasized numbers of 

immunizations aid coverage, rather than reduction in morbidity and mortality, as indicators 

of effectiveness. The development and/or strengthening of national information systems 

for monitoring purposes should be emphasized. 

National coverage rates in the United States for diphtheria, pertussis, tetanus, 

poliomyelitis, measles, mumps and rubella immunizations were currently well over 90 %, and 

the incidences of those diseases were at record low levels. It seemed certain that the 

goal of eliminating indigenous transmission of measles by 1 October 1982 would be achieved. 

Of the 3032 cases of measles reported in the United States in 1981, 18.2% were imported or 
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the direct result of imported cases, and only 231 cases of measles were reported during 

the first three months of 1982. The statement in paragraph 2.5 of the Director -General's 

report, to the effect that measles killed about two children per 10 000 cases in the 

United States, was therefore - fortunately - a reference to the past. 

His country had a special interest in speeding up the global eradication of measles; 
that was only a matter of time, as confirmed by the recent conference on measles eradication 

held in Washington and sponsored jointly by the National Institutes of Health and WHO. 
Three countries had already decided on - or were actively considering - policies for 

national measles elimination. There were compelling reasons for accelerating that process. 
The target group for measles immunization was currently sharply defined, but if 
immunization levels continued to rise slowly, the circulation of natural measles virus 
would be impeded, so that some children in developing countries might enter their teens 
without having had either measles or measles vaccination. That would obscure the target 
group, since there would be no easy way to distinguish between immune and non- immune 
subjects. Measles eradication might therefore be much more difficult in ten years' time. 

It would not be appropriate to embark on a vertical measles eradication programme 
patterned on that for smallpox, but Member States and the Secretariat should seriously 
consider the declaration of a time limit for achieving that goal through accelerated 
implementation of EPI in the context of primary health care, so as to secure, rapidly and 
simultaneously, high levels of coverage for all of the target diseases. 

His delegation supported the draft resolution. 

Dr EL- SAYYAD (Egypt) said that Egypt was considered a pioneer in developing 
immunization strategy for the control of communicable diseases. Vaccination against 
smallpox had started in Egypt in 1890, and since that time the immunization programme had 
actively expanded. The expanded programme on immunization was currently being implemented 
throughout the country through the primary health care network. Coverage rate for the six 
diseases that could be prevented by immunization was considered high. In 1980 the coverage 
rate of vaccination against diphtheria, pertussis and tetanus was 87.5 %. 

Vaccines, in particular sensitive vaccines such as those against measles and 
poliomyelitis, required a cold -chain with efficient transportation and storage and 
efficient health personnel. The cold -chain in Egypt was being operated with the help of 

WHO and UNICEF; during 1980 it had been reviewed by a WHO consultant and, in accordance 
with his recommendations, a cold -chain officer had been appointed in each governorate. In 
the summer of 1981 the Regional Office for the Eastern Mediterranean had organized a 
training course for the 26 cold -chain officers, covering all aspects of cold -chain 
activities. 

He drew the attention of delegates to a meeting on prevention of neonatal tetanus held in 

Lahore, Pakistan, under the joint auspices of the Regional Offices for South -East Asia and for 

the Eastern Mediterranean in February 1982 (Weekly Epidemiological Record, No. 18, 1982). 

Neonatal tetanus remained a serious health problem with a high incidence and mortality rate in 

developing countries. The meeting's recommendations had included a general strategy for the 

prevention of neonatal tetanus, the main points of which were as follows: (1) ministries of 

health should give a high priority to neonatal tetanus control; (2) neonatal tetanus should 

be considered separately from non -neonatal tetanus; (3) disease reduction targets should be 

adopted and should aim for a mortality rate of less than one per 1000 live births by 1990 and 

zero by the year 2000; (4) the incidence of neonatal tetanus should serve as an indicator 

regarding maternal and child health services, EPI, and progress towards health for all by the 

year 2000; and (5) a separate administrative subdivision should be established to deal with 
the prevention of neonatal tetanus since it was a serious health problem, the immunization pro- 
gramme was different from EPI in general, the target population was different and included 
pregnant women and women of child- bearing age, and prevention necessitated an improvement in 
maternity care. In connexion with maternity care, his country was considering identifying 
traditional birth attendants for recruitment and training; trained attendants would be given a 
midwifery kit and licensed to work under supervision. 

His delegation commended the Director -General on his report; the progress of EPI was 
essential to ensure health for all by the year 2000. 
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Dr KRASTEV (Bulgaria) congratulated the Director -General on his report, which showed the 
progress that had been made in implementing EPI. That very important WHO programme, which 
his delegation supported, was an excellent model for the utilization of more appropriate 
technology for primary prevention, and was oriented towards the goal of health for all through 
total coverage of the population at risk by appropriate immunization. 

With regard to information support for the programme, he hoped that the progress already 
made would continue and that more appropriate data permitting the evaluation of its success 

would be collected. For that purpose, it was necessary to know how many people were 
vaccinated and the effects of immunization as shown by the morbidity and mortality statistics. 
He agreed with those speakers who had said that specific projects should be continued to 

monitor the negative side -effects of immunization and the immunity level obtained in the target 
population. 

Excellent results had been achieved by Bulgaria in its aim to achieve total coverage of 
the population. The immunization programme was fully integrated with primary health care and 
was based on a national computerized registry of the target population. That system greatly 
facilitated planning as well as the collection of data for evaluation. His Government would 
be pleased to share its experience with others, and hoped to collaborate more actively with 
WHO in that important field. 

Dr BRAGA (Brazil) stated that the immunization programme being developed in his country, 
with the valuable collaboration and technical assistance of РАНО, closely followed the five - 

point action programme the adoption of which had been recommended by the Board in its 

resolution EB69.R8. 
Concentrated efforts were being made in the training of the necessary personnel, and 

Brazil was endeavouring to achieve self -sufficiency as soon as possible regarding production 
of measles vaccines initially and poliomyelitis vaccines later. Vaccine production was being 
carried out in a scientific institution under the Ministry of Health and with the collaboration 
of the Government of Japan. A very important study would shortly be initiated, with the 

collaboration of the Government of France, on the immunological response of children recently 
vaccinated against poliomyelitis with the attenuated virus. In fact, Brazil offered 

exceptionally favourable conditions for such a study, since it had become apparent for some 

years past that routine vaccination against poliomyelitis had not been successful in 

controlling the spread of the wild virus throughout the country. It had accordingly been 

decided to vaccinate all children under five, covering a child population of some 20 million, 

twice a year; 1982 was the third successive year of that massive campaign, and it was hoped 

to continue it for a few years more, to be followed then by routine vaccination by the health 
services. Thus, Brazil offered an ideal terrain for a comparative study of vaccination with 
attenuated and killed virus vaccines. That study would be continued with the assistance of 
WHO, and it would be gratifying if the study were followed by other countries, since it 

related to a question of vital concern to all. 

Dr REZAI (Iran) said that immunization against the major communicable diseases had 
played a vital role in the functions of health services, even before its identification as one 
of the key components of primary health care. 

The realistic report before the Committee pointed to the shortcomings as well as the 

achievements; it was gratifying to note the considerable progress achieved by EPI in such a 

short time. A subject for concern was the problem of neonatal tetanus in the developing 

countries and the role that immunization of pregnant women could play in controlling the 

disease. In fact, since untrained birth attendants played a major role in most developing 

countries, it was surprising that the incidence of neonatal tetanus was not even higher. In 

order to estimate the number of neonatal deaths due to tetanus, sample surveys had been 

carried out in 14 countries in two WHO regions; they confirmed that neonatal mortality rates 

varied between 3 and 67 per 1000 live births, clearly showing that neonatal tetanus still 

remained a serious health problem in some developing countries. In spite of that, the 

percentage of pregnant women immunized remained at 15% in the South -East Asia Region, 10% in 

the Americas and only 4% in the Eastern Mediterranean Region; no information was available 

regarding the other regions. He asked whether WHO had been able to develop any new strategies 

to deal with that difficult situation. 

He commended the five -point action programme, and fully endorsed the draft resolution. 
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Dr Madiou TOURÉ (Senegal) recalled that doubts had arisen in public opinion as to the 

efficacy of BCG vaccine following certain press reports; his delegation hoped that WHO could 

take action through the media to rectify that situation. 

He pointed to the need for further research regarding the incidence of measles in children 

properly vaccinated after the age of nine months and in unvaccinated children under nine 

months of age. Regarding poliomyelitis vaccination he would be glad to have comments from 

the Director of EPI regarding the use of oral and parenteral vaccination, and the 

administration of two doses instead of three. 

His delegation expressed its appreciation to those organizations which had provided 

valuable assistance for the expanded programme on immunization in Senegal and for the research 

undertaken on strategies, which raised hopes for the future. Responsible participation by 

the population was clearly essential, but it was important that the requisite services should 

constantly be available, which was not always the case at present. 

His delegation supported the draft resolution recommended by the Board. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked delegates for their 

comments and suggestions and for the support expressed for EPI, which was appreciated by 

himself and all his colleagues. He had taken note of the suggestions made, and would not 

comment further on them. 

Replying to questions on the report, he said that, regarding Table 1, no data had been 

available from the African Region, and there was a wide disparity in the South -East Asia 

Region between coverage noted for poliomyelitis and measles and that for DPT and BCG vaccina- 

tion. He was glad to report that within the last few weeks data had been received from the 

African Region applying to some 54% of the Region's population and revealing coverage figures 

roughly comparable to those shown for the Eastern Mediterranean Region. Additional data for 

the European Region were also available, applying to some 80% of the population and showing 

coverage rates of about 80% for all the antigens except tetanus, for which data were lacking. 

The low coverage rates for poliomyelitis and measles in the South -East Asia Region 
reflected the fact that those two vaccines were not yet widely used. Surveys supported 

by EPI had documented the fact that in most countries in the Region those two diseases were 
major public health problems, but the countries now faced the challenge of upgrading their 
cold -chain and logistics systems and of finding the additional resources to permit those 

vaccines to be added to ongoing programmes for BCG and DPT. That related to a question 
raised during the debate on the Seventh General Programme of Work. The Organization did 
not recommend adding vaccines to a programme where the cold -chain and management support 
were inadequate. Any vaccines given must be potent; otherwise effort and money would be 
wasted in delivering them and the confidence of the community receiving them would be 
violated. The rates for BCG coverage in older population groups might, in some countries, 
be higher than those shown for children of less than one year old. But such children 
were the first priority for all the EPI vaccines, which was why the information system was 
based on them. 

It had been asked why the incidence of poliomyelitis shown in Fig. 1 had not changed. 
The incidence had, in fact, changed; it was merely the average of the reported data which 
remained the same. The data reflected dramatic reductions in incidence in a few areas and 
increases due to better reporting in others. It was too early to accept it as a valid global 
picture of disease incidence trends. 

A question had been raised concerning the rather high proportion of vaccines shown as 
being of unknown quality in the Region of the Americas and the European Region, in Fig. 2. 

Information concerning the quality of vaccines used in national programmes was more difficult 
to obtain where those programmes procured their own vaccines than when vaccines were supplied 
through UNICEF, WHO or the РАНО revolving fund, all of which supplied only vaccines meeting 
WHO requirements. He believed that a majority of the countries from which data were now 
missing were in fact using vaccines meeting WHO requirements, but it would take another year 
or two before that could be confirmed. 

Turning to more technical questions, he said that WHO was working to improve the cold - 
chain to a great extent as far as technology and equipment were concerned, and was also 
actively engaged in providing training in cold -chain management and in the maintenance and 
repair of equipment. The difficulties were mainly those mentioned in point 2 of the action 
programme, such as the recruitment of staff, training, supervision and motivation. 

Concerning the use of high -potency tetanus toxoid, after a single dose such products 
could provide protection sufficient to prevent neonatal tetanus in a majority of women for 
about a year, but two doses of the standard product provided protection to virtually all 
women for a period of about three years, so two doses were certainly preferable. 
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A suggestion had been made regarding measles elimination. The WHO Secretariat was not 
ready to embrace such a target until a majority of countries with well- developed immunization 
programmes had submitted data showing that it was feasible. That was an area in which the 
developed countries could well lead the way. 

It had been suggested that a sub -division for the control of neonatal tetanus should be 
established. In that respect, WHO did not have a sub -division, but a "super" division, since 

there was active collaboration with the Division of Family Health in every aspect of that 
programme. It constituted a striking example of the way in which all the expertise available 
to those responsible for immunization services should be combined with the expertise of those 

working for the general benefit of mothers and children in order to attack the problem. 
EPI had no new strategies to suggest for the control of neonatal tetanus. Its current 

recommendations were summarized in the report on the meeting in Lahore, Pakistan, in 

Weekly Epidemiological Record, No. 18, 1982, but its task in the next few years would be to 

find new and better ways of attacking the problem. 
With regard to BCG, the Secretariat felt that it had done a good deal to publicize the 

good impact of BCG on the young population group, but it was not in a position to control what 
information was given in the press. That proved the desirability of paying greater attention 
to WHO publications, which tried to provide a balanced view of the current situation. 

The Secretariat would carry out further studies on cases of measles occurring in people 
who had received measles vaccine, but information to date indicated that children who had had 

an initial antibody response after vaccination - over 95% of vaccinees of the appropriate 

age - were protected for a period as long as that covered by data available, which was a 
period of some 16-18 years. The occurrence of measles in vaccinees therefore remained a very 
small public health problem. 

So far as the issue of oral versus inactivated poliomyelitis vaccine was concerned, WHO 
continued to recommend oral Sabin poliomyelitis vaccine in at least three doses as the most 

cost - effective protection currently available. Studies proceeding in Brazil, India, Israel, 

Senegal and various other countries would make it possible in future to recommend the use of 

one or other or a combination of the two vaccines. 

Several questions had been raised concerning the ability of EPI to meet its resource 

goals during the next two years and to meet its coverage goal by 1990. He was less concerned 

by the immediate future than by the latter half of the decade. In many developing countries, 

costing studies and programme reviews had revealed major inefficiencies in the way existing 
health staff were investing their time. He believed that the target of 50% coverage by 1984 

could be reached with some new resources and with better use of existing resources. But 

during the remainder of the decade, when an attempt was being made to extend the coverage of 

immunization aid other health services to populations which currently had little or no access 

to such services, a real test would be faced. Would the Organization be able to meet the 

challenge? It was for delegations to answer, for it was their commitment and determination 

which were required. The answer was important, for, unless that simple step with respect to 

immunization could be accomplished, aspirations for the year 2000 must be open to question. 

It was his understanding that the action programme, as it stood, was acceptable to 

delegates. He recommended incorporation of the amendment proposed by the delegate of Greece 

into the text of the draft resolution. 

The CHAIRMAN drew the Committee's attention to the draft resolution contained in 

resolution EB69.R8. 

Mrs BRЙGGEMANN (Secretary) said that two additions had to be made to the draft 

resolution and that one amendment had been proposed. The first preambular paragraph would 

include, by means of a footnote, reference to the Director -General's progress and evaluation 

report (document À35/9). The five -point action programme would be annexed to the resolution. 

In accordance with the suggestion of the delegate of Greece, the following words would be 

added to the end of operative paragraph 6: "and in the continuous evaluation of the progress 

of the programme through appropriate information support; ". 

The draft resolution, as modified and amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHA35.31. 
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2. FOURTH REPORT OF COMMITTEE A 

Dr MBOUMBA (Gabon), Rapporteur, read out the draft fourth report of Committee A, which 
included the resolution just approved by the Committee; there had been no time to circulate 
the draft report in writing. 

The report was adopted (see document WHA35/1982 /REС/2). 

3. CLOSURE 

Dr JEANES (Canada) wished to place on record his appreciation to the officers of 

Committee A and the WHO staff concerned for their great efforts, which had allowed the 

Committee to finish its work within the two weeks scheduled. His delegation wished to draw 
to the attention of the Executive Board the fact that the Committee had satisfactorily 
completed its work within the prescribed period. He commended the decision to experiment 
with a shorter Health Assembly, and proposed that the Board should consider the possibility 

of limiting the duration of all Health Assemblies in future to two weeks. 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed, noting the successful outcome of the experimental shorter Health Assembly. 

The meeting rose at 10h55. 



COMMITTEE B 

FIRST MEETING 

Tuesday, 4 May 1982, at 17h00 

Chairman: Mr N. N. VOHRA (India) 

1. ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR: Item 28 of the Agenda (Document А35/29) 

The CHAIRMAN drew attention to the third report of the Committee on Nominations 
(document А35/29),1 in which Dr J. Franco -Ponce (Peru) and Dr J. Azurin (Philippines) were 
nominated for the offices of Vice -Chairmen of Committee B and Mr R. R. Smit (Netherlands) for 
that of Rapporteur. 

Decision: Committee B elected the following officers: 
Vice -Chairmen: Dr J. Franco -Ponce (Peru) and 

Dr J. Azиrfn (Philippines) 
Rapporteur: Mr R. R. Smit (Netherlands) 

2. ORGANIZATION OF WORK 

The CHAIRMAN reminded the Committee of the role of the representatives of the Executive 
Board in the work of the Committee. 

He drew attention to Rules 37 -91 of the Rules of Procedure, which governed the work of 
the Health Assembly, and to the terms of reference of Committee B, contained in operative 

paragraph 1(2) of resolution WHА31.1. He also drew attention to the resolution adopted that 

afternoon by the Health Assembly with regard to its method of work (resolution WHA35.1), and 

recalled the decision taken in 1981 (resolution WHА34.29) that, in even- numbered years, the 

duration of the Health Assembly should not exceed two weeks. As requested, the Executive 
Board, in resolution EB69.R13, had made certain recommendations in the light of that decision, 
and those recommendations had now been adopted by the Health Assembly. 

He proposed that the working hours of the Committee should normally be from 9h30 to 

12h30 and from 14h30 to 17h30. 

It was so agreed. 

He explained that, during the first week of the Health Assembly, under the arrangements 
just approved, it would be possible for one main committee to meet concurrently with the 
general discussion in the plenary of the reports of the Executive Board aid the report of the 

Director -General on the work of WHO. In the second week, Committee B could expect to meet 
almost continuously in both mornings and afternoons until the end of the Health Assembly. 

Finally, he suggested that as far as possible the order in which the items for Committee B 
were listed in the agenda should be followed. The Committee would thus begin its work with a 

discussion of item 29 (Review of the financial position of the Organization). 

It was so agreed. 

The meeting rose at 17h30. 

1 
See document WHA35/1982/REC/2. 
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SECOND MEETING 

Wednesday, 5 May 1982, at 14h30 

Chairman: Mr N. N. VOHRA (India) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 29 of the Agenda 

Mr FURTH (Assistant Director -General), introducing the item, drew attention to document 
А35/10, which was the first full biennial report reflecting the financial activities of WHO 
over a two -year period, from 1 January 1980 to 31 December 1981. The report he had presented 
to the Committee in 1981, on the financial position in respect of 1980, had been an interim 
one; at that time he had been able to say that 1980 had been an extremely good year 
financially for WHO and that it would be difficult to improve on the favourable factors then 
influencing the situation. The full data now available for the biennium showed that the 
overall picture remained bright, although there were some clouds in the sky. 

It could be seen from the table "Highlights of the 1980 -1981 financial operations" 
(page v of document А35/10) that, while the total international resources available for health 

within the scope of WHO, PAHO, and 'ARC had been approximately US$ 711 000 000 in the 1978 -1979 

biennium, they had amounted to nearly $ 832 000 000 in 1980 -1981 - an increase of about 177. 

Taking account of the worldwide scope of WHO's activities and the selective impact of 

inflation in different countries and on different goods and services, the increase of 17% in 

resources probably somewhat exceeded the rate of inflation, and it could be assumed that some 

real programme growth, however minimal, had occurred. As indicated in paragraph 12 of the 

Introduction to the Financial Report, an effort had been made to measure the real growth in 

WHO's regular budget from 1978 -1979 to 1980 -1981: obligations incurred under the regular 
budget for the biennium 1980 -1981 had increased by 15.47% over those of the preceding biennium, 
and it had been estimated that that figure included a real growth of approximately 1.15 %. 
Taking together obligations incurred from all sources, therefore, the figure of 17% probably 

included 2% to 3% real growth. 
Another favourable development during the biennium 1980 -1981 had been the average rate 

of exchange of the Swiss franc, in which currency some 30% of the Organization's obligations 
were incurred. The exchange rate used in drawing up the budget for 1980 -1981 had been 1.55 

Swiss francs per US dollar, while the average rate of exchange obtained during the biennium 
had been 1.81 Swiss francs per US dollar. In approving the budget, including the budget rate 

of 1.55 Swiss francs per US dollar, the Health Assembly had provided (resolution WHA32.4) that 

casual income up to a maximum of $ 15 000 000 could be used by the Director -General for the 

financial period 1980 -1981 in order to meet any additional costs under the regular budget 

resulting from differences between the exchange rate used for budgeting purposes and actual 

accounting rates of exchange between the Swiss franc and the US dollar. At the same time, 

the Director -General had been requested to transfer to casual income any net savings resulting 

from such differences in the budgetary and accounting rates of exchange between the Swiss 

franc and the US dollar, provided that such net savings need not exceed $ 15 million. As a 

result of the favourable developments in the US dollar/Swiss franc relationship, the savings 

arising under that heading during the biennium had amounted to $ 18 071 000. Further savings 
of approximately $ 2 368 000 had also occurred, giving rise to a budget surplus totalling some 

$ 20 439 000, which would be credited to casual income as and when arrears of contributions 

were received. 

Another favourable development had been the earnings of casual income. The Committee 

would note from the "Highlights" on page v of the report that such earnings during the 

biennium 1980 -1981 had totalled slightly more than $ 34 000 000, compared with slightly more 

than $ 21 000 000 in the preceding biennium. Those earnings resulted from WHO's policy of 

placing virtually all its cash -in -hand that was not required for immediate disbursement in 
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interest -earning bank accounts. The details of those cash holdings were explained in 

Schedule 1(a) (page 18 of document A35/10). It would be noted from Schedule 1(b) on page 19 
that those total cash resources related not only to the regular budget but also to special 

programmes and trust funds financed from voluntary contributions. Cash resources derived 

from different sources of funds were not interchangeable: the balance of each trust fund, 

reserve, or special account could be used only for the specific purpose for which the trust fund, 
reserve, or special account had been established. The interest earned on such deposits was 

apportioned to the trust fund or voluntary fund concerned, or - if it related to the regular 
budget - to casual income, in line with Article IX of the Financial Regulations governing the 

investment of funds. The usefulness of such interest earnings had been demonstrated in 1981 

when the Health Assembly had decided to allocate $ 24.4 million of casual income to help to 

finance the 1982 -1983 regular budget, thus reducing by that amount the assessed contributions 
payable by Member States. 

WHO's ability to earn interest on regular budget funds depended to a very large extent 

on the prompt payment of assessed contributions. In that respect, the situation at the end 

of 1981 had been considerably less favourable than at the end of 1980: on 31 December 1981, 
only 85.49% of assessed contributions for the year had been collected, compared with 94.42% 
on 31 December 1980. The total amount for 1981 remaining uncollected at 31 December 1981 

had been $ 31 216 496, resulting in an income deficit - the difference between obligations 

incurred and income received - of over $ 11.9 million, which, pending the receipt of unpaid 

contributions, had been covered by withdrawal of the entire remaining cash balance available 

in the Working Capital Fund and by internal borrowing from cash resources other than the 
Working Capital Fund. In January 1982, the serious delay in the payment of assessed 
contributions had been brought to the attention of the Executive Board during its review of 

the Working Capital Fund, and the Board had adopted resolution EB69.R16, recommending the 
adoption by the Health Assembly of a resolution containing a tentative suggestion for 

facilitating the collection of assessed contributions. The subject was to be considered by 
the Committee under item 33.3 of the agenda (Review of the Working Capital Fund). 

He drew the Committee's attention to the substantial amount of data on extrabudgetary 
resources in the financial report. The tabular material on such resources could be found 

in the Appendix to that report, beginning on page 57. Pages 60-67 listed, by donor, the 

contributions made not only to the Voluntary Fund for Health Promotion, but to all major funds 

administered by WHO or collected by the World Bank on behalf of WHO. Such contributions 
came not only from Member States but also from a large number of other contributors. 

As indicated in the last column on page 67, the grand total of voluntary contributions 

made to WHO programmes from the outset amounted to over $ 527 million. During the biennium 

1980 -1981, those contributions had totalled over $ 171 million. If contributions from 
United Nations sources were included, the total extrabudgetary income in 1980 -1981 for WHO 
programme purposes had amounted to over $ 280 million (page 59). The Appendix relating to 
extrabudgetary resources also gave details of projects financed from the Voluntary Fund for 
Health Promotion (pages 69 -116). Pages 117 -132 gave details of income and expenditure for the 

other main extrabudgetary activities of WHO - the Onchocerciasis Control Programme, the 

Special Programme for Research and Training in Tropical Diseases, LINDР, UNFPA, the Sasakawa 
Health Trust Fund, and the Primary Health Care Initiative Fund. 

The Comptroller and Auditor General of the United Kingdom, Sir Douglas Henley, who had 

retired on 30 September 1981, had been replaced by Mr Gordon Downey, who, pursuant to 
resolution WHA34.9, had become WHO's External Auditor. Mr Downey was unfortunately unable 
to be present at the Committee because of the need to attend a Parliamentary hearing by the 
Public Accounts Committee of the House of Commons. He was represented by Mr T. Dobson, 

a director of audit responsible for the WHO audit, who was prepared to answer any questions 
relating to the External Auditor's report in Part II of the financial report (pages ix - xx). 

The Committee of the Executive Board to Consider Certain Financial Matters prior to the 

Thirty -fifth World Health Assembly had issued its report (document А35/30), and the 
representative of the Executive Board might wish to say a few words in introducing that 
report. 

Mr DOBSON (External Audit) conveyed Mr Downey's regrets at being unable to attend the 
Committee. 

In presenting the first of his reports as External Auditor to the Thirty- second World 
Health Assembly (1979), Sir Douglas Henley had stated that External Audit intended to pay 
cyclical visits to all six WHO regional offices. With the visit in 1981 to the Western 
Pacific Regional Office (to which reference was made in paragraph 23 of the External Auditor's 
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report now before the Committee), the first cycle of visits had been completed. The visits 
of External Audit to regional offices were complemented by those of Internal Audit. Following 
a visit to the African Regional Office in December 1981, Internal Audit had reported a marked 
improvement in the areas to which the External Auditor had drawn attention in his report to 
the Thirty -third World Health Assembly (1980). 

In his report for the first year of the 1980 -1981 biennium, the External Auditor had 

referred to certain unsatisfactory aspects of the control of grants made by WHO to institutes 
under the Special Programmes for Research, Development, and Research Training in Human 
Reproduction and for Research and Training in Tropical Diseases, and had promised to return to 
the subject in his report on the final aсcоu is for the biennium. That had been done in 
paragraphs 7 to 9 (page xii of document А35 /l0). 

In past years, such grants had been made only to reputable institutes whose financial 
standing was beyond doubt. While that ensured that there was no ultimate loss of WHO funds, 
doubts and misunderstandings could still arise when internal accounting and control were weak. 
Such misunderstandings were time -consuming and destructive of relationships. Following the 
review of practices, WHO had introduced revised guidelines that made the observation of minimum 
standards of financial management a condition of the grant, and by which, it was hoped, such 
problems could be avoided in the future. 

The matters dealt with in paragraphs 10 -32 were self -explanatory. With respect to 

programme monitoring and evaluation (paragraphs 33 -60), while a considerable amount of WHO 
funds was spent on projects, there was a limit to the number of individual projects which an 
auditor could properly examine in any one year. Thus, of some 3000 operational projects, 
probably no more than 1% could be examined in depth; bearing in mind the individual nature of 

most WHO projects, that made it difficult to arrive at an overall conclusion. It had 

therefore been decided in 1981 to attempt a system -based review of the monitoring and 
evaluation of projects and programmes in WHO. 

The examination had involved two phases. The procedures and practice in a regional 

office - the Regional Office for the Western Pacific - had first been examined, this being 

followed by an examination of the position at headquarters. The comments on evaluation in the 

Western Pacific Region should not be taken as implying that the procedures arid practice in that 

Region were any better or any worse than in any other. The general conclusion had been that 

the Regional Office for the Western Pacific had a good approach to monitoring and evaluation. 

The agreed procedures and the submission of essential data were in order, although improvements 

could perhaps be made in the practical application of those procedures. 

The comments on monitoring and evaluation at headquarters were possibly more controversial. 

He stressed however that there were no commonly agreed standards or procedures for monitoring 

and evaluation to which reference could be made. In accounting and financial matters, the 

subjects to be set out in rules aid regulations, the need for preparing budgets, and the need 

for proper books of accounts were all matters on which there were generally accepted common 

standards. But although there was a general consensus that monitoring and evaluation required 
to be developed to a good standard, most United Nations specialized agencies were still groping 

towards a fully viable system. WHO had probably gone further than any other United Nations 

agency in developing the philosophy of such a system but, as pointed out in the External 

Auditor's report, the system was not functioning as well as might be thought. He hoped the 

External Auditor's comments would be taken as an encouragement to WHO to try harder, rather 

than as a condemnation of its efforts. 

Financial report on the accounts of WHO for the financial period 1980 -1981, report of the 

External Auditor, and comments thereon of the Committee of the Executive Board to Consider 

Certain Financial Matters prior to the Health Assembly: Item 29.1 of the Agenda 

(Resolution ЕB69.R26; Documents А35 /10 and А35/30) 

The CHAIRMAN drew the Committee's attention to the Executive Board's resolution, the 

relevant documentation, and Article 18(f) of the WHO Constitution. In accordance with 

established practice, the Committee of the Executive Board to Consider Certain Financial 

Matters prior to the Health Assembly had examined the two reports before the Committee on 

behalf of the Board. 

Dr LAW (representative of the Executive Board) said that the first report of the Committee 

of the Executive Board to Consider Certain Financial Matters prior to the Thirty -fifth World 

Health Assembly (document А35 /30) dealt with the consideration given by it, on behalf of the 

Board, to the financial report and the reports of the External Auditor covering the financial 
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period 1 January 1980 - 31 December 1981. This was the first occasion on which the 

Director -General had presented a financial report covering a full two -year period. As in the 

previous year, the present report included a substantial appendix showing income and expenditure 

from extrabudgetary sources of funds. Although such a presentation added considerably to the 

length of the report, the Committee understood that it satisfied the needs of a number of 

donors. 
The Committee had noted with satisfaction that, owing to favourable exchange rate 

developments at WHO headquarters, a substantial budget surplus had accrued during the biennium: 

of the total surplus of some $ 20.4 million, over $ 18 million had resulted from the 

strengthening of the US dollar in relation to the Swiss franc. However, the Committee had 

been concerned at the fact that, at the end of 1981, over $ 31 million in unpaid contributions 

had been outstanding for the year 1981. Had it not been for the large budget surplus, that 

delay in payment of contributions might have required the Organization to reduce its activities. 

Those developments made it necessary to impress on the Health Assembly the need for prompt 

payment of assessed contributions by all Members. 

The Committee had considered in detail a number of points that were reflected in 

paragraphs 4 -7 of its report. She drew attention to the draft resolution in paragraph 8, 

recommended for adoption by the Health Assembly. 

Dr ZIESE (Federal Republic of Germany) said that his Government shared the concern 

expressed by the External Auditor, particularly on certain points. The first was the lack of 

proof of payment in support of health insurance claims referred to in paragraph 22 of the 

External Auditor's report (document А35/10, page xiv). Secondly, there were several 

shortcomings with regard to monitoring and evaluation of projects. For example, paragraph 40 

of the External Auditor's report stated that no profiles existed for half the qualifying 

projects in the Western Pacific Region. Moreover, as indicated in paragraph 43, there were 

weaknesses in the preparation and maintenance of profiles: many objectives and targets were 

not defined precisely enough to enable performance to be measured against them. Paragraph 50 

showed that there was a wide variation in the definition of evaluation criteria, while 

paragraph 45 stated that "the minutes of the review meetings indicated that the egional 

Programm7 Committee tended to review programme activities rather than examine whether 
programmes had achieved or were achieving what was expected ". It could further be seen from 

paragraph 51 that there was no evidence of any systematic evaluation of WHO activities by 

the appropriate committees. 
As a result of his examination, the External Auditor had concluded that much still 

remained to be done to ensure that evaluation was fully applied within the Organization, and 

had recommended, inter alia, that the role of the various programme committees should be 

extended to include the regular evaluation of individual programmes. In the Federal Republic's 

view, evaluation was an important instrument for improving the Organization's performance. 

Its delegation would therefore be interested to hear the Secretariat's replies to the 

critical remarks and the recommendations of the External Auditor. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that from the documents before 

the meeting it was clear that WHO's overall financial position for the period 1980 -1981 

could be considered fairly sound. The Organization was not short of funds. On the contrary, 

the surpluses in the form of unliquidated obligations indicated that the time had come to 

stabilize the budget, as his delegation and a number of others had advocated at the 

Thirty - fourth Health Assembly. Moreover, it was clear from Statement I on page 3 of the 

financial report that most unliquidated obligations were related to programmes of particular 

importance for the attainment of health for all. 

Many of the External Auditor's comments could be of great value to the Organization if 

due attention were paid to them, particularly his comments regarding monitoring and 

evaluation systems. Both the Executive Board and the Health Assembly had on more than one 
occasion called for an overhaul of evaluation procedures in WHO, but so far no solution had 

been found. The External Auditor, in paragraph 59 of his report, had indicated that there 

was still much to be done in that respect. The Secretariat should therefore ensure the 
timely updating of the information contained in the programme and project profiles and 

should prepare evaluative reports clearly showing whether targets were being achieved, what 

the reasons were for any delays, what remedial action should be taken, and what lessons 

could be drawn for the future. Such reports would enable the Executive Board, the Health 

Assembly and the regional committees to make appropriate recommendations with full knowledge 
of the facts, since the information at present available to them was of a general, non- 

specific nature. Without an improvement in the Organization's monitoring and evaluation 

procedures, it would no, be possible to attain the goal of health for all by the year 2000. 
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Mr SHIMIZU (Japan) expressed his delegation's appreciation of the External Auditor's 
report, especially those parts concerning the very important activities of evaluation and 
monitoring. He agreed that the External Auditor's comments on those activities should be 
considered not so much as a condemnation of what was being done but as a stimulus to promote 
further improvement. Like the delegate of the Federal Republic of Germany, he would appreciate 
receiving further information on the Secretariat's reaction to those comments. 

Mr DAS (India) noted that it was stated in the Introduction to the financial report 
(page vii, paragraph 11) that the level of administrative support costs was closely controlled 
and held to the minimum. The total of such costs during the biennium had amounted to some 
$ 86.3 million, representing 14.26% of the total obligations incurred by the Organization under 
the regular budget and other sources (excluding PAHO and ‚ARC). 

At the time of the presentation of the programme budget for 1980 -1981 a "real" increase of 

2.03% had been projected for the regular budget. As against that figure it was now estimated 
(paragraph 12) that the real increase in regular budget expenditure over the 1978 -1979 level 

had amounted to approximately 1.15 %. He asked whether the Organization had any plans to step 
up the extent of the real increase during 1982 -1983. 

In introducing the agenda item, the Assistant Director- General had indicated that 
assessed contributions in the amount of some $ 31.2 million had still been outstanding from 

Member States at 31 December 1981 - an unsatisfactory situation. In the past the Indian 
delegation had suggested that consideration should be given to the possibility of imposing 
a graded penalty in the form of an interest charge on Member States that did not make their 
contributions on time. His country was not among the defaulters. Information on any 
concrete action planned by WHO in regard to resolution EB69.R16 would be welcome. 

Mr MAGNUSSON (Sweden) said that his delegation had noted the improvements that were 
continually being made in WHO's evaluation procedures; in fact, the Organization might be 
well ahead of other specialized agencies in that respect. Nevertheless, the External 
Auditor had pointed to certain deficiencies in evaluation and monitoring, particularly 
in so far as targets were not sufficiently precise to permit adequate measurement of 
performance. It was to be presumed that measures would be taken to improve that situation. 
In particular, guidelines and evaluation procedures should be enforced as an integral part 
of programming, planning, and implementation throughout the Organization. The Secretariat 
might wish to give some information on how that was being accomplished and how the situation 
could be further improved. 

Mr BOYER (United States of America) noted the gains resulting from the favourable 
development of the Swiss franc/US dollar exchange rate. The Assistant Director -General had 
drawn attention to resolution WHA32.4, which requested the Director -General to transfer 
savings resulting from such developments to casual income, with the proviso that such a 
transfer need not exceed $ 15 million. Since in the case in peint the savings amounted to 

more than $ 18 million, he asked whether the whole of that sum had been transferred - which 
he would have thought the appropriate course - or only $ 15 million. 

Turning to the matter of administrative support costs, he noted that in paragraph 11 of 

the Introduction to the financial report it was stated that 14.26% of the obligations incurred 
for programme purposes were accounted for by such costs. It would be useful to know whether 
that figure related to all programme activities and not simply to those carried out under the 

regular budget. The Secretariat might also wish to indicate the budget lines from which the 
figure of $ 86 337 809 had been drawn, since it was often difficult to determine which items 

in the programme budget were considered to be administrative support rather than programme 

activity. 

He asked whether any progress had been made in determining the level or percentage of 

administrative support costs of voluntarily funded programmes - a matter which had been of 

some concern to the Health Assembly in 1981. Could the amount attributable to voluntarily 

funded programmes be separated from the $ 86.3 million figure, and the percentage that it 

represented of all the voluntarily funded programmes then be determined? Could the proportion 

of administrative support costs attributable to voluntarily funded programmes that had to be 

covered by the regular budget also be determined? The report of the United Nations Advisory 

Committee on Administrative aid Budgetary Questions ( ACABQ) had indicated that the WHO regular 

budget had had to cover $ 19 million in support costs attributable to voluntarily funded 
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programmes in 1980, and $ 19 million in 1981. Were those figures included in the 

$ 86.3 million mentioned in the financial report? 

Table VII on page 50 of the financial report relating to categories of expenditure 

showed that salaries and common staff costs constituted 62.7% of the regular budget 

expenditure, but only 27% under the Voluntary Fund for Health Promotion, 36.4% for funds 

from United Nations sources, and 29.5% for other funds. The Secretariat might wish to explain 

those differences. Was it possible that the regular budget was absorbing staff costs for 

extrabudgetary programmes? or was the work done under extrabudgetary programmes so different 

in nature that lower percentages could be applied to personnel? 

The extensive treatment given in the External Auditor's report to programme monitoring 

and evaluation was most welcome. All Members had been proud of the reputation of WHO as a 
leader in the United Nations system in developing monitoring and evaluation, which were 

essential if the Organization's funds were to be wisely and efficiently used. His 
delegation was therefore somewhat disappointed by the External Auditor's comments that some 

WHO programme managers apparently did not share that concern, and that monitoring and 

evaluation systems might not be functioning as well as could have been supposed. Some 

improvements had been and were continuing to be made, but it appeared that substantial work 
was needed if the evaluation mechanisms were to have practical impact. His delegation hoped 
that the Secretariat would apply, with renewed vigour, the impressive evaluation mechanisms 
that had been developed. 

He agreed with the comment made by the External Auditor in paragraph 18 of his report 

in support of competitive bidding for projects of substantial size. He also concurred in 
his judgement on the need for closer financial control of WHO grants to institutions, and 
on the need for proof of payment prior to reimbursement for staff health insurance claims. 
As regards the latter point, he endorsed the comments of the Committee of the Executive 
Board to Consider Certain Financial Matters. 

Dr BROYELLE (France) expressed concern at the late arrival of contributions. In 1982 

the improvement in the exchange rate of the dollar had compensated for the arrears, but the 

situation could easily deteriorate. Member States should therefore be urged to pay their 
contributions on time. 

Budgetary control was of particular importance in view of the large and increasing volume 
of extrabudgetary funding. Managerial rigour should therefore be one of the Organization's 
main preoccupations. In that connexion, her delegation had noted the Secretariat's replies to 
the External Auditor's comments on certain anomalies relating to WHO grants, the reimbursement 
of medical expenses, arid competitive bidding. It was to be hoped that solutions would be 
found, and she asked what specific steps had been taken. 

Another source of concern was the implementation of programme evaluation procedures, which 
were generally recognized as essential to efficiency. Evaluation was no doubt difficult, but 
the methods used so far might not have been sound and might need to be modified. 

She associated herself with the question of the United States delegate as to why the 
percentage of staff costs varied so much according to the source of funding. It would also 
be interesting to know why the relatively small amount of resources contributed to the Primary 
Health Care Initiative Fund, which should be devoted to supporting primary health care 
activities in countries, had so far been used mainly to finance the activities of the Health 
Resources Group for Primary Health Care itself. 

Dr ANNANDALE (Samoa) said that monitoring and evaluation of programmes was a problem in 
the Western Pacific Region. However, while fully appreciating the importance of effective 
monitoring and evaluation, she was concerned that as a result of the recommendations contained 
in the External Auditor's report, WHO staff in the Region - and national staff - might find 
themselves inundated with questionnaires and requests for detailed reports before the necessary 
financial support was released to governments. Most small developing island States - and there 
were many such States in the Western Pacific Region - did not have the staff or the time to 

prepare those reports. Guidelines for goals and targets should be established, but they must 
be minimal and geared more to national goals than to the requirements of WHO. 

Mr FURTH (Assistant Director- General), replying to questions raised, noted that the 

delegates of the Federal Republic of Germany, France, and the United States, in commenting on 
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reimbursement for claims on the staff health insurance plan, had expressed their agreement 
with the External Auditor's view that the normal financial rules should apply, and that 
reimbursement should be conditional on proof of payment. The Secretariat shared that view 
entirely. The Surveillance Committee of the staff health insurance plan had recently agreed 
that proof of payment should be required in every case; for ordinary bills, such proof would 
be required when claims for reimbursement were submitted, while for very large bills, beyond 
the current financial resources of the staff member, the Organization would pay directly on 
his or her behalf and would later charge the appropriate amount to the insurance and the 
balance to the personal account of the staff member, for recovery by payroll deduction. That 
was considered to be a satisfactory solution to the problem. 

The delegate of the USSR had seen the large budgetary surpluses that had accrued during 
the past biennium and the large amounts of unliquidated obligations as indicating the need to 
stabilize the resources of the Organization. In fact, the large budgetary surplus had been 
mainly due to fortuitous gains on the exchange rates, and it was surely preferable for it to 
have been returned to Member States rather than used to incur additional obligations, which 
would have resulted in an income deficit of as much as $ 32 million. It was true that, as 

shown in Statement III (pages 14/15 of the financial report), there had been an increase of 
unliquidated obligations under the regular budget from some $ 28 million at the end of 1979 to 
over $ 40 million at the end of 1981. It should be remembered, however, that the 1979 figure 
related only to one year's obligations, whereas the 1981 figure related to a two -year period. 
If the two figures were compared in percentage terms, it would be found that the $ 28 million 
for 1979 represented 16% of all obligations for that year, whereas the $ 40 million in 1981 

represented only 10% of the total obligations incurred in the 1980 -1981 period. The latter 
percentage was the lowest for unliquidated obligations in many years. It should also be 
borne in mind that the rate of cash disbursements was often beyond WHO's control, since it was 
largely influenced by the delivery of goods and services and the receipt of invoices and 

claims upon which, after verification and certification, settlement of expenses could be 
processed. Of the total unliquidated obligations outstanding under the regular budget as 

at 31 December 1981 ($ 41 963 868), nearly $ 16 million had been liquidated as at 31 March 
1982, thus reducing those unliquidated obligations to less than $ 26 million; in other words, 
38% of the unliquidated obligations outstanding at the end of 1981 had been liquidated in the 

first quarter of 1982. 

The delegate of India had interpreted the figure of 14.26% for administrative support 
costs (paragraph 11 of the Introduction to the financial report) as a percentage of the total 
obligations incurred under the budget. In fact the figure represented a percentage of total 
obligations minus administrative support costs. If the figure of $ 86.3 million were seen in 
terms of a percentage of total obligations, the percentage would be somewhat lower, namely 
12 .48 %. 

The delegate of India had asked whether WHO had any plans for stepping up real programme 
increases for the 1982 -1983 period, following the real increase for 1980 -1981, which was 
estimated as 1.15 %. The question was a difficult one. The programme budget for 1982 -1983 
had foreseen a real increase of 2.25 %, and had estimated inflationary cost increases at 

somewhat less than 12% over the two -year period. Whether or not the projected increase would 
be realized would depend on whether cost increases could be limited to less than 6% a year. 
In view of current inflationary trends, that seemed doubtful. While there would probably be 
some real increase in 1982 -1983, it was questionable whether it would be larger than the real 
increase for 1980 -1981. 

The delegate of India had also asked what action was being taken to follow up Executive 
Board resolution EB69.R16, which had requested the Director -General to review with the other 

organizations in the United Nations system the possibility of charging interest to Member 
States in arrears with their contributions. The Director -General had requested that the 

question be put on the agenda of the Consultative Committee on Administrative Questions (CCAQ) 

at its session in March 1982, in order to find out how other United Nations organizations dealt 
with the problem. It had emerged from the CCAQ session that two specialized agencies - the 

International Telecommunication Union (ITU) and the Universal Postal Union (UPU) - charged 
interest to Members that did not pay their contributions when due. Both organizations had that 
system built into their constitutions and had not adopted it by any specific resolution. The 
system had proved to be effective: by the end of the first quarter of each year, ITU and UPU 
had received 90% of their contributions, as compared with only 20 -307 in the case of other 
United Nations agencies. On the other hand, the idea of interest charges on delayed 
contributions had been taken up at one time or another by several organizations in the United 
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Nations system but had not been pursued at any length because it was realized that the main 

burden of such charges would fall on the poorest of the developing countries, which formed the 

great majority of the Members falling behind in their payments. 

The last session of the Administrative Committee on Coordination (ACC) in April 1982 had 

requested CCAQ to convene a special session in June in order to prepare a synthesis of the 

position of organizations of the United Nations system in regard to problems of cash flaw and 

liquidity as well as a draft statement on behalf of ACC focusing on these problems. That 

special session would probably discuss the impact of delays in the payment of assessed contribu- 

tions on the level of the Working Capital Fund, on borrowing capacity, and on the possible need 

for programme cuts should contributions be delayed beyond a certain date. 

In reply to the questions put by the United States delegate, he said it was correct that 

all exchange rate gains for 1980 -1981 in respect of the Swiss franc /US dollar relationship had 
been transferred to the Casual Income Account. It was also true that the figure of 14.26% 

shown in paragraph 11 of the Introduction to the financial report applied to administrative 

support costs for all programme activities, and not simply to those carried out under the 

regular budget. 

The figure of $ 86 337 809, representing total administrative support costs, had been 

derived from page 41 of the financial report, where the cost of General Service and Support 

Programmes was shown as totalling $ 89 333 537. That figure excluded the cost - about 

$ 2.8 million - of the United Nations Joint Medical Service in Geneva, which was financed by 

all participating organizations. It also excluded a sum of approximately $ 200 000 representing 

conference, office and procurement services provided on a reimbursable basis. Accordingly, a 

sum of about $ 3 million had been excluded from the figure of $ 89.3 million, leaving a balance 

of $ 86 337 809. WHO's total programme for 1980 -1981 was shown on page 41 of the financial 
report as costing $ 691 912 887. If the administrative costs of $ 86 337 809 were deducted 
from that total, there remained obligations incurred for programme purposes of $ 605 575 078; 

on the basis of the latter figure, administrative support costs represented 14.26 %. 

However, the figure of 14.26% was the result of a pragmatic approach to classifying WHO's 
activities as between programme activities and administrative support. Thus, for example, the 

programme entitled "Supplies" was in large part devoted to purchasing supplies on behalf of 

Member governments, and might thus be considered as a form of technical cooperation; it was 
nevertheless classified as administrative support. Conversely, some of the technical programmes 
shown elsewhere in Table III (e.g., the Onchocerciasis Control Programme) made provision 
for a number of administrative staff. Accordingly, in presenting the administrative support 
figures the aim had been to convey an approximate order of magnitude, rather than complete 
statistical accuracy. 

It was not possible to determine the level of administrative support costs relating to 

the programmes financed from voluntarily contributed or extrabudgetary funds. WHO planned 
and implemented its programmes in a fully integrated manner, irrespective of the different 
sources of financing, and for many years it had consolidated the support costs required by 
that integrated approach in its regular budget. For example, the payroll was entirely 
integrated and it was not possible to make cost allocations of the payroll work for each of 
the separate souces of funds. Moreover, the regular budget was reimbursed in part by support - 
cost allocations received from such bodies as UNDP. In 1973 and 1974, WHO had participated 
in a cost -measurement exercise designed to determine the cost of providing technical and non- 
technical support and services to UNDP - financed projects; the results of that exercise had 
shown that in WHO those costs amounted to about 27% of project expenditures, evenly divided 
between technical and non- technical support costs. Once that finding had been made, there 
seemed to be no need to set up a complex and costly machinery which would continue to measure 
those costs by source of funds. 

The United States delegate had also asked whether the figure of $ 19 million, mentioned 
in the ACABQ report and representing the support costs of extrabudgetary programmes not covered 
by reimbursement for such costs, was included in the figure of $ 86 337 809 referred to in 
paragraph 11 of the Introduction to the financial report. The question was a difficult one, 
because the two figures were not really comparable: $ 19 million was a mere estimate, whereas 
the $ 86 337 809 was an accounting figure of obligations actually incurred. Again, the latter 
figure referred only to administrative support costs, while the $ 19 million was an 
estimate of total (i.e., administrative and technical) programme support costs. Finally, the 
$ 19 million figure was intended to represent an estimate of unreimbursed support costs for 
extrabudgetary programmes. That did not mean that all such costs had to be incurred in the 
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form of actual obligations, either under the regular budget or under extrabudgetary funds. A 
substantial portion of such programme support costs was in fact absorbed by both the regular 
programme budget and the programmes financed by extrabudgetary funds. 

In reply to the question relating to Table VII (page 50 of the financial report), which 
showed that salaries and common staff costs constituted a larger proportion of regular budget 
expenditure than of expenditures from other sources of funds, he said that it was true that 
the regular budget did pick up some staff costs for extrabudgetary programmes and projects; 
technical and administrative staff paid from the regular budget often worked on research 
contracts, fellowships, training courses, and other activities financed by extrabudgetary 
resources, without requiring the recruitment of additional staff under extrabudgetary funds. 
That was what was meant by implementing programmes in an integrated manner. On the other 
hand, it was also true that the nature of some extrabudgetary programmes was such that the 
staff costs represented a much lower percentage of their requirements than was the case with 
programmes under the regular budget, while other costs represented a much higher percentage. 
For example, a research programme such as the Special Programme for Research and Training in 

Tropical Diseases spent almost 60% of its funds on research contracts, as compared with only 
1.4% of the regular budget spent on such contracts. Conversely, salaries and common staff 
costs under the same programme represented only 23.3% of total obligations, as compared with 
62.7% under the regular budget. 

It was thus very difficult to determine precisely whether the regular budget was paying 

for some of the support costs of activities financed from extrabudgetary funds, or whether the 
extrabudgetary funds were contributing too much to the regular budget. That question had 

been debated throughout the United Nations system for some 30 years; he hoped that it would 

be settled by the recent decision that executing agencies should be reimbursed uniformly and 

consistently for programme support costs incurred for extrabudgetary activities at the rate 
of 13 %. That percentage represented a politically acceptable figure, not an accurate accounting 

figure. 

Regular budget programmes and extrabudgetary programmes derived benefit from one another. 

The regular budget programme attracted extrabudgetary funds because of the technical and 

administrative infrastructure it provided and which could be used effectively to implement 

extrabudgetary programmes. But it was equally true that extrabudgetary funds and the 

activities they financed strengthened immeasurably the quality and effectiveness of regular 

budget programmes. Thus a sharing of programme support costs was justified, and he considered 

that at the present stage it would be more fruitful to insist on the payment of such costs at 

the agreed rate of 13% by all extrabudgetary funds without exception, rather than try to 

determine whether or not such extrabudgetary programmes were paying their fair share. 

The French delegate had asked what measures were being taken to exercise more effective 

control over WHO grants to institutions. Administrative and financial guidelines applicable 

to contractual technical services agreements had recently been published, and had been 

communicated to all programme managers. Those guidelines required that institutions, before 

entering into contracts involving substantial amounts of money, should not only have the 

technical ability to conduct research, but also the administrative and financial capability 

to account for the funds granted by WHO. 

Finally, the French delegate had asked why the Primary Health Care Initiative Fund, 

described in paragraph 13 of the Introduction to the financial report, had so far been used 

primarily to finance the activities of the Health Resources Group for Primary Health Care. It 

was true that the Fund had been used to pay for the travel costs of Group members from 

developing countries and for temporary assistance in servicing the Group's meetings, but a 

large proportion of it had also been spent on assistance to countries in preparing country 

resource utilization studies. That way of using the funds had had the approval of the donors. 

Dr COHEN (Director- General's Office) said the meeting had been discussing a number of 

activities - monitoring, evaluation, information systems, and programme profiles - which were 

interrelated, but not synonymous. In recent years there had been an important reform of the 

Organization's efforts to see that those activities were in fact properly interrelated. 

The purpose of monitoring was to keep activities on their prescribed course. It had 

been stated that objectives and targets ought to have been more specifically defined, and thus 

easier to monitor. That might well be true, but if there had been no modification of the 

objectives and targets of the Sixth General Programme of Work as laid down six years ago, 

there would have been no room for a Strategy for Health for All or for an Alma -Ata Declaration. 
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That fact illustrated the need for wisdom in using the managerial systems that WHO had worked 
so hard to build up. 

As for evaluation, and in particular the assessment of the effectiveness of WHO's 
activities, that assessment could only be made in terms of improvements in the health situation 
in Member States. That was why evaluation should be carried out first and foremost by the 

countries themselves. There was now a totally new basis for evaluation, namely the Global 
Strategy and the Seventh General Programme of Work, both of which had defined much more 
specific objectives and targets. 

The External Auditor had referred to the absence of uniform standards for monitoring and 
evaluation. There could be no standards that could be universally applicable to all kinds of 
activity, but after years of debate Member States had agreed on guidelines, as well as on 

indicators, which were the nearest one could get to uniform standards. It was a remarkable 

achievement in itself to have reached consensus on those guidelines and indicators. 

Ву way of illustration, he mentioned a few ways in which the process of evaluation 

and monitoring was being carried out. At the country level, the WHO programme 

coordinators or country representatives presented reports on projects, programmes and the 

totality of WHO activities in their country of assignment. These formed the basis of 

regional reports which were reviewed by the regional committees: that process was a form 

of evaluation. Increasingly, such reviews were devoted to in -depth studies of whether 

WHO resources had been put to the best use in terms of Member States' receiving the support 

they required. He would not describe in detail all the mechanisms set up in the regional 

offices for the evaluation of their work, since the Regional Directors would speak about them. 

He indicated however that in the secretariat of each region there were regional programme 

committees where programmes were periodically monitored and evaluated. 
The Sixth General Programme of Work had been evaluated in the early stages of 

developing the Seventh Programme of Work and this had led to heated debate in the Executive 
Board as to the approaches most appropriate for the Seventh Programme. 

A further example of evaluation was the study of WHO's structure in the light of its 

functions, which had involved a very careful evaluation of activities at different levels. 

From that evaluation, lessons had been learned which had led to far - reaching restructuring 
and democratization of the way in which the Organization worked. Moreover, two specific 
issues were being monitored and evaluated by the present Assembly, since progress and evalua- 
tion reports on the diarrhoeal diseases control programme, and the Expanded Programme on 
Immunization would be reviewed shortly by Committee A. 

The External Auditor's report referred to the work of evaluation carried out by the 
Headquarters Programme Committee. That Committee had been reviewing proposals for the 1984- 
1985 programme budget which would go before the Executive Board in January 1983 and its review 
included an evaluation of programme activities in recent years. As a result, a number of 
programme managers had been requested to submit improved proposals, and the Committee would 
have to reconvene to reconsider them: that was what evaluation implied. Moreover, this 
process of identifying areas for improvement and then replanning had taken place not only in 
relation to headquarters activities but also with respect to intercountry and interregional 
activities, following joint discussions between the Headquarters Programme Committee aid senior 
staff of the regional offices. 

Turning to the subject of profiles, he said they were only one aspect of a much broader 
information system. A profile was something to help in recognizing the main features of a 

programme or project and was not a comprehensive exposition of the programme. It was like a 
series of stills taken from a moving picture, to be used not alone but as an aid in the 

evaluation process. It was easier to have profiles of specific projects and activities rather 
than of complex global programmes. But recent trends in WHO had led to emphasis being placed 
on developing national health programmes as the basic building -blocks of global programmes. 
He stressed that such integrated information was being collected, as was shown by the informa- 
tion provided in the Director -General's biennial report. He thought that any managerial 
expert would agree that, as compared with a few years ago, the Director- General's report was 
now more efficiently prepared because the use of the Organization's information system, 
including profiles, had made it possible to point to specific issues which needed to be 

included in the report. 

Delegates should bear in mind the number of documents that were not being produced; 
Many fewer programme reports were being issued than formerly, and without any loss of informa- 
tion, as a result of the introduction of the Organization's information system. 
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It was in the light of the self - evaluation of that system that changes had been made 
in the way profiles were handled at headquarters. There, responsibility for profiles had 
been transferred from a central repository to each individual programme manager, since the 

Director - General had felt that the information related to programmes should be the direct 

responsibility of those responsible for managing them. The External Auditor was fully 

justified in stating that profiles were not being used as well as they might be at headquarters, 

but it was a misconception to infer that they were not being used at all. 

As regards the fear of the delegate of Samoa that countries would be inundated with 

questionnaires as a result of evaluation processes, he pointed out that fewer questionnaires 

were now issued by WHO than a few years ago, following the establishment by the Director - 

General of a group at headquarters to screen all proposals for such questionnaires. For it 

was a general principle of monitoring and evaluation that these activities must not be over- 

done. Monitoring and evaluation were not aims in themselves; they formed integral parts of 

a broader managerial process, on the one hand for national health development and on the other 

for WHO's programme development. The Secretariat was acutely aware of its managerial 

deficiencies, but he was sure that the criticism and support of Member States would act as a 

spur to improve the application by it of the whole managerial process, including the intrinsic 

components of monitoring and evaluation. 

Dr NARAJIMA (Regional Director for the Western Pacific) said in response to the concern 

expressed by the delegate of Samoa that evaluation at country level was the responsibility of 

country liaison officers or WHO programme coordinators who worked closely with ministers of 

health or their counterparts in the development of national health systems; there should 

therefore be no undue proliferation of questionnaires. 

A system was being developed in the Western Pacific Region for the monitoring and evalua- 

tion of WHO's programme of cooperation with Member States. He believed it was the first time 

that the External Auditor had turned his attention from the traditional monitoring solely of 

budget implementation and directed it towards the monitoring and evaluation of programmes and 

projects. The new monitoring and evaluation system was a slowly evolving one, fraught with 

problems, and there was still a long way to go before the ideal was achieved. It had begun 

as part of the global information systems programme developed by headquarters, and he believed 

that his Region had progressed as much as, if not more than, most other contributors to the 

system. The comments of the External Auditor were therefore most welcome as a spur towards 

continuing endeavours to establish firm bases - in the form of objectives, targets and 

approaches - on which to build, review and revise, if necessary, programmes of cooperation that 

were in line with regional policies and strategies for health for all and directed to the real 

needs of countries. 

Turning to paragraphs 40 -48 of the External Auditor's report, he said that, for the 

observations to be objective and unbiased, a short paragraph should have been included which 

would have set the developments taking place in the Western Pacific Region within the frame- 

work of those occurring within the Organization as a whole. Some explanation should also 

have been provided of the fact that the Western Pacific Region was the first to undergo an 

examination by the External Auditor of the process of monitoring and evaluation based on 

programme and project profiles. The External Auditor's comments would have been more 

acceptable if they could have been viewed against a background of developments in monitoring 

and evaluation throughout the Organization, progress in staff development and training, 

constraints in manpower and resources, and - above all - cost -effectiveness. The Region had 

preferred to progress slowly, testing and revising as it proceeded, rather than waste resources 

on the introduction of a completely revised system that might fail. Thus it had reached the 

present, albeit incomplete, stage of development. Nevertheless, he was optimistic that when 

the system was fully operational it would prove to be effective. 

As regards paragraph 40 in particular, he said that, of the 13 non- profile projects 

selected for examination, 11 could not be considered as covering operations typical of the Region. 

The situation in the Indochinese peninsula must be regarded as unusual, since WHO cooperation 

in the Lao People's Democratic Republic and in Viet Nam was still regarded by the two 

Governments as related to resolutions WHA29.24 and WHA30.25 of the Health Assembly and to the 

resolutions of the Regional Committee for the Western Pacific on emergency assistance; more- 

over the Organization's activities in Democratic Kampuchea were carried out in its role as 

executing agent for UNICEF emergency assistance. 
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Endeavours were indeed being made with the Governments of the Lao People's Democratic 

Republic and of Viet Nam to introduce the usual type of WHO cooperation, namely programming by 

objective and budgeting by programme, as opposed to the emergency assistance which those 

Governments considered necessary to permit recovery from the devastation of war; but the 

process was slow. 

As stated in paragraph 41, the criteria for establishing project profiles would not be 

reviewed before profiles had been established at least for projects satisfying the present 

criteria and the maintenance mechanisms were running smoothly. With the limited resources of 

the Region, it had not yet been possible to introduce electronic data processing or to provide 

additional manpower, which meant that progress could only be gradual. Moreover, it was not 

considered very useful to establish profiles for projects of a one -time, short -term nature, 

most of which involved only supplies or fellowships, since such profiles could not be 

meaningful. In implementing the 1982 -1983 programme budget and developing that for 1984 -1985, 

the programme approach was being emphasized, with fewer of the fragmented activities called 

"projects ". Each programme profile, however, contained a one -page summary, comprising a 

"description" and an "evaluation ", for each project in operation under that particular 

programme. Profiles would be established for projects which included a series of short -term 

activities related to one another, provided they were aimed at achieving a specific objective. 

Concerning paragraphs 43 -44, he said that the procedures laid down in the Region's 

Handbook were aimed at achieving the desired fully operational system. It should be made 

clear that the present stage was one in a continuously developing process. 

It should be recalled that, in the past, the monitoring and evaluation of programme 

objectives had not been fully systematic or a matter of routine in WHO; only with the Sixth 

General Programme of Work (1978 -1983) had an effort been made to use a more formal approach. 

For monitoring and evaluation to have reached even their present stage had involved a great 

number of staff development and training activities, including attempts to redirect the 

thinking of many of the staff concerned. What had been observed by the auditors in the 

Western Pacific Regional Office was a stage in a process that had started in 1978 without any 

additional resources or technological support and would continue until the system was fully 

operational - he hoped in 1983. The continuing process of development would include further 

staff training and also a continued attempt to improve the content of both programme and 

project profiles through knowledge gained from using them. 

As regards paragraph 46, he said that the Western Pacific Regional Office was satisfied 

with the present frequency of programme and project reviews, but was trying constantly to 

improve their quality. The practice of making periodic project reviews (carried out by 

senior national and WHO personnel) had been introduced at country level in 1979; that of 

arranging programme reviews as formal management activities at least once a year at regional 
level, from 1980; and that of periodically reviewing country programmes, also at regional 
level, from 1981. The three processes taken together provided information for formulating, 

implementing and evaluating WHO programmes of cooperation. Review findings had permitted 
better formulation of regional objectives and targets for the Seventh General Programme of 

Work (1984 -1989) and better formulation of projects. Hence, meaningful evaluation of 

programmes and projects should be possible. 
The monitoring and evaluation of programmes and projects was becoming a routine management 

activity at country and regional level and was being given the highest priority. The regional 
plan of action drawn up for staff training in managerial processes included the development of 
national and regional health information systems, in which - obviously - the preparation and 
use of profiles were incorporated. 

Dr LAW (representative of the Executive Board) said that she would report to the Executive 

Board the concern expressed by delegates at the potential financial vulnerability of the Organi- 

zation as a consequence of the tendency towards delay in the payment of contributions. That 

question would arise again when the Committee discussed the Working Capital Fund. 
During recent years, the Executive Board had taken an increased interest in the subjects 

of planning, evaluation, monitoring, and the use of profiles in the WHO information systems 
programme. She was confident that it would continue to do so, with the aim of ensuring that 
those processes were applied within the Organization in as relevant, efficient and accountable 
a manner as possible. 
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The CHAIRMAN drew attention to the draft resolution contained in paragraph 8 of document 
А35/30: he invited comments. 

Dr GALAHOV (Union of Soviet Socialist Republics) observed that the discussion had 
clearly revealed the importance of evaluation and monitoring. Perhaps some reference to 
that point should be included in the draft resolution or in a specific recommendation by 
the Committee? 

Mr FURTH (Assistant Director -General) said that the draft resolution merely called for 
formal acceptance of the reports; to include anything else might give the impression that 
the acceptance was qualified, and he did not believe that to be the case. A separate 
resolution on evaluation and monitoring could be prepared if desired, but it hardly seemed 
necessary since all the comments made during the meeting would be reflected in the summary 
record and would be carefully noted and taken into account by the Director -General and the 
Secretariat. Furthermore, as Dr Law had pointed out, the Executive Board would continue to 
study the question. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that he had not made a formal 
proposal. He was fully satisfied with Mr Furth's reply. 

The draft resolution contained in paragraph 8 of document А35/30 was approved.1 

The meeting rose at 17h45. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHА35.3. 
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Thursday, 6 May 1982, at 14h30 

Chairman: Mr N. N. VOHRA (India) 

1. REVIEW OF THE FINANCIAL POSTTION OF THE ORGANIZATION : Item 29 of the Agenda (continued) 

Status of collection of assessed contributions and status of advances to the Working 
Capital Fund : Item 29.2 of the Agenda (Document А35/11) 

Mr FURTH (Assistant Director- General), introducing the item, said that document А35/11 
now before the Committee contained the Director -General's report on the status of collection 
of assessed contributions and of advances to the Working Capital Fund. As at 30 April 1982 
total collections of 1982 contributions in respect of the effective working budget had amounted 
to $ 64120 023, representing 28.57% of the assessments on the Members concerned. The 
comparable percentage of collection for 1981 had been 28.43 %. During the first days of May, 
payments totalling $ 21312 075 had been received from three Members - Fiji, Israel, and 
Japan - raising the percentage of contributions collected for the current year from 28.57% at 
30 April 1982 to 38.07% at 6 May 1982. 

He drew the Committee's attention to paragraph 5 of the report, which contained the text 
of a draft resolution for its consideration. 

Mr AВВASSI TEHRANI (Iran), commenting on his country's assessed contribution as shown in 
the statement attached to the report, said that, in view of the false figures submitted to the 
United Nations by the prerevolutionary regime in Iran, he wished to express his Government's 
dissatisfaction with its 1982 -1983 assessment. He requested that a general review should be 
made of that assessment. 

Dr DLAMINI (Swaziland) said that his country's problem in making prompt payment of its 

contribution was due to the fact that its financial year ended on 31 March. It would take 
approximately two more months for his Government to be able to meet its obligations. He 
expressed his support for the draft resolution in paragraph 5 of the report. 

Dr MAFIAMBA (United Republic of Cameroon) noted that in the report his country was shown 
as being in arrears with part of its contribution. His Government had always made an effort to 

meet its obligations, and the present failure to do so was exceptional. The situation might 
have come about as a result of the introduction of biennial budgeting: the assessment might 
have been slightly increased in the second year of the biennium and the increase had not been 
brought to his Government's attention in time. The financial year in Cameroon started on 
1 July; it would be helpful if the Secretariat were to bring the shortfall to his Government's 
attention as soon as the current Health Assembly was concluded. 

Miss GEVEKE (Netherlands) noted that her country was mentioned as having paid only part of 
its contribution for 1982. That information was correct, but it should not be interpreted as 
a change in her Government's commitment to comply with the Financial Regulations and to pay 

its contributions as soon as possible after 1 January. A mistake had been made, and the 

rest of her country's contribution for 1982 would be received by WHO 
the mistake was that voluntary contributions by the Netherlands to 

were henceforth to be paid quarterly, and it had 

would also apply to contributions to the regular 

situation had now been rectified. 

shortly. 

international 

The reason for 
organizations 

been wrongly assumed that the new 

budgets of those organizations. 
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Dr ANNANDALE (Samoa) said that her country was also in arrears in its contributions. 

Since Samoa was experiencing serious foreign exchange difficulties, she asked whether it would 

be permissible for it to pay one -half of its contribution and to offset the balance by 

contributions towards the local costs of WHO projects in Samoa. 

Mr MAGNUSSON (Sweden) said that the problem of delayed payments of contributions did not 
affect WHO alone but was increasingly encountered throughout the entire United Nations system. 
There seemed to be several reasons. The most important was no doubt the difficult economic 
situation obtaining in most parts of the world. Countries large and small, rich and poor, 
were to be found among those that had not paid their contributions on time. For the 
Organization, of course, it was more serious when large contributors delayed their payments 
than when small contributors did so. At the same time it must be recognized that most 
specialized agencies, including WHO, were already committed to a more modest budgetary growth 
than hitherto and were thus gradually adapting to the new economic realities. 

It was, of course, the moral and legal obligation of all Member States to pay their 

contributions in accordance with the Financial Regulations. His own country did not have a 

perfect record in that respect. Owing to the difference between the WHO deadline for the 

payment of contributions and the Swedish budgetary cycle, his country's contribution had 

hitherto not been fully paid until July of each financial year. On the other hand a 

substantial part of Sweden's contribution had been paid several months in advance. His 

Government was considering ways and means of solving that problem. 
If the rate of collection did not improve in the near future, specific action would have 

to be taken. After a lengthy discussion, the United Nations General Assembly had decided 

upon certain measures, most of which were not directly applicable to WHO. However, the 

most important of those measures - an increase in the Working Capital Fund - was, of course, 

also open to WHO. His, delegation would be perfectly willing to discuss an increase in the 

level of the Fund should the situation deteriorate further. 

The proposal that interest should be charged to Member States whose contributions were 

delayed had already been discussed in the United Nations and elsewhere. The idea merited 

further consideration on a system -wide basis, possibly in ACC, although it was doubtful 

whether it was feasible or realistic. Other possibilities should perhaps be explored. 

Mrs PARKER (Jamaica) said that her country was in arrears because its financial year 

ended in March, and the budget of the current new financial year was just being processed. 

The contribution would be sent as soon as she returned home. 

Mr DE MARKS (Sierra Leone) informed the Committee that approval had been obtained for the 

payment of his country's arrears and it was hoped that they could be settled by banker's draft 

on the arrival of the head of his delegation. He noted that for 1982 Sierra Leone had been 

assessed at a higher rate, in the amount of $ 22 495. An explanation of that increase would 

be appreciated. 

Dr KABAMBA NKAMANY (Zaire) said that, although his country was included in the list of 

countries in arrears, account should be taken of the surplus which it had paid in 1981. 

Arrangements were being made with the banks for the payment of the full amount for 1982. 

Mr SUÁREZ (Venezuela) said that his country's contribution for 1982 would be paid 

shortly. 

Dr ВEAUSOLEIL (Ghana) informed the Committee that, on 29 March 1982, the Central Bank of 

Ghana had transferred the sum of $ 92 727.27 to the Chase Manhattan Bank in New York as payment 

of its contribution. The amount paid would thus be in excess of what his country was expected 

to pay for the period 1981 -1982. He understood that the funds had not yet been paid into WHO's 

account, but he was taking steps to instruct the Chase Manhattan Bank to effect the transfer of 

the full amount. 

Dr IVOULSOU (Chad) expressed regret at his country's failure to pay its contribution. 

However, since 1979 Chad had been going through a critical period in its history. A civil 

war was raging, with all its attendant consequences in loss of human lives and equipment. 

The economy was completely destroyed, and the budget was non -existent. His country was 

therefore unable to meet its obligation, although it was aware that it might lose its voting 

privileges in pursuance of Article 7 of the Constitution. In the days to come it would do 

everything within its power to pay off its arrears. 
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Mr SANGALA (Malawi) said that he would make sure that his country's arrears were paid 

promptly. 

Dr NSOLO (Nigeria) explained that his country had just changed the dates of its financial 

year. The appropriation bill had been submitted only 10 days previously. His Government 

was very conscious of the need to honour its international financial obligations, and the 

Committee could rest assured that steps had been taken to ensure that Nigeria's contribution 

would be sent as soon as possible. 

Dr MBUMBE -KING (Gabon) said that measures would be taken to ensure that his country's 

arrears, amounting to $ 44 995, were paid as soon as possible. 

Dr PONCE DE LEÓN (Peru) said that before leaving for Geneva he had been informed that 

payment of the amount outstanding had been approved. The delay in making the payment was 
probably due to the particular economic difficulties facing his country, where the poor demand 
for certain export products had had repercussions on foreign exchange. 

Mr FURTH (Assistant Director -General) thanked the many delegations which had so kindly 
explained the reasons for the delays in paying their contributions. 

Replying to the delegate of Iran, he explained that WHO's scale of assessments was based 
as closely as possible on the scale of assessments of the United Nations, which was 
established by the General Assembly on the basis of recommendations made by its Committee on 
Contributions. The only difference between the WHO scale and the United Nations scale lay in 

the slight difference in membership of the two organizations. As a result, no Member State 
of WHO was assessed at a higher percentage than in the United Nations; in fact, a number of 
Member States were assessed at a somewhat lower percentage. WHO was unable to take any 

action regarding the Iranian delegate's request, which should really be addressed to the United 
Nations General Assembly, and more specifically to the Committee on Contributions. In any 
case, WHO was not equipped to make the requested study, since it lacked the technical 
expertise to determine what would be a proper percentage assessment. 

Replying to the delegate of Samoa, he explained that the Director -General was authorized 

to accept only a few local currencies. The question had been considered on several 

occasions by the Executive Board and by the Health Assembly during the past three decades. 

The Financial Regulations currently stipulated that contributions should be assessed in United 

States dollars and should be paid in either United States dollars or Swiss francs, with the 

proviso that payment of the whole or part of these contributions might be made in such other 

currency or currencies as the Director -General, in consultation with the Executive Board, 
should have determined. The Director -General had consulted the Board several times on the 

question, and the Board had adopted resolutions on the subject. The present situation was 

that contributions could be paid in United States dollars or Swiss francs; in addition, they 

could be paid in pounds sterling and in the currencies of those countries where the Regional 

Offices for Africa, Europe and the Western Pacific were located, but only in such amounts as 

could, in the Director -General's opinion, be utilized by the Organization. Thus the 

Director -General had no authority to accept payment of Samoa's contribution in Samoan currency. 
Replying to the delegate of Sierra Leone he said that Sierra Leone was assessed at the 

same rate in both years (1981 and 1982). The increase in the contributions payable by 
Sierra Leone between 1981 and 1982 did not therefore result from a change in the assessment 
rate. It was due to an increase in that part of the budgets for the periods 1980 -1981 and 

1982 -1983 that was financed by contributions from Member States. 

The draft resolution in paragraph 5 of document A35/11 was approved, with inclusion of 
the date of б May 1982 in operative paragraph 1.1 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA35.4. 



180 THIRTY -FIFTH WORLD HEALTH ASSEMBLY 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution: Item 29.3 of the Agenda (Document A35(31) 

Dr LAW (representative of the Executive Board), introducing the item, said that the second 
report of the Committee of the Executive Board to Consider Certain Financial Matters prior to 

the Thirty -fifth World Health Assembly (document А35/31) covered the consideration given by 
that Committee, on behalf of the Board, to the matter of those Members in arrears in the 

payment of their contributions to an extent which might invoke the provisions of Article 7 of 

the Constitution. Article 7 provided that voting privileges might be suspended if a Member 
State failed to meet its financial obligations to the Organization. As at 26 April 1982 - 

the date on which the Director -General's report on that matter (annex to document А35/11) had 
been prepared - two Member States had been in a position that might cause that provision to 
be invoked. 

The Committee of the Executive Board had reviewed the action taken by the Director -General 
in his attempt to arrange for settlement of the arrears of those two Member States. It had 
requested the Director -General to communicate by cable with the Member States concerned, urging 
them to arrange for prompt payment of their arrears or to provide explanations on the cause of 
further delays in settling them. However, the Committee had decided, after taking into account 
all the information available at the time of its meeting, to recommend to the Health Assembly 
that if necessary both Member States should be given additional time to regularize their 
position with regard to arrears in contributions and that meanwhile they should retain their 

voting rights in the Thirty - fifth World Health Assembly. A draft resolution to that effect 
was contained in paragraph 5 of the report. 

The draft resolution in paragraph 5 of document А35/31 was approved.1 

2. ASSESSMENT OF NEW MEMBERS AND ASSOCIATE MEMBERS: Item 31 of the Agenda 
(Documents А35/23, А35/24 and А35/25) 

Mr FURTH (Assistant Director -General) introduced document А35/23, which dealt with 
the assessment of Zimbabwe. In accordance with resolution WHА33.13, Zimbabwe - which had 
been admitted to membership in the Organization on 6 May 1980 - had been assessed at the 

provisional rate of 0.01% for the financial periods 1980 -1981 and 1982 -1983, the instalment 
of the 1980 -1981 assessment which related to the year 1980 being reduced to one -third 
of 0.01 %. In the same resolution, the Health Assembly had decided that that provisional rate 
would be adjusted to a definitive rate to be fixed by the Health Assembly as and when an 
assessment rate for Zimbabwe had been established by the United Nations General Assembly. 

The General Assembly, in 1981, had established the assessment of Zimbabwe at the rate 
of 0.02% for 1980 and future years. Consequently, the Health Assembly might wish to fix 
the definitive assessment of Zimbabwe at the rate of 0.02% for 1980 -1981 and future financial 
periods, the instalment of the 1980 -1981 assessment which related to 1980 being reduced to 
one -third of 0.02 %. A draft resolution to that effect was contained in document А35/23. 

The draft resolution in paragraph 3 of document А35/23 was approved.2 

Mr FURTH (Assistant Director- General) next introduced document А35/24, dealing with the 

assessment of Dominica. Dominica, as a Member of the United Nations, had acceded to 

membership of WHO under the provisions of Article 4 of the Constitution by depositing with 
the Secretary -General of the United Nations a formal instrument of acceptance of the WHO 
Constitution on 13 August 1981. The Health Assembly now needed to establish its assessment 
in WHO. That assessment had been fixed at the minimum rate of 0.01% in the United Nations 
scale of assessments; the Health Assembly might therefore wish to fix it at that minimum 
for 1980 -1981 and future financial periods. In so doing, it would no doubt wish to take 
into consideration resolution WHA22.6, which provided that new Members should be assessed 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHА35.5. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA35.8. 
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in accordance with the practice followed by the United Nations in assessing new Members for 

their year of admission. If that were done, since Dominica had become a Member of WHO on 

13 August 1981, no assessment would be made on it in respect of the year 1980 and the 1981 

assessment would be reduced to one -ninth of 0.01 %. He suggested that, should the Committee 

agree with the Director- General's assessment proposal for Dominica, it might wish to 

recommend the adoption of the draft resolution contained in document А35 /24. 

The draft resolution in paragraph 5 of document А35/24 was approved.1 

Mr FURTH (Assistant Director -General) introduced document А35/25, which dealt with the 

assessment of Bhutan. Bhutan, as a Member of the United Nations, had acceded to membership 

of WHO under the provisions of Article 4 of the Constitution by depositing with the Secretary - 

General of the United Nations a formal instrument of acceptance of the WHO Constitution on 

8 March 1982. Accordingly, it was now necessary for the Health Assembly to establish the 

assessment of Bhutan in WHO. That assessment had been fixed at the minimum rate of 0.01% in 

the United Nations scale, and the Health Assembly might therefore also wish to fix the 

assessment of Bhutan for the biennium 1982 -1983 and future financial periods at the minimum, 

as recommended in document А35/25. 

In considering the assessment of Bhutan for its year of admission, the Health Assembly 

would no doubt wish to take into account, as it had done in the case of Dominica, the 

provisions of resolution WHA22.6 and reduce the 1982 instalment of Bhutan's assessment to 

one -third of 0.01 %. If the Committee agreed with the Director -General's assessment proposal 

for Bhutan, it might recommend adoption of the draft resolution contained in document А35/25. 

The draft resolution in paragraph 5 of document А35/25 was approved.2 

3. REAL ESTATE FUND AND HEADQUARTERS ACCOMMODATION: Item 32 of the Agenda 

(Document ЕВ69 /1982/REС/1, resolution EВ69.R24 and Annex 11; Documents A35/12 and 

A35/263) 

The CHAIRMAN drew attention to a report by the Director -General on the subject of the 

Real Estate Fund and headquarters accommodation (Annex 11 to document ЕB69 /l982/REC /1), 

submitted to the Executive Board at its most recent session. In addition to that report, 
the Committee had before it documents А35/12 and А35/26, which dealt with the separate question 
of water seepage in the main headquarters building, in connexion with which the Board had 
established an ad hoc committee. 

He suggested that the Committee deal with the item in two parts: it could first 

consider the recommendations made by the Executive Board in resolution EB69.R24, and then 
turn to document А35/12 containing the report of the Ad Hoc Committee of the Board which had 
considered the problem of water seepage in the main headquarters building. 

Dr HIDDLESTONE (representative of the Executive Board) stated that the Board had 
considered the report by the Director -General reproduced in Annex 11 to document ЕВ69/1982/ 
REC /1. The first part of the report gave information on the status of current projects 
undertaken prior to 31 May 1982; the second part listed the estimated requirements of the 

Real Estate Fund for the period 1 June 1982 to 31 May 1983; and the third part reported on 
the status of the approved extension to headquarters facilities. 

The Board had noted that the approved projects for the period up to 31 May 1982 had 
either been completed or were proceeding satisfactorily. It had then examined the estimated 
requirements of the Real Estate Fund for the period 1 June 1982 - 31 May 1983. They included 
a proposal for the joint financing, with PAHO and Member governments involved, of a new 
building for the Caribbean Food and Nutrition Institute in Kingston, Jamaica, and for other 
projects listed under sections 8 and 9 of the Director -General's report. The Board had 
also noted the satisfactory progress made in constructing the extension to the headquarters 
facilities that had been authorized by the Health Assembly of the previous year in resolution 
WHАЭ4.10. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA35.7. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA35.6. 

Both reproduced in Annex 1 to document WHA35 /1982 /REС /1. 
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The Board had adopted resolution EB69.R24, which recommended that the Thirty -fifth 
World Health Assembly should authorize the financing from the Real Estate Fund of the 
expenditures envisaged in the Director- General's report, and that it should appropriate to 
the Fund for that purpose an amount of $ 803 000 from casual income. 

Besides the requirements listed in the Director -General's report, the Board had been 
informed of the problems created by water seepage from the kitchen of the restaurant on the 
eighth floor of the main headquarters building. It had also heard the results of the initial 
examination of the matter by a firm of consulting engineers specializing in the detection 
and treatment of defects in reinforced concrete. In resolution EB69.R24 the Board had 
decided to set up an ad hoc committee to examine the problems arising from the water seepage. 
The Chairman of that Ad Hoc Committee would report on its activities and would submit 
recommendations to the Health Assembly. 

Mr BOYER (United States of America) recalled that resolution EB69.R24 referred in 
paragraph 1(1) to funds for the construction of the Caribbean Food and Nutrition Institute. 
The Board had agreed that WHO would contribute $ 300 000, on the understanding that equivalent 
contributions would be made by РАНО and the Government of Jamaica. He would like to know 
from the Secretariat whether there had been an understanding on this matter. 

Mr PAQUET (Canada) pointed out that if the recommendations in resolution EB69.R24 were 
adopted as they stood, there would not be enough money in the Real Estate Fund to finance 
the requirements at headquarters. He asked the representative of the Board how it was 
envisaged to augment that Fund. 

Mr FURTH (Assistant Director -General), replying to the question put by the United States 
delegate, said that the Regional Office for the Americas had indicated that it understood 
that the Jamaican Government would be prepared to make a contribution to the cost of the 

building, but as yet no formal communication had been received from the Jamaican Government 
to that effect. He was informed that РАНО, for its part, had tentatively earmarked 
$ 300 000 for its contribution. 

In reply to the question put by the Canadian delegate, he suggested that that point be 
looked into during discussion of the second part of the item, that relating to water seepage 
in the headquarters building. At the end of that discussion, the Rapporteur would be 
proposing a resolution which would no doubt take into account not only the items mentioned 
in resolution EB69.R24 but also the requirements at headquarters arising out of the water 

seepage problem. 

In reply to a further question from the United States delegate, he confirmed that no 
building work would be started on the Caribbean Food and Nutrition Institute until Jamaica's 
contribution had been received. 

Mr PAQUET (Canada) observed that whereas, in the recommendation contained in his report 
on the Real Estate Fund (document ЕВ69 /1982/REС /1, page 151), the Director -General suggested 
an appropriation to the Fund of $ 703 000 from casual income, the Executive Board, in 

resolution EВ69.R24, recommended the appropriation from the same source of $ 803 000. How 

could the difference be explained? 

Dr GALAHOV (Union of Soviet Socialist Republics) recalled that, in accordance with the 

principle established throughout the United Nations system, casual income should be utilized 
first and foremost to relieve the burden on the regular budgets of the organizations 
concerned. For that reason, he considered that disbursements from the Real Estate Fund, 

which then had to be made good by transfers from casual income, should be limited to what 

was strictly necessary. 

Mr FURTI (Assistant Director -General), replying to the question put by the Canadian 
delegate, explained that the difference related to the amount of the contribution to be made 
by WHO to the construction of the Caribbean Food and Nutrition Institute building. The total 
cost of that building had been estimated at approximately $ 1 million. The Director -General 
had proposed that WHO and РАНО each contribute $ 200 000, and that the Jamaican Government 

should contribute $ 600 000. However, at the request of the member of the Board designated 
by the Government of Jamaica, the Executive Board had agreed that the contributions should 
be $ 300 000 from both WHO and РАНО, and that the Government of Jamaica should finance the 

remainder of the cost. 
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Dr KRUISINGA (Netherlands), speaking as Chairman of the Ad Hoc Committee of the Executive 

Board, introduced document А35/12. 

The Ad Hoc Committee had met at headquarters on 31 March and 1 April 1982 to examine 

the problems resulting from the water seepage between the eighth and the seventh floors of 

the main headquarters building. It had considered the report by the Director -General to the 

Executive Board (document А35/12, Annex 1) and a detailed report by the Director -General to 

the Ad Hoc Committee (document А35/12, Annex 2). Members of the Committee had inspected the 

kitchen and areas where seepage damage had occurred, and had visited all the sites mentioned in 

the various options outlined in the Director -General's report. They had paid special 

attention to the basic question of whether there was an urgent need to take remedial action 

despite the serious financial implications of such action. In that connexion, the Ad Hoc 

Committee had examined the report of the consulting engineers, and had heard a detailed 

explanation by them of the implications and extent of the corrosion damage. It had concluded 

that the risk of collapse of the eighth floor was very serious and could under no circumstances 

be ignored. Seepage through the kitchen floor must be eliminated, and the structural safety 

of the eighth floor restored. 

Having reached that conclusion, the Ad Hoc Committee had made an exhaustive examination 
of all the possible courses of action outlined by the Director -General in his report, and had 
acquired the conviction that there were only two valid options: either the reconstruction of 
the kitchen and restaurant on the eighth floor; or the construction of a new kitchen 
and restaurant elsewhere in the grounds surrounding the headquarters building and the 
conversion of the eighth floor into offices and meeting rooms. After further exhaustive 

examination of those two options, and for the reasons outlined in its report, the Ad Hoc 

Committee had determined that the second was in the best interests of the Organization. It 

recommended that the Health Assembly decide accordingly. 

The CHAIRMAN invited the Assistant Director -General to introduce document А35/26, which 

contained the Director -General's response to the report of the Ad Hoc Committee, and his 

suggestions for further action. 

Mr FURTH (Assistant Director -General) said that in document А35/26 the Director -General, 

having noted the report of the Ad Hoc Committee of the Executive Board contained in document 

А35/12, had considered ways in which any decision of the Health Assembly on the report 

of the Ad Hoc Committee could be financed. 

The Director -General had first examined the possibility of seeking a loan either from the 

Swiss Government or through a commercial bank to finance whatever action was decided upon. 

However, for the reasons cited in paragraphs 2 and 3 of his report, he had decided to propose 

that the Health Assembly should consider financing the project by appropriating the necessary 

funds from casual income into the Real Estate Fund. 

In addition, the Director -General proposed that the Assembly might wish to establish an 

ad hoc building committee, the composition of which he proposed in paragraph 4 of his report, 

to advise him and the architect should any problems arise during the implementation of the 

approved project. 

Mr PARKER (United Kingdom of Great Britain and Northern Ireland) said that, although the 

water seepage between the eighth and seventh floors of the main headquarters building had at 

first seemed a minor matter, document А35/12 had dramatically dispelled that impression. The 

situation was obviously very serious and would involve the Organization in considerable expense, 

whatever option was chosen. 
The Ad Hoc Committee of the Executive Board was to be thanked for presenting such a clear 

appraisal of the situation, as was the Director - General for arranging for a presentation by the 
architect and the consulting engineer, which had further clarified the issue. 

The Health Assembly's first responsibility must be for the safety and welfare of the staff 

working in the headquarters building. The detection of deficiencies in the grouting of 

prestressed beams at the eighth floor level gave rise to justifiable concern that a similar 

state of affairs might also exist elsewhere, especially on the lower floors. That subject had 
been raised arid dealt with during the presentation, but he considered that the safety of the 
headquarters building should be discussed at the present meeting of Committee B, and that the 

assurances provided should be placed on the record of proceedings. 
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It was most unfortunate that the scale of the problem had not been known to Member States 
earlier, particularly when it was only a year ago that the Health Assembly had been asked to 
authorize expenditure in excess of 9 million Swiss francs for the provision of additional 
headquarters office accommodation. Had it been known then that within a short space of time 
the possibility would exist of two floors of additional office space becoming available, a 
more rational and comprehensive building programme might have been explored. 

He asked for Dr Kruisinga's comments on the possible use of any office accommodation 
which might become available as a result of relocation of the kitchen and restaurant. If 
staff was still housed in accommodation not owned by WHO, then the savings as a result of 
their transfer would be obvious. If, however, the construction of a new building had solved 
the accommodation problem in accordance with the information provided last year, what staff 
remained to be rehoused? He submitted that unless such staff existed, there was some doubt 
as to whether rental income from the eighth floor accommodation ought properly to be considered 
when cost comparisons of the options were being made. 

Dr DLAMINI (Swaziland) fully endorsed the views expressed by the United Kingdom delegate. 
He had himself been present at the presentation, but regretted that it had been arranged at a 

time when few delegates had been able to attend. The exposé should have been given during 
the present Committee meeting. He was convinced that a very real danger of collapse existed 
at the eighth floor level, and wondered what measures had been taken to protect staff members 
from that danger. 

Having listened to the explanations, he supported the recommendation of the Ad Hoc 
Committee that a new kitchen and restaurant should be built in the vicinity of the Executive 
Board building, and that the eighth floor should be used to provide additional office space, 
which he felt sure would be usefully occupied. 

Dr HOUÉNASSOU- HOUANGВE (Togo) shared the views of the previous speakers. He understood 
that the problem of water seepage had arisen at a very early stage of occupancy, and wondered 
what had been done then, and what guarantee had been provided by the contractor. Agreeing 
that the presentation should have been made at a more suitable time, he said that the 
situation obviously required urgent action. 

Dr KABAMBA NKAMANY (Zaire) said that he had understood from the presentation that the 

headquarters building, which had been built according to the architectural methods of the 

1960x, should have a lifespan of 50 years. As it was only 16 years old, his delegation 
believed that it must be saved through immediate action to stop the seepage. He had also 
understood from the presentation that it was too late to take legal action on the matter. 

He favoured the recommendation that a new kitchen and restaurant be built elsewhere. 

Dr BROYELLE (France) expressed surprise that stop -gap remedies had been used to control 
the seepage for the past 16 years. Action should have been taken more rapidly and the 
construction firm should have been sued. Later, when additions to the main building had been 
planned, simultaneous provision might have been made for all necessary adjuncts, such as the 

restaurant, and the present piecemeal solutions avoided. 

Her delegation was not in favour of leaving the kitchen and restaurant in their present 

position, since there was no guarantee that remedial measures would prevent further seepage in 

future. It agreed in principle with the recommendation by the Ad Hoc Committee. But before 
deciding which new site to favour, it would ask whether the sum of Sw.fr. 8 275 000 shown in 

paragraph 20.2 of document А35/12, Annex 2, as the cost of installing the kitchen and 
restaurant under the library, included the cost of reconstructing and refitting the workshops 
presently situated there. 

Dr BEAUSOLEIL (Ghana) favoured the construction of a new kitchen and restaurant in a 

location other than the eighth floor (option 5). He, too, expressed concern that the 
seriousness of the problem had not been realized much earlier and that the issue had not been 
raised when the Health Assembly considered the proposal to construct a new building. Noting 
that resolution EB69.R24 made no provision for the funds which would be necessary to solve the 
problem, he asked whether he was right in assuming that a separate resolution would be drafted. 

Turning to the other matter covered by resolution EB69.R24, he asked whether the 

recommended appropriation for the Caribbean Food and Nutrition Institute was intended for the 

purchase of equipment which required foreign exchange and which was not available in Jamaica - 

an action which he could support - or for putting up the actual building, which he considered 

would be a waste of scarce resources. 
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Mr WIDDOWS (Australia) endorsed the views of the United Kingdom delegate. 

His own delegation believed that its present situation made the eighth -floor restaurant an 

attractive meeting place which undoubtedly attracted custom - and consequently revenue for the 

Organization - from outside, and that new facilities at ground level would not exercise such 

an appeal. Without wishing to re -open the debate which had led the Ad Hoc Committee to make 

its own recommendation, he would ask the Director -General whether he continued to believe, as 

stated in paragraph 14 of document А35/12, Annex 2, that the reinstallation of the kitchen and 

restaurant on the eighth floor was "not only the cheapest option ... /u7 also the most 
practical and desirable one ". 

Dr IcHARDY (Jamaica) said that as the member of the Executive Board designated by Jamaica 

at the time that resolution EB69.R24 had been adopted, he felt obliged to clarify the 

situation as far as the Caribbean Food and Nutrition Institute was concerned. During the 

Board's discussion of the matter at its sixty -ninth session, he had stated that notwithstanding 

Jamaica's present economic constraints, if WHO and РАНО were each to make available a sum of 

$ 300 000 towards the cost of a new building for the Institute, it should be possible for 

Jamaica to participate in the financing of the remainder,, although it might be difficult to 

provide the entire amount within the coming year. 

As would be seen from the text of resolution EB69.R24, the Executive Board had taken 

account of his statement, bearing in mind that the Government of Jamaica would formally 

guarantee to participate in the financing of the construction of the building as now planned. 

He wished to assure the members of the Committee that a letter to that effect, written 
and signed by the Permanent Secretary, had been sent to the РАНО office in Kingston; it was 
also his understanding that a copy of its contents had been transmitted by telex to РАНО 

headquarters in Washington. 

Mr BOYER (United States of America) said that his delegation did not favour the 
construction of a new restaurant and kitchen at ground level. With the recent construction 
and imminent occupation of the new annex, office space on the eighth floor was not needed at 

the present time, and the Health Assembly had been informed a year ago that the new office 
space would meet requirements until at least 1985. Even if it were necessary to replace the 
present seventh -floor offices by a technical and maintenance floor - and he had not been 
convinced of the case for doing so - the annex could surely provide alternative accommodation. 
Moreover, in view of the financial position of many Member States and the global economic 
situation, it was uncertain whether headquarters staff would continue to grow even at the 
present rate of ten new members per year. 

Noting that the Ad Hoc Committee somewhat ingenuously implied that the construction of a 
new restaurant and kitchen would produce a "gain" to the value of Sw.fr. 3 200 000, he pointed 
out that in fact the cost of implementing its recommendation would be almost double that of 
reinstalling those services on the eighth floor. His delegation was reluctant to contemplate 
even the appropriation of Sw.fr. 4.8 million from casual income for that purpose, but believed 
that such a solution, which would leave the restaurant in its present attractive situation, 
constituted the best option. 

Dr ZIESЕ (Federal Republic of Germany) understood that it would be technically possible 

to reconstruct the present kitchen and restaurant and to avoid further seepage. His 

delegation, which concurred in the arguments advanced by the previous speaker, also 
believed that the implied "gain" of Sw.fr. 3 200 000 through the creation of new offices 
and meeting rooms on the eighth floor was hypothetical, if not irrelevant, since additional 
accommodation would be available in the new annex, which was spacious enough to meet the 

Organizations forseeable needs. 
His Government would favour the cheapest solution, namely option 4 (reinstallation of 

the restaurant aid kitchen on the eighth floor). 

Mr MAТТЕRN (German Democratic Republic) shared in the astonishment that suitable action 
had not been taken when the seepage first became apparent. His delegation was not entirely 
satisfied with the answers provided to the question whether a claim for damages against the 

constructor would be receivable. In an atmosphere of severe financial constraints, the 

construction of new facilities was inconceivable. He was therefore in favour of a solution 
involving the repair of the eighth floor. 
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Dr KRUISINGA (Netherlands), speaking as Chairman of the Ad Hoc Committee of the Executive 
Board, said that he sympathized with the concern expressed by most of the previous speakers. 
The Ad Hoc Committee, however, still considered that a new building adjacent to the Executive 
Board block to house the kitchen and restaurant facilities would be the best and cheapest 
solution under the circumstances. 

Mr FURTH (Assistant Director -General) said that the United Kingdom delegate's question 
concerning the condition of the other floors of the building, and the doubts expressed by 
the United States delegate concerning the need for a technical and maintenance floor below 
the restaurant and kitchen if these were to be reinstalled on the eighth floor, could best 
be answered by the consulting engineer and the architect. 

It had been asked what would be done with the extra office space that would become 
available on the eighth floor if a new restaurant and kitchen building was constructed. 
While it was true that the forthcoming completion of the extension to Building L would mean 
that there would be no immediate difficulty in absorbing the loss of space that would occur 
if 28 office modules on the seventh floor had to be condemned, it should be recalled that, 
in 1981, it had been stated that the new building then proposed would suffice to meet 
headquarters needs up to 1985. If the building had to be used in part to absorb such loss 
of space, it was almost certain that additional office space would have to be acquired in 
1984. On the other hand, the option proposed by the Ad Hoc Committee would mean not only 
that there would be no loss of office space on the seventh floor, but that space would be 
gained on the eighth floor. Upon completion of the proposed project, about 60 office 
modules would be gained. On the basis of a maximum increase of 9 or 10 staff members a 

year, and taking account of the additional office space required for computer terminals, 
storage of documents and word processing equipment, the accommodation gained would obviate 

the need for further new offices until about 1988. 

With respect to the legal responsibility of the contractor and the architect, he explained 
that there was a statute of limitation providing that action against such persons by the owner 
was proscribed after five years from the date of taking possession of the building. The 
Organization had taken possession in 1966, and no such action could therefore be taken. 

Moreover, the architect who had designed the building had died before its completion, and 
the general contractor had become bankrupt and was no longer in business. 

The Secretariat had been criticized for not dealing with the matter from the outset, 

but such criticism was not entirely justified. Annex 1 (paragraphs 1 to 9) of document А35/12 
showed that the water seepage had been discovered almost immediately on taking possession of 
the building in 1966 and had been a constant preoccupation of the Secretariat. Steps had 
been taken at once to alleviate the inconvenience caused by the leaking water and, at the 
same time, studies were undertaken to find ways to stop the seepage permanently. Water - 
collecting pans had been installed under the floor of the kitchen to catch and evacuate any 
seeping water. Special mastic had been applied round the joints where the kitchen equipment 
was sunk into the floor and along the joints where the walls met the floor. The under -floor 
water pipes in the kitchen area had been replaced by pipes laid above the surface of the floor. 

The leakage had also been immediately drawn to the attention of the architectural firm 
responsible for supervising the construction of the building, and its advice had been 

followed by the Secretariat. Engineering firms from all over Europe had been consulted, 

and everything possible had been done to alleviate what was then considered only as a rather 

minor inconvenience: the Secretariat could not have been more knowledgeable in that respect 

than the technicians, none of whom had suspected at the time that the seepage was anything 

more than an inconvenience. Only in 1980 and 1981 had the Secretariat become aware, through 

the specialized engineering literature, that the matter should possibly be viewed more 

seriously. 

After a long search, a specialized firm of consulting engineers had been found in the 

United States, and had been requested to look into the matter. The firm's report had reached 
the Secretariat only in the autumn of 1981, i.e., after it had proposed the construction of 
the new prefabricated building to the Executive Board and the Health Assembly in 1981; but 

even if it had been received earlier, the proposal for that building would still have been 
made, because the Secretariat had never imagined that it would not be possible simply to 
carry out the necessary structural repairs on the eighth floor and reinstall the kitchen and 
restaurant there. The idea that the architect would be unable to guarantee the watertightness 
of the eighth floor after such reinstallation had never occurred to it. That was why the 
document submitted to the Ad Hoc Committee of the Executive Board (А35/12, Annex 2, paragraph 
14) referred to the reinstallation of the kitchen and restaurant on the eighth floor as not 
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only the cheapest option but also the most practical and desirable one. When it was learned, 

however, that the architect could not guarantee under that option that the problems would not 

recur, the Secretariat had considered that it would be highly irresponsible simply to propose 

the reinstallation of the kitchen and restaurant on the eighth floor and had therefore had to 

take into account the loss of the 28 offices in question, which made that option much more 

expensive and muck less desirable. 
Basically, the Health Assembly had to choose between two options: (a) a smaller immediate 

cash outlay, with a loss of office space requiring new construction in some two years' time, 

which would mean a new prefabricated building certainly costing more than 10 million Swiss 

francs; or (b) a larger immediate cash outlay (larger by some 3.2 million Swiss francs), 
resulting in additional office space and a consequent assurance that further office 
construction would not be required so soon.. 

In reply to the question raised by the delegate of France, he said that the cost of the 

relocation of the workshops under sub -option 5(b) had been included in the cost estimate of 

8 275 000 Swiss francs. 

He understood that the funds that would be appropriated for the Caribbean Food and 

Nutrition Institute, to which the delegate of Ghana had referred, would go towards the actual 

construction of the building, and not simply to the purchase of fixtures and equipment from 
abroad. 

Mr ТНОМАSEN (Consulting Engineer), replying to the question by the United Kingdom 

delegate concerning the condition of the lower floors of the headquarters building, said that 

as a result of investigations he had made, he believed that no water damage had occurred other 

than in the eighth floor kitchen area and some areas of the roof terraces. He intended, 

however, to make a further inspection within the next two weeks, in order to make absolutely 

certain that such was the case. 
The water leakage that had occurred was in the area below the kitchen, and was caused by 

an incorrectly installed membrane below the kitchen floor, which had allowed the water used 
for washing the floor and for other kitchen purposes to seep through the concrete construction. 

The construction under the kitchen floor consisted of prestressed concrete beams which were 

cantilevered and had to rely for their strength on the prestressing steel. That building 

method, in which no additional plain reinforcing steel was used, had been the practice at 
the time the building was constructed but had later been found to be dangerous, since there 
was no ultimate safety if the prestressing steel tendons failed. The presence of such an 
ultimate safety measure meant that, although a building might suffer somewhat, it would not 

collapse, so that there would be time to take precautionary measures such as evacuating and 
shoring up the affected floors. 

The second factor that had contributed to the seriousness of the situation was that, 
although the prestressing tendons should have been fully protected by cement -grout introduced 
after stressing had taken place, investigation had shown that some of the grouting had not 
been done. Such an omission made damage far more likely to occur, since, with the absence of 
grout round the prestressing steel, water might come into direct contact with the steel aid 

cause corrosion. It also made the consequences of a failure worse, in that if the 

prestressing steel were to break because of corrosion, the whole prestressing tendon would 
simply disappear and the beam would probably collapse. The consulting engineers had 

recommended that the floors in the kitchen area should be strengthened with plain steel 
reinforcing which would prolong the lifespan of the building. It was also intended to install 

a sensoring system to monitor the behaviour of the beams below the kitchen floor until they 
could be reinforced. 

Mr BUGNA (Consultant Architect) said that on the basis of his experience in constructing 
a number of administrative buildings of the size and type of the headquarters building, with 
technical installations and kitchens, he considered it possible to reinstall the kitchen on 
the eighth floor in accordance with option 4. It would be utopian, however, to embark on such 
an operation without taking all the necessary precautions. The present arrangement of the 

kitchen, including its drainage, made it impossible to change its level, and in view of the 

design and structure of the building, the existing load on its floor could not be increased. 
If the building were being constructed with present -day techniques that provided complete 

guarantees, the floor thickness of the kitchen would have to be almost tripled, to give the 
necessary slope for runoff water and to permit the maintenance and inspection of the 
installations. Since that was not possible, the reinstallation of the kitchen in its present 
position would imply as an absolute necessity the construction of a technical floor, which 
would provide a not inconsiderable surface area of 450 m2 with the plumbing necessary to 
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ensure that all waste water reached the two vertical drainage pipes. That precaution was all 
the more essential in view of the particular, cantilevered design of the building; it would 
be foolhardy to take the risk of putting in an installation that within a short time would 
produce the same problems as before. 

In virtually all the modern administrative or hotel buildings in which kitchen 
installations had been situated on upper floors, those had either been installed by highly 

sophisticated methods which enabled constant checks to be made, or it had proved necessary 

to move them to the ground floor. Indeed, the current trend was to place the kitchens at 

ground level in order to avoid complications of the type under consideration. It should be 

recalled that WHO's installations catered for 700 meals a day, and that almost every appliance 

had its own drain. Operation and maintenance alike were extremely important and permanent 

undertakings. 

In response to a request by the CHAIRMAN for suggestions concerning further action by the 

Committee in the light of the discussion, Dr DLAMINI (Swaziland), supported by Dr BEAUSOLEIL 

(Ghana), suggested that the Rapporteur be invited to prepare an appropriate draft resolution 

for consideration. 

In reply to a question by Dr GALAHOV (Union of Soviet Socialist Republics), the CHAIRMAN 

said he understood that what had been suggested was the preparation, by the Rapporteur, of a 

draft resolution which would take account of the matters discussed and opinions expressed 

during the debate on item 32 of the agenda. The text would also reflect the suggestion by the 

Director -General, in paragraph 4 of document А35/26, that the Health Assembly establish an 

ad hoc building committee (composed of the members of the Ad Hoc Committee of the Executive 

Board) to advise the Director -General and the architect. The draft resolution would be 

submitted to the Committee for examination and eventual transmission to the Health Assembly. 

It was so agreed. 

(For continuation, see summary record of the fourth meeting, section 2.) 

The meeting rose at 17h35. 



FOURTH MEETING 

Saturday, 8 May 1982, at 10h30 

Chairman: Mr N. N. VOHRA (India) 

1. ELECTION OF VICE -CHAIRMAN 

The CHAIRMAN informed the Committee that its two Vice -Chairmen had been obliged to 
return to their respective countries. He considered that it would be advisable to elect at 
least one additional Vice -Chairman, and invited nominations. 

Dr PONCE DE LEON (Peru) nominated Dr Rodriguez -Diaz (Venezuela) as Vice -Chairman. 

Decision: Dr Rodriguez -Diaz (Venezuela) was unanimously elected Vice -Chairman of 
Committee B. 

2. REAL ESTATE FUND AND HEADQUARTERS ACCOMMODATION: Item 32 of the Agenda (Document 
ЕВ69/1982/REС/1, resolution EB69.R24 and Annex 11; Documents А35/12 and А35/26) 
(continued from the third meeting, section 3) 

The CHAIRMAN invited the Committee to consider the following draft resolution prepared 
by the Rapporteur: 

The Thirty -fifth World Health Assembly, 
Having considered resolution EB69.R24 and the report of the Director -General on the 

status of projects financed from the Real Estate Fund and the estimated requirements of 

the Fund for the period 1 June 1982 to 31 May 1983; 
Having also considered the report of the Ad Hoc Committee of the Executive Board on 

the problems resulting from the water seepage between the eighth and seventh floors of 
the main headquarters building; 

Recognizing that certain estimates in these reports must remain provisional because 
of the fluctuation of exchange rates; 

1. AUTHORIZES the financing from the Real Estate Fund of the projects summarized in 

section 14 of the Director -General's report and of the cost of restoring the structural 
safety of the eighth floor of the main headquarters building, the construction of a new 
building for the kitchen and restaurant in the park south of the Executive Board building, 
and the rearrangement of the eighth floor into offices and meeting rooms, at the following 
estimated costs: 

- Contribution towards the construction of a building for the Caribbean 
Food and Nutrition Institute 

- Additional stand -by generator for the Regional Office for South -East 
Asia 

- Repairs and alterations to the Regional Office for Europe 
- Restoration of the structural safety of the eighth floor of the main 

headquarters building, construction of a new building for the kitchen 
and restaurant, and rearrangement of the eighth floor into offices 
and meeting rooms 4 

US 

300 

250 

303 

360 

$ 

000 

000 

000 

000 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US $ 5 163 000. 
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Mr BOYER (United States of America) proposed that consideration of the draft resolution 
should be deferred. It had only been circulated that morning, and there had not been a fair 

opportunity to analyse its contents. Apart from the requirement under Rule 52 of the Rules 
of Procedure of the Health Assembly that proposals should be circulated not later than the day 

preceding their consideration, large amounts of money were involved and the problem was very 
complicated. Indeed, it might well be preferable for the consideration of the draft 

resolution not to take place until Tuesday, 11 May, or later, since the reception to be given 
by the Director -General in the WHO restaurant on Monday, 10 May, would enable all delegations 
to acquaint themselves with that magnificent facility, which his own delegation was not in 
favour of abandoning. 

Dr FRITZ (Austria) said that her delegation was unable to support the proposal for the 
construction of a new building for the WHO kitchen and restaurant, and endorsed the arguments 
put forward by the delegations of the Federal Republic of Germany, the German Democratic 

Republic, the USSR and the United States of America at the previous meeting. 
The discussion which had taken place in the Committee under agenda item 29.2 (Status of 

collection of assessed contributions and status of advances to the Working Capital Fund) was 
relevant. A number of Members were encountering serious problems in the payment of their 

annual contributions, and it was necessary to take into account the further understandable 
financial constraints resulting from such a situation. It was consequently essential to 

ensure that the funds forthcoming from all Member States of WHO, whether high or low 

contributors, were spent in the most economical manner, in keeping with the situation Member 
States faced with regard to their own national planning. 

Dr BRAGA (Brazil) recalled that the problem was not new, and that resolutions EB51.R50 and 
WHA26.47 had been adopted following earlier discussions on the subject. At its fifty -first 
session, the Executive Board had recommended that any balance of casual income should be 
appropriated to the Real Estate Fund in order to augment the credits for the construction of 
the permanent addition to the headquarters building, and consideration had been given at that 
time to relocating the kitchen in the basement of the new extension in view of the possibility 
of water seepage. The Twenty -sixth World Health Assembly, in resolution WHA26.47, had noted 
that it was unable to give effect to the Board's recommendation, since there had been no 
casual income remaining for the purpose. 

His delegation understood that the situation had now changed, in so far as a balance of 
casual income was available. Water seepage indeed existed. He could therefore see no reason 
why the question of relocating the kitchen should not be reconsidered favourably. 

Dr BEAUSOLEIL (Ghana) agreed with the delegate of the United States of America that 
consideration of the draft resolution should be deferred. 

Dr SEBINA (Botswana) said that his delegation had no objection to deferring further 
consideration of the proposal so as to allow more time for study, so long as it was not left 
too late. The reference by the delegate of the United States to the reception in the WHO 
restaurant was not strictly relevant however, since the Committee had already had the benefit 
of a full technical report from the engineers. 

He associated himself with the position taken by the delegate of Brazil. The water 
seepage problem had reached a critical stage requiring more than merely palliative treatment, 
and he favoured the relocation of the kitchen. 

The CHAIRMAN pointed out in response to the remarks by the delegate of the United States 
that Rule 52 of the Rules of Procedure was not mandatory, and accorded the Chairman discretion 
in the matter. However, having taken the sense of the meeting and in view of the doubts 
expressed, he would suggest that consideration of the draft resolution be deferred until 
Monday morning, 10 May, or Tuesday, 11 May, at the latest, whichever proved most convenient 
within the programme of work already planned. 

It was so agreed. 

(For continuation of discussion) see summary record of the seventh meeting, section 3.) 
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3. REVIEW OF THE WORKING CAPITAL FUND: Item 33.3 of the Agenda (Resolution WHA32.10, 

part E; Document EВ69/1982/REC/1, resolution EВ69.R16 and Annex 7) 

Dr LAW (representative of the Executive Board), introducing the item, recalled that the 

Board had considered a report by the Director -General on the review of the Working Capital 

Fund, which was contained in Annex 7 to document ЕВ69/1982 /REС/1. The Board had noted that 

the Working Capital Fund had last been reviewed at the Thirty - second World Health Assembly 

(1979), at which time the Health Assembly had adopted resolution WHA32.10, whereby inter alia 

the Director -General was requested to submit further reports on the Working Capital Fund to the 

Executive Board and the Health Assembly when he considered it warranted, and in any case 

not less frequently than every third year. 

The Director -General's report had dealt with three major issues, the first and most 

important of which concerned the authorized level of the Working Capital Fund and its adequacy 

to meet the needs for which it had been established. 

The Board had been informed that, by the end of the third quarter of 1981, only 57.74% 

of the 1981 contributions to the effective working budget had been collected and that some 

$ 90.9 million remained uncollected. Similarly, by the end of the year 1981 only 85.49% had 
been collected, while some $ 31.2 million remained uncollected. The 1981 rate of collection 

had been the lowest since 1969 and the third lowest since 1949. That was due primarily to 

delays in payment by some of the largest contributors. 

The Board had been informed that the United Nations and certain other specialized 

agencies had experienced similar delays in the payment of contributions by Member States; 
that had necessitated increases in the levels of their Working Capital Funds in some cases 
while in others organizations had been obliged to borrow funds from internal or external sources 
to cover income deficits. It would be seen from paragraph 6 of the Director -General's 
Introduction to the financial report (document A35/10) that, as far as WHO was concerned, 
obligations incurred in respect of the 1980 -1981 regular budget as at 31 December 1981 had 
exceeded income received by some $ 11.9 million, of which some $ 8.3 million had been met by 
using the entire balance in the Working Capital Fund; it had been necessary to borrow the 
remaining balance of some $ 3.6 million from other internal funds under the authority vested 
in the Director -General by resolution WHA29.27 and Financial Regulations 5.1 and 6.3. That 
cash situation had arisen despite a fortuitous budgetary saving of some $ 18.1 million related 
to currency exchange; if that saving had not arisen, the necessary borrowing from internal 
funds, after depletion of the Working Capital Fund, would have amounted to some $ 21.7 million 
at 31 December 1981. 

The Executive Board shared the Director -General's concern about the future implications 
of continuing delays in the payment of contributions, particularly in view of the intention of 
the largest contributor to make its payments to the organizations of the United Nations system, 
including WHO, in the fourth quarter of each year. The Board had noted that the ratio of the 
Working Capital Fund to the annual contributions payable in respect of the effective working 
budget had been decreasing gradually over the years, from over 15% in 1971 to under 5% in 1982. 

The Board had requested that, in future, consideration should be given to establishing the 
level of the Working Capital Fund as a ratio of the annual contributions payable in respect of 
the effective working budget. The Board had also discussed the possibility of charging interest 
on contributions not paid by a given date. Those matters were complex and required further 
study in consultation with all organizations within the United Nations system that had 

experienced similar delays in the payment of contributions by Member States; the Board had 
therefore requested the Director -General to review that possibility with other organizations 
of the United Nations system. 

The Board had endorsed the Director -General's conclusion that, for the time being at 
least, the authorized level of the Working Capital Fund, as supplemented by the authority to 
borrow cash from internal funds, remained adequate. It had also noted the statement by the 
Director -General to the effect that if the delays in the payment of contributions experienced 
in 1981 were to recur in 1982 and future years, he would revert, if necessary in the near 
future, to the question of the adequacy of the level of the Working Capital Fund. 

The second issue raised in the Director -General's report concerned the conditions and 
limitations governing withdrawals from the Working Capital Fund to meet unforeseen or extra- 
ordinary expenses and to finance the provision of emergency supplies to Members and Associate 
Members on a reimbursable basis. The Board had endorsed the Director -General's recommendation 
not to modify the existing limits which had been established by the Thirty -second World Health 
Assembly. 
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The third issue covered in the Director -General's report, in paragraphs 12 to 14, concerned 
the reassessment of the present advances of Members and Associate Members to Part I of the 
Working Capital Fund, which had been fixed in 1979, in accordance with resolution WHA32.10, on 
the basis of the scale of assessments for the financial period 1980 -1981. Since 1979, the 
membership of the Organization had increased, and significant changes had occurred in the scale 
of assessments. The Board had accordingly endorsed the Director -General's recommendation that 
advances of Members and Associate Members to Part I of the Working Capital Fund be reassessed 
on the basis of the scale of assessments for the financial period 1982 -1983 adopted by the 
Thirty - fourth World Health Assembly in 1981. An appendix to the report showed the decreases 
and increases in the present advances which would result from the application of the WHO scale 
of assessments for the financial period 1982 -1983. The Board had also endorsed the Director - 
General's final recommendation that any adjustments increasing Members' and Associate Members' 
advances to Part I of the Working Capital Fund should become due and payable on 1 January 1983, 
and that any credits due to Members and Associate Members should be refunded on 1 January 1983, 
by applying those credits to any contributions outstanding on that date or to the 1983 

assessments. 

The text of a draft resolution submitted by the Executive Board for consideration by the 
Health Assembly would be found on pages 13 and 14 of document ЕВ69/1982/REС/1. 

Mr DAS (India) wondered whether, if the United States Government would henceforth be 
making payment of its annual assessed contribution in the fourth quárter of the year, some 
amendment of the Financial Regulations might not be necessary to cover the situation of that 
country, as well as that of any other which made -late payments.. 

Mr SUGANO (Japan) also expressed concern regarding the implications of delays in the 
payment of contributions, which could result in the depletion of the Working Capital Fund. On 
the other hand, at a time when Member States were facing considerable financial constraints on 
their own national budgets, it was hardly acceptable that the revenue of international 
organizations should continue to grow each year simply by increasing contributions. His 
delegation was accordingly unable to accept the proposal that advances to the Working Capital 
Fund should be assessed on the basis of the scale of assessments adopted for the financial 
period 1982 -1983. 

Furthermore, since the level of the Working Capital Fund came within the mandate of the 
World Health Assembly, it would not be appropriate for that level to be subject to any 
automatic increase as a ratio of the effective working budget without adequate discussion by 
the Health Assembly. 

Mr NYGREN (Sweden) said that his delegation had already commented on some aspects of the 
problem, including the proposal to charge interest on delayed contributions, during the 
discussion of agenda item 29. With regard to the suggestion that the level of the Working 
Capital Fund might be a fixed ratio of the annual contributions in respect of the effective 
working budget, he reiterated that his delegation was willing to consider an increase in that 
Fund, if that was necessary. Nevertheless, believing that there was no automatic or 
objective correlation between the levels of the Fund and of the budget, it considered that the 
former should be established on the basis of an assessment of the actual status of the 
collection of contributions and in relation to casual income and facilities for internal 
borrowing. No specialized agency of the United Nations applied a fixed ratio between the 
two levels in question, and any innovation of that kind - to which his delegation would still 
have a number of objections - should be considered on a system -wide basis. 

Mr PAQUET (Canada) said that his delegation wished to encourage the Director -General in 
his efforts to induce Member States to pay their contributions on time and as regularly as 
possible. The draft resolution before the Committee posed no particular problems as far as 

that delegation was concerned, although it would have difficulty in agreeing to a repetition 
of the exercise envisaged if it was motivated solely by the late arrival of contributions. 

There was, perhaps, a case for examining the problem within the context of the United Nations 
system as a whole. 

Dr ZIESE (Federal Republic of Germany), 
resolution, pointed out that to establish an 
Capital Fund and the volume of contributions 
which specified that the amount of that Fund 

referring to paragraph 3 in part В of the draft 

automatic relationship between the Working 
was in conflict with Financial Regulation 6.2, 

was to be determined "from time to time" by the 
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Health Assembly. Moreover, his delegation saw no need to increase the level of the Working 

Capital Fund; what was necessary was to ensure the prompt payment of contributions. For 

those reasons, his delegation could not accept that part of the draft resolution. 

With regard to paragraph 2 of part D, he recalled that the Assistant Director -General had 

already stated that the question of charging interest on delayed contributions was to be 

considered by the Consultative Committee on Administrative Questions at its forthcoming 

summer session; it would thus appear advisable to await the outcome of that examination. If 

all Member States paid their contributions on time, in accordance with the provision of the 

Constitution, the question of charging interest would not arise. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that the report clearly showed the 

status of the Working Capital Fund to be satisfactory, in that it had been able, at its present 

level, to cope with the delays in payment of contributions in 1981. That showed once again 

that there was no need to raise the level of the Fund, especially since borrowing from internal 

funds was authorized in accordance with resolution WHA29.27. 

The Committee had recently considered the report of the External Auditor, which mentioned 

a budget surplus of some $ 20 000 000 and some $ 40 000 000 of unliquidated obligations. The 

question of unfavourable exchange rates had also been covered in a resolution adopted by the 

Thirty- fourth World Health Assembly. Those facts should be borne in mind in considering the 

draft resolution now before the Committee. 
He considered that the Executive Board had taken the right approach, and that the 

text was on the whole acceptable; nevertheless, he wished to echo the remarks of earlier 

speakers concerning two matters of substance. Paragraph Э of part B was unsuitable: to make 

the level of the Working Capital Fund a fixed percentage of the annual contributions would 

lead to an automatic pattern of increase in that Fund, which was neither desirable nor 

appropriate. The terms of paragraph 2 of part D were - he considered - also ill- advised. 

Most of the Members which were late in paying their contributions were developing countries 

which had severe economic and currency problems; it was therefore undesirable that they 

should also have to bear an additional burden of interest charges. 

With those two reservations, his delegation could support the draft resolution. 

Dr BEAUSOLEIL (Ghana) said that the need for prompt payment of contributions was well 

recognized and the effect of delays in payment was clear. He therefore shared the Director - 

General's concern in the matter, and was willing to support any reasonable measures for 

ensuring prompt payment. Nevertheless, he was unable to accept paragraph Э of part B of the 
draft resolution, since it was in conflict with the Financial Regulations. Similarly, he 
could not accept the suggestion that the proposal to charge interest on delayed payments 
should be reviewed within the context of the United Nations system as a whole. With these 
considerations in mind, he would submit in writing two amendments to the text before the 

Committee. 

Dr JOGEZAI (Pakistan) said that his delegation was concerned at the pressure on the 
Working Capital Fund as a result of delays in the payment of contributions; the Director - 
General should take the necessary steps to ensure that payments were made on time. 

With regard to the proposed limit of $ 200 000 on the provision of emergency supplies on 
a reimbursable basis (paragraph 1(3) of part C of the draft resolution), his delegation 

believed that that figure should be increased, in view of the current world situation. With 
that reservation, it supported the draft resolution. 

Mr BOYER (United States of America) stated that the United States Government, in an 

attempt to conserve funds and reduce expenditure, had decided to revise its policy with 
regard to the payment of assessed contributions to the various parts of the United Nations 
system, including WHO. In the past, it had paid those contributions quarterly, but in the 
future it would pay the whole amount during the fourth quarter; that would assist the 
United States in reducing its current expenditure, although he realized that it would also 
cause some problems to WHO. Nevertheless, economic adjustments had had to be made in 
United States domestic programmes, and international programmes could not be exempt from 
such adjustments. International organizations could not remain immune to the difficult 
economic circumstances affecting all countries. It was not the United States' intention, 
however, to express disagreement with WHO's substantive programmes and policies, which it had 
consistently supported. 
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The United States Government had paid its 1981 arrears in full and intended to pay its 
contribution in full by the fourth quarter of each year. Barring exceptional circumstances, 
it should not be in arrears of payments to WHO and he saw no need to amend the Financial 
Regulations. However he noted that, while it was desirable for Member States to pay their 

contributions on time - and that point had been made by many delegations - of all the previous 
speakers on the subject only one was from a country that had paid its 1982 assessment in full. 

The discussion had shown the difficulty of the current economic situation and the 

problems faced in paying contributions; that was a situation experienced by all countries, 
and not just the United States. 

With regard to the draft resolution, paragraph 2 of part D called for a study of the 
imposition of charges for late payments. The impact of such a policy would be to increase 
the assessments of nearly all Member States, since it was almost unknown for a country to pay 
its contribution on 1 January. It would cause severe hardship to the poorest countries, which 
were already facing difficulties. His delegation was therefore opposed to that paragraph. 

It was also opposed to paragraph 3 of part B. There seemed to be some misunderstanding 
of the situation. The Committee had heard the review of the financial position of WHO, which 
had shown that the Organization's financial management had been excellent and that it was in 
first -class financial condition. He would like to pay a tribute to WHO staff for achieving 
such a situation in difficult times. It was also clear from the report of the External Auditor 
that the internal borrowing required had been only notional in character. No money had 
actually been spent. The income deficit had been $ 11 900 000, as against total unliquidated 
obligations of $ 40 400 000; there had therefore been no need to remove money physically from 
the Working Capital Fund. 

If indeed there had been such a need, the current level of the Working Capital Fund was 
approximately$ 11 000 000. But Annex 7 of document ЕВ69 /1982 /REС /1 (page 110) showed that, at 
the end of 1981, some $ 74 000 000 was available for temporary internal borrowing. If, 
therefore, resort had to be made to the Working Capital Fund, and the deficit in that Fund 
exceeded the unliquidated obligations, there was a tremendous reserve of funds within the 
Organization that could be drawn upon. 

There was no need to increase the Working Capital Fund or to tie its level to that of the 
assessed contributions. His delegation therefore opposed the inclusion of both paragraph 3 of 
part B and paragraph 2 of part D in the draft resolution. 

Mr FURTH (Assistant Director -General), answering the questions which had been raised, 
assured the delegate of India that, as the delegate of the United States had indicated, it was 
not the intention of the United States delegation to propose an amendment to the Financial 
Regulations that would change the due date of payment of contributions from 1 January to 

1 October. However, if such a change were to be made, it would be necessary to increase the 
Working Capital Fund very considerably, probably up to a level of $ 168 million. That would 
also be the consequence if other Member States were to follow the practice announced by the 
United States delegation. He therefore hoped that other governments would do their utmost to 

pay their contributions promptly in accordance with the Financial Regulations. 
Certain delegations had referred to part B, paragraph 3, of the draft resolution. That 

paragraph had not been proposed by the Director -General, and it was not his intention to argue 

in favour of automatically increasing the level of the Working Capital Fund in proportion to the 

annual contributions payable. Nevertheless, a definite relationship existed between the 

required level of the Working Capital Fund and the assessments imposed on Member States. 

Financial Regulation 5.1 provided that appropriations should be financed by contributions 

from Members and that, pending the receipt of such contributions, the appropriations 

might be financed from the Working Capital Fund. In order to determine the most appropriate 

level of that Fund, it was therefore necessary to consider both the amount of annual contri- 

butions payable and the dates when those contributions were actually paid. The Director - 

General was not proposing an increase in the Working Capital Fund, because adequate resources 

were at present available, thanks to the internal borrowing authority. He reserved, however, 

the right to bring the matter up again in the Executive Board and the Health Assembly should the 

situation become critical, as it very well might during the course of the current or the 

succeeding year. 
The Canadian delegate had suggested that the question should be examined in the general 

context of the United Nations system as a whole. That would be done. The problem of 

liquidity and cash flows was to be considered by the Consultative Committee on Administrative 

Questions (CCAQ) and the Advisory Committee on Coordination (ACC) later in 1982. He drew 
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attention, however, to the fact that, when the subject had been discussed at the United Nations 

General Assembly in 1981, a decision had been taken to increase the United Nations Working 

Capital Fund from $ 40 million to $ 100 million in the light of virtually the same factors as 

those now being discussed. In the Food and Agriculture Organization, where the same problem 
existed, a decision had been taken in November 1981 to increase the level of the Working 
Capital Fund from $ 6 500 000 to $ 13 250 000. He therefore hoped that the rate of collection 
of contributions would improve during the present year so that WHO would not find itself in a 

critical situation towards the last quarter of the year and the Director -General would not be 

compelled to propose an increase in the Working Capital Fund the following year. 
As the United States delegate had pointed out, the Director -General had authority to 

borrow from internal funds, but that surely was not sound practice. Reference had been made to 

more than$ 40 million of unliquidated obligations. The Director -General, however, was 
entitled to borrow only from the unliquidated obligations of prior financial periods and not 
from those of the current financial period. If reference was made to Table В in document 
EВ69/1982/REC/1 (page 110), it would be seen that towards the end of the financial period the 
unliquidated obligations of prior financial periods decreased substantially - but it was 
precisely at that time that the need for borrowing was most frequent and most urgent. It was 
true that borrowings could be made from the Terminal Payments Account, but only to the extent 
of perhaps half of that Account, and only for a very short period. The Holding and Casual 
Income Accounts could also be borrowed from, but only for a month or two since they consisted 
largely of funds that had already been appropriated by the Health Assembly. Other accounts, 
such as the Real Estate Fund or the Revolving Sales Fund, were relatively small and the funds 
in them had already been designated for specific purposes. Hence, any shortfall in the 
Working Capital Fund of more than about$ 10 million for more than a period of one or two months 
could well involve the curtailment of a number of the Organization's activities. 

Finally, with regard to the comment of the delegate of Pakistan on the $ 200 000 limit for 

the provision of emergency supplies, he said that the Director -General had not proposed an 
increase in that limitation since the facility was very rarely used. 

The CHAIRMAN invited delegates to consider the only formal amendments proposed to the draft 
resolution contained in resolution EВ69.R16 - those of the delegate of Ghana. 

Mr SMIT (Netherlands), Rapporteur, read out the proposed amendments: 
(1) in part В of the draft resolution, to delete operative paragraph 3; 

(2) in part D, operative paragraph 2, to retain only the first two lines, as far as and 
including "assessed contributions ", the rest of the paragraph being deleted. 

The draft amendments were adopted. 

The draft resolution proposed by the Executive Board in resolution EВ69.R16, as amended, 
was approved.1 

4. STUDY OF THE ORGANIZATION'S STRUCTURES IN THE LIGHT OF ITS FUNCTIONS - IMPLEMENTATION OF 
RESOLUTION WHA33.17: Item 34 of the Agenda (Resolution WHА33.17, para. 6(5); 
Document А35/132) 

Dr HIDDLESTONE representative of the Executive Board), introducing the Executive Board's 
report (document А35 13), said that the Board had carried out a thorough review of the progress 
made in implementing resolution WHА33.17, which constituted the culmination of a study of the 
Organization's structures in the light of its functions. Entrusted by the Health Assembly 
with continued monitoring of the implementation of the resolution, the Executive Board had 
reviewed a report by the Director -General (document EB69/8) and a report by a Working 
Group of its members set up to study the functions and activities carried out by the 
Secretariat (document ЕВ69/9). 

The plan of action to implement resolution WHА33.17 (document ЕВ69/8 Add.l) meticulously 
spelled out the activities to be undertaken and indicated who was responsible for carrying 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA35.9. 

2 Reproduced in document WHА35/1982/REС/1, Annex 8. 
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them out. The Director -General's report had shown how the Health Assembly was pursuing its 
task with vigour as regards both the strategies to achieve health for all and the resources 
required, as well as improving its own methods of work. The report had further illustrated 
the more active part being played by the regional committees in the work of the Organization, 
and how the Board was strengthening its role with regard to the work of the Health Assembly. 

The Board had been impressed by the work carried out by the Director -General, the 
Regional Directors and other staff, in reviewing the functions, organizational structures, 
and staffing of WHO's country and regional offices as well as headquarters, to ensure that the 
Secretariat continued to provide optimal support to Member States and individual governments. 
That was a never -ending process, requiring a series of measures not only within countries 
but also at regional and global levels. 

At its sixty -sixth session, the Board had set up a Working Group to study the functions 
and activities carried out by the Secretariat. The report of the Working Group, complementing 
that by the Director -General, had focused attention on ways of strengthening WHO's role in 

support of national health authorities and had proposed a series of measures in that 
connexion. 

The two reports had led to a frank and lively debate in the Board, in the course of 
which many different opinions had been expressed. There had been complete unanimity on the 

text of resolution EB69.R10, in which the Board noted with appreciation that the plan of 

action for giving effect to resolution WНA33.17 was being faithfully carried out by all 

concerned. At the same time, the Board recognized that much further action would be required, 
and for a long time. The health activities of Member States were constantly evolving and 
would call for a parallel evolution and adaptation of WHO's functions and structures. 

Outlining the operative paragraphs of resolution EВ69.R10, he said that its main 
intention was to show that there had been sufficient debate to provide the Director- General 
with a wide number of possibilities for further action, and that he should now be allowed to 

get on with the job. He trusted that Committee B would share that view. 

The CHAIRMAN said that, when a similar progress report had been submitted in 1981, the 

Chairman of Committee B, in summing up the review, had expressed his conviction that the 

Committee could trust the Executive Board to continue monitoring the implementation of 
resolution WНА33.17.1 The present report was submitted to keep the Health Assembly informed 
of that ongoing process. The Committee might therefore wish to recommend that the Health 
Assembly take note of the Director -General's report. 

Dr FERREIRA (Mozambique), recalling the interest which her Government had always taken 
in resolution WHA33.17, expressed appreciation of the efforts being made at international, 
regional and national levels for its implementation. 

Referring to the report by the Director -General to the Executive Board on measures taken 
to implement resolution WHA33.17 (document ЕВ69/8), she expressed her delegation's general 
agreement with the section on operative paragraph 6 of the resolution, in particular 
paragraph 24 (WHO's action in countries). Decentralization and strengthening of responsibility 
at national and regional levels should not, however, preclude recourse when necessary to the 

technical competence available at headquarters. In that connexion, the role of the WHO 

programme coordinators was essential and should be strengthened. Her delegation had some 
doubts concerning point (2) of paragraph 24: the placing of an additional public health 
administrator in the programme coordinator's office might be costly, and the adminis- 
trative work in question could be done by the coordinator. Her delegation supported the 
rest of the paragraph, in particular point (3), which should allow greater benefit to be 
derived from the work of WHO field staff. In that connexion, she said that field staff 

should place less stress on "their" programmes and should simply place themselves at the 

disposal of the national authorities to use their competence as they saw fit. 

With regard to paragraph 26 of document ЕВ69/8, she did not fully understand the need 
to establish zone offices, which might by their nature impose an additional bureaucratic 

burden. 

She supported the measures described in paragraph 27 for making the relationship between 
the work of the regional advisers (officers) and the work at country level more effective. 
It would be desirable for regional advisers to move around more within countries so as to 

obtain a first -hand impression of the difficulties involved in certain projects. 

1 Document WHA34/1981/REС /3, p. 288. 



COMMITTEE B: FOURTH MEETING 197 

With regard to the mobilization of extrabudgetary resources (paragraph 29), her 

delegation had already proposed at the thirty -first session of the Regional Committee for 

Africa that the Regional Committee should exert greater control in defining priorities for 

external financing in the African Region. 

Her delegation agreed with paragraph 30 (Managerial support, including information), 

and expressed its gratitude for the initiative taken by WHO. It also agreed in principle 

with paragraph 32 (Staffing), while suggesting that points (1) and (2) in that paragraph 

should be implemented in a flexible manner; the expert potential was not the same in all 

regions and it might be desirable to send specialists from one region to another, Similarly, 

she supported the views expressed in paragraph 35 (Relationships between headquarters and 

the regional offices and among the regional offices). Point (3) of that paragraph was 
particularly important and should be implemented. Staff rotation, as described in 
paragraphs 36 -38, was also desirable and efforts should be continued to implement such 

rotation between regions. She also favoured rapid implementation of the proposal for second- 
ment by governments (paragraph 39). 

Finally, she expressed appreciation of the excellent work done by the Executive Board's 

Working Group and of its report (document ЕВ69/9). Her delegation was particularly interested 
in the comments made on the role of the WHO programme coordinators and supported the measures 
advocated in that connexion in paragraphs 19 -25 of document ЕВ69/9. 

Dr FERNANDO (Sri Lanka) saw WHO's main functions at country level as being support to 

governments in the planning, programming and management of national health work; 
coordination of external resources; collaboration with governments in planning activities where 
WHO was operationally involved; provision of information on and explanation of the resolutions 

of WHO's governing bodies; and - most important of all - promotion of national self -reliance in 

matters of health. The structure of WHO at country level should be such as to facilitate 
those functions. 

The unique constitutional role of WHO as the directing and coordinating authority on 

international health work and on technical cooperation between WHO and Member States should be 
borne in mind at all times. So should the objectives and functional strategies for achieving 
health for all, and the resources required for those strategies. In promoting self -reliance, 
WHO should seek to transfer responsibility for certain functions currently undertaken by the 

Organization to the countries themselves by strengthening national capability for decision - 
making on health strategies, infrastructure, and technical programmes: 

The managerial focal point for WHO's functions should remain, as at present, the WHO 

programme coordinator, who should have the assistance of a technical public health administrator 
as well as administrative support. He could foresee a time when the programme coordinator 
would be a national, having the technical support of a public health administrator of 

international level and administrative support that might be entirely local or both local and 

international. He looked forward to the results of the current experiment in Thailand, where 
the country had been given considerable autonomy in its use of WHO resources. 

His comments were not intended to imply any criticism of Sri Lanka's own programme 

coordinator, who was all that could be desired. However, as WHO's structure developed, changes 

would occur that would be to the benefit of both Member States and the Organization. 

Mr SUGANO (Japan) believed that resolution EB69.R10 should be implemented on the basis of 
existing numbers of personnel and within the currently approved budget: the essential was to 

utilize existing resources as effectively and economically as possible. Decentralization, the 
strengthening of the roles of both WHO and national programme coordinators, and the assignment 

of external staff to supervise those coordinators should all be achieved by the reallocation of 
present human resources, with no increase in personnel. As indicated in paragraph 29 of 

document ЕВ69/8 and section 6 of document ЕВ69/8 Add.l, some WHO functions might be supplemented 
by resources derived from bilateral cooperation. Proposals to reinforce the resources 

constituted by regional advisers or to establish a pool of expertise should, however, be care- 

fully considered with a view to avoiding increases in WHO personnel. 

Mrs DAGHFOUS (Tunisia) welcomed the results achieved so far. The implementation of the 
Global Strategy for health for all in itself implied the reorganization of structures and 
a review of procedures both in the Organization and in Member States. 

Tunisia had already begun the process of reform. A primary health care authority had 
been set up and intersectoral mechanisms were operating. The Health Council brought together 

representatives of most of the economic and social sectors aid those sectors were also 

represented on regional health committees. There had been close collaboration with sectors 
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other than health in drawing up Tunisia's next five -year health plan. In the implementation 
of certain aspects, e.g., the sanitation programme, other sectors were playing an active role. 
Local communities were being involved in the development and management of primary health care 
structures. But restructuring at national level would have only a limited impact if it was 
not accompanied by similar reforms in WHO's structures. Decentralization to the regions must 
be followed by decentralization to the countries, considered as full partners in the 
implementation of the Global Strategy for health for all. The role of the WHO programme 
coordinators and of senior national staff must therefore be strengthened to permit optimum 
utilization of WHO resources through their management. 

Strengthening of the regional role would intensify technical cooperation among countries 
of individual regions, which must however be complemented by interregional cooperation, 
especially between developed and developing countries, with a view to a more equitable 
distribution of resources. 

Mr BOYER (United States of America) said that many of the important structural and 
functional issues relating to headquarters had already been discussed and it was time to give 
increasing attention to the country level. His delegation was concerned at the magnitude and 
complexity of the task facing the WHO programme coordinators in translating the strategies for 
health for all into practical programmes, a task that might well have been underestimated. 
WHO should give its programme coordinators continued and systematic support. He would even 
propose that the next organizational study of the Executive Board might take as its theme: 
"Managerial issues relating to the role of the WHO programme coordinator in promoting health 
for all". 

Dr ARSLAN (Mongolia), while appreciating the need to decrease the volume of conference 
documentation, nevertheless thought that a progress report to the Health Assembly on such an 
important subject as the structure of the Organization might have run to more than two pages. 
The matter had been important enough to figure on the agendas of the Health Assembly, the 
Executive Board, and the regional committees for the last few years. 

The Director -General's statement to the sixty -ninth session of the Executive Board that 
resolution WHA33.17 was being implemented as requested was fully justified. He himself could 
confirm it in the case of the South -East Asia Region, where the subject had been discussed at 
the thirty - fourth session of the Regional Committee. In addition, Technical Discussions had 
been held on the theme, "The role of ministries of health as directing and coordinating 
authorities on national health work ". A regional structure study group had examined the 
matter from the angle of improving cooperation between the Regional Office and Member States. 

The Board's Working Group had made a point of considering improvements in cooperation 
between the Secretariat and Member States at country level. His delegation supported the 
conclusions and recommendations of that Working Group, in particular as regards the role of 
the WHO programme coordinators. But he would underline once again that excessive - 

especially unilateral - decentralization must not diminish the role of WHO's highest policy 
organ, the Health Assembly. 

Mongolia had taken an active part in regional discussions on the matter, and the 
Ministry of Health had reviewed its status in relation to national strategies for health for 

all. The establishment of a standing national committee to ensure effective intersectoral 
cooperation was being considered; a number of sections and departments of the Ministry were 
being expanded; a research department had been set up; and closer working contact had been 
established with the WHO programme coordinator and his staff. 

He drew attention to the slow progress in the implementation of resolution WHA29.38 
(providing for an increase in the number of members of the Executive Board) and hoped that 
measures could be taken to speed up the acceptance of amendments to the Constitution. 

Professor MALLA (Nepal) laid emphasis on strengthening the role of the WHO programme 
coordinators: increased authority must be delegated to them if the strategies for health for 

all were to be properly implemented. 

Dr GALAHOV (Union of Soviet Socialist Republics) emphasized the importance of the study 

of WHO's structures and the implementation of resolution WHA33.17. At its sixty -ninth 

session, the Executive Board had been presented with a detailed progress report. While he 
appreciated that most of the measures were at an initial stage of implementation, the mere 
fact that the resolution was being put into operation required approval. He therefore 
regretted that the report to the Health Assembly did not include greater detail. Operative 
paragraph 6(5) of resolution WHAЗЗ.l7 had requested the Director - General to keep the 
governing bodies fully informed of progress. 
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In connexion with the statement in paragraph 1 of document А35/13 (second sentence) 

which had been referred to by the Chairman, he asked whether an expression of conviction on 

the part of a chairman of one of the main committees could replace a decision taken by the 

Health Assembly or the position it adopted. 

The CHAIRMAN said that his own experience in the South -East Asia Region convinced him 

that the role of the WHO programme coordinator would have to be strengthened. The less 

developed the country in which the coordinator worked, the greater was the need for 
high -calibre staff. Good management capabilities would be required daily if Member States 
were to be adequately assisted in coordinating resources and establishing effective, viable, 
and relevant plans of action. Moreover, regional committees and regional offices would have 
to become increasingly sensitive to the realities pertaining in Member States if they were to 
play a meaningful role. 

An annual review of the implementation of resolution WHA33.17, while reassuring, was not 

enough. Restructuring was not as simple as it might appear and, in view of the rapid changes 
taking place, countries should take a constant and serious interest in the progress of that 
restructuring. 

Dr COHEN (Director -General's Office) thanked delegates for their comments, which the 

Director -General would take into account in his continuing review of the implementation of 
resolution WHA33.17. At the conclusion of the seventieth session of the Executive Board, 
the Director -General would be meeting the Regional Directors and the Assistant Directors - 
General; one of the main issues to be discussed was how best to further the implementation of 
that resolution and in particular how best to strengthen WHO's activities in countries, 

including the role of the WHO programme coordinators. 

In answer to the delegate of the Soviet Union, he said that the Director -General, as 

requested in resolution EB69.R10, would be reporting to the Executive Board as part of his 

report on the implementation of the Global Strategy for health for all. The report 

presented to the Thirty- fourth World Health Assembly had contained a detailed plan of action 

for implementing resolution WHА33.17. The Board had reviewed progress and had reached the 

conclusion that the plan was being carried out faithfully. A further detailed report to the 

Thirty -fifth World Health Assembly had not appeared to be necessary. In future the 

Director -General would report to the Executive Board as part of his report on the 

implementation of the Global Strategy. That information, together with the Board's comments, 

would be forwarded to subsequent Health Assemblies. Far from wishing to withhold information, 

the Director -General was making every effort to inform regional committees, the Executive 

Board, and thereafter the Health Assembly of progress achieved. 
At the Thirty - fourth World Health Assembly the Chairman of Committee B, with the approval 

of that Committee, had felt that the Executive Board - which had the constitutional function 

of giving effect to the policies of the Health Assembly - should be active in monitoring the 

implementation by the Director -General of the plan of action. The Executive Board had done 
that. He reiterated that all future reports by the Director -General on the matter would be 

monitored by the Board and would be subsequently transmitted to the Health Assembly. 
He noted the proposal by the delegate of the United States that the Board might choose 

as the subject for its next organizational study the management functions of the WHO 

programme coordinators. The decision was one for the Executive Board. He recalled, however, 

that it was an earlier organizational study, entitled "WHO's role at the country level, 

particularly the role of the WHO representatives ", that had given rise to the study on WHO's 

structures. 

The CHAIRMAN invited delegates to note the Director -General's progress report, in the 

knowledge that the Executive Board would continue to monitor the implementation of 
resolution WHА33.17 as previously decided. 

Decision: The Committee recommended that the Health Assembly should take note of the 
progress report by the Director- General on the study of the Organization's structures 
in the light of its functions - implementation of resolution WHА33.17 (document А35/13). 

The meeting rose at 13h00. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
decision WHА35(9). 
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Monday, 10 May 1982, at 9h30 

Chairman: Mr N. N. VOHRA (India) 

ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD: Item 36 of the Agenda 

Regulations for expert advisory panels and committees (implementation of recommendations of 

the organizational study on the role of WHO expert advisory panels and committees and 

collaborating centres in meeting the needs of WHO regarding expert advice and in carrying out 
technical activities of WHO): Item 36.1 of the Agenda (Resolutions WHA33.20, para. 4(1), 

and EB69.R20; Document А35/15) 

Dr LAW (representative of the Executive Board), introducing the Director -General's report 
submitting a draft text of new regulations for expert advisory panels and committees 
(document А35/15), recalled that in May 1980 the Thirty -third World Health Assembly had 
requested that new regulations be drawn up to govern WHO's mechanisms of expert consultation 
and institutional collaboration (resolution WHA33.20). Accordingly, draft new regulations had 
been submitted to the Board at its sixty -ninth session in January 1982. They had been 
presented in two parts, the first set of regulations covering study groups, scientific groups, 
collaborating institutions and other mechanisms of collaboration, and the second covering 
expert advisory panels and committees. 

Since study groups, scientific groups and collaborating institutions were normally the 
concern of the Board, the draft regulations applying to them had been considered and approved 
by the Board in resolution EB69.R21. However, since expert advisory panels and committees 

normally concerned the Health Assembly as well as the Board, the Board was transmitting the 

text of the draft regulations on them to the Assembly for approval. It recommended to the 

Assembly the adoption of the draft resolution contained in resolution EB69.R20. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that in general he found the text of 

the new regulations acceptable. However, he had a few drafting amendments to suggest. In 

paragraph 3.2, a reference should be made to equitable geographical representation, as had been 

done in the earlier text. WHO was not only a professional organization but also an 

intergovernmental organization, and thus in the selection of members of panels the principle 
of proper geographical distribution should be respected. Secondly, he proposed that in 
paragraph 4.5, the phrase "as far as possible" should be deleted; since WHO had over 150 Member 

States, and expert committees had only 10 or 12 members, it should not be difficult to select 

consultants and advisers from countries not represented on a committee's membership. Finally, 

he proposed that in paragraph 4.8 the phrase "by the Director -General" in the second sentence 

should be deleted. 

Dr BEAUSOLEIL (Ghana) found the draft text of the new regulations a great improvement on 

the earlier text. However, he would appreciate some clarification on paragraph 4.10. If he 

was correct in assuming that an expert subcommittee could only be established on the directives 

of the Health Assembly or the Executive Board, considerable delays would be likely to arise. 

If an expert committee were to decide in June that it needed to set up a subcommittee to examine 

certain problems, it could be prevented from doing so under the proposed regulation until the 

Board had met in January of the following year, or even until the Health Assembly had met in 

May. 

The DEPUTY DIRECTOR -GENERAL, replying to the questions raised, said that the point made by 

the USSR delegate was already covered implicitly by paragraph 4.2, which stated that selection 
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should take into account "the need for adequate representation of different trends of thought, 

approaches and practical experience in various parts of the world, as well as for an appropriate 

interdisciplinary balance ". There would be no objection, however, to the inclusion of a 

reference to equitable geographical representation in paragraph 3.2. 

On the point raised by the delegate of Ghana, what happened in practice was that expert 

committees did take the initiative in setting up subcommittees on a temporary basis to deal 

with particular problems. However, for a subcommittee with a longer life -span, the decision 

would need to be taken by the Board. A great deal of flexibility was normally given to expert 

committees in setting up the machinery they needed to carry out their work. With regard to 

the USSR delegate's comment on paragraph 4.8, here too the aim was to allow for the greatest 

possible flexibility and room for manoeuvre. 

Dr BROYELLE (France) had no special comment to make on the draft text of the new 

regulations, which reflected the discussions that had taken place in the Health Assembly. 
However, she asked why the regulations for study and scientific groups, collaborating 

institutions and other mechanisms of collaboration were not also being considered by the 

Committee, since a resolution on those regulations (EB69.R21) had also been adopted by the 

Board. 

The DEPUTY DIRECTOR- GENERAL said that study and scientific groups were usually fairly 

informal in character and had for a long time been the concern of the Executive Board, which 
had therefore itself approved their regulations. 

Dr BROYELLE (France) realized that such groups were informal, and that their conclusions 

were not mandatory; nevertheless, the regulations concerning them had also been the subject 

of an Executive Board resolution. Her question had been whether the Health Assembly ought not 
to ratify that resolution at the same time as resolution ЕB69.R20 covering the regulations for 
expert advisory panels and committees. 

The DEPUTY DIRECTOR -GENERAL said that that question was for the Committee itself to decide. 

He again stressed the need for allowing maximum flexibility. 

The DIRECTOR - GENERAL said that all were aware how the mechanisms in question had arisen 

during the course of WHO's history. For the establishment of study groups, in particular to 

meet the frequently urgent need to find people able to handle a subject which could not await 

the establishment of an expert committee or was not ripe for such a committee, special 

flexibility had been granted to the Director -General. Scientific groups called for even 

greater flexibility as, for instance, in the case of the recent WHO Scientific Group on 

Interferon Therapy (March 1982); in dealing with such a subject it was essential to obtain 

people with the most recent knowledge available. The Executive Board had included those 

different types of groups in the same resolution. 

He assured the Committee that he would apply the fundamental rules applicable to expert 
committees to those other expert groups. He hoped the Health Assembly would also endorse 
resolution EB69.R21 of the Executive Board. 

Mr BOYER (United States of America), pointing out that the process of developing the new 
regulations had continued for some five years and that the Executive Board had frequently 
revised them, assured the delegate of the USSR that the question of geographical representation 
had been fully debated. The Committee should not now try to amend the regulations. It should 
either reject them and refer them back to the Executive Board for further revision or should 

adopt them as they stood. 

The DEPUTY DIRECTOR- GENERAL re- emphasized that view. The Executive Board had 
scrutinized every issue raised and had done everything possible to satisfy all exigencies with 
the aim of increasing speed and efficiency. Nevertheless, the Director -General and the 
Secretariat would coitinue to reappraise the regulations. He appealed to the Committee to 
give them a trial. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that the Executive Board, which had 
30 members, had done its work well. However, all 157 Member States were represented on the 

Committee. At what stage were States that had not designated members of the Board supposed to 
contribute to the drafting process, especially when their proposals did not reduce flexibility, 
but on the contrary strengthened it? 
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The DIRECTOR- GENERAL, referring to the USSR delegate's first proposed amendment, said 
that the phrase "to ensure that the panels have the broadest possible international 
representation in terms of diversity of knowledge, experience and approaches ", in paragraph 3.2 
of the draft text, seemed to him to express the notion of geographical distribution. As 
regards the USSR delegate's concern with the expression "as far as possible ", in paragraph 4.5, 
WHO's experience over the years had shown that it would not always be possible to appoint 
consultants and temporary advisers from countries not represented on the expert committee's 
membership. In order to have the full impact of contemporary knowledge and expertise, it 
was sometimes indispensable to draw those persons from countries that were already represented 
in that membership. He assured the Committee that any freedom afforded him would not be 
abused. 

As regards the USSR delegate's third proposal, he could agree to the deletion of the 
phrase "by the Director -General" in the second sentence of paragraph 4.8. With that small 
amendment, he hoped the Committee could adopt the regulations as they stood. 

The CHAIRMAN, summing up the debate, proposed that the assurances provided by the 
Director -General and the Deputy Director- General should be accepted and that the new regulations 
should be given a fair trial. If experience proved that they failed to meet the needs of 
countries - especially of developing countries - they could always be referred back to the 
Executive Board at a later date. 

He drew attention to resolution EB69.R20, whereby the Health Assembly was formally invited 
to adopt a draft resolution approving the regulations for expert advisory panels and committees. 
To take account of the suggestion of the delegate of France, he proposed that a second operative 
paragraph could be added to the resolution, reading: "Endorses resolution EB69.R21 concerning 
the regulations for study and scientific groups, collaborating institutions and other mechanisms 
of collaboration ". The Director -General and Deputy Director -General had assured him that they 
saw no difficulty in that procedure. 

The draft resolution proposed by the Executive Board in resolution ЕBб9.R20 was approved, 
with the above amendment." 

Future organizational studies: Item 36.2 of the Agenda (Document ЕВ69/1982/REС/1, 
resolution EB69.R11 and Annex 3) 

Dr LAW (representative of the Executive Board) recalled that, during the sixty -fifth 

session of the Executive Board (January 1980), a number of questions had been raised regarding 
organizational studies carried out by the Board. It had consequently been decided to set up 

a working group of members of the Board to study those issues and to provide the Board 
with recommendations on which it could base its decisions on its future organizational studies. 

The Working Group had been asked to consider: whether the selection of a subject for, and the 

initiation of, a new organizational study should proceed as a routine matter; the desirable 

periodicity of such studies; the impact of such studies in the past and the number of 
relevant recommendations that had been implemented; and the costs, including expenditure of 

time and effort, incurred in carrying out such studies. 

The results and recommendations of the study by the Working Group had been submitted to 
the Executive Board at its sixty -ninth session; the report was reproduced in document 

ЕB69/1982/ REС/1, Annex 3. 

The Working Group had concluded that there was sufficient evidence to show that the 

Board's organizational studies had been a useful tool in assisting the Board to increase 

its involvement and understanding of the day -to -day functioning of the Organization, and that 

a large number of ideas, options and recommendations from past studies had found their way 

into WHO's policies. On the other hand, the Group had felt that, in past organizational 

studies, the involvement of regions and countries had not always been optimal, and that studies 

had sometimes largely been limited to Secretariat activities, with insufficient participation 

by Board members. 

In the light of those conclusions, the Working Group had recommended that organizational 

studies should continue to be carried out by the Executive Board, but only as and when the 

Board faced important problems which could not be properly analysed by any other means; that 

they should not become a routine matter, and there was therefore no need for the subject to be 

placed on the Board's agenda on every occasion; and that, before deciding on a new 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA35.10. 
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organizational study, it should be considered whether there was an alternative way to deal with 

the problem. 
Three criteria were considered helpful in deciding on the need for a new organizational 

study: first, the relevance to the "Health for all" goal of the subject proposed for study; 

secondly, the importance of the proposed study for the structure and functioning of the 

Organization; and thirdly, the presence of new trends or phenomena on the world health scene, 
requiring a well -prepared response and action by WHO. 

After thorough discussion of those conclusions and recommendations, the Executive Board 

had decided to recommend to the Health Assembly the adoption of the draft resolution contained 

in resolution EB69.R11. 

Mr SUGANO (Japan) expressed appreciation of the Working Group's conclusions and his 
support for the draft resolution. 

As WHO had to make every effort to cater for new public health trends and demands and to 

improve its administrative efficiency, it was essential, as indicated in the report, for 

future organizational studies to be undertaken immediately when deemed necessary. He hoped 

the Secretariat would take careful note of the point and would remind the Executive Board of 

the various aspects of the problems WHO would be facing. 

Dr GALAHOV (Union of Soviet Socialist Republics) asked three questions. First, had there 
been any cases in which working groups responsible for making organizational studies had not 
always proceeded rationally or had wasted time? Secondly, had any cases been observed in 

which, as a result of an organizational study, the topic had become much more important for 
WHO's activities than had been assumed at the time it was selected for study, and had it always 
been possible to predict the results? Thirdly, by whom - and how - would it be decided what 
was the most economical way of solving a particular problem that might call for an organiza- 
tional study or some other measure; and what alternative courses might there in fact be? 

The DIRECTOR- GENERAL, replying to the first question raised by the delegate of the USSR, 
said that the manner in which an organizational study was dealt with managerially was not a 
matter for decision by the Secretariat, which had always brought to the attention of the 
Executive Board, and discussed with that body, the kind of framework desired in order to carry 
out the organizational study in question in a °democratic way. Earlier, the studies had been 
Secretariat studies, and had been submitted to the Board for its endorsement or otherwise. 
As part of the process of democratization, it had been urged that Board members should identify 
themselves with their own organizational studies, with the Secretariat's support. There 
would be variations from subject to subject: in the case, for example, of the study on WHO's 
role at the country level, including the role of the WHO programme coordinator, there would be 
a different set -up from that required when dealing with such a topic as headquarters structures. 
Each case should be discussed openly with the Executive Board, which should decide on the 
managerial approach it wished to adopt. 

The USSR delegate's second question was not entirely clear. As he interpreted it, it 
concerned the results of individual organizational studies. There had been some organiza- 
tional studies, such as the one leading up to the Alma -Ata Declaration on Primary Health Care, 
that had been of the most fundamental significance for WHO, whereas others had been more of an 
internal administrative nature. The studies would obviously, therefore, have different 
impacts. 

He understood that, by his third question, the USSR delegate wished to know who was to 
decide whether or not a particular organizational study should be carried out, what its 
subject should be, and how it should be dealt with managerially. Those decisions rested with 
the Executive Board. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that his delegation greatly 
appreciated the efforts of the Working Group, and welcomed the recognition that previous 
organizational studies had been useful analytical tools in the work of WHO. The Executive 
Board should continue to carry out such studies. However, the resources required for 
organizational studies were somewhat excessive. In recent years, the Board had frequently 
begun a new study before the previous one had been completed. That practice should be 
avoided in the future, since it could be wasteful. 

Reverting to the first question he had raised, he asked whether any past studies had 
proved unnecessary or unproductive. If not, the words "only when it considers that such a 
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study is desirable ", in operative paragraph 1 of the draft resolution before the Committee, 
should be deleted, as they appeared to imply that unnecessary studies had been conducted in the 
past. Secondly, the examination referred to in operative paragraph 2 should take place in the 
course of consideration of a particular subject, and not before its selection. Lastly, a 
further paragraph should be inserted, requesting the Executive Board to approve topics for new 
organizational studies only after previous studies had been completed, so that no two studies 
were carried out simultaneously. 

Dr SEBINA (Botswana) observed that the phrase "only when it considers that such a study 
is desirable ", in operative paragraph 1 of the draft resolution, took into consideration the 
desirability or otherwise of following a particular study by a further study, the relevance of 
any proposed further study, and whether or not alternative methods could be found. The aim 
of the paragraph was to avoid the situation that had previously existed, in which studies had 
been carried out as a matter of routine and the item had appeared annually on the Board's 
agenda. There was also merit in trying to involve the regions and to bring more democracy 
into the studies. 

Dr LAW (representative of the Executive Board) said that the delegate of Botswana had 
helped to clarify the Board's intention in recommending the draft resolution for adoption. 

The Working Group set up to examine the question of organizational studies had been 
established precisely because the preparation of such studies had become a routine item on the 
Executive Board's agenda; because of the tendency to feel that some action had to be taken 
under the item, one organizational study almost inevitably followed upon another. The 
Executive Board had felt that, although the studies had definitely been useful, they were also 
expensive in terms of the time spent on them by the Secretariat and members of the Board and 
that they should therefore be undertaken only when they appeared to be justified on the basis 
of the sort of criteria she had mentioned earlier. In any case, alternative methods of 
dealing with subjects should be used if they were found to be more cost -effective. 

The proposal that no organizational study should be undertaken until the previous one 
had been completed was a little disturbing, since it was possible to envisage circumstances 
in which one study was nearing completion and another might appropriately be started; such 
circumstances would, however, be rare. 

The DIRECTOR- GENERAL suggested that operative paragraph 1 should be deleted, since 
operative paragraph 2 contained all the necessary points concerning future organizational 
studies. Thus all delegations' misgivings would be allayed and no criticism of past 

organizational studies would be implied. Nevertheless it was clear, as Dr Law had pointed 
out, that the work done under some organizational studies in the past could have been 
performed more economically by using other procedures available to the Organization. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that, if operative paragraph 1 

were deleted, the main conclusion reached by the Board's Working Group would disappear. He 

therefore suggested that the paragraph should be retained, but with the deletion of the words 
"by the Board only when it considers that such a study is desirable "; that would avoid any 
indirect criticism of the Executive Board. 

He reiterated that in the past the Executive Board had, on a number of occasions, been 

engaged in two organizational studies simultaneously, thereby creating difficulties for both 

the Board and the Secretariat; such situations ought not to occur. 

The CHAIRMAN thought that if operative paragraph 1 were to be retained only as far as 

the word "conducted ", it would be rendered more or less meaningless and should therefore be 

deleted altogether. 

The DIRECTOR- GENERAL agreed with the Chairman: to proceed in the manner suggested by 
the USSR delegate might have the effect of removing the very substance of operative 
paragraph 1 - namely, that organizational studies should be conducted only when desirable. 

The USSR delegate's second point concerning the need to avoid imposing undue stress on the 
Executive Board and the Secretariat by ensuring that not more than one organizational study 

was carried out at the same time would probably be covered by a judicious application of 
subparagraphs (1) and (2) of operative paragraph 2. 
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Dr GALAHOV (Union of Soviet Socialist Republics) said that he had no objection to the 

deletion of operative paragraph 1 and had wanted to retain part of it only out of a desire 

that the Committee should express its appreciation of the work done by the Working Group and 

the Executive Board. The text of operative paragraph 2, which would then become operative 

paragraph 1, would be improved if in the first line the word "before" were replaced by the 

words "in the course of "; that change would represent a more accurate reflexion of the 

process intended. 

The DIRECTOR -GENERAL said that the words "on the understanding that in principle not more 

than one study should be conducted at a time" could, if necessary, be added at the end of 

operative paragraph 2(1), bearing in mind that, as Dr Law had pointed out, a situation might 

arise in which two organizational studies needed to be carried out simultaneously. 

Dr SEBINA (Botswana) said that it was not clear to him what precise amendments were being 

proposed. 

Dr GALAHOV (Union of Soviet Socialist Republics) confirmed that he had agreed to the 

Director -General's suggestion that operative paragraph 1 should be deleted and that he had 

also proposed that the word "before" should be replaced by the words "in the course of" in the 

first line of operative paragraph 2. Since his proposal that not more than one organizational 

study should be conducted at the same time would unduly restrict the Secretariat, he withdrew 

his amendment to that effect. 

The CHAIRMAN suggested that the text of the draft resolution should be adopted as it 

stood without any formal amendment. 

Dr GALAHOV (Union of Soviet Socialist Republics) inquired whether operative paragraph 1 

was to be retained or deleted and whether the word "before" in operative paragraph 2 was to 

be replaced by the words "in the course of ". 

The DIRECTOR- GENERAL said that he had suggested the deletion of operative paragraph 1 

in order to meet the wishes of the USSR delegate. He now suggested that in the first line of 

operative paragraph 2 the word "before" should be replaced by the word "when ". 

Dr GALAHOV (Union of Soviet Socialist Republics) agreed to that suggestion. 

The CHAIRMAN suggested that the Committee should approve the draft resolution as it 

stood, with the proviso that in operative paragraph 2 the word "before" would be replaced by 
the word "when "; operative paragraph 1 would be retained in its entirety. 

The draft resolution, in the form finally suggested by the Chairman, was approved.' 

The meeting rose at 11h05. 

1 

Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA35.11. 



SIXTH MEETING 

Monday, 10 May 1982, at 14h30 

Chairman: Mr N. N. VOHRA (India) 

TRANSFER OF THE REGIONAL OFFICE FOR THE EASТЕRN MEDITERRANEAN: Item 35 of the Agenda 
(Resolutions WНАЗ4.11, para. 3(1), and EB69.R15; Documents А35/14 and А35/INF.DOC./5) 

The CHAIRMAN recalled that the Thirty- fourth World Health Assembly, in resolution W1А34.11 
had requested the Director -General to initiate action in the matter as contained in 
paragraph 51 of the Advisory Opinion of the International Court of Justice and to report the 

results to the Executive Board at its session in January 1982 for consideration and recommenda- 
tion to the Thirty -fifth World Health Assembly. Resolution EB69.R15 reflected the Executive 
Board's deliberations on the issue; document А35/141 contained the report of the Director - 

General on the action taken since the Board's sixty -ninth session; document A35/INF.DOC./51 

contained a communication submitted for the information of the Health Assembly at the request 

of the delegation of Egypt. In addition, three draft resolutions had been tabled on the 

subject. 

The first, sponsored by the delegations of Afghanistan, Bahrain, Democratic Yemen, 

Djibouti, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, Qatar, Saudi Arabia, Somalia, 

Syrian Arab Republic, Tunisia, United Arab Emirates, and Yemen, read: 

The Thirty -fifth World Health Assembly, 
Recalling resolution EM/RC -SSA 2/R.1 of Sub -Committee A of the second special 

session of the Regional Committee for the Eastern Mediterranean deciding on the transfer 
of the Regional Office from Alexandria to Amman;2 

Referring to resolution W1А33.16 on the transfer of the Regional Office for the 

Eastern Mediterranean from Alexandria; 
Having taken cognizance of the Advisory Opinion of the International Court of 

Justice dated 20 December 1980 on the interpretation of the Agreement of 25 March 1951 
between the World Health Organization and Egypt; 

Noting resolution W1А34.11, in which the Director -General was requested, inter alia, 
to initiate action as contained in paragraph 51 of the Advisory Opinion of the 

International Court of Justice of 20 December 1980; 

Noting resolution EB69.R15, adopted by the Executive Board at its sixty -ninth 

session, in which the Director -General aid the Government of Egypt were requested to 

continue their consultations in accordance with the whole of paragraph 51 of the Advisory 
Opinion of the International Court of Justice; 

Considering that every organization has the right to choose the site of its 

headquarters or of its offices and to transfer them elsewhere; 

Noting the difficulties preventing the Regional Office from fulfilling the functions 

assigned to it under the Constitution of the World Health Organization, to the detriment 

of the Organization's programmes in the Eastern Mediterranean Region and of joint 

activities with other regions; 

Bearing in mind that the Member States of the Region have decided to cover the full 

cost of the transfer of the Regional Office to Amman, and the increased recurring annual 
costs for a period of five years; 

1. DECIDES to transfer the Regional Office for the Eastern Mediterranean from 

Alexandria, Arab Republic of Egypt, to Amman, Hashemite Kingdom of Jordan; 

1 Reproduced in document WHA35/1982/REС/1, Annex 2. 

2 Document WHA33/1980/REС/1, p. 67. 
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2. REQUESTS the Director -General to implement this decision within a period not 

exceeding six months from the present date; 

3. AFFIRMS that the Regional Office staff will retain their posts at the new site so 

that the Office will continue to benefit from their experience and so as to ensure that 

their legal rights are respected. 

The second draft resolution was sponsored by the delegations of Belgium, Central African 
Republic, Colombia, Federal Republic of Germany, Ivory Coast, Luxembourg, Malawi, Norway, 
Peru, Swaziland, Tonga, and Zaire. It read: 

The Thirty -fifth World Health Assembly, 
Recalling decision WHA32(19) and resolutions WHА33.16 and WHA34.11; 
Noting the report of the Working Group established by Executive Board decision 

ЕВ64(1) ; 

Having received the report of the Director -General on the consultations he has 
undertaken with the Government of Egypt in accordance with resolutions WHА34.11 and 
EВ69.R15; 

Considering that a decision to relocate a regional office is of such importance and 
complexity that it requires a comprehensive study on the objective need for and utility 
of such a step as well as its implications for the Organization and the Member States; 

1. REQUESTS the Director -General to prepare and submit to the Thirty -sixth World 

Health Assembly a comprehensive study on all the implications and consequences of 

relocating the Regional Office for the Eastern Mediterranean from its present site in 

Alexandria to another site in the region, including inter alia a description of the 

advantages and disadvantages of any such decision, aid of all related financial, legal, 

technical and institutional implications for the World Health Organization and its 

Member States; 

2. AUTHORIZES the Director -General to use, as he may deem necessary, experts in 
preparing the above -mentioned study; 

3. REQUESTS further the Director -General to continue to take whatever action he 
considers necessary to ensure the smooth operation of the technical, administrative and 

managerial programmes of the Regional Office for the Eastern Mediterranean. 

The third draft resolution was sponsored by the delegations of Botswana, Rwanda, Samoa, 

and Zambia, and read: 

The Thirty -fifth World Health Assembly, 
Having considered the report of the Director -General; 
Believing that at this juncture of the Organization's life, when all Member States 

are striving towards attaining the social goal of health for all by the year 2000, they 
should benefit to the maximum extent possible from the partnership with their Organiza- 
tion in this endeavour; 

1. REQUESTS the Director- General and the Government of Egypt to continue, in compliance 
with resolutions WHА34.11 and EB69.R15, their consultations in accordance with the whole 
of paragraph 51 of the Advisory Opinion of the International Court of Justice of 
20 December 1980; 

2. EXPRESSES its appreciation to the Director -General for the measures so far taken 
to ensure as far as possible the effective implementation of health programmes in the 
Region; 

3. AUTHORIZES the Director -General to initiate further ad hoc temporary arrangements, 
including the setting up of an operational sub -office in a suitable place in the 
Region, in order to enable all Members of the Region to benefit fully from their 
Organization, especially within the Region, until the consultations referred to in 
operative paragraph 1 above are completed; 

4. REQUESTS the Director -General to report back to the Thirty -sixth World Health 
Assembly on the progress made. 

Before opening the discussion, he would invite the Chairman of the Executive Board and 
the personal representative of the Director -General to provide further information on the 
matter. 
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Dr HIDDLESTONE (representative of the Executive Board) said that, at its sixty -ninth 
session, the Board had considered the report by the Director - General on the consultations he 
had held with the Egyptian Government at the request of the Health Assembly, in accordance with 
the Advisory Opinion of the International Court of Justice. The representatives of Egypt and 
Jordan had been invited to take part in the Board's discussions. The Executive Board had 
also had before it two draft resolutions, one of which was presented by Dr Al- Awadi, the other 
by Dr Law. During the discussion that followed, Dr Al -Awadi had put forward a number of 
amendments to the draft resolution presented by Dr Law. Three of the amendments proposed by 
Dr Al -Awadi had been accepted by Dr Law and the co- sponsors of the draft resolution; some 
other amendments had been rejected; and a change had been made to the initial text, whereupon 
the final text of resolution EB69.R15 had been adopted by consensus. In that resolution, the 
Executive Board expressed its support for the action taken by the Director -General, thanked 
him for his report, and requested the Director -General and the Government of Egypt to continue 
their consultations in accordance with the whole of paragraph 51 of the Advisory Opinion of 
the Court. 

Mr VIGNES (personal representative of the Director -General) said that the meetings held 
in March 1982 had constituted the second stage of the consultations with the Government of 
Egypt with which the Director -General had been entrusted by the Health Assembly and the 
Executive Board in accordance with the Advisory Opinion of the International Court of Justice. 
The report gave an account of those consultations and set out in detail the various legal, 
constitutional, financial and administrative points discussed with the Egyptian Government. 
He was ready to reply to any questions on the matter, but would for the moment merely state 
that, while the principles and guidelines followed during the November 1981 and March 1982 
consultations had been the same, the earlier consultation had only covered subparagraph 51(a) 
of the Advisory Opinion, whereas the later one had dealt with paragraph 51 as a whole. 

The positions which he had taken during the consultations had all been discussed 
previously with the Director -General. He wished to assure the Assembly that the Director - 
General and his personal representative had, in the present difficult situation as in similar 
ones, been guided throughout by the desire to protect and uphold the Organization's interests. 

Mr EL REEDY (Egypt) said that his delegation regretted that the item under discussion was 
still on the Health Assembly's agenda, particularly since the matter stemmed from political 
differences of a transitory nature. The Regional Office for the Eastern Mediterranean had 
been in Alexandria since 1949. Its transfer would affect the interests not of Egypt alone 
but of the entire Organization and the international community as a whole. It was important 
not to set a precedent whereby the provision of regional health services could be influenced 
by political matters - a point which delegations would surely bear in mind. 

As would be seen from the memorandum submitted by his delegation (document AЗ5/INF.DOC./5, 
Annex), Alexandria had been selected as the site of the Regional Office for sound historical 
reasons and as a result of studies carried out on behalf of the Interim Commission of WHO by 
its Chairman, Dr Stampar. The wisdom of choosing Alexandria as the site for the Regional 
Office for the Eastern Mediterranean had been proven through three decades. Since the 

establishment of the Office, Alexandria, as a city, had enjoyed ideal socioeconomic conditions, 

in a climate of peace. For more than three decades, that Office - under the guidance of 
Dr Shousha and later of Dr Taba, who had given 25 years of devoted service - had provided 

excellent services, benefiting from cooperation with Alexandria University and with other 

Egyptian universities and scientific institutions. As the principal port in the only country 

in the Region that was both African and Asian, Alexandria constituted an ideal location for 

the Regional Office. It also benefited from the availability of technicians and general 

service staff. All this was available at the least possible cost in the entire Region. 

The transitory nature of the circumstances in which the demand for relocating the Regional 

Office had been raised was very well known. That fact was recognized even by those who had 

asked for the transfer, and was proved by the political developments and the general trend now 

prevailing in the Eastern Mediterranean Region, which reflected the brotherly relations between 

Egypt and the Arab countries. 
He submitted that it would not only be unwise to transfer the Regional Office, for 

political motives, from a centre with such a background, and where such experience was 

available; to do so would also create an undesirable precedent. There was no guarantee that 
further transfers would not be sought if political circumstances changed again. 

It was also important not to take action which might adversely affect the regional nature 
of WHO's work. Egypt had not allowed political events of a transitory nature, such as the 

severing of diplomatic relations, to prevent it from continuing to provide medical and 
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scientific services to other countries of the Region and to train those countries' students. 

During the consultations with the Director -General pursuant to the Advisory Opinion of the 

International Court of Justice, the Egyptian Government had stressed that the choice of 

location for the Regional Office should be based on health considerations alone, having 

regard to performance capabilities. 

He also underlined that when the countries of a region accepted a certain site for their 

regional office they also undertook a mutual obligation to preserve and maintain that office; 

therefore a question of transfer should not arise for reasons other than related to the health 

objectives laid down in the Constitution of the World Health Organization. 

He appealed to delegations from all the countries of the Region to set aside political 

considerations and act in a desire to promote cooperation in the interests of health services. 

His delegation hoped, for the sake of the wellbeing of the Region's peoples, that the question 

had appeared for the last time on the agenda of the World Health Assembly. 

Dr DLAMINI (Swaziland) commended the Director -General on his prompt compliance with 

resolution ЕВ69.R15 in continuing the consultations with the Government of Egypt concerning 

the possible transfer of the Regional Office for the Eastern Mediterranean. His delegation 

noted with appreciation that a measure of progress had been made at the March 1982 meetings; 

no conclusions had yet been reached, however, and it was to be hoped that everything possible 

would be done to permit a final decision on the matter at the Thirty -sixth World Health 

Assembly. 
The purpose of the second of the draft resolutions tabled was to ensure that the Health 

Assembly would be provided with the further information necessary for such a decision to be 

taken. During preliminary consideration of the matter in 1980, the Assembly had been told 

that a transfer might disrupt WHO's work and seriously hamper regional technical cooperation. 

It had also been informed that, during its visit to what was now proposed as the new host 
country, the Working Group established by the Executive Board had been unable, owing to lack of 
time, to look into all the requirements for the establishment there of the Regional Office. 

The report of the Working Group had mentioned the difficulty of finding suitable personnel, 
particularly French - speaking; and it had been estimated that to provide office accommodation 

similar to that being used by the Regional Office at the time would cost some $ 700 000 

per annum, which raised the question whether a suitable office building might not have to be 

constructed by WHO. 

In his delegation's view, the whole matter required the most serious consideration; 

the Health Assembly must be provided with the fullest financial, legal, technical and 
institutional information before a decision could be taken. That was why his delegation was 
a co- sponsor of the second draft resolution. 

Mr AL- ARRAYED (Bahrain) said that his delegation was concerned that the subject had now 

been under discussion for over three years; it believed that the time had come for the Health 
Assembly to take a decision in order that the health and humanitarian interests of the Region 
should suffer no further. 

The Regional Office existed for the benefit of the Region as a whole, not simply for one 
part of it. His delegation regretted that the reasons for wanting a transfer appeared to be 

seen by some as merely political; in fact, there were sound technical reasons for a move. 

Many of the reasons mentioned by the Egyptian delegation for the original location of the 

Regional Office at Alexandria had been valid at the time, but that choice had been made when 
the Region had only eight or nine Members; the present situation was vastly different. 

A further example of the changed situation was the growth in travel requirements: Alexandria 
had no international airport. Therefore, the technical reasons for the proposed transfer 
should be given due consideration, and the political reasons for the reluctance to transfer 
the Regional Office should be ignored. A speedy solution, even if only of a temporary nature, 
should be sought, in order to end the uncertainty and the consequent adverse effects on the 
provision of health services in the Region. 

Dr HACEN (Mauritania) said that the delays in reaching a decision on the transfer of 
the Regional Office had created serious problems for the countries in the Region. The 
reasons for the proposed transfer had originally been of a political nature, but they were 
increasingly becoming both material (since many countries were excluded from communication with 
the Regional Office) and humanitarian, since it was becoming impossible to carry out regional 
programmes or to intervene in situations which required immediate action - e.g., the floods 
in Democratic Yemen. 
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Reference had been made to the general trend of events in the Eastern Mediterranean Region. 
Those trends - the daily attacks on innocent civilians, the annexation of land belonging to 

others for countless generations, the desecration of holy places, and the bombing of defencelsss 
villages, or even nuclear installations destined for peaceful use - were certainly extremely 
serious. It had been said that that situation was merely transitory, but it had already 
lasted for four years. Set against that background, the paralysis of the Regional Office as 
the result of an unprecedented situation - in which the transfer desired by the majority of 
the Members of the Region was persistently obstructed - should be seen not merely as grave, 
but inadmissible. 

It was true that Egypt was a brother Arab country; and indeed, it provided countries 
throughout the Region with the services of professional, skilled, and unskilled workers. 

But in allowing innocent civilians in neighbouring countries to pay the price of the return 
of its territory, and in depriving other countries of the benefits provided by the Organization 
of which they were all Members, did it not show that its gestures of brotherhood were 

selective? 
His delegation's major concern was, however, that the wishes of the majority of countries 

of the Region should be reflected without further delay in a decision to transfer the 
Regional Office. 

Mr DE BOCK (Belgium), speaking on behalf of the Member States of the European Communities, 
said that the report of the Director -General (document А35/14) covered a number of important 
legal issues, especially in relation to the conditions of the possible transfer of the 

Regional Office. However, it did not answer other questions raised by the Working Group 
established by the Executive Board at its sixty- fourth session. Without a detailed analysis 
of those questions it would be difficult to determine what such a transfer really involved. 

The financial implications of a transfer were another matter requiring elucidation and 
further clarification. Widely varying figures had been quoted, to which would have to be 

added the loss of the capital invested over the years in the Alexandria Office. Updated 

figures were urgently needed, as was a detailed examination of the impact of a transfer on 

staff. 

The countries for which he spoke considered that, even if the expenditure involved were 

to be met by voluntary contributions, such an outlay should not take priority over the 

implementation of the demanding health programmes on which the attainment of the goal of 

health for all by the year 2000 depended. 

They also believed that, in view of the important function the regional offices played in 
the Organization, attention should be drawn to the possible damage a transfer might inflict on 
the fulfilment of the institutional role of the Regional Office for the Eastern Mediterranean. 

A deliberate effort had been made to exclude political issues from the foregoing 

considerations. Hasty decisions should be avoided in the interests of the Health Assembly's 
work. It was to be hoped that a solution acceptable to all could be found. 

Dr ANNANDALE (Samoa) shared the concerns expressed by the previous speaker. More 

specifically, she requested information on the following three points. First, what would 

indeed be the approximate cost of a transfer of the Regional Office? If the sum involved 

proved to be exceedingly high, might it not be better devoted to health projects? Secondly, 
what had been the operating costs of the suboffice that had existed at WHO headquarters for 

the past few years? Thirdly, could a brief outline be provided of recent activities in the 

Eastern Mediterranean Region, despite the existing difficulties: were there any achievements 

or setbacks to be noted; were there any ongoing new health projects; what was the status of 

training programmes, meetings, and so on? 

Mr VALDIVIESO (Peru) said that his country, whose geographical position and sentiments 

of goodwill towards all the Members of WHO enabled it to take an objective and disinterested 

position on the matter, would have preferred the countries of the Eastern Mediterranean 

Region to find a negotiated solution. In the absence of such a solution, and since a firm 

proposal for the transfer of the Regional Office had been tabled, it believed that the Health 
Assembly should be provided with a greater amount of information; and more particularly with 
arguments that would justify the termination of a contractual relationship between the 

Organization and a Member State, the legal basis of which was not called in question and which 

had been in effect for the past thirty years. It also believed that the implications and 

consequences of relocating the Regional Office should be examined further. Without those 
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elements of judgement, any decision that might be taken would almost certainly be based on 

political considerations, and that might not be in the best interests of the Organization as a 

whole. 
For those reasons, his delegation had agreed to co- sponsor the second of the draft 

resolutions before the Committee. 

Dr MARANDI (Iran) noted what appeared to be a general desire to have the Regional Office 

for the Eastern Mediterranean moved from Alexandria. In a position as untenable as that in 

which the Regional Office had found itself for the past three years, no amount of effort 

would make things work. It was therefore hoped that a decision could soon be taken to move 

the Regional Office to a more appropriate place. However, many delegates were concerned about 

the expense of transferring the Office from Alexandria first to one place and then perhaps 
after a while to another. He felt that of the three draft resolutions before the Committee, 
the third (submitted by the delegations of Botswana, Rwanda, Samoa and Zambia) would be the 

most appropriate - provided that it could be amended to the effect that the Regional Office 
should leave Alexandria; that its work should then be taken over by a temporary sub -office, 
which could remain in Geneva pending the carrying out of the requisite studies; and that a 

final decision on the ultimate location of the Regional Office should be taken by agreement 

between all the countries concerned in the following year. 

Dr ROCH (Cuba) said that the present situation was considerably hampering the task of 
WHO in promoting health within the Region. The Health Assembly, bearing in mind the opinion 
of the International Court of Justice and also the health needs of the Region, must come to 

a decision which, her delegation believed, should cater to the interests of the majority of 
the countries of the Region. Her delegation therefore supported the transfer of the Regional 
Office. 

Dr SEBINA (Botswana) said that, before speaking to the draft resolution proposed by his 
delegation and others, he would like to hear the Director -General's answers to the questions 
put by the delegate of Samoa. Any solution proposed might be influenced by those answers; 
for example they might make it possible to propose amendments to an earlier resolution rather 
than put forward a completely new text. 

The DIRECTOR- GENERAL, in reply to the first question asked by the delegate of Samoa, said 

that the cost of transferring the Regional Office from its present location in Alexandria to 

the proposed new site at Amman had been calculated by the Executive Board's Working Group, 

whose report (document WHA33/1980/REС/1, Annex 2) contained all the relevant figures; a 

detailed breakdown of them had been updated and could be made available to delegates if desired. 

Broadly, the figures were as follows (updated to current financial conditions). The cost of 

the transfer in the first year (including the one -time, non - recurring costs) would be $ 3.2 

million; in each of the four years thereafter it would be $ 1.8 million, giving a total 

expenditure over and above what would be incurred at the current location of $ 10.4 million 
over the first five years. 

Secondly, the costs of what had been referred to as the regional operational office in 

Geneva (set up two years previously) did not represent any additional financial burden to 

Member States since that operational facility had been provided by transferring one professional 

category staff member from Alexandria to Geneva; he was assisted by four secretaries. 

Thirdly, the particular constraints of the present situation in the Eastern Mediterranean 
Region had led him to offer his good offices to the Health Assembly to try to prevent any 
serious breakdown between the Member States concerned and WHO. The Health Assembly had 
accepted that offer, and every effort had been made to maintain cooperation between Member 
States of the Region and the Organization. A special programme had been developed that was 
operating from the Director -General's Office and had enabled the technical side of cooperation 
activities to be maintained to a certain extent. However, although technical cooperation had 
gone forward, what might be called the political side of health activities had not been so 

successful. It had not, for example, been possible to convene the Regional Committee and 
certain other meetings. 

Dr TAPA (Tonga) said that the proposed transfer of the Regional Office was not only a 
difficult and complex matter: his delegation had found it a particularly painful one ever since 

it had first been raised. Asa co- sponsor of the second draft resolution (submitted by the 
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Belgian and other delegations), he was not yet fully convinced of the need for the transfer 
and would thus emphasize operative paragraph 1 of that draft resolution, urging the need for a 

comprehensive study. 
He believed that the whole was more important than its parts, and that there would be no 

regional offices if the World Health Organization did not exist. His concern was that WHO 
might be prevented from carrying out its unique humanitarian and health functions if disruptive 
forces were brought to bear upon it. He urged the Assembly to make haste slowly, coming to 
its decision patiently and wisely. Time alone would perhaps be the saving factor. 

Dr ANNANDALE (Samoa) said that she could not accept a draft resolution that did not 
reflect some evidence of compromise, fairness, and rational action. Undoubtedly all 
delegations at the present Health Assembly would wish to see a peaceful and reasonable 
atmosphere prevail so that they could work together to achieve their cherished goal of health 
for all. The sort of politics that had recently been encroaching on the Organization's work 
was likely to impede its progress and retard the achievement of that goal; to counter that 
encroachment the Health Assembly's action must be prompt, rational, consistent, and unbiased. 

Her delegation's decision to co- sponsor the third draft resolution was based on a wish for 
justice and fair play, a desire for peace and understanding, and a deep conviction that the 

overriding considerations of delegations should be to achieve the goal of health for all. 

She therefore hoped that the Committee, in a spirit of compromise, would approve the third 
draft resolution. 

Dr SEBINA (Botswana) thanked the Director -General, in a difficult and protracted 

situation, for his efforts to ensure that health programmes reached the people of the 

Eastern Mediterranean Region. Although it had not been possible to convene the Regional 

Committee and certain other meetings, some laudable work had been done through the suboffice 

in Geneva. 

Differences between the Members of one Region should not be allowed to disturb the 
brotherly relations between the Member States of WHO as a whole or counter their desire to 

pursue the aims of health for all. The co- sponsors of the third draft resolution also saw 

merits in the draft resolution submitted by the Belgian and other delegations. He believed 

that a dialogue between the two groups of sponsors could result in a single text that would 

help calm the emotional and divisive feelings aroused by the subject under discussion. 

Dr BRYANT (United States of America) expressed regret that a draft resolution had been 

introduced calling for the transfer of the Regional Office at a time when it seemed that the 

countries of the Region might no longer insist on such a political step. Discussions between 

WHO and the host country, together with other considerations, made it clear that the transfer 

of the Regional Office would involve complex financial, logistical, legal and technical issues 

which had still to be clarified. His delegation therefore supported the second draft 

resolution. It could not support any proposal to set up an interim or subsidiary office because 

(1) such a measure was unnecessary, since headquarters provided supportive functions; (2) the 

decision would explicitly acknowledge the validity of the proposal to move the Regional Office; 
(3) Article 44 of the WHO Constitution specified that there should not be more than one regional 

office in each area; and (4) confusion would result from any attempt to have a subsidiary 

office to assume functions properly carried out by the Regional Office. The Health Assembly 

should place its confidence in the Director -General's continuing with arrangements to ensure 

services to the people of the Region, as specified in resolution WHA34.11 and in the second 

draft resolution before the meeting. 

He endorsed the proposal of the delegate of Botswana for a compromise between the second 

and third draft resolutions. 

Mr PAQUET (Canada) supported the proposal of 

draft resolutions. Both contained elements which 

also giving rise to a number of reservations. He 

emerge in a form which would be acceptable to the 

the delegate of Botswana to marry the two 

his delegation was able to support, while 
hoped that a single draft resolution would 

vast majority of delegations. 

Dr К ВАМВA NKAMANY (Zaire) said that his delegation, a co- sponsor of the second draft 

resolution, did not believe that the factors to be taken into consideration really justified 

the transfer of the Regional Office. The emotional nature of the issue should be set aside 

in favour of the priorities of "Health for all ". He therefore urged the meeting to give 

serious consideration to the proposal contained in the second draft resolution. 
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The CHAIRMAN observed that there seemed to be a desire by all parties to find a compromise 

solution. The sponsors of the second and third draft resolutions might wish to try and combine 

their texts, as suggested. He proposed that the meeting should be suspended for that purpose. 

It was so agreed. 

The meetin was suspended at 16h15 and resumed at 17h45. 

On resumption of the meeting, Dr SEBINA (Botswana) reported that, although 100% agreement 

had not been reached, the following compromise text had been agreed on by the sponsors of 

the two draft resolutions: 

The Thirty -fifth World Health Assembly, 

Having considered the report of the Director -General; 

Believing that at this juncture of the Organization's life, when all Member States 

are striving towards attaining the social goal of health for all by the year 2000, 

they should benefit to the maximum extent possible from the partnership with their 

Organization in this endeavour; 

1. REQUESTS the Director -General and the Government of Egypt to continue, in 

compliance with resolutions WHA34.11 and EB69.R15, their consultations in accordance with 

the whole of paragraph 51 of the Advisory Opinion of the International Court of Justice 

of 20 December 1980; 

2. REQUESTS the Director -General to prepare and submit to the Thirty -sixth World 

Health Assembly a comprehensive study on all the implications and consequences of 

relocating the Regional Office for the Eastern Mediterranean from its present site in 

Alexandria to another site in the Region, including, inter alia, a description of the 

advantages and disadvantages of any such decision, and of all related financial, 

legal, technical and institutional implications for WHO and its Member States; 

3. EXPRESSES its appreciation to the Director -General for the measures so far taken to 

ensure as far as possible the effective implementation of health programmes in the 

Region; 

4. REQUESTS further the Director -General to continue to take whatever action he 

considers necessary to ensure the smooth operation of the technical, administrative 

and managerial programmes of the Region, including the setting -up of any operational 

facilities he deems necessary, in order to enable all Members of the Region to benefit 

fully from their Organization until the Health Assembly has made a decision on the study 

referred to in operative paragraph 2. 

Professor AUJALEU (France) asked that the draft resolution should be circulated in 

writing in all the official languages before discussion of it began. 

Dr GEZAIRY (Saudi Arabia) regretted that the change proposed by the Arab countries in 

the Region had not been accepted by certain other delegates. The Arab countries had 

requested that a temporary office should be established in the Region itself. 

The CHAIRMAN asked the Secretariat to circulate the combined draft resolution in all 

official languages in time for discussion at the beginning of the next meeting. 

(For continuation of discussion, see summary record of the seventh meeting, section 2.) 

The meeting rose at 17h55. 



SEVENTH MEETING 

Tuesday, 11 May 1982, at 9h30 

Chairman: Mr N. N. VOHRA (India) 

1. FIRST REPORT OF COMMITTEE В (Document А35/34) 

Mr SHIT (Netherlands), Rapporteur, introduced the draft first report of the Committee. 

The report was adopted (see document WHA35/1982/REC/2). 

2. TRANSFER OF THE REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN: Item 35 of the Agenda 
(Resolutions WHA34.11, para. 3(1), and EВ69.R15; Documents А35/14 and A35/INF.DOC./5) 
(continued from the sixth meeting) 

The CHAIRMAN invited comments on the draft resolution submitted at the end of the sixth 
meeting. 

Dr DLAMINI (Swaziland) requested a vote on the draft resolution by secret ballot. 

Mr JAAFAR (Kuwait) said that the Arab delegations had made considerable efforts to 
achieve a compromise solution. Since, however, certain countries had persisted in their 
attitude in spite of Arab concessions, all those delegations would be obliged to vote against 
the draft resolution, as it failed to satisfy even their minimum wishes. He requested a vote 
by roll -call. 

Mr VIGNES (Legal Counsel) said that, according to Rule 78 of the Rules of Procedure, a 

vote by a show of hands on whether to vote by secret ballot on the draft resolution should be 
taken first. 

The CHAIRMAN invited the Committee to indicate by a show of hands whether or not the vote 
on the draft resolution should be taken by secret ballot. 

The proposal to vote by secret ballot was adopted by 51 votes to 34, with 18 abstentions. 

A vote was taken by secret ballot, Mr Reksodiputro (Indonesia) and Mr Lo (Senegal) acting 

as tellers at the invitation of the Chairman. 

The draft resolution was approved by 57 votes to 37, with 21 abstentions.1 

3. REAL ЕSTАТЕ FUND AND HEADQUARTERS ACCOMMODATION: Item 32 of the Agenda (Document 

ЕВ69/1982 /REС /1, resolution, ЕВ69.R24 and Annex 11; Documents А35/12 and А35/26) 

(continued from the fourth meeting, section 2) 

The CHAIRMAN recalled that consideration of the item, and more particularly of that part 

relating to the kitchen and restaurant facilities on the eighth floor of the headquarters 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WНАЭ5.13. 
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building, had been suspended at the fourth meeting. Delegates had since been able to see the 

restaurant, when attending the Director -General's reception there. 

The Committee now had before it a draft resolution proposed by the Rapporteur, the text 

of which read as follows: 

The Thirty -fifth World Health Assembly, 
Having considered resolution ЕB69.R24 and the report of the Director- General on the 

status of projects financed from the Real Estate Fund and the estimated requirements of the 

Fund for the period 1 June 1982 to 31 May 1983; 

Having also considered the report of the Ad Hoc Committee of the Executive Board on 
the problems resulting from the water seepage between the eighth and seventh floors of the 
main headquarters building; 

Recognizing that certain estimates in these reports must remain provisional because 
of the fluctuation of exchange rates; 

1. AUTHORIZES the financing from the Real Estate Fund of the projects summarized in 
section 14 of the Director -General's report and of the cost of restoring the structural 
safety of the eighth floor of the main headquarters building, the construction of a new 
building for the kitchen and restaurant in the park south of the Executive Board building, 
and the rearrangement of the eighth floor into offices and meeting rooms, at the following 
estimated costs: 

- Contribution towards the construction of a building for the Caribbean 
Food and Nutrition Institute, subject to the conditions stated in 
operative paragraph 1 (1) of resolution ЕB69.R24 

- Additional stand -by generator for the Regional Office for South -East 
Asia 

- Repairs and alterations to the Regional Office for Europe 

- Restoration of the structural safety of the eighth floor of the main 
headquarters building, construction of a new building for the kitchen 
and restaurant, and rearrangement of the eighth floor into offices 
and meeting rooms 4 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US $ 5 

Us $ 

300 000 

250 000 

303 000 

360 000 

163 000. 

The following amendments, proposed by the delegation of the United States of America, had 
also been tabled: 

Operative paragraph 1 to read: 

"1. AUTHORIZES the financing from the Real Estate Fund of the projects summarized 
in section 14 of the Director -General's report and of the cost of restoring the 
structural safety of the eighth floor of the main headquarters building, and the 
reinstallation of the kitchen and restaurant on the eighth floor, at the following 
estimated costs:" 

Operative paragraph 1, fourth sub -item, to read: 

" - Restoration of the structural safety of the eighth floor of the 
main headquarters building, reinstallation of the kitchen and 
restaurant, and arrangements for temporary catering facilities 
during the period required for all the work involved 

Operative paragraph 2, the amount to read: . 

"US $ 3 409 000 ", 

2 6о6 000" 

Mr BOYER (United States of America), introducing the proposed amendments, said that the 

issue was complex; delegates should be clear about the options before them. The solution which 
his delegation proposed would involve the repair of the existing kitchen and restaurant 
facilities on the eighth floor of the headquarters building instead of the construction of a 

new building. Delegates had had the opportunity of appreciating the beautiful view from the 
existing restaurant, and would have realized what would be lost if new facilities were to be 

built at ground level. But more important: they would note from the proposals before the 

Committee that the cost of a new building would be some $ 2 million higher than the cost of 

repairing the existing facilities. 
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The most convincing argument advanced in favour of constructing a new building had been 
that the staff of the Organization might continue to grow. That was a possibility, however, 
and not a certainty. During its meetings, the Committee had heard many statements concerning 
the difficult economic situation in which many countries and the Organization itself were 
placed. The best course to adopt in such circumstances was surely one of prudence and minimal 
expenditure. 

During the earlier discussion on the matter, it had been pointed out that there were 
substantial funds in the form of casual income which could without difficulty be used for the 
construction of a new building. The money in the casual income account could not be disposed 
of so easily, however; it belonged to all Member States and should - he believed - be used to 
reduce the assessment of Members under the 1984 -1985 budget. 

With all those considerations in mind, he would urge the Committee to approve the 
amendments proposed by his delegation. 

Mr AL- SAKKAF (Yemen), speaking as a member of the Executive Board's Ad Hoc Committee on 

the matter, said that the latter had considered all the aspects of the problem on the basis of 

all the available documents. Technical visits had been made to the floors affected and all 

the relevant proposals had been studied. The Ad Hoc Committee had paid particular attention 

to the economic and financial aspects of the matter and had also considered the general aspects 

of the proposals put forward. Only two possible solutions had been open: to try to repair 

and restore the existing facilities, or to move the restaurant and kitchen to another site. 

The Ad Hoc Committee had not reached its conclusion without seeking the advice of the consulting 

engineers. It was not as essential to maintain a fine view from the restaurant as it was to 

find a technically viable solution. The question had been under discussion for a considerable 

time and various remedial measures had been attempted, with no satisfactory results. It was 

important to find a speedy solution, and his delegation therefore supported, as it stood, the 

draft resolution proposed by the Rapporteur. 

The DIRECTOR -GENERAL, replying to the comments made by the United States delegate, said 

that there were doubts as to the feasibility of repairing the eighth floor for continued use 

for restaurant and kitchen purposes; and to guarantee the watertightness of the eighth floor 

would entail, inter alia, the loss of 28 office modules on the seventh floor. Everyone would 

obviously like to retain the facilities on the eighth floor, with its panoramic view. 

Assessing the situation from a neutral managerial point of view, however, he would be dubious 

about removing 28 offices in order to make repairs that even then could not be guaranteed to 

give successful results. 

It should not be insinuated that the staff would grow merely because more space was 

available. The Organization had behaved remarkably well in that respect, all additional 

personnel having been recruited to implement programmes specifically requested by the Health 

Assembly. The Organization had been ultra -conservative as far as the growth in its regular 

budget in recent years was concerned, and had been remarkably successful in mobilizing 

extrabudgetary resources for programmes with priority for developing countries. It was 

impossible, however, to fulfil any managerial responsibility without the necessary "critical 

mass" of personnel to run the programmes; that was why it had been essential to build an 

annex. The existence of additional space on the eighth floor would certainly not lead 

the Secretariat to abandon its policy of restraint. 

Mr PAQUET (Canada), who had understood from the earlier statement by the consulting, 

engineer that it would be possible' to repair the eighth floor and ensure the structural 

stability of the entire building, suggested that the Committee would perhaps need further 

reassurances in that respect before coming to a decision. 

Mr THOMASЕN (Consulting Engineer), speaking at the invitation of the Chairman, said that 

the ramifications of the proposed repairs to the kitchen and the technical problems involved 

had been carefully studied. It was believed that there would be certain difficulties in 

replacing the kitchen in its present location, which would entail the suppression of a number 

of offices on the seventh floor. As far as the ultimate safety of the facilities was 

concerned, he would obviously not recommend any measures that would in any way place the 

security of the building or the staff in jeopardy. 

In the absence of further comments, the CHAIRMAN put to the vote the amendments proposed 

by the United States delegation. 

The amendments were adopted by 33 votes to 26, with 36 abstentions. 



COMMITTEE B: SEVENTH MEETING 217 

The CHAIRMAN put to the vote the draft resolution proposed by the Rapporteur, as amended. 

The draft resolution proposed by the Rapporteur, as amended, was approved by 51 votes to 

10, with 36 abstentions.1 

Dr BOOTH (Australia) said that although his delegation had been attracted by the arguments 

in favour of the United States amendments, it had abstained in the vote on the matter because 

there appeared to be a lack of guarantee from the experts that repairs to the eighth floor 

would provide a permanent remedy. 

Mr PAQUET (Canada) said that his delegation had also been inclined to favour the less 

expensive option, but, lacking expertise in engineering and architectural matters, it remained 
doubtful with regard to the feasibility of the operation involved and the solidity of the 

outcome. It had therefore abstained in the vote. 

Dr MANZ (Switzerland) said that, on the basis of the information before the Committee, his 
delegation had felt that the solution offered by a new building, although more expensive, 
would have been better for purely technical reasons. However, it had had some sympathy with 
the ideas behind the United States amendments and had therefore abstained in the vote on those 
amendments, as well as in the vote on the draft resolution proposed by the Rapporteur, as amended. 

Decision: Committee B recommended to the Thirty -fifth World Health Assembly that 
Mr K. A1- Sakkaf, Dr E. P. F. Braga and Dr R. J. H. Kruisinga should be appointed as 
members of an ad hoc building committee to advise the Director -General and the architect, 
as required, on any matters that might arise during the implementation of the project 
related to the problems created by water seepage.2 

4. RECRUITMENT OF INTERNATIONAL STAFF IN WHO - ANNUAL REPORT: Item 38 of the Agenda 

(Resolution WНАЭ4.15; Document ЕВ69/1982/REС/1, Annex 16) 

Dr HIDDLESTONE (representative of the Executive Board), introducing the item, said that the 

Executive Board had considered a report by the Director -General on the recruitment of 

international staff in WHO, which was contained in Annex 16 to document ЕВ69/1982/REС/1. The 

report was essentially an interim report to review the progress made during the twelve months 

between October 1980 and October 1981 in improving geographical representation and the 

proportion of women in professional posts. It showed a small decrease in the number of 

unrepresented and under- represented countries and a corresponding small increase in the number 

of adequately represented countries. However, the Executive Board had been informed that 

between October 1981 and January 1982 a further improvement had taken place: the number of 

unrepresented countries had been reduced by one, the number of over -represented countries had 

been reduced by three, and the number of adequately represented countries had been consequently 

further increased by four. The Board had noted from paragraph 2.9 of the Director -General's 

report that the total number of nationals by which the over -represented countries exceeded the 

upper limits of their respective ranges had been reduced by approximately 9% between 1980 and 

1981. The report had also shown that good progress had been made in achieving the target of 

40% with respect to the proportion of appointments of nationals of unrepresented or under- 

represented countries, which had reached 35% by October 1981. 

As the record of its discussions showed, the Board had been concerned about the continuing 

low proportion of women occupying posts in the professional and higher graded categories. 

While the proportion of actual appointments of women to those posts had totalled over 20 %, the 

overall proportion of women in service was still only between 18% and 19% as against a target 

of 20 %. It would be seen from paragraph 4.4 and, more particularly, paragraph 4.6 of the 

Director -General's report, that there had been an almost total lack of response to the 

notification to all Member States in July 1981, drawing their specific attention to the request 

contained in resolution WHA34.15 for them to assist the Director -General's efforts to increase 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution W1А35.12. 

2 Transmitted to the Health Assembly in the Committee's second report and adopted as 
decision WНАЭ5(11). 
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the number of women on the staff by proposing a considerably higher proportion of well qualified 
women candidates. Many of the speakers in the Board had expressed their regret at the failure 
of Member States to cooperate on that issue. 

It had been the consensus of the Board, in taking note of the Director -General's report, 
that progress continued to be made in improving the geographical representativity of the staff 
of WHO and that the achievement of a higher proportion of women on the staff lay largely in the 
hands of Member States. The summary record of the Board's discussions would be found on pages 
249 -252 and 253 -254 of document ЕВ69/1982/REС/2. 

Mr FURTH (Assistant Director -General) provided information on the further progress made 
regarding the geographical distribution of staff and the recruitment of women as of April 1982. 

With regard to the target of 40% for the proportion of appointments of nationals of 
unrepresented or under -represented countries, the cumulative total had risen from 35% in 
October 1981 to 38% in April 1982. If, however, the achievement of the target was counted 
from the time that it had been set by the Thirty -fourth World Health Assembly in May 1981, the 
cumulative total was now 42.07 %. The 42 unrepresented countries referred to in the Director - 
General's report had now become 41 (or 39 if the most recently admitted Members were not 
counted); the 31 over -represented countries had now become 29; and the 76 adequately 
represented countries had now become 79. 

Women accounted for more than 21% of the total appointments made between October 1980 and 
April 1982. The proportion of women appointed in the months of March and April 1982 had been 
25 %. As a result, the proportion of women in established offices had now reached 18.80 %, as 
opposed to 18.35% reported as of October 1981; and the overall total, including women in 
project posts, had risen from 16.44% in October 1981 to 16.55% in April 1982. 

Dr BROYELLE (France) noted from the report that only slow progress had been made between 
1980 and 1981 in regard both to unrepresented and to over -represented States. The same was 
true for the proportion of women employed, which between October 1980 and October 1981 had 
risen only from 18% to 18.35% for posts in established offices, and had even declined, from 
15.05% to 14.34 %, in field project posts. That situation should be improved. She was aware 
that many difficulties were involved and that the adoption of resolutions would not be 
sufficient to overcome them, particularly where the recruitment of women staff was concerned. 
The indication in paragraph 4.6 of the report that only seven Member States had acknowledged 
the Director -General's letter did not necessarily mean that there was a lack of willingness to 
reply, but probably that there were obstacles that could not be overcome in the immediate 
future; there would need to be adequate preparation of women candidates in the countries 
concerned before the posts in question could be filled. For that reason, she wished to 
know what specific measures were being taken, not only to seek out candidates but also to 
encourage and prepare women for candidature, both at headquarters and in the regions. 

Professor ISAКOV (Union of Soviet Socialist Republics) said the situation regarding 
recruitment of international staff had a considerable influence on the efficiency with which 
the Organization's work was carried out. His delegation therefore attached considerable 
importance to the Director -General's report on the question. The efforts made in recent 
years had indeed led to a certain degree of progress in correcting the geographical imbalance 
in staff appointments in the Organization, but the rate of improvement was not entirely 
satisfactory. 

He recalled that the Health Assembly, in resolution WHA34.15, had decided on a new 
method for the calculation of desirable ranges, based on the method adopted by the United 

Nations General Assembly. His delegation had fully supported that decision, as a result of 

which the USSR should be represented in WHO by some 80 -121 posts. In actual fact, 

however, the number of posts allocated to nationals of the USSR amounted to barely 53% of the 

lower of those two figures, and that was a matter of great concern to his delegation. His 

country's position in regard to the recruitment of international staff remained unchanged: 

it would continue to give its support to any measures designed to ensure that the principle of 

equitable geographic distribution in the allocation of posts was realized in practice. He 

pointed out that one such measure, namely the establishment of contracts of limited duration, 

would not only facilitate the rotation of staff; it would also help to solve the problem of 

the reintegration of international staff into national services. 

In view of its urgency, it was right that both the Board and the Assembly should devote 

due attention to the problem every year. He was convinced that through the collective efforts 

of the Organization, the Director -General and the Secretariat, fresh impetus might be given to 

the quest for the best possible solution. 
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Mrs WOLF (German Democratic Republic) noted with regret that her country was one of the 

Member States not represented on the staff of the Secretariat despite the fact that, in 

accordance with the desirable range established by WHO, it should have between 13 and 20 

posts. That was all the more regrettable because the German Democratic Republic had a 

highly developed health system with experienced physicians capable of making a useful contri- 

bution to WHO's work. Moreover, the large quota attributed to it indicated that the German 

Democratic Republic was making a substantial contribution towards the funding of activities. 

It was true that, in recruiting international officials, care had to be taken to ensure 

that the highest standards of competence and language proficiency would be upheld, and her 

country had been aware of that requirement when submitting candidatures. Unfortunately, its 

efforts to end its state of non -representation had not yet been successful. 

She welcomed the efforts being made by the Director -General to eliminate the imbalance 

in the geographical distribution of posts, but those efforts must be intensified, since the 

number of developing countries and socialist States still unrepresented or under - represented 

was still high. 
In the period 1980 -1981, as many as 76 nominations had been accepted from over- 

represented countries; she believed that, in future, staff should only in exceptional cases 

be accepted from countries which already exceeded the upper limit of their ranges. She hoped 

that a more serious approach to the problem would be taken, and was confident that the 

applications of candidates from her country would be taken into account when filling the 87 
posts to be created in 1982 -1983. 

She welcomed - the -;new and positive trend in recruiting women into professional and higher 

grader categories ._...:It;was.<:important, however, to ensure that in the recruitment of women 
the desire-,to produce better statistical results did not lead to disregard for the principle 

of equitable geographical representation. 

Professor ,VANNUGLI(Italy),,said the tables annexed to the Director -General's report gave 
only a quantitative picture of the recruitment situation. The qualitative aspect should 
also be taken into account: in other words, the distribution of various nationalities at 
different levels of responsibility. The representation of a Member State in the Organization 

wasenot merely a matter of the number of its nationals on the staff, but also a matter of the 

type of post which they filled. He appreciated the efforts of the Director -General in the 
unenviable task of trying toensure equitable geographical distribution. 

In regard to the point made by the French delegate concerning the recruitment of women, 

he- submitted that that issue was a more +complex one simply because of the family considerations 

involved. In that connexion, he pointed out that measures were already being taken by 

national administrations to provide day -nurseries for infant children of their employees; 

would not the same" be possible in WHO? 

The meeting rose at 11h20. 



EIGHTH MEETING 

Tuesday, 11 May 1982, at 14h30 

Chairman: Mr N. N. VOHRA (India) 

1. RECRUITMENT OF INTERNATIONAL STAFF IN WHO - ANNUAL REPORT: Item 38 of the Agenda 
(Resolution WНA34.15); Document ЕВ69/1982/REС/1, Annex 16) (continued) 

Mrs BELLEH (Liberia), on behalf of all African women, expressed appreciation of the 
positive attempt being made by WHO to increase the proportion of women on its staff; that 
attempt was an example to other United Nations agencies. Unfortunately, discrimination 
against women still existed: she noted, for example, the small proportion of women members 
on the Committee. W10's efforts to eliminate such discrimination, and to further the 

equitable representation of all countries, were praiseworthy. 

Professor MALLA (Nepal) said that, whilst everything should be done to ensure equitable 
geographical representation and an increased proportion of women on WHO's staff, he strongly 
felt that those aims should not be achieved at the expense of efficiency and competence. 

Mr FURTI (Assistant Director -General), replying to the question by the French delegate 
concerning the specific measures taken at headquarters and in the regions to increase the 
proportion of women on the staff, said that in 1981 the Director - General had issued new 
instructions to all programme managers to give particular attention to applications from 
women for vacant posts. Women's candidatures should be given top priority, bearing in mind 
the targets for improving the proportion of women on the staff. Should a short list not 

include any women, a brief indication of why the women candidates had been found unsuitable 
should be given by the responsible programme manager. Secondly, under instructions from 
the Director -General, all notices of vacancies must include n obvious indication that they 
were open to applicants of either sex and that applications from women were encouraged. 
Thirdly, a study of employment conditions had been initiated to see if any of them might 
inhibit applications from women, and the last vestiges of discrimination in employment rules 
and practices had been eliminated. One of the conditions which might have inhibited the 
employment particularly of young women was the non -existence of a day nursery, a matter to 

which the delegate of Italy had referred. An international day nursery had now been 
established through the efforts of the Director -General and with the financial participation 
of WHO. Fourthly, the Director -General had written in July 1981 to all Member States drawing 
attention to the request in resolution WHA34.15 that they should assist his efforts to 
increase the number of women on the staff by proposing a considerably higher proportion of 
well - qualified women candidates. As had already been stated, the response had been extremely 
poor. Finally, the Director of the Personnel and General Services Division at headquarters 
had been designated by the Director -General to act as coordinator for questions concerning 
the recruitment of women. 

Action in the regions had varied. To cite only one example, the Regional Director 
for the Americas had personally written early in 1981 to every minister of health in the 
Region asking for assistance in finding qualified women to serve in the programmes of the 

Organization. As a follow -up, he had asked the country representatives to visit each 

minister to discuss the matter and emphasize the importance attached to it by WHO and PAlO. 
A special file had been established for all candidatures submitted by ministers and each 
application by a woman candidate had been specially circulated to the technical divisions of 

the Regional Office in order to identify suitable assignments for the future. All selection 
committees convened by the Regional Office normally included at least one woman as a voting 
member. The number of women candidates for each post was pointed out both to technical 
divisions and to members of the selection committee. The Regional Director had also been 
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continuing discussions with a Women's Resource and Development Group to identify and use as 

many sources for women candidates as possible. In addition, at the Regional Committee 

session in 1981, considerable time had been devoted to the discussion of the participation of 

women in the Organization's programmes. The need for the Organization to assist governments 

in their efforts had been stressed. 

As a result of all those efforts, the proportion of women candidates in the appointments 

made since October 1980 had been 21 %. If that proportion was maintained, it would be 

possible to attain the target of 20% of all staff in due course. 

However, as pointed out in Annex 16 to document ЕВ69/1982/REС/1 (paragraph 4.7), to an 

appreciable extent the proportion of professional posts occupied by women in WHO was a 

reflection of the proportion in Member States' own health services, in governments designa- 
tion of members to serve on the Executive Board, and in the composition of delegations to the 

Health Assembly. The current proportion in the Secretariat - almost 19% - appeared to be 

higher than that in any of those cases. To a considerable extent, therefore, the 

responsibility for increasing the number of women staff in WHO lay with those in government 

service who were charged with proposing the candidatures of their nationals. 

The delegate of the German Democratic Republic had stated that her country was not 

represented on the staff of WHO. That was unfortunate because that country undoubtedly had 

many highly qualified professionals who would be suitable for employment with WHO. However, 

the Government of the German Democratic Republic had for several years not submitted any 

candidatures to the Organization; only in the current year had four such candidatures been 

received, which were now being seriously considered. A recruitment mission might be sent to 

the German Democratic Republic during 1982. 

There were three main reasons for the number of nationals from over - represented 

countries still being recruited in exceptional circumstances: first, the overriding need, in 

the case of certain highly specialized functions, to appoint personnel of the calibre 

necessary to maintain the highest standards of technical excellence, including the necessary 

linguistic ability; secondly, the need to obtain an infusion of the special qualities that 

could be contributed to WHO's activities by nationals of developing countries which, as 

could be seen from the third list in document ЕВ69/1982/RЕC/1, Annex 16, Appendix 2, 

constituted the overwhelming majority of over - represented countries; thirdly, the need to 
foster the appointment of women candidates. If the practice of appointing personnel from 
over - represented countries on an exceptional basis was to stop, it would not be to the 
advantage of the developing countries. Moreover, separations largely exceeded appointments 
from those countries. Between October 1980 and October 1981, there had been a net decrease 
of 27 staff members from over - represented countries, 23 of whom came from four over- 
represented developed countries. 

The delegate of Italy had said that the level as well as the number of posts should be 
considered in assessing geographical distribution of staff. In 1980, the Health Assembly 
had adopted a resolution (WHA33.30) deferring the re- examination of the concept of desirable 
ranges, including the principle of weighting, until a decision had been taken by the United 
Nations General Assembly. The latter had finally decided not to apply any weighting of staff 
on the basis of their grades and only to consider the number of posts. The Director -General 
had also brought to the attention of the Board and Health Assembly the additional constraints 

that such a weighting system would impose on the orderly administration of promotion and 
mobility of staff. That was the main reason why that factor was not taken into account in 
the rest of the United Nations system. 

Delegates should be aware that any progress made in the geographical distribution of 

staff over the past few years had been in the face of generally unfavourable factors. For 
example, the number of staff members in posts subject to geographical distribution had 
decreased by 427 between December 1975 and October 1981, while over the same period the 
number of Member States from which recruitment had to be carried out had increased from 145 
to 158. 

Decision: The Committee recommended that the Health Assembly should take note of the 
report by the Director -General on the recruitment of international staff in WH0.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

decision WHA35(12). 
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2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 39 of the Agenda (Resolution WНА34.19, part III, para. 10; 

Documents А35/16 and A35/INF.DOCs/3, 4 and 6) 

The CHAIRMAN drew attention to a draft resolution sponsored by the delegations of 
Afghanistan, Algeria, Bahrain, Bangladesh, Bulgaria, China, Cuba, Democratic Yemen, Djibouti, 
Ethiopia, German Democratic Republic, Iran, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Malta, Mauritania, Morocco, Mozambique, Nicaragua, Oman, Pakistan, Qatar, Saudi 
Arabia, Senegal, Somalia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates, United 
Republic of Tanzania, Viet Nam, Yemen, and Yugoslavia. It read as follows: 

The Thirty -fifth World Health Assembly, 
Mindful of the basic principle laid down in the WHO Constitution which provides 

that the health of all peoples is fundamental to the attainment of peace and security; 
Aware of its responsibility for ensuring proper health conditions for all peoples 

who suffer from exceptional situations, including foreign occupation and especially 
settler colonialism; 

Bearing in mind that the WHO Constitution provides that "health is a state of 
complete physical, mental and social wellbeing and not merely the absence of disease 
or infirmity "; 

Affirming the principle that the acquisition of territories by force is 

inadmissible and that any occupation of territories by force gravely affects the 
health, social, psychological, mental and physical conditions of the population under 
occupation, and that this can be rectified only by the complete and immediate 
termination of the occupation; 

Considering that the States parties to the Geneva Convention of 12 August 1949 
pledged, under Article One thereof, not only to respect the Convention but also to 

ensure its respect in all circumstances; 

Recalling the United Nations resolutions concerning the inalienable right of the 

Palestinian people to self -determination; 

Affirming the right of Arab refugees and displaced persons to return to their 
homes and properties from which they were forced to emigrate; 

Recalling all the previous WHO resolutions on this matter, especially resolution 
WНА26.56, dated 23 May 1973, and subsequent resolutions; 

Recalling resolution 1 -2 (XXXVIII), 1982, adopted by the Commission on Human 
Rights, which condemns Israel's violations of human rights in occupied Arab territories, 
including Palestine and the Golan, and United Nations General Assembly resolutions 

ES -9/1, dated 5 February 1982, and ES- 7/L.3, dated 28 April 1982; 

Taking note of the report of the Special Committee of Experts, especially 

paragraph 3.7 stressing that international cooperation to promote health should be 

more dynamic in the occupied territories and that involvement of international institu- 
tions and organizations, including WHO, is necessary; 

Observing with great concern the increasing violence and oppression practised 
against the civilians in the occupied Arab territories, including Palestine and the 
Golan, which have resulted in the isolation of cities and villages under strike and 
in depriving them of basic necessities of life such as water and medicaments, and 

which have caused: 

(1) the paralysis of all institutions, including municipalities and medical, social 

and educational establishments; 
(2) killing and injuring of a great number of civilians by the military 
authorities aid the armed settlers; 

(3) precluding the population in the occupied territories from practising their 

religious rites, as occurred in the attack on the Aqsa Mosque and the Church of 
the Holy Sepulchre and the arrest of religious personalities; 

I 

1. CALLS upon the occupying authorities to desist from all continued acts of violence 
and oppression and to reinstate the dismissed mayors in their offices so that they may 
perform their duties in the public health and social spheres; 
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2. CONDEMNS Israel for its annexation of Jerusalem and the Golan and considers this 

procedure null and void and with no legal validity; condemns, too, all the procedures 

aimed at the annexation of other occupied Arab territories aid declares its commitment to 

executing the above -mentioned General Assembly resolution ES -9/1, paragraph 15 of which 

requests all specialized agencies of the United Nations system and international 

institutions to abide in their relations with Israel by the terms of this resolution; 

3. EXPRESSES its deep concern at the poor health and psychological conditions endured by 

the inhabitants of the occupied Arab territories, including Palestine aid the Golan, and 

condemns Israel's attempts to incorporate Arab health institutions into the occupation 

authorities' institutions; 

4. CONDEMNS all acts undertaken by Israel to change the physical aspects, the geography, 

the institutional and legal status or context of the occupied Arab territories, including 
Palestine and the Golan, and considers Israel's policy in settling part of its population 
and new settlers in the occupied territories a flagrant violation of the Geneva Convention 
Relative to the Protection of Civilian Persons in Time of War and the relevant United 
Nations resolutions; 

5. CONDEMNS Israel for the continued establishment of Israeli settlements in the 

occupied Arab territories, including Palestine and the Golan, and the illicit exploitation 
of the natural wealth and resources of the Arab inhabitants in those territories, 

especially the confiscation of Arab water sources and their diversion for the purpose of 
occupation and settlement; 

6. CONDEMNS the inhuman practices to which Arab prisoners aid detainees are subject in 
Israeli prisons, resulting in the deterioration of their health, psychological and mental 
conditions, and causing death and permanent physical disability; 

7. CONDEMNS Israel for its refusal to apply the Fourth Geneva Convention Relative to the 
Protection of Civilian Persons in Time of War, of 12 August 1949; 

8. CONDEMNS Israel for its refusal to implement resolutions of the Health Assembly 
and other international organizations calling upon it to allow refugees and displaced 
persons to return to their homes; 

9. CONDEMNS Israel for continuing its aggressive policy, its arbitrary practices and its 
continuous shelling of residential areas in Lebanon, which have caused death, injury and 
mutilation to hundreds of civilians; 

10. ENDORSES the opinion of the Special Committee of Experts, expressed in paragraphs 4 

and 8 of its report, А34/17, that the "socioeconomic situation of a population and its 
state of health are closely related" and that the sociopolitical situation existing in 
the occupied Arab territories, including Palestine, is favourable neither to the improve- 
ment of the state of health of the population concerned nor to the full development of 
services adapted to the promotion of human welfare; 

11. CONDEMNS Israel for not allowing the Special Committee to carry out its tasks fully 
according to World Health Assembly resolution WHA33.18; 

12. THANKS the Special Committee of Experts, and requests it to continue its task with 
respect to all the implications of occupation and the policies of the occupying Israeli 
authorities and their various practices which adversely affect the health conditions of 
the Arab inhabitants in the occupied Arab territories, including Palestine, and to report 
to the Thirty -sixth World Health Assembly, bearing in mind all the provisions of this 
resolution, in coordination with the Arab States concerned and the Palestine Liberation 
Organization; 

Having examined the annual report of the 
Palestine Refugees in the Near East; 

Deeply concerned at the deterioration of 
budget and the services provided owing to the 

II 

United Nations Relief and Works Agency for 

the Agency's situation with regard to its 

repeated Israeli aggression; 
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1. REQUESTS States to increase their contributions so that the Agency can continue 
carrying out the tasks assigned to it; 

2. REQUESTS the Director- General to continue his collaboration with the United Nations 
Relief and Works Agency for Palestine Refugees in the Near East, by all possible means and 
to the extent necessary to ease the difficulties it is facing and increase the services it 

provides to the Palestinian people; 

III 

REQUESTS the Director -General: 

(1) to increase collaboration and coordination with the Palestine Liberation 
Organization concerning the provision of the necessary assistance to the Palestinian 

people; 

(2) to establish three health centres in the occupied Arab territories, including 

Palestine, provided that the centres shall be under the direct supervision of WHO. 

Dr Madiou TOURÉ (Senegal), Chairman of the Special Committee of Experts appointed to study 

the health conditions of the inhabitants of the occupied territories, introducing its report 
(document А35/16), said that pursuant to resolution WHА34.19 the Special Committee had 
contacted Jordan, the Syrian Arab Republic, and the Palestine Liberation Organization (PLO) in 

order to obtain all information relevant to the fulfilment of its mission. Since that mission 
had coincided with the return to Egypt of the occupied part of Sinai, the Special Committee had 

considered a visit to that territory was unnecessary. On the other hand, it had formally 
asked that the Israeli authorities should enable it to visit the Golan Heights. Authorization 

had been granted subject to the reservation set forth in the last paragraph of section 1.1 of 

the report. Despite that reservation, the Special Committee still considered that its terms 
of reference covered the Golan Heights. 

In view of the events taking place at the time of its visit, it had been difficult for the 

Special Committee to study health problems in the general framework of economic and social 

development and in the light of WHO's concept of health, namely, a state of complete physical, 
mental, and social wellbeing. 

Since the Special Committee had received information from various sources - the Israeli 

authorities, local government, community and individual sources, and nongovernmental institu- 

tions - the statistical data were sometimes contradictory because the criteria of assessment 

were not the same. The contradictions in the statistics provided by the Israeli Ministry of 
Health concerning the demographic situation might be the result of their methods of recording 

deaths. It would have been desirable to have had adjusted crude mortality figures in order to 

counterbalance the influence of the young population structure and to calculate life expectancy 

at birth. 

The socioeconomic situation in the occupied territories had seemed no better than in the 

previous year, and the conflicts of all kinds from which the population suffered made them very 

liable to stress. The strikes by health service personnel in November 1981, which had lasted 
more than six months, certainly had not improved the situation. 

Although health insurance for medico - surgical costs did exist and reports indicated that a 

high percentage of the population was covered, such health insurance was not yet customary 

among the Arab population and they did not always subscribe regularly. 

Any policy for the promotion of health must be based on the overall concept of health for 

all by the year 2000. The Special Committee had noted that responsible Arab authorities in 

the territories were not acquainted with any written document defining health policy. The 

forecast in the Special Committee's last report (document А34/17) had been confirmed: Israeli 

law, jurisdiction and administration had in fact been extended to the Golan Heights and to the 

rest of the occupied territories. Health service development was being decentralized to the 

level of district hospitals and peripheral health centres. However, since equipment and the 

number of qualified staff available imposed certain limitations, patients had to be referred to 

Israeli hospitals. 

The Special Committee had noted the absence of medium- and long -term planning and that the 

conduct of health activities was based on short -term programming. Local officials, both mayors 

and medical staff, had pointed out that substantial funds could be mobilized immediately to 

develop medical services and infrastructure but that the requests submitted to the Israeli 
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authorities had remained without response. Although some drugs were still lacking in hospital 

pharmacies, it seemed that the situation had improved and that it was more a question of poor 

coordination in distribution than of shortage. However, some practitioners, particularly in 

Gaza, had complained of having to order drugs from Israeli factories when prices on the 

West Bank were lower. 

The Special Committee had emphasized that primary health care had no chance of being 

accepted unless it was "integrated in a comprehensive health system set in the framework of 

overall development" - and then only if the facilities at the different levels were operational. 

Despite the efforts made, primary health care in the occupied territories was far from attaining 

that objective. 
International cooperation to promote health should be more dynamic in the occupied 

territories. A knowledge of requirements and their rational programming would encourage such 

cooperation, but the Israeli Government would also need to be more open in that respect. 
An analysis of the epidemiological situation showed that certain diseases still gave cause 

for concern, e.g. tetanus of neonates and of the elderly, measles, cholera, diarrhoeal 

diseases, pulmonary tuberculosis, and cutaneous leishmaniasis. 
Since the closure of the Jerusalem Tuberculosis Centre, tuberculosis control had been 

integrated within the hospitals, which did not yet seem able to cope with the problems. 

Malnutrition was still prevalent owing to uneven distribution of proteins. Mental illness 

was increasing because of the socioeconomic, cultural and political situation. 

There had been no fundamental change in the health infrastructure since the Special 

Committee's visit in 1981. The report commented on the health institutions visited. The 

Special Committee had noted that the number of hospital beds had shown no significant change 

over the past 10 years and that the other resources were not capable of responding to the needs 

of the basic health services. Some additional technical equipment had been provided but not 

medico - surgical teams of the kind found in the smallest Israeli hospital. Above all, the 

occupied territories did not possess their own health service, capable of deciding on the 

establishment of the specialized services it considered necessary. The Special Committee had 

been informed of delays or refusals on the part of the Israeli authorities in response to 

requests for the creation of a medical infrastructure. 

The Special Committee had also visited other infrastructures influencing health, e.g. 

water supply and sewage treatment plants. At Gaza Prison it had been authorized to visit only 

the clinic, since the Israeli authorities considered that visits to other parts of the Prison, 

and to the prisoners themselves, lay within the competence of the International Committee of 

the Red Cross. 

The health manpower situation had not changed since the Special Committee's last report; 

low salaries, and the Israeli authorities' recent decision to abolish overtime pay, had added 
to recruitment difficulties. Emphasis had been laid on providing fellowships but it was 
feared that, as long as present socioeconomic conditions persisted, specialists who completed 

such training would hesitate to serve in the occupied territories, preferring the better 
material conditions obtainable elsewhere. 

Basic health care was aimed essentially at maternal and child health and the expanded 
programme on immunization. Health education was considered a priority, but its degree of 
development did not reflect that stated wish. Environmental sanitation was far from 
satisfactory, aid housing was a serious problem for the Arab population, particularly in the 

refugee camps. The quantity of drinking -water was insufficient, despite the efforts made by 
the municipalities to improve access. 

The Special Committee had noticed that, while some of its recommendations made in previous 
years had been implemented or were on the way, such was not always the case. It had therefore 
drawn attention to some of its previous recommendations and had made new recommendations on 
epidemiological matters, development of health services, health manpower, financial resources, 
hygiene and sanitation. It hoped that if those recommendations were implemented they would 
contribute greatly to improving the services and consequently promoting the health of the Arab 
population of the occupied territories. 

The approach to health problems involved both political action and the efforts of other 
development sectors - which necessarily entailed tackling the socioeconomic problems and giving 
a new political impetus to health activities. That presupposed peace, justice, the equitable 
distribution of health care, liberty, and respect for human dignity. The situation that 

wailed in the occupied territories showed that not all the conditions had been met for the 
)motion of the health of the local population in that sense. However, health could serve to 
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initiate the beginning of a dialogue for the resolution of certain fundamental human problems. 
It was from that viewpoint that the activities of the Special Committee should be seen and 
directed. 

Dr POSTIGLIONE (United Nations Relief and Works Agency for Palestine Refugees in the 
Near East) expressed the gratitude of the Commissioner- General of UNRWA for W10's concern 
regarding the health of the Palestine refugees, and his deep appreciation to the Director - 
General of WHO and the Regional Director for the Eastern Mediterranean for the support 
given to the Agency. 

UNRWA, which had served the refugees for 32 years, relied almost entirely on voluntary 
contributions to meet the cost of its activities. High levels of inflation, which had 
outstripped contributions, made it more difficult for the Agency to cover its budget needs: 
1981 had been the most difficult year UNRWA had yet faced, to such an extent that the 

Commissioner- General had had to limit the agency's activities to the most urgent needs and 
to reduce some of its services. He had even been forced to consider seriously a drastic 

reduction in the education programme. That measure had so far been avoided, but the 

financial situation of UNRWA remained extremely precarious. 

The health services of UNRWA were based on a comprehensive, integrated primary 

health care programme and had been maintained essentially at the same level as in previous 

years. However, badly needed improvement of facilities and also the essential maintenance 

and replacement of equipment had had to be postponed. It was clear that if the financial 

situation failed to improve sufficiently in the near tuture, the present health services were 

likely to suffer. He appealed to delegations to draw the attention of their governments to 

that state of affairs and to ask for sympathetic consideration to be given to UNRWA's need 

for increased donations. 
In 1981, the delivery of health services in all areas except Lebanon had continued 

smoothly. The services in Lebanon had been interrupted repeatedly, especially in the south, 

by sporadic fighting, shelling and air raids. 

The Health Department of UNRWA continued to place emphasis on promotional and 

preventive activities against communicable diseases and on maternal and child health care, 

including an expanded programme on immunization, nutritional support, and health education. 

The reorganization of the feeding programme had proved successful, and the attitude of the 

refugees had been encouraging. 

Self -help projects aimed at improving environmental conditions in the camps were very 

promising but were restricted in application because of UNRWA's financial difficulties. 

The participation of the refugee communities had been rewarding, but their enthusiasm would 

fade if those difficulties prevented the further development of projects. 

The proper management of diarrhoeal diseases (including cholera) in infants and small 

children had continued to receive special attention and had been the subject of a study 

started in 1980 in the Gaza Strip, in coordination with the local health authorities and 

under the technical supervision of WHO. The study had been completed in late 1981; the 

results would be published in 1982 as soon as they had been analysed. 

An oral health survey had been carried out in March 1981 with the help of WHO experts. 

The results were being analysed and it was expected that they would lead to practical, 

acceptable, and cheap preventive measures that would alleviate suffering and reduce expendi- 

ture on curative services. 

A new venture, again undertaken with the help of WHO, was the comprehensive strengthening 

of the school health programme, which had started during the present month and should lead to 

better implementation of the other activities he had mentioned. It was designed to provide 

a WHO/UNRWA contribution to International Youth Year. 

An abridged version of the annual report for 1981 of UNRWA's Health Department (document 

A35/INF.DOC./6) included a summary account of the health conditions of the refugees registered 

with UNRWA, and a brief record of the various health services it provided. 

He recalled the generous assistance given to UNRWA's health programme by the health 

authorities of the host countries, which had contributed greatly to the welfare and health of 

the Palestine refugees by putting at their disposal some of their hospital and clinical 

services and their public health laboratory facilities. As in previous years, the Palestine 

Red Crescent Society had continued to provide valuable help to the refugees, especially in 

Lebanon. There were also many other governmental and nongovernmental organizations that had 

assisted UNRWA's Health Department in the delivery of its services by providing personnel, 
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equipment, medical supplies, and food or by meeting in cash the operational costs of some of 

its health units. The Commissioner- General of UNRWA wished to express his gratitude to all 

those organizations for their valuable assistance and to the ministries of health for their 

close and fruitful cooperation with the Agency. 

Dr ARAFAT (Palestine Liberation Organization), speaking at the invitation of the 

Chairman, recalled that the goal of health for all by the year 2000 could be attained only 

by intensifying and coordinating the efforts among countries and between countries and 

international organizations in the social and economic sectors; these included education, 

agriculture, water supply, protection of the environment, housing, employment, and industry. 

The principles of health as a basic human right and a worldwide social target had been 

endorsed by the Declaration of Human Rights and by resolutions of the United Nations and its 

specialized agencies. 

The Committee had before it three reports, by three different authorities, and they would 

have to be compared to determine where the truth lay. First, there was the report of the 

three -member Special Committee of Experts (document А35/16). He commended the efforts of 

that Committee, but he had some reservations about their report, which lacked certain details 
essential for an objective conclusion - perhaps because the occupying authorities had denied 
the Special Committee access to all the information it wanted. Secondly, there was the 

voluminous report of the occupying authorities (A35/INF.DOC. /4), which contained many 
distorted facts and unsupported claims backed by concocted statistics. Thirdly, there was 
the report of PLO (A35/INF.DOC./3), which had been made as comprehensive as possible; the 

figures in it reflected the suffering of the Palestinian people, deeply attached to their 
land and to their legal rights. 

The economic and social situation of a people was recognized as being linked to its 

health conditions. The report of the Special Committee of Experts to the 1981 Health 
Assembly had concluded that the sociopolitical situation existing in the occupied territories 
was favourable neither to the improvement of the state of health of the population concerned 
nor to the full development of services adapted to the promotion of human welfare. The 
socioeconomic situation in those territories was no better now than it had been the previous 
year; social life was not normal, and this adversely affected health and led to stress among 
the population. The PLO report showed how socioeconomic conditions had deteriorated as a 

result of the occupying authorities' aim of driving out the Arab population in order to put 
others in their place. The Israeli presence on Arab territory was in the worst tradition of 
colonialism and racialism, encompassing inhuman acts such as the seizure of Arab -owned land 
to permit the establishment of colonies (which now occupied some 35% of the occupied territories 
on the West Bank and the Gaza Strip in preparation for annexation of those areas); the 
annexation of Jerusalem and the Golan Heights; and the taking over of 80% of the water 
resources. All those acts had led to a deterioration in farming conditions. Workers' 
rights were also infringed with regard to salaries and social welfare, and trade unions had 
been banned. 

In recent years, the efforts of the Israeli authorities to control educational 
institutions had intensified. Military Decree No. 854 (6 July 1980) brought education 
under the direct authority of the military governor. 

The occupying authorities had applied collective sanctions to Arab nationals, who had 
been subjected to group imprisonment or deportation; whole villages had been razed and 
attempts had been made on the lives of mayors of communities. 

The health services had steadily deteriorated as a result of the Israeli authorities' 
policy of neglect, and the prohibition of any action to improve matters on the part of the 
local Arab authorities, who had not been allowed to receive assistance from local or 
international charitable organizations. As had been noted in the Special Committee's 
reports, Israel determined the health policy for the Arab territories, and refused to let 
the local people participate on the grounds that budgetary restraints prevented the provision 
of health facilities or the purchase of drugs and equipment. The basic health infrastructure 
had not changed despite Israel's claims to have improved it. A close look showed that four 
hospitals had been closed on the West Bank and two in Gaza, while the number of hospital beds 
had decreased. A number of laboratories, including the blood bank in Jerusalem, had been 
closed down; the nursing school in Hebron had also been closed; and some dispensaries on 
the West Bank had been shut down. There had been an attempt to close a hospital in 
Jerusalem. Furthermore, medical and nursing staff had suffered at the hands of the Israeli 
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authorities: they had been hindered in practising, and in the Gaza Strip had been forced 
into a strike. The Israeli authorities had asked the Arab population for sums exceeding 
the entire health budget for Gaza, purportedly to use them for improving health conditions. 
The total health facilities, including those on the West Bank, received far less money than 
a single Israeli hospital. 

Prisoners were another section of the local Arab population that suffered mentally and 

physically from the occupation. The Special Committee had not had access to them to 
determine their conditions of health. 

The Special Committee was to be commended for its continuing attempts to overcome the 
obstacles placed in its path by the occupying authorities in order to conceal the facts. 

But its report dealt with the consequences of the situation and not with its underlying 
causes. Conditions would not improve as long as the occupation continued. 

In a very recent incident in Gaza, the Israeli military authorities had arrested medical 
staff who had resisted the entry of soldiers into a hospital to question the wounded who had 
been taken in for treatment. The court had ruled that in future the hospital should not 

admit wounded persons without the authorization of the military commander. Was that in the 

spirit of health for all by the year 2000? 
He appealed to the Committee to approve the draft resolution now before it. 

Professor MODAN (Israel) said he was gratified that, during the previous week, ways of 
achieving health for all had been debated seriously, and that in general the debate had been 

confined to issues and facts centred on health, not yielding ground to the small minority more 
interested in staging a verbal battle than in caring for health needs. Unfortunately, the 

present Committee was being sidetracked by a draft resolution dealing with unsubstantiated 
accusations aimed at one particular Member State. It was to be hoped that the debate in 
the Committee would be confined to facts rather than to fictitious accusations. 

In April 1982, Israel had been visited by the experts chosen by the Health Assembly to 
examine the health situation in the administered territories. Their report clearly 
indicated accelerating progress in the health status of those territories. Every effort 
had been made to enable the Special Committee to visit all the health service facilities it 

wished, for Israel had nothing to hide and nothing to be ashamed of. Operative paragraph 11 
of Part I of the draft resolution - condemning Israel for not allowing the Special Committee 
to carry out its task - was therefore an outright lie and was in complete contrast to what the 

Special Committee had itself said in its report (section 1.1, sixth paragraph). His only wish 
was that a committee of the same kind could be set up to visit other areas where, to use the 

Special Committee's language, "social life was not proceeding normally" - places such as 
Iran, Iraq, the Syrian city of lama, Poland, or Afghanistan, in all of which events had 
disrupted normal life. Although such a suggestion was no more than wishful thinking, it 

was worth pursuing. 
The Special Committee's report associated health conditions in the community with 

socioeconomic development, i.e., health was an integral part of development. In that 
context it should be noted that the per capita gross national product of the administered 
territories had grown faster than that of Egypt, Jordan, the Syrian Arab Republic, Iraq, 
Lebanon, or even Israel itself. 

The Government of Israel had significantly improved and modernized such infrastructure 
services as water supply, sewerage and electricity systems and had extended educational 
facilities. Hospital services and medical training institutions had been expanded and 
improved, as had preventive, diagnostic and rehabilitative services, which were available 
to all residents. Infant mortality had decreased dramatically from 86 per 1000 in Gaza 
in 1967 to 40 per 1000 and from 55 per 1000 to 29 per 1000 in Judaea and Samaria. The 
main decrease had been in post -neonatal mortality, i.e., between the second and the twelfth 
month of life, which was the age -group most amenable to rescue by a combination of curative, 
nutritive and preventive programmes. There had been a drastic decline in the attack rates 
of typhoid, pertussis, poliomyelitis, hepatitis, tuberculosis, and venereal disease. 

On the economic front, not only had the gross national product increased in the 

administered territories, but agricultural output had increased six -fold in Gaza and ten- 
fold in Judaea and Samaria. The number of residential buildings completed per square 
kilometre had increased twelve -fold. The percentage of families connected to an 
electricity supply had increased from 20% to between 80% and 90 %. The number of private 
and commercial vehicles had grown dramatically. Individual consumption of fats and animal 
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protein, an obvious indicator of prosperity, had also risen. Could many of the surrounding 

Arab countries boast similar figures? 

Those changes, which were accompanied by a significant increase in the number of 

physicians, nurses, and other health personnel, had led to a visible improvement in the 

health status of the population, as could easily be demonstrated from both the report of 

the Special Committee and the annual report submitted by the Director of Health of UNRWA 

for 1981. 

To support those comments he quoted extensively from the Special Committees report 

with respect to the expanded programme on immunization (first paragraph of section 4.5.2), 

statistics (second paragraph of section 2.1), health insurance (fourth paragraph of 

section 2.3), drug provision (first paragraph of section 3.5), tetanus (first paragraph of 

section 4.1.1), poliomyelitis (section 4.1.3), diarrhoeal diseases (first paragraph of 

section 4.1.5), pulmonary tuberculosis (first paragraph of section 4.1.6), diphtheria 

(second paragraph of section 4.1.7), pertussis (third paragraph of section 4.1.7), 

cutaneous leishmaniasis (second sentence of sixth paragraph of section 4.1.7), goitre 

(seventh paragraph of section 4.1.7), malaria (eighth paragraph of section 4.1.7), Rift 

Valley Fever (last two sentences of ninth paragraph of section 4.1.7), hospital development 

and equipment, including Ramallah Hospital (from section 4.2.1), Bеit- Jallah Hospital and 

Bethlehem Psychiatric Hospital (from section 4.2.3), Hebron Hospital (from section 4.2.4), 

Sheefa Hospital, Nuseirat clinic and Bereij clinic (from section 4.2.7), water supply and 

sanitation (section 4.3.1 and last paragraph of section 4.5.5), prison clinics (third 

paragraph of section 4.3.3), basic health care (second and following sentences of second 

paragraph of section 4.5.1), and health indicators (section 5.2.1.3). In the light of 

that information, he wondered how many of the neighbouring countries that had sponsored 

the draft resolution had reached a similar level of immunization or a situation where the 

main problem was chronic disease. Furthermore, it was the population itself that had 

actively participated in extending the services throughout their communities. 

He believed that it would not be presumptious to say that the level of health care 

envisaged by WHO for the year 2000 had already been achieved in the areas. Although 

countries had different sociopolitical conditions, all ministries of health believed that 

it was their responsibility to try to alleviate pain, strive for a larger share of the 

national budget, and set priorities for health as opposed to industry, development and 

defence. 

The Special Committee of Experts had made three critical remarks covering: manpower 

development, health insurance, and health planning. First, concerning manpower development 

(a function of budget and outside competition), it was an area in which WHO and other 

agencies could help, particularly in view of the "brain drain" encouraged by the resource - 

rich Gulf States. Israel did not reject the use of outside resources to develop health 

facilities and health care programmes, so long as such assistance was not politically abused. 

In that connexion he appealed to WHO to take part in the efforts to strengthen short -term 

training programmes and to carry out surveillance of infectious, chronic, and mental 

disorders. Secondly, concerning health insurance, his country had introduced a system of 

a token payment of $ 8 per family per month giving entitlement to free health care, including 
hospitalization and drugs. Over 80% of the population in Gaza and over 50% in Judaea and 

Samaria had joined the scheme, which was voluntary (any attempt to make the system compulsory 
probably would have led to the accusation that Israel was subjecting the population to excess 
taxation ...). Thirdly, concerning the lack of long -term planning, he pointed out that 

past suggestions for a more comprehensive system of health services had remained unimplemented, 
not because the Israeli Government did not support such a system but because the local people 
felt that any major change in the health structure would be taken to imply an acceptance of 

change in the political status щ o . 
Again he pointed out that his country was prepared to transfer total responsibility 

for the medical services of the areas to a local administrative body, with no decrease in 
the level of financial support, if the people of the administered territories would accept 
the challenge. 

The absurdity of repeated attempts in the Health Assembly to pass a political resolution 
condemning Israel had already been pointed out in previous years. At the present stage he 
would merely emphasize that a request to increase direct support to a subversive organization 
was an out-and-out paradox. How would that organization use the money provided, should the 
draft resolution be adopted? Would it be used to build hospitals and train health personnel? 
Or would it be used to buy more explosives to attack hospitals and clinics, as had happened 
in the past? 
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Mr IONESCU- CAZANA (Romania) said that his delegation attached great importance to the 
activities of the Special Committee of Experts and shared the opinion that it was impossible to 
talk of normal health conditions for the Arab population of the occupied territories at the 
current time. His country was in favour of a political solution to the conflict that would 
achieve a just and lasting peace on the basis of an Israeli retreat from the occupied Arab 
territories, a solution to the Palestinian problem through the recognition of the legitimate 
rights of the Palestinian people - including the right to self - determination and the creation 
of an independent State - and the guarantee of independence and sovereignty for all States in 
the Region. An intensification of political and diplomatic effort was called for, to convene 
an international conference on the Middle East with the presence of the Palestine Liberation 
Organization as sole and legitimate representative of the Palestinian people. He reiterated 
Romania's solidarity with and support for the legitimate cause of the Palestinian people. 

Mr SHENKORU (Ethiopia) said that his country had always supported the Arab population in 
the occupied territories. His delegation was included in the list of sponsors of the 
draft resolution. 

Mr JAAFAR (Kuwait) said that the facts had been clearly put before the Committee. The 
report of the Special Committee of Experts made it clear that not all the necessary conditions 
for promoting the health of the inhabitants of the occupied territories in accordance with the 
WHO concept of health existed, since the requirements for physical, mental and social wellbeing 
were not being met, particularly in regard to primary health care. The report also pointed 
to contradictions in the statistics and information provided by the Israeli authorities. 

The continued deterioration of health conditions in the occupied territories was the 
greatest indication of the negligence and intransigence of the Israeli occupation authorities 
and their continuous and flagrant violation of the 1949 Geneva Conventions. Delegates had 
heard of the criminal attack on Al -Aqsa Mosque in Arab Jerusalem, when Zionists had fired on 
peaceful, unarmed inhabitants, killing or injuring people at prayer. How could there be 
appropriate health conditions, and how could health for all be achieved, when the inhabitants 
of the occupied territories continued to suffer from constant, brutal aggression, psychological 
harassment, and inhuman conduct? The very least that could be done within WHO was to condemn 
those brutal and inhuman acts. He appealed to delegates to accept the draft resolution of 
which his country was a co- sponsor. 

Dr HACEN (Mauritania) congratulated the Special Committee on its work, carried out 
under difficult circumstances. While listening to the statement by the Israeli delegate 
he had experienced a feeling of unreality as he attempted to relate the pacific words to 

what was actually happening in Palestine and the other occupied territories. As the 
Special Committee had pointed out, the situation there was one of exception; health 
conditions had not improved since the previous year and it had not been possible to put to 
good use the funds provided for health purposes by private, voluntary sources. 

The term "annexation" was inadequate to describe the current state of affairs: people 
were being deliberately ousted from their ancestral lands and a new population was taking 
their place, despoiling the land and building new towns. Those same newcomers were 
committing aggressions against unarmed civilians, destroying their homes, and firing live 
bullets against peaceful demonstrators. 

It was an unhappy irony of fate that the victims of Nazism in the past should be 

behaving like their erstwhile oppressors. It was alarming to find - as he had done - 

acknowledgement of Israeli barbarity in the report of an Israeli journalist. The people of 
the occupied territories were being bombarded and their culture stifled; their municipal 
elections were unjustly regarded as antidemocratic and successful candidates were eliminated; 
attempts to check the influence of the Palestine Liberation Organization had turned into a 
veritable war against those supporting that body as a symbol of national independence; 
censorship was imposed, and the sale or possession of certain books prohibited; as a 

punishment for a strike action, there had been an attempt to impose identity cards on the 
population; the telephone contact had been interrupted; water and electricity were made 
available only a few hours a day; flocks were unable to graze; food was in short supply; 
journalists were refused admission to the area; and leaders of the community had been 
imprisoned. Even in Israel, voices were heard which condemned the current policy as 
militarily absurd; as an insult to human rights, if not something approaching genocide; and 
as one which was having a most dangerous influence on the younger generation of Israelis. 
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There could be no doubt that the overall situation, including its health aspect, was 

the consequence of the policy of a racist, expansionist State. The delegation of the 

Islamic Republic of Mauritania appealed to all peoples of good will - including Jews and the 

peoples of countries which, for historical or strategic reasons, had close ties with Israel - 

to join in opposing the policy of annexation and genocide. What was happening in the 

occupied territories was of concern to all mankind and a responsibility of humanity as a 

whole. Immediate steps must be taken before it was too late. The argument, used by 

Israel and South Africa alike, that the peoples under their rule had been in a worse 
situation before, was a specious one, implying as it did that there could be no improvement 
without colonial domination. It was obvious that there were enough technological and 

intellectual resources - both Jewish and Arab - in Palestine to enable the population 
itself to attain a high standard of health. 

Mr HWANG Yong Hwan (Democratic People's Republic of Korea) said that, despite 
discussion of the present agenda item at several Health Assemblies, and the adoption of 
several resolutions, no real progress had been made. The Israeli authorities, far from 
withdrawing or ceasing their criminal acts, continued their aggression by deeds such as the 

occupation of the Golan Heights and the stepping up of atrocities in the occupied Arab 
territories, including Palestine. The result was that the health of the peoples in those 
territories continued to suffer, as was clearly shown in the report submitted by the observer 
for the Palestine Liberation Organization. 

His delegation would actively support all positive measures aimed at denouncing the 
refusal of the Israeli authorities to implement Health Assembly resolutions intended to 
ensure adequate health services for the peoples of the occupied territories. His country, 
as always, stood by the Arab peoples in their struggle against illegal occupation and 
repression. 

Dr RICH (Cuba) formally introduced the draft resolution before the meeting. 
The Committee was well aware of the inhuman conditions of life for the Arab population 

of the occupied territories, especially Palestine, which had been the subject of discussion 
at the Health Assembly for several years. The draft resolution before the meeting was 
sponsored by no less than 36 delegations. Its preamble reiterated the basic principles 
established by WHO's Constitution and the resolutions adopted in the United Nations system, 
including WHO and the Commission on Human Rights - resolutions that reaffirmed the inalienable 
right of the Palestinian people to self -determination, the recovery of the occupied territories, 
and the establishment of an independent State in Palestine. The only basis for peace in that 
part of the world was the complete and unconditional withdrawal of Israel from the occupied 
territories. 

She outlined the operative parts of the draft resolution, which faithfully reflected the 
situation in the occupied Arab territories. The Cuban delegation requested an immediate vote 
on that draft resolution. 

Mr AВВASSI TEHRANI (Iran) said that the report by the Ministry of Health of Israel 

(document A35/INF.DOC./4), which purported to be an account of health services provided in 

the occupied Arab territories, was an unjustifiable attempt to conceal the continued crimes 
against Moslem peoples, especially in Palestine, committed by the Zionist occupying forces, 

acts which were typified by the attack on the Al -Aqsa Mosque. According to the basic 
principles of WHO's Constitution, health was fundamental to the maintenance of peace and 
security; it was therefore incongruous to talk of the provision of medical services by a 

regime whose acts were a constant threat to peace and security. The growing determination to 

resist oppression against Moslems should be recognized by Israel and also by that country's 
supporters, who should realize that they were courting the same sort of reverse as they had 
suffered in Iran. 

His delegation was a co- sponsor of the draft resolution introduced by the Cuban delega- 

tion and called for the widest possible support for it. 

Dr ВRYANT (United States of America) said that his delegation was strongly opposed to 
the draft resolution, which raised issues far outside the mandate and purposes of WHO. The 
United States delegation must, once again, deplore the fact that obviously political 
material had been introduced into the deliberations of the Health Assembly. It found most 
of the draft resolution inaccurate and offensive. 
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It was especially concerned about part I, operative paragraph 2, of the draft 
resolution, which had the effect of imposing sanctions against Israel through Article 7 of 
the Constitution of WHO. The draft resolution called for the Health Assembly's commitment 
to executing United Nations General Assembly resolution ES -9/1. Approval of the draft 
resolution would mean that the Health Assembly had decided to take the measures specified in 
General Assembly resolution ES -9/1 against one of WHO's Member States. Those measures 
included the suspension of economic, financial, and technological assistance to and 
cooperation with Israel, the cessation of all dealings with Israel, and its total isolation 
in all fields. 

The United States was adamantly and unequivocally opposed to such a step, which would 
represent a fracturing of the principle of universality in membership, participation and 
benefiting from the services of the Organization. Because operative paragraph 2 of part I 
had the effect of cutting off the membership rights and services of Israel, consideration of 
the draft resolution must clearly be considered an important question in the sense of Rule 
72 of the Assembly's Rules of Procedure and would require a two - thirds majority. 

His Government strongly believed that the draft resolution, which raised the possibility 
of depriving a Member State of full participation in the Organization's affairs, trod on very 
dangerous ground. The Health Assembly should be in no doubt as to the steps the United 
States would take should the draft resolution be adopted as it was now worded. A decision 
by the Health Assembly to commit itself to imposing sanctions on Israel which would affect 
its rights as a Member - and clearly that was the meaning of operative paragraph 2 of part I 
of the draft resolution - would result in the United States walking out of the Health 
Assembly for an indefinite period. Moreover, his Government would initiate a review of its 
future role in WHO, including its financial support and technical assistance. 

The CHAIRMAN proposed that, in view of the issues raised by the last speaker, the 
meeting should be suspended to allow for informal consultations. 

It was so agreed. 

The meeting at 17h10 and resumed at 17h45. 

Professor BENHASSINE (Algeria) called for a closure of the debate on agenda item 39 

under Rule 63 of the Rules of Procedure. 

Dr SEBINA (Botswana), speaking on a point of order, moved a suspension of the meeting 

under Rule 64 of the Rules of Procedure, since a number of delegations, including his own, 

had had no time to receive instructions regarding the text in question. 

Mr VIGNES (Legal Counsel) said that a motion for suspension under Rule 64 took precedence 
and that, in keeping with Rule 61, such a motion could not be debated but should be put 

immediately to a vote. 

Dr GEZAIRY (Saudi Arabia), speaking on a point of order, said that, in his delegation's 

view, a new proposal could not be made by a member speaking on a point of order. The 

proposal of the Algerian delegation should therefore be considered first. 

Mr VIGNES (Legal Counsel) said that, in fact, the customary way to move a suspension 

when the closure of a debate had already been moved was to rise on a point of order; to do so 

was in conformity with the practice observed in WHO and elsewhere in the United Nations system. 

Dr MUREMYANGANGO (Rwanda) said that his delegation supported the motion by the delegation 
of Botswana, for the same reasons as that delegation. 

The CHAIRMAN suggested that, in view of the Legal Counsel's observations, the late hour, 

and the time that would be taken up by voting on a motion for suspension, the meeting should 
be adjourned and the debate should be resumed the following morning. 

Mr TAWFIQ (Kuwait) supported the Chairman's suggestion. However, at the next meeting, 
the Committee should vote on the Algerian delegate's motion to close the debate. 
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Professor AUJALEU (France), speaking on a point of order, requested the Chairman to apply 

the relevant rules of procedure. 

Mr VIGNES (Legal Counsel), replying to a question by Professor BENНASSINE (Algeria) 

related to paragraph c (ii) of the "Description of the concept of a point of order" (Basic 

Documents, thirty - second edition, page 132), said that this provision was applicable only to 

points of order to be decided by the Chair and not to procedural motions which had to be voted 

on, in the order established by Rule 64. 

Mr BLAUROCK (Federal Republic of Germany) supported the proposal that the meeting should 

be adjourned immediately. 

The DIRECTOR- GENERAL said that, speaking in his strictly neutral capacity as the 

Organization's chief technical and administrative officer, he believed that the proposal made 

supported by the delegation of Kuwait to adjourn the meeting was appropriate. 

The CHAIRMAN asked whether the Committee was in agreement to adjourn the meeting. 

It was so agreed. 

The meeting rose at 18h05. 



NINTH MEETING 

Wednesday, 12 Ма 1982, at 9h00 

Chairman: Mr N. N. VOHRA (India) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 39 of the Agenda (Resolution WHA34.19, part III, para. 10; 
Documents А35/16 and A35/INF.DOCs/3, 4 and 6) (continued) 

The CHAIRMAN reminded the Committee that when it had risen the previous evening it had 
had two motions before it: one by the delegate of Algeria for closure of the debate, and the 
other by the delegate of Botswana for suspension of the meeting. The Committee now had to 

review the position and decide how it should proceed further. 

Dr RICH (Cuba) said that, in a desire to assist the Committee in its work, the sponsors 
of the draft resolution introduced at the previous meeting had agreed that a semicolon should 
be inserted after the words "other occupied Arab territories ", in part I, operative paragraph 2, 
and that the remainder of the paragraph should be deleted. 

In reply to a question by the CHAIRMAN, Professor BENHASSINE (Algeria) said that his 
delegation maintained its motion for the closure of the debate for two reasons: first 
because, in a spirit of conciliation, the sponsors of the draft resolution had amended the 
controversial paragraph; and, secondly,beçause it wished the Health Assembly to be able to 
continue its work in a calm atmosphere, 

In reply to a question by the CHAIRMAN, Dr SEВINA (Botswana) said that he had moved the 
suspension of the meeting in order to enable delegates to hold consultations. They had since 
had an opportunity of doing so, and he would not, therefore, press his motion further. 

The CHAIRMAN observed that the Committee thus had only one proposal before it: the 
Algerian motion for closure of the debate. In accordance with Rule 63 of the Rules of 
Procedure of the Health Assembly, permission to speak against closure could be accorded to not 
more than two speakers. 

Mr BLAURICK (Federal Republic of Germany) said that his delegation opposed the motion, 
believing that it would be undemocratic to close the debate at a stage when many delegations, 
including those of European countries, had had no opportunity to speak on the item. 

The CHAIRMAN invited the Committee to vote on the Algerian proposal for closure of the 

debate on item 39 of the agenda. 

The proposal was adopted by 54 votes to 34, with 18 abstentions. 

The CHAIRMAN said that, under Rule 63 of the Rules of Procedure, the Committee could now 

vote only on the proposal moved before the closure. He accordingly invited the Committee to 

vote on the draft resolution introduced at the previous meeting, as amended by its sponsors. 

The draft resolution, as amended, was approved by 60 votes to 27, with 24 abstentions. 

The CHAIRMAN invited delegations wishing to speak in explanation of vote to adhere 

strictly to the provisions of Rule 77 of the Rules of Procedure when they did so. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA35.15. 
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Dr BALAGUER MEYER (Uruguay) said that his delegation supported the principle that the 

health of all peoples was fundamental to the attainment of peace and security. Uruguay had 

always demonstrated its concern about the health conditions in all areas of the world in which 

a state of war, tension or occupation existed, regardless of the reason for such situations. 

Its concern, therefore, extended to the state of health of the population of the occupied 

Arab territories. His delegation shared the view expressed in section 3.7 of the report of 

the Special Committee of Experts (document A35/16) that international cooperation to promote 

health should be more dynamic in those territories. The involvement of international 

institutions was essential, and more particularly that of WHO, whose activities in those areas 

would always receive his Government's support. 
His delegation consequently considered the World Health Assembly to be the legitimate 

forum for discussing and taking decisions on matters pertaining to item 39 of the agenda. 

Unfortunately, however, the only draft resolution submitted on the item was not entirely 

acceptable to his delegation, particularly since it raised political issues which fell within 
the competence of other bodies in the United Nations system, and not of WHO. Although it had 
felt constrained for that reason to abstain in the vote on the draft resolution, his country 
wished to express its concern and to fulfil its responsibility as a Member of WHO with respect 

to the Organization's activities in the occupied Arab territories. 

Mr ONKELINX (Belgium) said that although his delegation had voted against the draft 

resolution, that did not signify that his country, or for that matter other European countries, 
had ever been indifferent to the health situation in the occupied Arab territories. His 

Government was fully aware of the physical and moral suffering which refugees inevitably 
endured, and had always sought to assist the civilian victims of military occupation. Thus 

Belgium would continue to give its full support to UNRWA, WHO, and other humanitarian agencies. 
His delegation had carefully studied the report of the Special Committee of Experts and 

paid tribute to its authors, who had performed their duties under very difficult circumstances. 
The report showed that progress had been made with regard to the health status of the Arab 
populations in the occupied territories, but it also indicated a number of deteriorations in 

socioeconomic conditions which had a direct impact on public health. However, the report did 

not justify the repeated condemnations contained in the draft resolution which had just been 
adopted. The Israeli Government should take account of the views of the Special Committee of 

Experts, follow up its recommendations, and continue to cooperate with the Special Committee 
in future. The political aspects of the Middle East question should be debated in the United 
Nations General Assembly and the Security Council. In the last few months, two emergency 
sessions had in fact been devoted to that question. 

He reiterated his country's full support for the efforts being made to arrive at a just 
and lasting negotiated peace. His delegation was pleased that the sponsors of the draft 
resolution had withdrawn the reference to paragraph 15 of General Assembly resolution ES -9/1, 
which represented a dangerous step towards suspending the fundamental rights of Israel. His 
Government formally reaffirmed its commitment to the principle of universality and was happy 
that Member States had not embarked upon a path which could have lead to a crisis of exceptional 
gravity within the Organization. He said that the delegations of Denmark, the Federal Republic 
of Germany, France, Ireland, Italy, Luxembourg, the Netherlands and the United Kingdom 
associated themselves with his statement. 

Mr MAGNUSSON (Sweden) said that the occupation of Arab territories and the Israeli settle- 
ment policy, particularly the aggravation of the situation caused by the annexation of the 
Golan and the latest Israeli measures on the West Bank and in Gaza, had created a number of 

problems in various sectors, including the health sector. As the Special Committee of Experts 
had stated, health could serve to initiate a dialogue for the solution of certain fundamental 
human problems. WHO should thus do what it could in the health sector to improve the 

conditions of the populations affected, and other specialized agencies should do what they 
could in their respective fields. However, a definitive solution could come about only 
through a just and all- embracing political settlement in the region. 

His delegation had voted against the draft resolution because it introduced a number of 
political considerations that went far beyond the competence of WHO; it was glad that the 
second part of operative paragraph 2 in part I had been withdrawn, since its inclusion would 
have signified an infringement of the principle of universality which ought to apply to the 

United Nations and to all specialized agencies. However, his delegation's vote should not be 
taken as a condonement of Israeli policies in the occupied territories. His Government's 
views on that matter had been stated on numerous occasions in the United Nations General 
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Assembly and other relevant forums. In that connexion, he reiterated his Government's 
conviction that the Fourth Geneva Convention Relative to the Protection of Civilian Persons in 
Time of War (12 August 1949) was fully applicable to the occupied territories. Sweden 
supported, and would continue to support, the efforts of WHO, UNRWA and other United Nations 
agencies to render humanitarian assistance to the region. Notwithstanding its vote on the 
draft resolution, it explicitly supported operative paragraph 1 in part II, which requested 
States to increase their contributions to UNRWA. 

Mr SALMI (Finland) said that his country's position on the Middle East question had been 
set out explicitly on many occasions in the appropriate United Nations forums. Finland took 
the view that a just and lasting peace should be achieved on the basis of Security Council 
resolution 242 and recognition of the legitimate rights of the Palestinian people. It had 
also made clear its position with regard to Israel's settlement policies and its illegal acts 
on the West Bank and in the Golan, which could only breed frustration and violence and make 
the achievement of a comprehensive peace more difficult. 

Mr SUÁREZ (Venezuela) said that his Government fully supported all initiatives, actions 
and international aid and cooperation programmes by United Nations agencies, particularly WHO, 
designed to provide for, guarantee and improve the health status of the Arab population of the 
occupied territories, including Palestine. However, because of the inclusion in the draft 
resolution of clear and specific political elements which should be dealt with in other more 
appropriate international forums, his delegation had abstained in the vote. 

Dr MANZ (Switzerland) said that his delegation had voted against the draft resolution. 
For the fourth time in five years the Special Committee of Experts had been able to perform 
its duties. On the basis of its report and its balanced and objective recommendations and 
conclusions, it was not possible for his delegation to associate itself with the condemnation 
of Israel contained in the draft resolution. However, his Government considered that the 
annexation of Jerusalem and the Golan were unilateral acts contrary to international law. 
His delegation was aware of the serious political problems troubling the Middle East but felt 
that solutions to them should be sought in forums other than the World Health Assembly. 

Mr THABANE (Lesotho) said that the vote which his delegation had just cast had been a 

circumstantial one; it in no way implied that his Government had departed from the position 
which it had consistently taken in the United Nations General Assembly with regard to Israel's 
subjugation of the Arab territories and the oppression of the people living there. 

Mr ROJAS (Peru) said that his delegation had abstained because, despite the last -minute 
amendment proposed by the sponsors, it considered that the draft resolution dealt with matters 
which were beyond the competence of WHO - matters on which his Government had already expressed 
its views in the appropriate forums. 

Peru reiterated its condemnation of all acts of occupation and acquisition of territory 
by force and, in accordance with its traditional position on the subject, associated itself 
with the requests for international cooperation in respect of the health problems affecting 
the peoples of the occupied Arab territories. 

Dr SOFFER (Israel) said he was dismayed that, less than three weeks after the sacrifice 
made by his country to implement the final stages of withdrawal from the Sinai as part of the 

historically unprecedented peace settlement with the Republic of Egypt, the Committee had 
approved a draft resolution unjustly condemning Israel. That document should be seen for what 
it was, a malicious and self -serving attempt by a group of belligerent Arab countries to 

impede peace and to politicize a forum that was essentially professional, namely, the Health 
Assembly. Not only did it consist of a series of slanderous lies, but it attempted to address 
a number of political controversies which had no relevance whatsoever to the Organization's 
mandate. Unfortunately, WHO was not impervious to the undemocratic pressure tactics of the 

Arab rejectionists. The Organization was in danger of being radically denatured. 

The first part of the draft resolution referred to matters which had only recently been 
dealt with by other United Nations bodies, and there could be no justification for discussing 
them again. In addition, the final preambular paragraph made reference to events which had 
in fact never occurred: there had never been any arrests of religious personalities, nor had 
there been any attacks on the Aqsa mosque or the Church of the Holy Sepulchre. There were no 
fewer than seven condemnatory paragraphs which were based on vicious lies and which had no 
place in WHO. 
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The proposal to establish three health centres under direct WHO supervision in the 

administered areas had been introduced by those whose attitude to Israel was malevolent. It 
was an attempt to undermine the cooperative relationship that existed between Israel and the 
Organization, and ignored the fact that under international law Israel had sole responsibility 
for all aspects of the territories under its administration. 

He wished to reiterate his profound dismay at being forced to respond to a malicious 
effort to politicize, and hence to paralyse, the work of the Health Assembly. In a world 
divided by many political boundaries, the ironic truth remained that disease knew no borders 
and that pestilence took no account of political creeds. As designated representatives of the 
governments of WHO Member States, members of the Committee ought not to abandon their grave 
responsibility on the basis of a mere political whim. 

Dr CHIDUO (United Republic of Tanzania) said that, while his delegation was in no way 
opposed to the draft resolution, and had indeed already expressed its support for the cause of 
the Arab populations in the occupied Arab territories, including Palestine, it had abstained 
in the vote because it had not been adequately briefed on the amendment to operative 
paragraph 2, in part I. 

Mr JIMENEZ DAVILA (Argentina) recalled the explanation of vote made by his delegation at 

the United Nations Special Emergency Session in New York on 5 February 1982 on the subject of 

the occupation of the Golan; his delegation had abstained on the present occasion for the same 

reason. His delegation shared the profound concern felt by the international community for 

the health situation in the occupied Arab territories; it fully supported the conclusions of 

the report of the Committee of Experts, and hoped that that report would be seriously 

considered so that a satisfactory solution to the problem could be found. 

Mr UTHEIM (Norway) said that his delegation had voted against the draft resolution 

because it contained elements which were outside the competence of the Health Assembly. In 

his opinion, the report of the Special Committee of Experts in no way justified the 

condemnatory language used in the text of the draft resolution. However, he was pleased that 

its co- sponsors had agreed to delete the latter part of operative paragraph 2 in part I. 

He wished to reiterate his Government's firm attachment to the principle of universality. 

The stand taken by Norway with regard to the situation in the territories occupied by Israel, 

including Jerusalem and the Golan, was based on the provisions of the Fourth Geneva Convention; 

it had repeatedly called upon Israel to abide by its obligations under that instrument. 

Mr SUGANO (Japan) said that his delegation had abstained because, although it had no 

objection to the amended operative paragraph 2 condemning Israel's annexation of Jerusalem 

and the Golan, it found other paragraphs of the draft resolution unacceptable, taking into 

account WHO's mandate as a specialized agency. 

Dr DLAMINI (Swaziland) said that his delegation had voted against the draft resolution 

because of its condemnatory tone and political overtones. Peace could only be brought 

about through dialogue and negotiation, and not through condemnation. The work of the 

Special Committee of Experts was within the spirit of such a dialogue, and the draft 

resolution had gone beyond the conclusions that. Committee had reached. 

He urged Israel to take due note of all the observations made by the Special Committee. 

Mr McKINNON (Canada) said that the health situation in the occupied Arab territories 

gave rise to great concern; his delegation would have preferred the Assembly to deal with it 

from the strictly medical point of view. The draft resolution just approved was unacceptable 

to his Government for three main reasons. First, it dealt more with the political aspects of 

the situation than with the health aspects, and the Health Assembly was not the place for the 

discussion of political questions. Secondly, it referred to certain resolutions recently 

adopted by the United Nations General Assembly which were purely political, and which his 

Government had opposed. Thirdly, a text such as that presented could not and should not be 
accepted by consensus in a forum such as the Health Assembly. In future, the sponsors of 
such draft resolutions should endeavour to show that they were as concerned with the health 
situation in the occupied Arab territories as they were with the political situation, and 

put forward a text which reflected a real attempt to bring about an improvement in the health 
situation. Such a text would - he believed - be able to command a very wide consensus in the 

Assembly. 
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Mr MOHD NAZIR (Malaysia) shared the concern of other speakers at the current situation 
in the occupied territories, which was not only detrimental to peace but also to the health 
of the inhabitants. For its part, his delegation had voted in favour of the draft resolution 
as a means of expressing that concern, and would request that Malaysia be included in the 
list of co- sponsors. 

Mr FAVILA -VIEIRA (Portugal) said that his delegation also shared the concern expressed 
by other delegations at the health conditions of the population in the occupied Arab 
territories, and would support any measures to strengthen action taken by WHO to improve 
those conditions. His Government condemned any annexation by force wherever it might take 
place, and was convinced that any lasting settlement in the Middle East would necessitate a 
retreat by Israel from the occupied territories. However, his delegation had abstained in 
the vote, because it could not support certain paragraphs in the resolution which were of a 

political nature and which did not fall within the competence of WHO. 

2. SECOND REPORT OF COMMITTEE B (Document А35/36) 

Mr SMIT (Netherlands), Rapporteur, introduced the draft second report of the Committee. 

The report was adopted (see document WHA35/1982/REС/2). 

Э. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 40 of the Agenda 

General matters: Item 40.1 of the Agenda (Documents A35/17 and A35/INF.DOC. /2 and Corr.1) 

Dr KILGOUR (Director, Division of Coordination), introducing the item, first drew 

attention to document А35/17, which was a report by the Director -General on certain major 
developments that had occurred within the United Nations system and that had a bearing upon 
the work and policies of WHO. As customarily in recent years, the Director -General had 
concentrated on decisions taken by central United Nations intergovernmental bodies, notably 
the Economic and Social Council and the General Assembly, as was reflected in the Introduction 
to the document. 

It would be seen from paragraph 1.3 that three States had been admitted to membership of 

the United Nations. 

In section 2 of the report, the Director -General drew attention to two important matters 
which had been brought before the Executive Board at its sixty -ninth session in January of the 

current year. First, the Global Strategy for health for all. The substantive part of that 

Strategy would be discussed in Committee A, but it should be noted in Committee B that the 

Director -General had taken effective action in relation to resolution WHA34.36 and in imple- 

mentation of United Nations General Assembly resolution 3458 through the coordination work of 
the Organization, which had centred on creating greater awareness of WHO's programmes and 

policies amongst other organizations and institutions of the United Nations system. The 

Director -General had addressed a plenary meeting of the Economic and Social Council on 

3 July 1981 and had presented the Global Strategy to that forum. He had stressed the need 

for the full support of Member States in order to attain health for all by the year 2000, so 

that health might play its part in the implementation of the International Development Strategy 
for the Third United Nations Development Decade. The Council had subsequently commended the 

Global Strategy to the United Nations General Assembly for consideration and had proposed a 

resolution to the General Assembly for adoption, as noted in paragraph 2.1 of document A35/17. 

As a result, on 19 November 1981, the General Assembly had unanimously adopted resolution 

3643, entitled "Global Strategy for health for all by the year 2000 ". The full text of that 

resolution was attached as Annex 1 to the report. 

Paragraphs 2.3 to 2.9 contained a brief report on the United Nations Conference on the 

Least Developed Countries, which had been held in Paris from 1 to 14 September 1981. That, 

too, had been brought to the notice of the Executive Board in January. He drew specific 

attention to paragraph 2.8, where it was noted that the Substantial New Programme of Action 

(SNPA) for the 1980s for the Least Developed Countries, formulated in Paris, had been endorsed 
by the United Nations General Assembly. An invitation had been addressed by the General 
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Assembly in resolution 36194 to the governing bodies of organizations of the United Nations 

system to take the necessary and appropriate measures for the effective implementation and 

follow -up of the SNPA within their respective spheres of competence and mandates. 

Section 3 of the document referred to resolutions and decisions adopted by the Economic 

and Social Council at its 1981 regular sessions concerning the United Nations Decade for 

Women, the World Population Plan of Action, the 1984 International Conference on Population, 

and water resources development. 

Section 4 of the report dealt with resolutions of the General Assembly at its thirty - 

sixth regular session covering a wide variety of issues. Paragraph 4.1 referred to the 

International Year of Disabled Persons, and delegates should note that WHO was actively 
cooperating in the formulation of the World Programme of Action concerning Disabled Persons. 
It would be seen from paragraphs 4.4, 4.5 and 4.6 that the General Assembly had reiterated 
its concern with drug abuse and traffic in drugs and with problems related to the production 
and export of banned hazardous chemicals and unsafe pharmaceutical products. Other 
resolutions adopted by the General Assembly referred to the implementation of the Declaration 
on the Granting of Independence to Colonial Countries and Peoples, to apartheid, and to the 

importance of the universal realization of the right of peoples to self -determination and 
independence. In the latter resolution, the General Assembly had called for assistance and 

support by organizations of the United Nations system to colonial peoples and to their national 
liberation movements. Delegates would find information on action taken by WHO in document 
A35/20. 

In paragraphs 4.21 to 4.24, delegates would find reference to forthcoming major 
conferences and international years in which WHO had a role to play. 

Paragraphs 4.25, 4.26 and 4.27 mentioned the importance the United Nations General 
Assembly attached to cooperation between the United Nations and specialized agencies and such 
organizations as the Organization of the Islamic Conference, the League of Arab States, and 
the Organization of African Unity. 

Paragraph 4.30 referred to the resolutions adopted on questions relating to women dealing, 
inter alía, with the United Nations Decade for Women. 

Delegates would also be interested in the action taken by the United Nations General 

Assembly in respect of the draft Code of Medical Ethics, referred to in paragraph 4.31. 

In section 5, the Director -General reported on activities of concern to WHO in other 

organizations and bodies. Of particular interest was the resolution of the General Assembly 

adopting measures to enhance the overall efficiency of operational activities for development. 

Previous Health Assemblies had adopted resolutions concerning measures in that field, and the 

Director- General intended to ensure WHO's continued cooperation in the relevant work of those 
bodies within the United Nations system that were concerned with those issues. 

The UNDP Governing Council, which had met in June 1981, had been primarily concerned with 

the downward trend in governments' contributions to UNDP programmes. As a consequence of that 

development, one of the major issues which would be discussed during the forthcoming Governing 

Council meeting was the future role of UNDP, its structure,and new and specific ways and means 

of mobilizing increased resources. Other issues which had been debated by the Governing 

Council included the long -standing one of project management and execution by governments. 

Some governments had sounded a note of caution on the dangers of moving too fast and had 

emphasized the need for further training of nationals in programme planning and development. 

The already close collaboration between WHO and UNICEF had been strengthened at all levels 

following discussions between the Director -General of WHO and the Executive Director of UNICEF. 

In that connexion, the Director -General was pleased to announce that the Italian Government 

had made a sum of US$ 85.3 million available for WHO and UNICEF joint activities relating to 

nutrition in the framework of primary health care during the period 1982 -1986. 

The close collaboration between WHO and the World Bank had continueá, particularly in the 

field of water supply and sanitation and in the information exchange and analysis of the health 

situation in various countries. The Bank had continued its sponsorship of the Onchocerciasis 

Control Programme and the Special Programme for Research and Training in Tropical Diseases. 

It had also maintained its interest in the Diarrhoeal Diseases Control Programme and the Health 

Resources Group for Primary Health Care. UNFPA had continued its generous and active support 

for WHO activities, primarily in country -level programmes in child health and family planning. 

He next drew attention to the contents of document A35/INF.DOC./2, relating to the follow - 

up action taken by the Director -General to the resolution of the 1981 Health Assembly 

(WHA34.38) on the role of physicians and other health workers in the preservation of peace. 

That document reported on a preliminary meeting of experts convened by the Director -General in 
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December 1981 which had advised on the composition of an international committee of experts in 

medical sciences and public health and had recommended that as a first task it should 

concentrate on the health consequences of thermonuclear conflict. The first meeting of that 

International Committee had taken place from 14 to 16 April 1982, at which it had allocated 

responsibility for the preparation of various sections of a comprehensive report which would 

be finalized in the course of meetings to be held in the autumn of the current year and in 

February 1983. The report would be presented to the Thirty -sixth World Health Assembly. 
Finally, he informed delegates that the Second Congress of International Physicians for 

the Prevention of Nuclear War had addressed a statement to the President of the Health Assembly, 

to which he had replied drawing attention to the fact that the agenda for the Thirty -sixth 

World Health Assembly would have an item under which a report of the Director- General on that 

subject would be able to receive substantive consideration. 

Dr MTERA (United Republic of Tanzania) said that, while congratulating the Director - 

General on the report before the Committee and on the efforts WHO was making to collaborate 

with other bodies in the United Nations system, his delegation felt that there was one area of 

cooperation which had not been dwelt on sufficiently. He was referring to the subject of 

socioeconomic development projects, especially in developing countries, which had adverse 

effects on the health of the population resident in their vicinity. Examples included man - 

made lakes, irrigation projects, and certain industries whose chemical effluents might have 

harmful effects on people living nearby. His delegation was convinced that WHO and the health 

sectors of the countries concerned should be consulted and should cooperate fully in the 

planning and implementation of such socioeconomic projects. 

In pursuit of that goal, his delegation was a co- sponsor, with the delegations of Kenya, 

Lesotho and the United States of America, of a draft resolution which he would introduce 

formally at the appropriate moment. It read as follows: 

The Thirty -fifth World Health Assembly, 

Recalling resolution WHA17.20 on the importance of paying special attention to the 

health implications of large -scale socioeconomic development schemes; 

Recalling further resolution WHA18.45 on the same issue; 

Noting that many development projects major potential health hazards and 

dangers for the environment, and that frequently insufficient resources are made 

available and/or applied in the planning and implementation of development projects to 

assess these hazards and to prevent their occurrence; 

Noting further that, on occasions in the past, the health of populations and the 

environment have deteriorated as a result of development projects, especially those 

involving man -made lakes, irrigation and river basin development; 

1. PLEDGES WHO's total commitment to work with Member States, national and inter- 

national agencies and financial institutions to incorporate the necessary preventive 

measures into development projects to minimize the risks to the health of populations 

and the environment; 

2. URGES Member States, national and international agencies and financial institutions, 

in the planning and implementation of development projects, especially those involving 

man -made lakes, irrigation and river basin development: 

(1) to analyse in detail the possible health hazards and environmental dangers of 

existing and proposed development projects; 

(2) to incorporate into project plans and their implementation adequate measures 

to prevent, to the greatest extent possible, the occurrence of health and 

environmental hazards; 

(3) to make adequate provisions for the implementation of the necessary 

preventive measures in the financing of the relevant development projects; 

3. APPEALS to donor countries and relevant financial institutions to assist developing 

countries in the implementation of this resolution. 
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Dr ANNANDALE (Samoa) said that she had read document А35/17 with great interest and had 

noted especially paragraph 4.19 which referred to United Nations General Assembly resolution 

369 on the importance of the universal realization of the right of peoples to self - 

determination and of the speedy granting of independence to colonial countries and peoples. 

In that connexion, she wished to remind the Committee of the continuing struggle for 

independence of the people of New Caledonia and of French Polynesia. 

Dr MAFIАМВА (United Republic of Cameroon) referred to United Nations General Assembly 

resolution 36166 concerning the exchange of information on banned hazardous chemicals and 

unsafe pharmaceutical products. His delegation would request WHO to provide more 
information, especially to Third World countries, by means of periodic lists, about such 

chemicals and products - which those countries continued to import without restrictions, 

although they were already on the blacklists of the countries of manufacture. While 
acknowledging that powerful interests might well be militating against the dissemination of 

such information, he felt that it was WHO's duty to provide it and thus help the developing 

countries to protect their peoples from the occupational risks entailed in the use or 

improper handling of such dangerous products. 

Dr KILGOUR (Director, Division of Coordination), responding to points made during the 

discussion, said that the issue raised in the draft resolution presented by the delegate of the 

United Republic of Tanzania was already being closely examined. The Director -General was 

already in touch with other organizations in the United Nations system and more particularly 

the World Bank and UNDP, which were especially anxious that the matter receive proper attention. 

There was already a move afoot to ensure that any development projects of the type in question 

which involved either the World Bank or UNDP would take into account the possibility of health 

hazards from the very earliest stage of planning. He was hopeful that if the draft resolu- 

tion was adopted it would help to forestall the dangers in question. 
The delegate of the United Republic of Cameroon had posed the important question of 

hazardous chemicals and unsafe pharmaceutical products. That issue had been identified in 
the Development Strategy for the Third United Nations Development Decade and was the subject 
of an important programme within the Organization. The Director -General was ensuring WHO's 
active and ongoing collaboration with other organizations in the United Nations system that 
had a significant interest in or control over specific aspects of the problem. 

The meeting rose at 10h45. 



TENTH MEETING 

Wednesday, 12 May 1982, at 14h30 

Chairman: Dr J. RODRÎGUEZ -DIAZ (Venezuela) 

COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 40 of the Agenda (continued) 

General matters: Item 40.1 of the Agenda (Documents А35/17 and A35/INF.DOC./2 and Corr.1) 
(continued) 

Dr ВРМАТRАF (Democratic Yemen), introducing a draft resolution sponsored by the 

delegations of Algeria, Bahrain, Democratic Yemen, Djibouti, Iraq, Jordan, Kuwait, Lebanon, 
Libyan Arab Jamahiriya, Mauritania, Morocco, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab 
Republic, Tunisia, United Arab Emirates, and Yemen, said that his country had recently 
experienced severe floods which had killed people and livestock, washed away crops and large 
tracts of arable soil, and destroyed dams. The disaster had left 480 people dead and 10 000 
families homeless. The survivors were in need of medical care, since disease was an 

inevitable consequence of natural disaster on such a scale, and it was feared that the 
majority of victims would be women and children. The repercussions, especially the economic 
ones, were likely to extend far into the future. He therefore appealed to the Committee to 

support the draft resolution. His Government wished to express its gratitude for the 

assistance proffered without hesitation by countries, and by the Red Cross and Red Crescent 
societies, as soon as news had been received of a disaster unparalleled in his country for 
many decades. 

The draft resolution read as follows: 

The Thirty -fifth World Health Assembly, 
Noting with grave concern the serious flooding that recently occurred in Democratic 

Yemen; 

Aware of the health and medical assistance urgently required by the Government of 
Democratic Yemen to cope with the situation resulting from the floods; 

1. CONSIDERS that the serious health, medical and social problems arising from heavy 
rains and flooding, which have now created a disaster situation, continue to constitute 
a source of major concern to the international community, thereby necessitating urgent 
and substantial health and medical assistance to the Government of Democratic Yemen; 

2. REQUESTS the Director -General: 

(1) to provide forthwith emergency health and medical assistance to the Government 
of Democratic Yemen and allocate the necessary funds for this purpose as soon as 

possible; 

(2) to consult with the Government of Democratic Yemen in order to establish a 

health and medical assistance programme to forestall the consequences of the floods 
for the next five years; 

3. CALLS upon specialized agencies and other United Nations bodies concerned, as well 
as all governmental and nongovernmental organizations, to cooperate with WHO in this 
field. 

- 242 - 
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Mr BOYER (United States of America) proposed that the words "provide forthwith" in 

operative paragraph 2(1) be replaced by "continue to mobilize ". That minor amendment would 

improve the meaning of the paragraph, which would no longer imply that all resources were 

to come from WHO and would allow the Director -General to endeavour to generate resources from 

other sources to give a broader influx of funds for the emergency health and medical assistance 

required. 

Dr BROYELLE (France) was fully aware of the major health problems faced by Democratic 

Yemen and supported the draft resolution. However, in order to underline the coordinating 

role of the Office of the United Nations Disaster Relief Coordinator, it might have been 
preferable to add the words "coordinated by UNDRO" after "governmental and nongovernmental 
organizations" in operative paragraph 3. 

Mr SUGANO (Japan) supported the draft resolution as amended by the United States. He 

urged WHO to make every effort, in collaboration with the United Nations and other specialized 

agencies, to improve health conditions in the severely affected area by providing emergency 
health and medical care to the Government of Democratic Yemen. In view of the disastrous 
situation created by the flooding in Democratic Yemen, his Government had for humanitarian 
reasons offered that country emergency aid amounting to US$ 250 000. 

The United States amendment was rejected by 40 votes to 15, with 28 abstentions. 

The draft resolution was approved by 86 votes to none, with 5 abstentions.1 

Dr MTERA (United Republic of Tanzania) formally introduced the draft resolution on the 

health implications of development schemes which he had presented at the ninth meeting, and 

which was sponsored by the delegations of Kenya, Lesotho, the United Republic of Tanzania, and 

the United States of America. 
The first two preambular paragraphs recalled two previous resolutions of the Health 

Assembly that had drawn special attention to the health implications of large -scale national 

or intercountry development programmes. Since those two resolutions had been adopted, the 

number of such projects, in particular water resources development projects, had increased so 

greatly that the need to remind the international community of the hazards to both health and 

the environment that could result from their implementation had become ever more apparent, 
particularly as such new health and environmental problems cut across many sectors and were 
not confined to the health sector alone. Those additional dimensions were reflected in the 

third and fourth preambular paragraphs. 

Operative paragraph 1 pledged WHO's commitment to cooperation on preventive measures, 
while operative paragraph 2 outlined the action required. Unlike its predecessors, the 

present draft resolution, in addition to highlighting the importance, in all development 
projects, of planning aid implementing measures to prevent health and environmental hazards, 
also urged that the widest possible cooperation should be forged between WHO aid national and 
international agencies, including funding agencies, in tackling the multisectoral problem. 
He hoped that the Committee would find no difficulty in approving the draft resolution. 

Dr BEAUSOLEIL (Ghana) said that his delegation fully supported the draft resolution and 

would like to become a co- sponsor. He suggested, however, that the words "man -made lakes, 

irrigation and river basin development" in the fourth preambular paragraph and the 

introductory sentence of operative paragraph 2 should be replaced by "water resources 

development ". 

Dr MTERA (United Republic of Tanzania) said that the co- sponsors had no objection to 

that amendment. 

Dr EL GHAWABY (Egypt) felt that operative paragraph 2(3) should be deleted as it might 

cause financial difficulties for current projects whose completion might consequently be 

compromised. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA35.16. 
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Dr MTERA (United Republic of Tanzania) considered that it was preferable to retain the 
paragraph, since the draft resolution was principally concerned with laying down guidelines 
for the future. In the case of projects already under way, the countries concerned would be 
able to work out individual solutions to the problem. 

The draft resolution, as amended by the delegate of Ghana, was approved.1 

Health assistance to refugees and displaced persons in Cyprus: Item 40.2 of the Agenda 
(Resolution WHA34.20; Document А35/18) 

Dr ТАВА (Regional Director for the Eastern Mediterranean), introducing the item, said 
that, in pursuance of resolution WHА34.20, WHO had continued its technical collaboration for 

the rehabilitation and development of health services in Cyprus through the provision of 
consultant services, fellowships for training, supplies and equipment. Details were given in 
the Director -General's report (document А35/18). WHO had contributed a total of approximately 
$ 438 000 from its regular budget during 1981 -1982. About $ 340 000 of that amount had been 

spent on equipment and supplies and about $ 100 000 on fellowships. In addition WHO had 
continued to collaborate closely with UNHCR, providing the necessary technical back -up for 
health -related projects supported by the latter, including the provision of consultant services 
for various projects. He confirmed that WHO would continue its collaboration with UNHCR in 
meeting the health needs of the affected population. 

Mr BORG (Malta) introduced a draft resolution sponsored by the delegations of Cuba, 

Ghana, India, Malta, Togo, the United Republic of Tanzania, and Yugoslavia. His delegation 

had been entrusted for many years with the introduction of humanitarian resolutions on the 

subject and was pleased to note the steps taken in the past year to meet the health needs of 

the population of Cyprus. The collaboration between WHO and UNHCR to that end was greatly 
appreciated. In addition to expressing that appreciation, the draft resolution requested 

the Director -General to continue and intensify health assistance to refugees and displaced 

persons in Cyprus. The co- sponsors of the draft resolution earnestly hoped that it would 
meet with the unanimous approval of the Committee. 

The draft resolution read as follows: 

The Thirty -fifth World Health Assembly, 
Mindful of the principle that the health of all peoples is fundamental to the 

attainment of peace and security; 

Recalling resolutions WHA28.47, WHA29.44, WHA30.26, WHA31.25, WHA32.18, WHA33.22 

and WHA34.20; 

Noting all relevant United Nations General Assembly and Security Council resolutions 

on Cyprus; 
Considering that the continuing health problems of the refugees and displaced 

persons in Cyprus call for further assistance; 

1. NOTES with satisfaction the information provided by the Director -General on health 

assistance to refugees and displaced persons in Cyprus; 

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United Nations 

Humanitarian Assistance in Cyprus to obtain the funds necessary for the Organization's 

action to meet the health needs of the population of Cyprus; 

3. REQUESTS the Director -General to continue and intensify health assistance to 

refugees and displaced persons in Cyprus, in addition to any assistance made available 

within the framework of the efforts of the Coordinator of United Nations Humanitarian 

Assistance in Cyprus, and to report to the Thirty -sixth World Health Assembly on such 

assistance. 

Mr THABANE (Lesotho) said that his delegation wished to co- sponsor the draft resolution. 

The draft resolution was approved.2 

1 
Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA35.17. 
2 
Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA35.18. 



COMMITTEE В: TENTH MEETING 245 

Mr CANKOREL (Turkey) said that he had joined in the unanimous approval of the draft 

resolution because he considered its intention to be purely humanitarian. Once again, 

however, he urged the Director -General to implement it in such a manner as to ensure that 

both communities on the island benefited equally from the assistance given. His Government's 

stance on the resolutions adopted on the issue in the United Nations was well known; it 

continued to press the view that the problems mentioned in the draft resolution concerned 

not refugees but displaced persons only, who were from both communities on the island. 

Mr POUYOUROS (Cyprus) thanked the Committee for approving the resolution. The Govern- 

ment and people of Cyprus sincerely appreciated the interest and concern shown on their 

behalf by the world community. The country's problems and needs were vast, but it was 

hoped that coordinated action and the wise use of limited resources would help to improve 

the health conditions of displaced persons until a solution was reached and they could 

return to their homes and lands. He expressed his gratitude to the delegations that had 

supported the resolution, and in particular its sponsors, and to the Director- General, the 

Regional Director, and their staffs. His country's cordial wishes went to Dr Taba, whose 

term of office expired during the current year, and it pledged its fullest cooperation to 

the new Regional Director. 

Health and medical assistance to Lebanon: Item 40.3 of the Agenda (Resolution WHA34.21; 

Document А35/19) 

The CHAIRMAN drew attention to the draft resolution sponsored by the delegations of 

Algeria, Australia, France, Iraq, Jordan, Pakistan, Saudi Arabia, and the Syrian Arab Republic. 

It read: 

The Thirty -fifth World Health Assembly, 

Recalling resolutions WHA29.40, WНА30.27, WНАЗ1.26, WНАЗ2.19, WHA33.23 and 

WHA34.21 on health and medical assistance to Lebanon; 

Taking note of United Nations General Assembly resolutions 33/146 of 20 December 
1978, 34135 of 14 December 1979, 3585 of 5 December 1980 and 36/205 of 17 December 1981 

on international assistance for the reconstruction and development of Lebanon, calling 

on the specialized agencies, organs and other bodies of the United Nations to expand and 

intensify programmes of assistance within the framework of the needs of Lebanon; 

Having examined the Director -General's report on the action taken by WHO, in 

cooperation with other international bodies, for emergency health and medical assistance 

to Lebanon in 1981 -1982; 

Taking note of the health and medical assistance provided by the Organization to 

Lebanon during 1981 -1982; 

1. EXPRESSES its appreciation to the Director -General for his continuous efforts to 

mobilize health and medical assistance for Lebanon; 

2. EXPRESSES also its appreciation to all the international agencies, organs and 
bodies of the United Nations and to all governmental and nongovernmental organizations 
for their cooperation with WHO in this regard; 

3. CONSIDERS that the growing health and medical problems in Lebanon, which have 
attained lately a critical level, constitute a source of great concern and necessitate 
thereby a continuation and a substantial expansion of programmes of health and medical 
assistance to Lebanon; 

4. REQUESTS the Director -General to continue and to expand substantially the 

Organization's programmes of health and medical assistance to Lebanon and to allocate 
for this purpose, and to the best extent possible, funds from the regular budget and 
other financial resources; 

5. CALLS upon the specialized agencies, organs and bodies of the United Nations, and 
on all governmental and nongovernmental organizations, to intensify their cooperation 
with WHO in this field; 

6. REQUESTS the Director -General to report to the Thirty -sixth World Health Assembly 
on the implementation of this resolution. 
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Dr ТАВА (Regional Director for the Eastern Mediterranean), introducing the report on the 
action taken by WHO to provide emergency health and medical assistance to Lebanon (document 
А35/19), recalled that resolution WHA34.21 had requested the Director- General to continue 
and intensify such assistance, utilizing funds from the regular budget and other sources. 

WHO had continued to collaborate closely with the Council for Development and 
Reconstruction of Lebanon, other bodies in the United Nations system, and other governmental 
or voluntary organizations working in the country. Through the meetings of the Working Group 
(and subgroups) for the South, which brought together representatives of all these 
organizations, emphasis was being given to appropriate health training, focusing on primary 
health care for the development and reorganization of the health and medical services in 
southern Lebanon. 

WHO maintained close technical cooperation with UNICEF in the programme for reconstruction 
of rural health facilities, especially in the planning and design of health centres and 
similar facilities. Under the waste management project funded by UNDP and executed by WHO, 
a national master plan for waste management had reached its final stages and certain 
preliminary engineering and feasibility studies were being initiated. A second UNDP- financed 

project, for national public health laboratory services, was receiving new impetus following 

the recruitment of the WHO project leader. Collaboration in the strengthening of health 

services included provision of experts, fellowships, and a wide range of supplies and equipment. 

This formed part of the assistance to the Ministry of Health to meet the special needs of 

civilians affected by air -raids and was in addition to the grant of $ 100 000 to the 

Palestinian Red Crescent Society, reported on elsewhere. Seventeen fellowships had been 

awarded in fields related to health services, administration and management, rehabilitation 

medicine, nursing education, biostatistics, epidemiology, etc. 

In support of these activities, WHO had provided approximately $ 743 900 from its 

regular budget, including some $ 120 000 for personnel, $ 450 000 for supplies and equipment, 

and $ 175 000 for fellowships. 

Dr BROYELLE (France), Dr BOOTH (Australia), and Miss TOUATI (Algeria) indicated their 

support for the draft resolution. 

Dr BIZRI (Lebanon) expressed his country's appreciation to the sponsors of the draft 

resolution. He also thanked the Director -General and the Regional Director for the interest 

shown in the development of Lebanon and the assistance provided by WHO. 

The draft resolution was approved.1 

Cooperation with newly independent and emerging States in Africa: Liberation struggle in 

Southern Africa - assistance to front -line States and Namibia, and health assistance to 

refugees in Africa: Item 40.4 of the Agenda (Resolutions WHA34.31, WHA34.34, and W А34.35; 

Document A35/20) 

The CHAIRMAN said that the Committee had before it three draft resolutions. The first, 

sponsored by the delegations of Angola, Cuba, Lesotho, Mozambique, Senegal, Zaire and Zambia, was 

entitled "Assistance to front -line States ". It read as follows: 

The Thirty -fifth World Health Assembly, 

Considering that the front -line countries are targets of continued military attacks 

which the South African racist regime directs, plans and carries out to destabilize 

their governments, and which hamper their economic and social development; 

Considering also resolution AFR/RC31/R12 of the Regional Committee for Africa and the 

special programme of health cooperation with the People's Republic of Angola prepared 

by a health mission of the Regional Committee; 

Bearing in mind that these continued attacks and threats force the countries 

concerned to divert large amounts of financial and technical resources from their 

national health programmes to defence; 

Further considering the support that has been reaffirmed for the front -line 

countries in many resolutions of the United Nations, the movement of non - aligned 

countries, the Organization of African Unity, and other international organizations and 

institutions; 

Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA35.19. 
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1. RESOLVES that WHO shall: 

(1) take emergency measures to help the front -line countries solve the acute 

health problems of the Namibian and South African refugees; 

(2) provide countries attacked by South Africa with medical assistance, health 

personnel, medical teams, pharmaceutical products and financial assistance for 

their national health programmes and for such special health programmes as are 

necessary for the military operations; 

2. CALLS upon the Member States, according to their possibilities, to provide adequate 
medical assistance to the front -line States (Angola, Botswana, Mozambique, United 
Republic of Tanzania, Zambia, Zimbabwe) and Lesotho and Swaziland; 

3. REQUESTS the Director -General to report to the Thirty -sixth World Health Assembly 
on the progress made in the implementation of this resolution. 

The second draft resolution, entitled "Assistance to Namibia and national liberation 
movements in South Africa recognized by the Organization of African Unity ", and sponsored 
by the delegations of Angola, Cuba, Lesotho, Mozambique, Senegal, Zaire and Zambia, read 
as follows: 

The Thirty -fifth World Health Assembly, 

Mindful of the prolonged struggle that the Namibian people, led by the South West 

Africa People's Organization (SWAPO), their sole legal representative, have waged for 

their liberation, independence and territorial integrity; 
Mindful, too, of the struggle that the South African people are waging to attain 

their national liberation; 

Reiterating the support for this struggle expressed in many resolutions of the 

United Nations, the Organization of African Unity, the movement of non- aligned countries, 

and other international institutions and organizations that call for the immediate and 

unconditional withdrawal of South Africa's illegal government from Namibia; 

Bearing in mind the decisions taken by the United Nations General Assembly at its 

special session on Namibia; 

Aware of the resolutions adopted by WHO and at ministerial meetings of the 

non - aligned and other developing countries on assistance for the Southern African 

people; 

Persuaded that these peoples can achieve the goal of health for all by the year 2000 

only if the illegal occupation of Namibia is ended and Namibia's and South Africa's 
rights to self - determination are recognized; 

1. REAFFIRMS its support for the Namibian and South African peoples' legitimate 

struggle to attain their national liberation; 

2. RENEWS its request to the Director -General to continue collaboration with the 

United Nations agencies and the international community in order to obtain the necessary 
support in the health sector for national liberation movements recognized by the 

Organization of African Unity; 

3. URGES the Director -General to accelerate the implementation of the plan of action 

contained in the report of the International Conference on Apartheid and Health: 

4. REQUESTS the Director -General to give a detailed report to the Thirty -sixth 

World Health Assembly on the progress made in implementing this resolution. 

The third draft resolution, entitled "Health assistance to refugees in Africa" and 
sponsored by the delegations of Angola, Lesotho, Mozambique, Senegal, Zaire and Zambia, 

read as follows: 

The Thirty -fifth World Health Assembly, 
Taking note of resolutions CM/Res.814 (XXXV) and CM/Res.868 (XXXVII) adopted by 

the Assembly of the Heads of State and Government of the Organization of African Unity 
at its seventeenth and eighteenth sessions held at Freetown and Nairobi respectively, 
and United Nations General Assembly resolutions 3542 and 36/124 on the International 
Conference on Assistance to Refugees in Africa; 
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Mindful of the essential principle contained in the WHO Constitution which 
inter alia proclaims that the health of all peoples is fundamental to the attainment 
of peace and security; 

Recalling resolution WHA34.35 on health assistance to refugees in Africa; 
Taking note of the report of the Director -General and of the discussion at the 

sixty -ninth session of the Executive Board on health assistance to refugees in Africa; 
Gravely concerned at the growing number of refugees in the African continent, 

who now constitute over half the refugee population of the world; 
Bearing in mind the heavy sacrifices that the countries of asylum are making, 

despite their limited resources, to alleviate the plight of those refugees; 

1. REITERATES the need for WHO to give high priority to providing assistance to 
refugees in Africa in the area of its competence; 

2. APPEALS to Member States and to relevant governmental and nongovernmental 
organizations to provide necessary assistance to the countries of asylum so as to enable 
them to strengthen their health capacity and provide the facilities and services essential 
for the care and wellbeing of the refugees; 

3. REQUESTS the Director -General: 

(1) to continue and intensify his close cooperation, within his fields of 
competence, with the office of the United Nations High Commissioner for Refugees 

and other relevant organizations in the implementation and follow -up of the 
conclusions of the International Conference on Assistance to Refugees in Africa; 
(2) to submit a comprehensive report to the seventy -first session of the 
Executive Board and the Thirty -sixth World Health Assembly on the concrete 
measures taken by the Organization to implement this resolution. 

Mr KAKOMA (Zambia), formally introducing the draft resolutions on behalf of the sponsors, 
expressed his sincere gratitude to the Director -General for his continuing support in 
fulfilment of the Health Assembly resolutions on the subject before the meeting. That 
assistance had great importance for the authorities of the countries concerned, enabling 
them to improve the health conditions of their populations in accordance with the objectives 
of the Organization. 

Dr SAMBO (Angola) recalled that resolutions WHA34.31 and WHA34.34 had been adopted by 
the previous Health Assembly with the aim of providing full health and medical assistance to 
the liberation struggle in southern Africa and to the front -line States. 

In August 1981, Angola had been invaded by the army of the fascist regime of South Africa. 
The continuing occupation of the southern provinces by that minority regime, and the 
disastrous consequences for the health and social situation, had been denounced by the Minister 
of Health of Angola at the thirty -first session of the Regional Committee for Africa. The 
Regional Committee had considered the climate of terror, instability, and insecurity prevailing 
in the occupied areas to be counterproductive to the Angolan Government's efforts to implement 
the strategy for health for all. Accordingly, a special mission had been sent to formulate 
emergency cooperation measures. The cost of the resulting action programme was assessed at 

$ 2 500 000, as indicated in the Director -General's report (document А35/20, paragraph 2.2). 
He expressed his gratitude to the countries which had, in the meantime, provided assistance, 

although Angola's needs were far from being covered. 
While respecting the non- political vocation of WHO, he believed that the threat to the 

security and wellbeing of the peoples of southern Africa from the racist regime of South Africa 
made it impossible to dissociate political and diplomatic aspects from health aspects. His 

Government's position regarding the liberation of Namibia and South Africa was well known 
in WHO and had been expressed in other United Nations bodies. 

Referring to the first draft resolution, he thought that the last phrase of operative 

paragraph 1(2) should be amended to read: "and for such special health programmes as are 

necessary as a consequence of the military operations ". 

In answer to a question by Dr RODRIGUES CABRAL (Mozambique), the DIRECTOR- GENERAL 
explained that the report before the meeting (document А35/20) had not been formally introduced 
because of the absence of the Regional Director for Africa, owing to unforeseen circumstances. 
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Dr RODRIGUES CABRAL (Mozambique) said that the figures for his country given in paragraph 
2.5 of document А35/20 did not represent a new allocation of funds as a consequence of the 

war situation. They referred to an internal distribution by his Government, in favour of the 

health sector, of the allocations made by various agencies in the United Nations system. 
The situation in southern Africa constituted a serious and permanent threat to the 

harmonious and stable relations among neighbouring countries. On the one hand there were 
countries that had acceded to independence at different times but whose economy was precarious 
and insufficient to improve the quality of life of their people, desirous of peace and 
prosperity. On the other, there were the oppressed populations of Namibia and South Africa, 
exploited by the most backward and inhuman regime in history - apartheid South Africa. 

The Boer neo- Nazis, refusing to recognize Namibia's universally acknowledged right to 

independence, continued to oppress and martyr the South African people, organized under the 

African National Congress, who were striving for an African identity and personality. The 

bellicose, racist, expansionist South African regime relentlessly sought to resolve its internal 

problems beyond its own frontiers. Those countries that were the victims of South Africa's 

armed aggression were stupefied by the indifference of the western world to the ignoble invasion 

of Angola, an invasion now confirmed. The South African regime was backing a series of puppet 

liberation troops, which massacred defenceless populations. It was training and equipping 

groups of bandits who destroyed the socioeconomic infrastructure of countries. The situation 

was well known, as was the cynical and purely verbal condemnation of South Africa, formulated 

by countries that continued their military and economic relations with that country. Mozambique 
wished, once again, to arouse the Health Assembly's awareness of the serious situation 

prevailing in southern Africa and the permanent threat the apartheid regime represented to the 

peace and security of the whole African Region. 

The consequences for health were obvious and represented a heavy charge for those countries. 

Growing numbers of refugees had to be housed, fed, clothed and cared for; health and social 

institutions were destroyed in raids by the South African army or bandits; the population was 

beaten and injured, their fields and homes destroyed; health workers were captured or killed, 

and medical supply transport destroyed or hijacked. For these reasons, the delegation of 

Mozambique, co- sponsor of the draft resolutions, appealed for an intensification of WHO's 

cooperation with the States and liberation movements of southern Africa as a form of recognition 

of their developing international role. 

Mrs MNGAZA (Pan Africanist Congress of Azania), speaking at the invitation of the Chairman, 

also emphasized the need for an intensification of cooperation in health matters with the 

front -line States, victims of repeated aggression by the South African regime, and with Lesotho 

and Swaziland, which were subject to provocation and economic blackmail. The ever - growing 

intransigence displayed by the Pretoria regime towards the front -line States was due to the 
unfortunate, and misguided, assurance the regime enjoyed from an imperialist and aggressive 

superpower represented in the Health Assembly. The continued economic, military and diplomatic 

support which Pretoria received from certain of the countries present had enabled it to defy 

majority world opinion. The attitude of their governments should be condemned. 

Referring to section 3 of document А35/20, she expressed her organization's gratitude to 

the Director-General, the Regional Director for Africa, the front -line States, OAU, the United 

Nations system, and the international community as a whole for their cooperation. With the 

continuing assistance of WHO, of other United Nations agencies and of their Member States, the 

people of Azania and other oppressed populations would eventually assume their rightful seats 

in the Health Assembly. 

Mr SABOIA (Brazil) said that his country supported any action to eliminate apartheid and 

terminate the illegal occupation of Namibia by the racist regime of Pretoria. Recognizing the 

role that WHO could play in this respect, he urged the Director -General to continue and intensify 

the Organization's efforts. 
Some years ago, Brazil had instituted a programme of technical cooperation with certain 

African States, tailored to the specific needs of countries. This programme, intended to 

ensure the effective transfer of knowledge and experience, had been particularly encouraging 
in the case of those States that shared a common language with Brazil; they included some of 

the front -line States. It was planned to continue and expand the programme, which at present 

covered long- and medium -term advisory services, particularly in public health planning and 

psychiatry; fellowships for postgraduate studies in medicine, psychology, nutrition, basic 

sanitation and pneumology; and basic training of medical and auxiliary personnel. 
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Dr SEВINA (Botswana) joined previous speakers in thanking the Director -General for the 
technical cooperation in health matters extended to the liberation movements and the front - 
line and emerging States. He urged the speedy implementation of the plan of action adopted by 
the Conference on Apartheid and Health organized by the Regional Office for Africa. As a 

front -line State bordering on Namibia and South Africa, Botswana was unable to remain silent, 
or neutral, when issues concerning self -determination or the health and welfare of the peoples 
of those countries were discussed; his country therefore wished to be included among the 
sponsors of the draft resolutions. 

Miss TOUATI (Algeria) associated her delegation with the views expressed by previous 
speakers. Algeria, a country resolutely opposed to the policy of apartheid, believed it to be 

WHO's duty to intensify its help. The racist regime of Pretoria was continuing its illegal 
occupation of Namibia and arming mercenaries against the neighbouring sovereign States, if not 
directly attacking them itself. WHO could not remain indifferent to the continuing deterioration 
of the health situation in countries whose civilian population was daily exposed to such shocking 
practices as punishments, torture, arbitrary arrest, and prison sentences. Until apartheid was 
eliminated, WHO's efforts to promote human dignity and meet man's basic need for health would 
be doomed to failure. Her delegation fully supported the three draft resolutions. 

Mr THABANE (Lesotho) congratulated WHO personnel on their excellent work in opposing 
apartheid and giving medical support to the national liberation movements. He referred to 
two important landmarks of the previous year: the WHO mission to Angola and the International 
Conference on Apartheid and Health, both of which were encouraging evidence of a concern for 
the situation in southern Africa. 

Dr BRITO GOMES (Cape Verde) said that his delegation supported the three draft resolutions 
and wished to be included in the list of sponsors. 

Mr NATTERN (German Democratic Republic) noted with satisfaction that WHO was continuing 
its activities to assist the oppressed peoples in southern Africa. The International 
Conference on Apartheid and Health - organized jointly by the Regional Office for Africa, 
the national liberation movements, and the front -line States - had surely been one of the 

highlights of 1981 and had supplied further proof of the need for intensified material 
support to the oppressed peoples and their liberation movements. South Africa, by persisting 
in its apartheid policy, was trampling underfoot all the rules of a humane society and 
flagrantly violating the fundamental human rights of the black populations, including their 
right to health. By its repeated incursions into neighbouring sovereign nations, and its 

continued occupation of Namibia, it had become one of the most dangerous warmongers in Africa, 
indeed in the world. 

Under the principles governing its foreign policy, the German Democratic Republic was 
committed to eliminating all vestiges of colonialism, racism and apartheid. It therefore 

continued to extend political, moral and material support to all oppressed peoples in their 
fight for national and social liberation, self -determination and independence. In a spirit 

of international solidarity the people of his country had over the past five years raised 

more than 200 million marks annually, to be used predominantly for relief to the victims of 
South Africa's policy of aggression, especially in Angola and Mozambique. It took the form 
of assistance to SWAPO refugee camps in southern Africa, an African National Congress 
instruction centre in Tanzania, scholarships for young people from Africa and other regions, 
and medical treatment for freedom fighters. 

The German Democratic Republic would support all WHO activities aimed at intensifying 
material and moral support to the oppressed peoples of southern Africa and their liberation 
movements. His delegation therefore supported the three draft resolutions. 

Mr DAS (India) recalled that Mahatma Gandhi had been the first to raise his voice against 
the inhuman treatment suffered by the peoples of India and South Africa, and that India had 

been the first country in the United Nations to speak out against South Africa's policies. 
His delegation therefore supported the three draft resolutions and wished to be included in 
the lists of sponsors. 

Mrs PARKER (Jamaica) said that Jamaica was among those countries giving assistance to 

Namibia and national liberation movements in Africa. Her delegation supported the three 

draft resolutions. 
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Mr ABBASSI TEHRANI (Iran) said that his country gave its support to all liberation 

movements and opposed all forms of racism, particularly the racist regime of South Africa, 

which was supported by imperialists and colonialists. His delegation endorsed the three draft 
resolutions. 

Dr MAKUTO (Zimbabwe) said that his delegation supported the first draft resolution and 

wished to be included in the lists of sponsors of the second and third draft resolutions. 

Mr 'WANG Yong ‚wan (Democratic People's Republic of Korea) commended the work being 
undertaken by WHO in cooperation with the newly independent and emerging States in Africa. 
In order to be of practical help in the building of new societies and the development of 

public health, assistance to the countries concerned should be suited to the prevailing 
conditions, should meet the demands formulated by the countries themselves, and should promote 
the self -reliance of those countries. WHO should cooperate not only to solve immediate 
problems but to create a basis for the promotion of health.. He urged WHO to expand and 
develop that cooperation. 

Dr MARQUES DE LIMA (Sao Tome and Principe) said that his delegation supported the three 
draft resolutions and wished to be considered as co- sponsor of them. 

Mr BOYER (United States of America) referred to the words "Considering that the front- 

line countries are targets of continued military attacks . . ." in the first paragraph of the 

preamble to the first draft resolution (Assistance to front -line States). It was a matter 

of fact that not all the countries named in operative paragraph 2 were being attacked by 

South Africa. The wording of that paragraph was therefore too broad and should be amended 

to read: "Considering that some front -line countries . . . ". 

Referring to all three draft resolutions, he said that he understood the strong feeling 

in favour of intensifying assistance. Nevertheless he must reiterate that resolutions of 

this kind - which were potentially political, although on subjects intended to deal with 

health - posed a serious problem for his and other governments. It would be preferable if 

the resolutions could be drafted in such a way as to obtain the widest possible support. At 

the last United Nations General Assembly, for example, it had been possible to adopt by 

consensus more than 20 resolutions calling for assistance to many Member States because the 

unnecessary political rhetoric had been omitted. He hoped that the example would be followed 

in the Health Assembly. In their present form, the first and second draft resolutions were 

not acceptable to his delegation. 

Dr SAMBO (Angola) said that his delegation, as one of the sponsors of the first draft 

resolution, had no objection to the amendment proposed by the United States delegate. 

Dr RODRIGUES CABRAL (Mozambique) said that his delegation, which was also a sponsor of 

the draft resolution in question, could not accept the amendment proposed by the United States 

delegate. He suggested that co- sponsors might wish to discuss the proposal prior to . 

expressing their opinions. 

Dr DE MEDINA (Guinea -Bissau) said that his delegation endorsed the three draft resolutions. 

Certain imperialist powers that were still giving their support to the racist regime in South 

Africa should be urged to consider the implications that such support would have for health 

for all by the year 2000, with a view to its withdrawal. 

Dr MBUMBE -KING (Gabon) urged WHO to intensify its assistance in southern Africa. 

delegation supported the three draft resolutions. 

His 

Mr OSMAN (Somalia) said that his delegation fully endorsed all three draft resolutions 

and wished to be included in the lists of sponsors. It was internationally recognized that 

the peoples of South Africa and Namibia were engaged in a struggle for liberation. In view 

of that recognition, he urged that their requests for assistance should be given serious 

consideration and meet with a generous response on the part of the whole international 

community. In line with the relevant resolutions adopted by the United Nations, OAU, and the 

non- aligned countries, Somalia fully supported such assistance and reaffirmed that high 

priority should be given to WHO assistance to refugees from South Africa. He called for the 

speedy implementation of the plan of action that had emerged from the International Conference 
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on Apartheid and Health. Somalia was well aware of the serious difficulties encountered by 
the front -line States, where economic development and social welfare activities were gravely 
hampered by South African military aggression. His delegation consequently supported the 
call for emergency measures to assist those countries. 

The third draft resolution (Health assistance to refugees in Africa) was very similar 
to resolution WHA34.35 adopted the previous year and as such would, he hoped, receive the 
assent of the present Health Assembly. He appealed to members of the Committee to approve 
unanimously the three draft resolutions as they stood. 

Mr SHENКORU (Ethiopia) said that his delegation fully endorsed the three draft resolutions. 
The national liberation movements in southern Africa and the front -line States were in real 

need of support from the international community as a whole. 

Referring to the third draft resolution, he pointed to the need for rehabilitation of 
refugees in the shortest time possible. His country believed that a durable solution to the 
refugee problem in Africa lay in either voluntary repatriation of refugees to their countries 
of origin or their permanent resettlement in the countries of asylum. However, the draft 

resolution as it stood was incomplete: it referred to refugees but made no mention of 

displaced persons. It was doubtful whether in practice WHO could limit its assistance to 
refugees in the countries of asylum when there were displaced persons living in similar 
appalling conditions in their country of origin. Understanding and flexibility were required, 

to obviate a theoretical distinction between the two groups. As long as colonialism and 

racism subsisted in the world, along with domination and exploitation, aggression, interven- 
tion in the internal affairs of States, use of force in international relations, and economic 

and social inequalities among nations, so long would the problems of refugees and displaced 

persons continue to haunt the international community. WHO could not provide assistance 

for all refugees; nor could it reverse the negative trends in international relations that 

caused so many people to abandon their homes. The ultimate solution would depend on a 

commitment by all to the rule of law and to a search for equitable relations at national 

and international level, in order to achieve sound economic and social progress. 

In Africa alone there were nearly 17 million displaced persons and their economic and 

social conditions were even more adversely affected by the state of underdevelopment than 

those of the population in general. The countries bearing the greatest burden of asylum 

were in fact among the least developed. The problems of refugees and of displaced persons 

were similar, and called for simultaneous and effective action in defence of the basic 

human right to life. That similarity should be reflected in the third draft resolution 

before the meeting, to which his delegation proposed the following amendments: 

(1) In the heading, the words "and displaced persons" should be added after "refugees ". 

(2) In the first preambular paragraph, the words "and General Assembly resolution 

36125" should be added at the end. 

(3) In the fifth preambular paragraph, the words "and displaced persons" should be 

inserted between "refugees" and "in the African continent ". 

(4) At the end of the sixth preambular paragraph, the semicolon should be followed by 

the words "and that the durable solution to the problem is voluntary repatriation to 

their country of origin ". 

(5) In operative paragraphs 1 and 2, the word "refugees" should be followed by "and 

displaced persons ". 

(6) In operative paragraph 3(2), the words "this resolution" should be replaced by: 

"the above resolutions and General Assembly resolution 36125 ". 

The CHAIRMAN proposed that the three draft resolutions should be considered separately, 

in view of the oral amendments proposed. 

Mr SHENКORU (Ethiopia) said that his delegation reserved the right to introduce oral 

amendments to the respective draft resolutions as and when they were considered by the 

Committee. 

Mr BIRIDO (Sudan) said that his delegation wished to be added to the list of sponsors of 

all three draft resolutions. The views on them expressed by the Zambian delegation were 

fully shared by his own. 
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The Sudanese delegation called for further efforts to assist the front -line States and 
national liberation movements in southern Africa, which were faced with constant aggression by 
the apartheid regime. The international community was in duty bound to increase its efforts 
to bring about that regime's overthrow. 

Some 50% of the world's refugees were in Africa, where the countries of asylum were among 
the world's least developed. He appealed to WHO and the international community to assist as 

much as possible in the provision of health services to those countries. 

Sudan was in full sympathy with the motives behind Ethiopia's call for assistance to 

displaced persons. However, the third draft resolution was based entirely on follow -up action 

to the International Conference on Assistance to Refugees in Africa and the resolutions adopted 
by OAU and the United Nations General Assembly, in particular General Assembly resolution 36125 
dealing with refugee problems in Africa. The agenda item under consideration did not refer to 

displaced persons; nor, he thought, did General Assembly resolution 36125. A reference to 
displaced persons would drastically change the character of the draft resolution, which was 
concerned with refugees as in the mandate of UNHCR. The amendments proposed by the Ethiopian 
delegation should be incorporated in a separate draft resolution with displaced persons as its 

subject. The Committee would surely support such a resolution. The Sudanese delegation 
could not however accept the proposals of the Ethiopian delegate as an amendment to the third 
draft resolution. 

Mr IONESCU- CAZANA (Romania) said that Romania had firmly condemned racial discrimination 

and apartheid, South Africa's illegal occupation of Namibia, and the acts of aggression against 

the front -line States; it called for an immediate end to such deeds and practices, which 

created a constant hazard to health in the African Region. 

Dr QUAMINA (Trinidad and Tobago) said that her Government fully supported all efforts at 

decolonization and welcomed the emergence of newly independent States in southern Africa. 

Trinidad and Tobago offered a number of fellowships to students from the African Region. 

Her delegation wholeheartedly endorsed all three draft resolutions. 

Miss PAROVA (Czechoslovakia) associated her delegation with the support expressed for the 

three draft resolutions. All were agreed that, as reflected in the WHO Constitution, health 

depended on social as well as physical wellbeing; that principle should be valid throughout 

the world. 
Political factors could not be disregarded, because health conditions in the countries 

under consideration were directly affected by political circumstances. The Government of 

Czechoslovakia had provided continuing assistance to the national liberation movements and 

front -line States of southern Africa, and condemned the apartheid regime of South Africa. 

Mr LO (Senegal) said that the substitution of the word "some" for "the ", in the opening 

paragraph of the third draft resolution (proposed by the United States delegation), would make 

an important difference to the meaning of the text. The point was that the South African 

regime could attack any front -line State at any time. 

So that the sponsors could consider that proposal and the other oral amendments proposed 

to the three texts, his delegation proposed a suspension of the meeting under Rule 61 of the 

Rules of Procedure. 

Mr OSMAN (Somalia) said that it would be more appropriate to continue the debate, because 

of shortage of time and the need to hear the different views held. 

Mr LO (Senegal) withdrew his proposal. 

Dr SAMBO (Angola) said that his delegation would find no difficulty in accepting the 

United States proposal; however it could also support the text as it stood. 

Dr BATCHVAROVA (Bulgaria) said that her delegation fully supported the draft resolutions 

and wished to be listed among the sponsors of all three. 

Dr PONCE DE LEON (Peru) said that, in principle, his delegation supported all three texts 

as originally drafted. However, in view of the confusion arising from the various amendments 

proposed, it might be as well for the sponsors and those delegations wishing to make 

amendments to hold brief informal consultations. 
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Mr OSMAN (Somalia) endorsed the position of the delegate of Sudan. The third draft 
resolution was clearly intended to come within the scope of follow -up action to the 
International Conference on Assistance to Refugees in Africa, and to reflect the specific 
mandate stemming from that Conference. 

His delegation was not opposed to adoption of a draft resolution on displaced persons, 
but the oral amendments put forward by the Ethiopian delegation would introduce an extraneous 
element into the present draft resolution. Perhaps that delegation's intention could be met 
in another way. The third draft resolution clearly had the almost unanimous support of the 
Committee as it stood. Its text was fully consonant with resolution WHA34.35 of the 
Thirty- fourth World Health Assembly (which had, in fact, rejected a similar amendment proposed 
by Ethiopia at the time). The delegation of Somalia hoped that the draft resolution would be 
adopted as it stood; it would object to including the proposed oral amendments. Nor did it 
consider that the meeting should be adjourned for informal consultations. 

Dr RODRIGUES CABRAL (Mozambique) said that the three draft resolutions should be 
considered and voted on separately, particularly in view of possible confusion stemming from 
the proposed oral amendments. 

Mr SHENКORU (Ethiopia) expressed surprise that certain speakers had referred in 

particular to Ethiopia in connexion with displaced persons: there were 17 million displaced 
persons in various countries of Africa. Nor did he understand why the pertinence of 
United Nations General Assembly resolution 36125 to the problem of displaced persons had been 
questioned. 

Dr BROYELLE (France) observed that the Committee had before it three draft resolutions, 
which would have to be voted on separately. Her delegation would like any proposed 
amendments to be submitted in writing. 

Mr BIRIDO (Sudan) said that, in speaking of displaced persons, he had intended to refer to 
resolution 36124, not 36/125. In fact, at the session of the General Assembly at which 
resolution 36125 had been adopted, the Sudanese delegation had submitted a separate resolution 
on displaced persons, with the agreement of the Ethiopian delegation. He hoped that a similar 
separate resolution could be submitted at the present Health Assembly. 

He proposed that the debate on the matter should be terminated and that the Committee 
should proceed to a vote. 

The CHAIRMAN said that, since there were no more speakers on his list, the Committee 
could do so. 

Mr VIGNES (Legal Counsel) pointed out that there were three draft resolutions before the 

Committee. Very few amendments had been proposed to the first, and they could be voted on 
before the draft resolution itself. There were no amendments to the second draft resolution, 

which could therefore be voted on immediately after the first. As regards the third draft 

resolution the situation was extremely confused and he suggested that voting should be 
postponed until the Committee's next meeting in order to enable the amendments to be 

circulated in writing. 

Mr OSMAN (Somalia) said that the three draft resolutions, which concerned problems on the 
African continent and measures to alleviate them, had been submitted by the Chairman of the 

African Group and endorsed by the Group itself. He considered that all three should be 
voted on in their original form. There had already been extensive discussion, especially on 

the third draft resolution. He appealed to the delegates of Mozambique and Sudan to agree 

that all the resolutions should be voted on immediately. 

Mr VIGNES (Legal Counsel) said that he assumed that the closure of the debate had been 

moved, since that was the only way in which draft resolutions could be voted upon immediately. 

In accordance with Rule 63 of the Rules of Procedure, if the Committee decided in favour of 

closing the debate, it should vote only on the proposals moved before the closure. The only 

texts formally introduced before the motion for closure appeared to be the three original 

draft resolutions and their amendments, in so far as those amendments had been formally proposed. 
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The DIRECTOR- GENERAL explained that, if the debate were considered closed, the Committee 

had three draft resolutions before it. It remained for the Committee to decide whether or 

not any amendments had been formally submitted before the closure. The delegate of Sudan 

contended that the amendments proposed by the Ethiopian delegate to the third draft 

resolution were not amendments under the Rules of Procedure but were in effect a new draft 

resolution. He suggested that the Committee should decide whether or not those amendments 

did in fact constitute a new draft resolution. 

The CHAIRMAN invited the Committee to vote on the three draft resolutions in turn, 

beginning with the first draft resolution (Assistance to front -line States). He asked if 

there were any objections to the United States amendment: to substitute "some" for "the" in 

the first line of the first preambular paragraph. 

Mr BOYER (United States of America) said that, since the sponsors of the draft resolution 

had not accepted his proposed amendment, he would not insist on its being put to the vote. 

He would however vote against the draft resolution as a whole. 

The first draft resolution, on assistance to front -line States, was approved by 83 votes 

to 1, with 6 abstentions.1 

Mr WHITE (New Zealand) said that he had abstained from voting on the draft resolution 

because there had not been enough time since its submission for him to obtain instructions on 

certain elements. Nevertheless, as a matter of general policy, New Zealand supported the 

provision by WHO of technical and medical assistance to the front -line States in southern 

Africa explicitly tied to a purely humanitarian context. 

Mr GRIMSSON (Iceland) said that the Nordic countries had voted in favour of the draft 

resolution because they strongly supported the provision of general health assistance to the 

front -line States. The sponsors had explained that paragraph 1(2) meant that such assistance 

might also be necessary as a result of South Africa's military activities in the area. 

Mr HAYES (Ireland) said that the sponsors' clarification of some of the wording had 

enabled his delegation to vote in favour of the draft resolution, on the understanding that 

the reference to military activities in paragraph 1(2) covered only military activities 

against front -line States. 

The CHAIRMAN put to the vote the second draft resolution (Assistance to Namibia and 

national liberation movements in South Africa recognized by OAU). 

The second draft resolution was approved by 74 votes to 2, with 16 abstentions.2 

Mr PINTO DE LEМOS (Portugal) said that his delegation had voted in favour of both the 
first and second draft resolutions to show its support for the strengthening of health 
cooperation with the people of southern Africa. However, Portugal opposed any support to the 

armed conflict aid did not consider that to isolate South Africa would contribute to a positive 

evolution in that country. Portugal reaffirmed its condemnation of any colonial situation 
in southern Africa and considered the eradication of apartheid to be a political and moral 
duty for the international community. His delegation regretted, however, the political 
nature of the wording of certain paragraphs in the resolutions. Its vote in no way indicated 
a change in Portugal's position concerning the political problems in southern Africa. 

Dr BOOTH (Australia) explained that his delegation had voted in favour of the draft 
resolution because it endorsed its general thrust. Australia was unequivocally committed 
to self -determination and independence for Namibia in terms of the relevant Security Council 
resolution. With regard to South Africa, its concern was to bring about an immediate end to 
the abhorrent system of apartheid and to see fundamental human rights in that country fully 
respected. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA35.20. 

2 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA35.21. 
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Dr BROYELLE (France) said that her delegation had abstained on the draft resolution not 
because it opposed the health assistance but simply because France and four other countries 
were already engaged in the negotiations designed to find a peaceful solution to the problem. 

Mr PAQUET (Canada) said that although Canada was in favour of assistance to the people 
of Namibia and South Africa, it had abstained on the second draft resolution because it had 
reservations about its wording - in particular the reference to SWAPO as the sole legal 
representative of the Namibian people, whereas his Government considered it to be an 
important, but not the sole, representative. 

Mr DE BOCK (Belgium), speaking on behalf of the 10 Member countries of the European 
Communities, said that those countries were certainly in favour of the idea behind the first 

draft resolution, even if some of them had felt obliged to abstain because of reservations 
on wording or interpretation. 

He drew attention to two difficulties related to the second draft resolution that several 
countries had encountered. The first was the reference to SWAPO as the sole legal 

representative of the Namibian people; the second was that the title of the resolution, and 

several of its paragraphs, treated the problem of South Africa as a classic question of 

decolonization whereas the attitude of the European Communities was that it was essentially 

a matter of respect for human rights. 

The countries of the European Communities could support the third draft resolution, which 

dealt with a serious problem that should be constantly borne in mind by all members of the 

international community. 

Mr HAYES (Ireland) endorsed the statement made by the Belgian delegate on behalf of the 

countries of the European Communities but wished to clarify his own delegation's vote in 

favour of the second draft resolution. His delegation felt that the general thrust of the 

resolution was appropriate. However, Ireland regarded SWAPO as playing a paramount but 

not exclusive role in the search for Namibian independence and looked forward to free 

elections in Namibia under United Nations supervision, in which the Namibian people would have 
the opportunity to chose their representatives freely through a democratic electoral process. 
His delegation's vote in favour of the draft resolution did not mean that there had been any 
change in Ireland's position with regard to the recognition of national liberation movements. 

Dr FRITZ (Austria) explained that the Austrian delegation had voted in favour of the 

second draft resolution because it supported the aims of that resolution, while regretting 

the political nature of its wording. Austria's acceptance of the first preambular para- 
graph should in no way be understood as prejudging future free democratic elections in 
Namibia. The sixth preambular paragraph contained an error of reasoning: the right to 

self -determination, being a human right, belonged only to human beings as individuals or 
collectively, and not to countries. The Austrian delegation therefore understood that para- 

graph to refer to the rights of the Namibian and South African peoples - and not to Namibia or 
South Africa. 

Operative paragraph 1 referred to a "legitimate struggle ", but it must be remembered that 
the legitimate struggle for health in the world could be carried out only by peaceful means. 

Mr GRIMSSON (Iceland), speaking on behalf of the Nordic countries, said that they had 

abstained because - although they supported in general the desirability of assistance in the 

health sector to Namibia and the liberation movements in South Africa - they had reservations 

about certain references to the national liberation struggle. For instance, in the second 

draft resolution the second preambular paragraph and operative paragraph I, along with the 

reference to South Africa's rights to self -determination in the last preambular paragraph, 

were new elements that had not been present in the previous year's resolution and that were 

questionable in international law. The Nordic countries understood that the main aim of the 

struggle of the people in South Africa was to eradicate the apartheid system and replace it 

by a free democratic electoral process, on the basis of "one man, one vote ". Finally, 

although the Nordic governments recognized SWAPO to be one of the most important represent- 

atives of the Namibian people, and gave that organization humanitarian assistance, they 

believed that only the Namibian people as a whole should be able to designate their represent- 

atives in free elections. 
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Mr VIGNES (Legal Counsel) said that the French delegate had informed him that she main- 
tained her formal request for the amendments to the third draft resolution to be circulated 
in writing. The Ethiopian delegate had confirmed that he maintained those amendments. It 
was unfortunately impossible for the amendments to be ready before the Committee's next 
meeting. 

Mr BIRIDO (Sudan), referring to the last two sentences of Rule 67 of the Rules of 
Procedure, requested the Chairman for a ruling on whether the Ethiopian amendments were in 
fact amendments or whether they constituted a new draft resolution. 

The CHAIRMAN suggested that it would be preferable to postpone the discussion until the 
Committee's next meeting. 

It was so agreed. 

(For continuation of discussion, see summary record of the eleventh meeting) section 2.) 

The meeting rose at 18h30. 



ELEVENTH MEETING 

Thursday, 13 May 1982, at 9h00 

Chairman: Mr N. N. VOHRA (India) 

1. THIRD REPORT OF COMMITTEE B (Document А35/39) 

The CHAIRMAN read out the draft third report of the Committee. 

The report was adopted (see document WHA35 /1982 /REС /2). 

2. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 40 of the Agenda (continued) 

Health care of the elderly (World Assembly on Aging, 1982): Item 40.5 of the Agenda 
(Document EB69 /1982 /REC /1, resolution EB69.R25 and Annex 12) 

Dr LAW (representative of the Executive Board) recalled that the United Nations World 
Assembly on Aging was due to take place at Vienna from 26 July to 6 August 1982. At its 

sixty -ninth session the Executive Board had discussed the Director -General's report on the 
• preparations for that event. The report would be found in Annex 12 of document EB69 /1982 /RЕС /1. 

Board members had been strongly of the view that health care and health services for the 

elderly should figure largely at the World Assembly. Resolution ЕВ69.R25 contained a draft 
resolution to that end, which the Board was recommending to the Health Assembly for adoption. 

The Regional Director for Europe, who was responsible for coordinating all WHO 
preparations for the World Assembly, had informed. the Board of his close collaboration with 
its Secretary -General. The public information campaign carried out jointly by WHO and the 

Secretary -General was an example of the activities and initiatives referred to in the preamble 
of the draft resolution, the health of the elderly being the theme of World Health Day in 
1982, with the slogan "Add life to years ". Such collaborative efforts to maintain positive 
public attitudes to aging were continuing, and the draft resolution before the Committee, in 

operative paragraph 1(2), expressed the hope that the coordinating mechanisms established to 
prepare for the World Assembly on Aging would be maintained in order to facilitate the 

implementation of the plan of action that would be generated by the World Assembly. 

The importance of regional intergovernmental preparatory meetings in that connexion had 

been recognized by the Board, and the Regional Director for the Western Pacific had outlined 

the regional plan of action produced at the meeting in Manila of the United Nations Economic 

and Social Commission for Asia and the Pacific. Operative paragraph 1(3) of the draft 

resolution before the Committee was designed to secure WHO's future cooperation with all 

United Nations regional economic commissions. The Board had also been informed of similar 

regional preparatory meetings convened by the Economic Commissions for Africa, Latin America 

and Europe. 

The Board had also received a report by the Executive Committee of PAHO on the 

identification of the elderly as a special group in its regional strategy for the attainment 

of health for all. Recognizing the value of the special focus on the elderly, the Board 

therefore requested, in operative paragraph 1(6) of the draft resolution, that reports to 

future Health Assemblies on the implementation of the Global Strategy for health for all 

should take account of the health status of the elderly. 

The Board had further been informed that WHO had participated in the first two sessions 

of the Advisory Committee of 22 national delegations which had met to plan the World Assembly 

on Aging. At the second session, the question of a declaration on the elderly had been 

considered. The Board had expressed interest in the matter, and had been informed that the 
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February/March issue of World Health had carried a statement by the Regional Director for 

Europe on 10 principles that could serve as the basis of a policy in that field. She added 

in parenthesis that, since the sixty -ninth session of the Board, the Organization had also 

been represented at the third and final session of the Advisory Committee, which had drafted 

a plan of action to be circulated to all Member States of the United Nations in mid -June 1982; 

that document emphasized the health issues which were likely to be of major concern to developed 

and developing countries alike, and recommended mechanisms for implementation, especially as 

far as technical cooperation was concerned. 

Members of the Executive Board had also referred to the effort made in developing the 

Organization's worldwide programme on care of the aged, particularly on the need for research 

on aging, a topic which had been discussed by the Advisory Committee on Medical Research at 

its twenty -third session in October 1981. It was hoped that the plan of action to be 

generated by the World Assembly on Aging would include action on senile dementia - one of 

the most devastating, costly and widespread diseases of old age - and on policy -oriented 

research. 

In his note verbale circulated on 15 April 1982 the Director - General had communicated 

to Member States the text of resolution EB69.R25 now before the Committee. 

WHO's activities in preparation for the World Assembly had been developed in close 

cooperation with the interested agencies of the United Nations system, particularly UNDP, 

UNFPA, ILO, and UNESCO, which were expected to be represented at the highest level. 

Invitations to Member States to participate in the World Assembly had been transmitted by the 

Secretary -General of the United Nations on 3 May 1982. A total of 2200 participants was 

envisaged. 
A United Nations trust fund had been established and, to date, a total of approximately 

US$ 840 000 had been contributed. That sum was already being used to support preparatory 

activities but, pursuant to United Nations General Assembly resolution 3630, authority had 

been granted to the Secretary -General to use the fund after the World Assembly to support 

programmes of technical cooperation in Member States. 

There were now 46 national committees established to prepare for the World Assembly on 

Aging. The draft plan of action included a recommendation that governments should maintain 

the preparatory mechanisms established at the national level with a view to subsequent 

implementation of the plan of action. 

Concluding her statement, she said that two points were highlighted in the draft 

resolution before the Committee. The first related to the particular need to involve all 

economic and social development sectors in the solution of the health care problems of the 

elderly. The second was the request that Member States should take measures to ensure that 

the health issues involved in aging were given appropriate attention in national contributions 

to the World Assembly on Aging. 

Dr КAPRIO (Regional Director for Europe) noted that many delegates had already expressed 

their governments' interest in the programme for the care of the elderly and in the United 

Nations World Assembly on Aging when they had presented their national statements, and also 

in connexion with the agenda item on biomedical and health services research. The Committee 

might therefore welcome further and up -to -date information on the preparations which the 

regions were making, together with headquarters. 

WHO had participated in all the preparatory meetings organized by the United Nations 

regional economic commissions. African Members might be particularly interested in the 

resolution adopted at Tripoli in April 1982 by the Conference of Ministers of the Economic 

Commission for Africa, which invited multilateral aid agencies to consider assisting African 
governments in developing their programmes for the aging and the elderly, with specific 
reference to the plan of action for Africa drafted in Addis Ababa in March 1982. 

There had been extensive national involvement in the celebration of World Health Day 1982, 
with the theme "Add life to years "; the occasion had been extremely successful in promoting an 
increased awareness of the issues involved in aging and in providing advance information to 
Member States on the topics which would be discussed at the World Assembly on Aging. The 
Secretary -General of the World Assembly had been very impressed by the high priority given 
to the health care of the elderly within the context of securing health for all by the year 
2000. 

The first regional meeting on aging to be held outside Europe had taken place in the 
Western Pacific Region in 1981. In addition, the Regional Director for the Americas had 
submitted a proposal to Member States inviting them to collaborate in developing 
epidemiological research as a basis for rational health policies for the aging in Latin 



260 THIRTY -FIFTH WORLD HEALTH ASSEMBLY 

America. Also, a considerable volume of public information material in Arabic had been 
developed in the Regional Office for the Eastern Mediterranean. The Regional Office for 
Europe wished to express its particular appreciation to the Government of the United Kingdom 
for the international launching of World Health Day in 1982, and to many other Member States 
in all regions for the support which they had given in publicizing the theme. 

Mr KERRIGAN (Secretary -General, World Assembly on Aging) explained the objectives of the 

World Assembly, which would be the fifteenth in a series of major conferences held by the 

United Nations on themes of worldwide significance, and which was designed to promote greater 
awareness of the implications of the massive demographic shift affecting population in 
developed and developing countries alike. 

The long preparatory procedures, which had involved a series of regional meetings, 
technical encounters with experts, and several meetings of the Advisory Committee established 
by the General Assembly, were now nearing completion. There had also been consultations 

with agencies of the United Nations system, which from the outset had provided extremely 

important technical and professional support. 
WHO was the agency on which heaviest reliance had been placed at that early stage; in 

fact, its assistance had been virtually indispensable, and would continue to be so. The 
Regional Office for Europe, with its global mandate in matters of aging, had from the outset 

been very closely associated with the preparations for the World Assembly, and WHO had been 

of the greatest service in publicizing the subject all over the world by dedicating World 
Health Day in 1982 to the theme of aging and by devoting an excellent issue of World Health 
to the subject. Those efforts were deeply appreciated, and it was hoped that very fruitful 
cooperation would ensue in the follow -up activities. 

Health and aging were increasingly interrelated concepts. The double phenomenon of the 

massive and progressive aging of societies and the increasingly expanding life expectancies 
of individuals all over the world constituted convincing evidence of the impressive 
achievements of public health prevention and care activities at the national and 

international levels and of the limitation or eradication of endemic and epidemic diseases all 
over the world, largely due to the strenuous work of WHO and its many associated 
organizations. Such achievements stood out as a clear and uncontested triumph among the 
many setbacks, disappointments and unfulfilled expectations of the international development 

effort. As a result, all over the world people were living longer than ever before - a trend 

that was clearly visible in the developed countries and which would inevitably occur also in 
the less developed parts of the world within a relatively short period of time. Consequently, 
the "Age of aging" was not only a triumph: it was also a challenge and, to some extent, a 

growing sociopolitical problem. 

If extending human life and life expectancy had always been one of the basic yearnings 

of mankind and if the biological limits to that eternal dream were now being finally 

approached, it might well be asked why there should be any problem, either for the aging 

individual or for the societies that had achieved that goal, and why a world assembly on 

aging should be necessary at all. The problem and the challenge inherent in it were 

summarized in the motto which WHO had so aptly chosen for the occasion: "Add life to years ". 

The battle to achieve that aim was continuing and was a still unfinished task, especially 

in the poorer regions of the world. However, even there - or, perhaps, especially there - 

the crucial question remained: Why should years be added to lives that were not livable, and 

why should an already painful existence be extended without the possibility of filling it with 

at least a measure of content, material safety and individual dignity? In other parts of the 

world, the corresponding question was whether people should strive to live longer if longevity 

meant only a materially safe but otherwise sterile, marginal and useless existence. 

In the light of those questions, the challenge which the World Assembly - and the actions 

and programmes that might emanate from it - must try to meet would be to secure not only 

longer, but also better and more congenial, lives for all human beings; that was the true 

significance of adding life to years. Otherwise the common task would have remained only 

half accomplished. 

He was sure that in that further effort WHO would maintain the leading role which it 

had played over the past four decades. The definition of "health" given in the preamble to 

the Organization's Constitution was already broad enough to provide the basis for such 

leadership, since health was interpreted there not only as the absence of disease but as a 

state of complete physical, mental and social wellbeing. The aims of the World Assembly on 

Aging were clearly in harmony with that broad definition. The World Assembly would be an 

occasion to consider the scope and implications of the aging of the world's societies, the 
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problems and opportunities which they entailed, and the action that had to be taken to ensure 

the wellbeing of aging societies and of the millions of aging people whose later years must 

be provided with a measure of purpose, safety, and a sense of belonging. 

The United Nations Secretariat for the World Assembly on Aging had now reached a very 

advanced state of preparation for the Vienna meeting, and what it had learned regarding 

worldwide interest in the event was very encouraging indeed. A quite unexpected level of 

concern, willingness and eagerness to participate had been encountered at every stage. He 

was therefore quite confident not only that the World Assembly would attract large numbers 

of participants from all over the world, but also that many countries would be represented 

by high - ranking delegates. Naturally, it was hoped that the quality of the occasion would be 

enhanced by the attendance of members of the medical profession and other delegates already 

engaged in the first stage in the common endeavour to "add years to life" and who would be 

equally involved in the second stage, of "adding life to years ". 

Dr XU Shouren (China) said that his delegation greatly appreciated the Director -General's 

report (document EB69/1982/REC/1, Annex 12) and had been particularly impressed by the action 

taken by the Regional Committee for the Western Pacific in connexion with the celebration of 

World Health Day in 1982. 

Care of the elderly was an element of health services that needed to be strengthened; 

and in his country, as part of the development of its socialist economy and the overall 

raising of the people's standard of health, it was receiving greater emphasis. China was 

actively engaged in medical and scientific research in gerontology, the number of specialist 

publications on the subject was being increased, and material on health care of the elderly 

was being popularized. The All -China Medical Association had established a gerontology 

society. In response to the relevant resolution of the United Nations General Assembly, 

China had set up a national committee for the World Assembly on Aging; as participants in that 

body, the National General Bureau of Labour, the Ministry of Civil Affairs, the Ministry of 

Health and other organs were called upon to organize and implement activities relating to the 

elderly, and more specifically to prepare for participation in the World Assembly. 

His Government believed that the elderly should receive comprehensive health care, so 

that they might live longer and lead still more meaningful lives. Not only should health care 

institutions be reinforced; the whole of society should be urged to take part in caring for 

the elderly, and the elderly themselves should be brought together socially so that they could 

arrange their own lives and keep themselves fit. In that connexion, the State and collective 

organizations could provide them with learning opportunities and with facilities for a range 

of activities to enable them to continue to develop their individual potentials. Such 

endeavours should begin on a small scale, within small units such as government offices and 

neighbourhoods; they could then be gradually extended and improved, as the economy developed. 

China had a fine tradition of respect and care for the elderly. In its efforts to 

promote high moral standards, that fine tradition would be developed further as part of the 

new socialist spirit. Mental and spiritual happiness was the key to retarding the aging 

process and to increasing the vitality of elderly persons. In order to be happy, the elderly 

must first be given the opportunity to remain active and to feel useful. It was also 

important that they should feel loved and cared for in a warm, respectful and close family 

atmosphere. His delegation wholeheartedly endorsed the Director -General's view that, whenever 

the elderly fell ill, they should receive kindly and appropriate medical care, for which 

purpose good primary health care services were essential. The dissemination of knowledge 

relating to the care and self -care of the elderly was also of great importance so that elderly 

people, after retirement, could remain fit and make a continuing contribution to the national 

construction effort. 

Mr IONESCU- CAZANA (Romania) said that the Committee now had a comprehensive picture of 

WHO's efforts to prepare for the World Assembly on Aging - an occasion which should serve to 

increase worldwide awareness of the health problems involved. His delegation supported the 

draft resolution recommended by the Executive Board, especially operative paragraph 1(4), 

which requested the Director -General to submit a report to a future Health Assembly on the 

social, health aid other technologies that Member States could employ to improve the wellbeing 
of the elderly. In that connexion, account should be taken of certain activities - such as 

an increase in research on the biology of aging, the development of clinical and social 

gerontology, preventive hygiene and the early detection and treatment of chronic diseases - 

which could lead to an improvement in the effectiveness of health policies. Experimentation 

with effective measures of medical aid for the elderly, the training of specialist personnel 

and, above all, legislative support for the health care of the elderly could also be of great 
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value. His country had extensive experience of the effectiveness of such methods and was 
willing to expand its cooperation with other countries in that field. 

Dr VIOLAKI- PARASКEVA (Greece) said that the increasing proportion of elderly people among 
the world's population was a matter that concerned not only the developed but also the 
developing countries. It posed with some urgency the question of the extent to which WHO's 
programme for the elderly was focused at the primary health care level. The Organization 
should ensure that follow -up mechanisms for securing the health care of the elderly were 
established at the World Assembly on Aging so that the elderly would not be forgotten after the 
World Assembly was concluded. In her country a broadly representative national committee for 
the elderly had been set up to prepare for the World Assembly. 

As President of the Thirty- fourth World Health Assembly, she had been most grateful to the 
Government of France for the invitation to deliver an address on World Health Day in the 
presence of President Mitterrand, and had greatly appreciated the preparations for that occasion 
made under the direction of Mr Joseph Franceschi, Secretary of State for the Aged in the 
Ministry of National Solidarity. 

She supported the draft resolution recommended by the Executive Board for adoption by the 
Health Assembly but would suggest that the words "Recognizing the role played by the non- 
governmental organizations in the preparation of the World Assembly on Aging" might perhaps be 
added as a final preambular paragraph, to reflect the importance of that role. 

Mr DAS (India) said that in traditional Indian society and culture the aged had been 
considered as guides and teachers, and the younger generation had considered it a sacred duty 
to care for them. However, time had brought a change in the old value systems, and family 
care was unfortunately no longer provided to the extent that it had been in the past. Aging 
began at birth aid, in order to prevent ill- health in old age, proper preventive care must be 
available in the middle years; besides medical problems, there were social problems that also 
required attention, e.g., retirement pensions, family security aid social attitudes. 

Hitherto, India had made no special health provision for the aged, and it was open to 
question whether such provision was in fact desirable. As long as health facilities for the 
mass of the population remained far from satisfactory, it might not be worthwhile to create 
special facilities for a particular age group. In any case, good health did not depend solely 
on specialized medical care, but also on general social and economic wellbeing. The best 
solution to the care of the aged lay through the team approach, involving doctors, social 
workers, paramedical personnel, health educators and administrators. The concept of family 
health care of the elderly needed to be developed within the framework of the existing primary 
health care system. As part of their general and moral training, young people should be 
educated to take proper care of their elders, so that the family might constitute a unit for 
health care for the aged. He was convinced that the creation of homes for the aged was not a 

solution, nor was the establishment of special departments within hospitals and medical 
colleges. It was important that old people should not be isolated: their mental and physical 
health problems should be dealt with jointly by the family and the community, as part of 
general health care, and community health teams should be provided with economic support for 
that purpose. 

Mrs RUMJANEК CHAVES (Brazil) said that her Government was increasingly concerned with the 

problems of the aged and had for some years been implementing policies and programmes to provide 

them with social, occupational and health care. 1982 had been proclaimed National Year of the 

Elderly, and a national committee, composed of representatives from the Ministries of Social 

Security, Health and Labour, as well as from other institutions, had been set up to coordinate 

activities. A Brazilian delegation had participated in the regional conference on aging, in 

Costa Rica, and Brazil would also be represented at the World Assembly in Vienna. 

In Brazil, assistance to the elderly was designed to integrate the aged within the family 
aid the community by means of preventive and therapeutic programmes. Efforts were being made 

to extend health care to the elderly population as a whole, and also to maintain a high standard 
of health care delivery within the framework of health for all by the year 2000. 

Her Government believed that problems of aging were closely linked to problems of 

development, and that that fact should determine the approach to be taken in devising social 
and health policies. The effectiveness of efforts to secure proper treatment for the aging 

depended on the establishment of an equitable international economic order, which would permit 

each country to realize fully its right to development. 
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Dr GALAHOV (Union of Soviet Socialist Republics) said that the Director -General's report 

(document EВ69/1982/REC/1, Annex 12), and also the statements made by the representative of 

the Executive Board and by the Regional Director for Europe, had shown that WHO attached 
adequate importance to the problem of aging and was making a substantial contribution to 

preparations for the forthcoming World Assembly. That event was not considered as an isolated 

occasion, and the draft resolution recommended by the Board in resolution ЕB69.R25 consequently 
called for measures to facilitate the implementation of the plan of action that would be 
generated by the World Assembly. 

His delegation found that draft resolution acceptable in principle, but believed that it 
could be made somewhat more concise. It was important that duplication should be avoided in 
the cooperation with other agencies of the United Nations system, and that the area of 
responsibility of each agency should be clearly defined. For its part, WHO should devote 
particular attention to research in gerontology and geriatrics, so as to provide a scientific 
basis for its programmes. 

The second part of the draft resolution contained a number of recommendations addressed to 

Member States. In that connexion, he would point out that in the Soviet Union special 
attention was already being paid to providing a meaningful life for the elderly and to improving 
their health; a geriatric service involving both social and medical care at different levels 
provided a comprehensive and efficient approach to the problem. A number of Soviet 
institutions were engaged in research on gerontology and geriatrics. Regional meetings with 
other socialist countries were organized by the Institute of Gerontology of the Academy of 
Medical Sciences, and a report on those regional meetings would be submitted to the World 
Assembly on Aging. Soviet scientists were always ready to exchange their experience and 
information concerning problems of aging with WHO, and were constantly seeking new ways of 
extending the period of meaningful life and of enabling the elderly to take an active part in 
the life of the community. 

Mr LO (Senegal) said his Government was now endeavouring to further the social wellbeing 
of the non- active sector of its population as well as of the active sector. Action taken by 
the United Nations in connexion with the forthcoming World Assembly would therefore be of great 
assistance to Senegal, which was concerned to improve the lot of elderly people and notably to 
find ways of giving them a useful role in the context of development activities. As part of 
its social policy for the elderly, Senegal had instituted a number of associations for retired 
and elderly people, which were functioning actively. On the health front, a medical -health 
complex had recently been set up in Dakar, and the establishment of a National Committee on 
Aging was being considered. 

His Government intended to play an active part in the work of the World Assembly. More 
generally, its attitude to aging, and to the implications of that process, could be summed up 
in an African adage: "When an old person dies, a library burns ". 

Dr NAME (Panama) said that it was beyond doubt that in most countries the standard of 
health was improving. With the extension of life expectancy and the greater numbers of aged 
people, care of the elderly became a matter of priority. In Panama there was a Family 
Commission which discussed extensively the problems of the elderly, with the object of enabling 
them to continue to live within a familiar social environment; not only the biological but 
also the family aspect was of great importance. Panama had a number of retirement associations 
and cooperatives which received support from Government institutions, and believed itself to be 
something of a pioneer in that field. 

Her delegation fully supported the draft resolution before the Committee. 

Mr ISHIMOTO (Japan) said the health of the aged had recently become a priority issue for 
his Government. Japan was endeavouring to promote a number of health and social security 
programmes for the aged, spurred on in that effort by the fact that the proportion of elderly 
people in the population was increasing at the highest rate in the world. Numbering 
11 million (9 %) in 1980, the over -65s would number 20 million (16 %) in the year 2000, and 
28 million (22 %) in 2020. An entirely new scheme for the social welfare of the aged was 
currently being considered in Parliament. He hoped that the Health Assembly would in 
the near future be able to discuss and frame effective policies for providing lifelong health 
within the shortest possible time - although that goal was perhaps somewhat different from 
the objective of health for all by the year 2000. 
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Dr RICH (Cuba) said that her delegation greatly appreciated the preparations being made 
for the forthcoming World Assembly on Aging. Cuba intended to give all possible support to 
action taken by WHO, not only in the context of that Assembly but more generally to ensure 
adequate treatment of the problems of the elderly. The question was seen to be a crucial 
one when it was realized that, at the and of the present century, the number of people in the 
world aged over 60 would have increased to 580 million. In Cuba, those over 60 already 
accounted for 10.9% of the population. Before the Revolution, aging had inevitably brought 
with it insecurity and distress; but now a programme of care for the aged had been introduced 
which provided for twice -yearly medical consultations in clinics, or for home visits for 
those who could not come to the clinics themselves. The State also provided, under the 
Constitution, a system of full social security based on age and length of service. Care of 

the elderly was provided as far as possible within the family, and health personnel 
appreciated being able to use the family as an adjunct to the therapy they provided. It 

was important not to stereotype elderly people and to assume that they would necessarily lose 
their capacity for useful life; they should not be segregated or treated as second -class 
citizens. 

She would urge WHO to continue its efforts to ensure the integration of health care for 

the elderly within primary health care as a means of achieving health for all by the year 

2000. 

Dr REYNES (France) expressed her delegation's support for the draft resolution submitted 
by the Executive Board. It would be of interest to learn more about the manner in which 
different Member States formulated and implemented their programmes for the care of the 

elderly according to the severity of the problems involved. In a country such as her own, 
for example, there was a high proportion - 14% - of persons over 65; and by the year 2000 
the number of persons over 85 would have doubled. That sector of the population was faced 

with special difficulties related to low income, poor living conditions aid failing health. 

France had consequently launched a priority action plan for the aged in 1971 as part of its 

overall health policy, and that plan had been strengthened during the past year. The 

Government had decided to set up a Secretariat of State in the Ministry of National 
Solidarity which would plan, apply and finance coordinated action on that front with other 
ministries. The programme was based on the principle of home care and included steps to 

improve the financial position of the elderly and at the same time to help them retain 

independence, to enjoy a better quality of life and improved living conditions, and to avoid 

isolation. Steps were also being taken to provide medical and financial aid to the very 
elderly and sick, not only in the home but also in both general and specialist hospitals. 

At the same time, training programmes for staff caring for the elderly were being revised; 

supplementary paramedical personnel were considered essential for implementing the health and 
social aspects of the programme; and gerontological research was being given greater 
financial support. 

Her delegation agreed with the view expressed by Dr Kaprio that the public should be made 
more aware of the problems of the aged, and France had indeed celebrated World Health Day 
with brio. The forthcoming World Assembly in Vienna would offer the opportunity for an 

important exchange of views leading to a better understanding of the problems of aging - both 

of individuals and of populations - and of the social, health and economic implications of 

those problems. France intended to make a contribution to the World Assembly by presenting 

a report on the subject. 

Dr KAPRIO (Regional Director for Europe) observed that a number of speakers had referred 

to the need for research and for continuous follow -up activities. WHO's Seventh General 

Programme of Work did in fact contain a chapter outlining the future programmes proposed, and 

the Advisory Committee on Medical Research had also proposed a special programme relating to 

the scientific aspects of aging. Thus, WHO was not limiting its contribution to the context 

of the forthcoming World Assembly but would be continuing its work on the subject in a number 

of directions. There had already been discussions within the United Nations system to 

determine how concerted action could be continued. 

He agreed with Dr Violaki - Paraskeva that special acknowledgement should be made of the 
role played by nongovernmental organizations in the preparation of the World Assembly and 
believed that the Executive Board would agree to her suggested amendment. 

Mr KERRIGAN (Secretary -General, World Assembly on Aging), said that in April he had 
visited China, India, Jordan, Pakistan, and Thailand to exchange views with governments on the 
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problems of aging in their countries, and on the contributions they would be making to the 

World Assembly. On that occasion, as during his earlier visits to Africa and Latin America, 

he had received the strong impression that governments were indeed most sensitive to those 

problems, particularly in view of the marked demographic shift that was taking place, and 

were doing their best to find solutions to them within their resources. 
He appreciated the references made by a number of speakers to the importance of the 

family in caring for the aged and in creating the conditions for a continuity of life from 

which the older generation was not excluded. He hoped that the World Assembly on Aging would 
indeed endorse the view that solutions to the problems of the old should be found to the 

greatest extent possible within the family and to the least extent possible in an 

institutional setting. 

Mr ABBASSI TEHRANI (Iran) said that the concern expressed by the Director -General, and by 
all the speakers in the debate, commanded respect. However, aging was not considered to be a 

problem in his own country since, in accordance with Islamic beliefs and traditions, elderly 
people were welcome members in their families and enjoyed full care and respect. Iranian 
families regarded their elderly members as a blessing, and never sent them to old people's 
homes. He would urge countries of the Third World to preserve that tradition; other 
countries might take it as an example in their dealings with the elderly. 

The CHAIRMAN invited the Committee to turn its attention to the draft resolution 
recommended by the Board in resolution ЕB69.R25. He recalled that the delegate of Greece had 
proposed the addition of a new preambular paragraph, which had not been opposed. 

The draft resolution, as amended by the delegate of Greece, was approved.1 

Dr COTO (El Salvador) asked for clarification of paragraph 2(1) of the operative part of 

the resolution, in which Member States were requested to give appropriate attention to 

"health issues in aging." He did not think that the process of aging as such should be 

considered as inevitably implying health problems, since it was in fact as natural a process 

as childhood or adolescence. Surely what was called for was "attention to the elderly "? 

Dr LAW (representative of the Executive Board) said that the Board's intention had not 

been to suggest that being elderly was a problem in itself; it had intended rather to 

address those health problems that tended to be more prevalent among elderly people. 

Dr BEAUSOLEIL (Ghana) observed that, since the draft resolution had already been approved, 

it would not be proper to introduce any new amendment. 

The CHAIRMAN pointed out that the delegate of El Salvador had been seeking a clarifica- 
tion rather than proposing an amendment. He understood that the explanation provided by 

the representative of the Executive Board had satisfied his concern. 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 

Southern Africa - assistance to front -line States and Namibia, and health assistance to 

refugees in Africa: Item 40.4 of the Agenda (Resolutions WHA34.31, WHA34.34 and WHА34.35; 
Document А35/20) (continued from the tenth meeting) 

The CHAIRMAN said that he had not been present at the previous meeting, but had been 
informed that a draft resolution sponsored by the delegations of Angola, Lesotho, Mozambique, 
Senegal, Zaire and Zambia, on health assistance to refugees in Africa, had been introduced and 
discussed; that the Ethiopian delegation had submitted several amendments; and that the 
debate had then been closed. The Ethiopian amendments had now been submitted in writing: the 
Committee might wish to consider them and then proceed to a decision on the draft resolution. 

Mr SHENКORU (Ethiopia) said that, as a result of protracted consultations held after the 
close of the previous meeting, his delegation had reconsidered its position. In order to 
save time and to facilitate the smooth functioning of the Committee, he would withdraw the 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 
resolution WHA35.28. 
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amendments submitted at the tenth meeting and submit a new draft resolution incorporating the 

ideas contained in the amendments. The new draft resolution would deal essentially with 
displaced persons in Africa. He hoped to submit it orally in the first place. 

The CHAIRMAN said that, if the debate on the item had indeed been closed, the Committee 
would have to decide whether to re -open it. 

Dr REYNES (France) said that it had not been made clear at the previous meeting whether 
the debate had been closed. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that his recollection was that the 

Chairman had not actually declared the debate closed. Perhaps the Committee should first 

decide whether to close the debate or to consider the new Ethiopian draft resolution. 

Mr PAQUET (Canada) was in favour of discussing the Ethiopian draft resolution. 

Mr BIRIDO (Sudan) said that the Committee should have an opportunity to discuss the new 

draft resolution to be submitted by the delegation of Ethiopia, since it would be quite 

different from the one submitted by the six delegations. It appeared to be the feeling of 

the Committee that the latter had been sufficiently discussed; he proposed that a decision 

should be taken on it immediately. 

Mr KAKOMA (Zambia) agreed that it would be only fair to allow the Ethiopian delegation 

to circulate the new draft resolution and for the Committee to discuss it as a separate 

question. 

Mr OSMAN (Somalia) supported the proposal for an immediate vote on the draft resolution 

of the six delegations.. 

The CHAIRMAN said that the most democratic way of deciding whether members of the 

Committee wished to take a decision on that draft resolution straight away would be to vote on 

the proposal. 

The proposal was adopted by 38 votes to 14, with 37 abstentions. 

The CHAIRMAN called for a vote on the draft resolution on health assistance to refugees in 

Africa, sponsored by the delegations of Angola, Lesotho, Mozambique, Senegal, Zaire and Zambia. 

The draft resolution was approved by 95 votes to none, with no abstentions.1 

The CHAIRMAN said that consideration of item 40.4 had now been concluded, with the 

exception of the draft resolution to be submitted by the Ethiopian delegation, which would be 

considered at the next meeting. 

(For continuation, see summary record of the twelfth meeting, section 2.) 

3. UNITED NATIONS JOINT STAFF PENSION FUND: Item 41 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board for 1980: Item 41.1 of the 

Agenda (Document А35/21) 

The CHAIRMAN called the attention of the Committee to the summary of the annual report 

of the United Nations Joint Staff Pension Board for 1980, which was contained in 

document А35/21. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHA35.29. 
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Mr FURTH (Assistant Director -General) said that document А35/21 was presented to the 

Health Assembly in conformity with the regulations of the Joint Staff Pension Fund; it 

briefly highlighted the financial situation of the Fund and summarized the action taken by the 

Pension Board at its last session. Full details could be found in United Nations document 

А/36/9, copies of which were available in the meeting room for consultation by delegates. 

The only action to be taken by the Health Assembly was to note the status of the 

operation of the Joint Staff Pension Fund, as indicated by its annual report for the year 

1980 and as reported by the Director -General. 

Decision: The Committee recommended that the Health Assembly should note the status 
of operation of the Joint. Staff Pension Fund, as indicated by the annual report of 
the United Nations Joint Staff Pension Board for the year 1980 and as reported by the 
Director- General.1 

Appointment of representatives to the WHO Staff Pension Committee: Item 41.2 of the Agenda 
(Document А35/22) 

The CHAIRMAN drew attention to document А35/22, relating to the appointment by the Health 
Assembly of members and alternates to serve on the WHO Staff Pension Committee. 

The Committee would recall that in 1976 the Executive Board had proposed a modification to 
the procedure of selecting a Health Assembly representative for the Staff Pension Committee by 
providing that one member should be designated by name, to serve in a personal capacity, and 

should be appointed for a term longer than the normal three years, whether or not he or she 
was or continued to be a member of the Executive Board. The Twenty -ninth World Health 
Assembly, recognizing the importance of maintaining greater continuity of representation on the 
WHO Staff Pension Committee and on the United Nations Joint Staff Pension Board, had accepted 
that proposal. Consequently, in 1976 and again in 1979, the Health Assembly had appointed 
Dr A. Sauter for three years to serve in a personal capacity. The terms of office of 
Dr Sauter and of the alternate member designated by the Government of Iran in 1979 would expire 
at the close of the present Health Assembly. 

In the light of the precedents established, the Committee might therefore wish to recommend 
to the Health Assembly that it appoint its new representatives on the WHO Staff Pension 
Committee by: (1) designating by name, for a given number of years, a person who need not 
necessarily be a member of the Executive Board; and (2) selecting a Member State from among 
those entitled to designate a person to serve on the Executive Board, whose designated person 
would then be the alternate member of the Committee for a period of three years. 

Dr BROYELLE (France), supported by Dr BRAGA (Brazil), proposed in connexion with (1) above 
that the Committee recommend the designation of Dr A. Sauter for a period of three years. 

Mr ABВASSI TEHRANI (Iran), supported by Dr HАJ HUSSEIN (Syrian Arab Republic), proposed 
in connexion with (2) above that the Committee recommend that Pakistan be selected. 

Decision: The Committee recommended to the Health Assembly that Dr A. Sauter 
should be appointed, in a personal capacity, as member of the WHO Staff Pension 
Committee and that the member of the Executive Board designated by the Government 
of Pakistan should be appointed as alternate member of that Committee, the 
appointment being for a period of three years.2 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

decision WHA35(13). 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

decision WHА35(14). 
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4. LONG -TERM PLANNING OF INTERNATIONAL COOPERATION IN THE FIELD OF CANCER: Item 27 of the 
Agenda (Resolution WHА30.41, para. 2; Document ЕВ69/1982/REС/1, resolution EВ69.R17 and 
Annex 8) 

The CHAIRMAN suggested that there should be a short suspension to permit consultations with 
members of Committee A. 

The meeting was suspended at 11h35 and resumed at 12h00. 

The CHAIRMAN observed that long -term planning of international cooperation in the field 
of cancer was of great concern not only to developed countries but to all parts of the 
developing world, and all the more so when the objective of health for all was taken into 
account. 

Dr ADANDE MENEST (representative of the Executive Board) said that the WHO cancer control 
programme had been reoriented to enable it to provide more effective cooperation with Member 
States in developing and implementing national cancer control programmes, in line with the 
Global Strategy for health for all. The reoriented programme had been discussed at length by 
the Executive Board at its sixty -ninth session, when it had carried out its first review of the 
work of the Director -General's Coordinating Committee on Cancer. The Board had commended the 
Committee on its work, particularly with respect to the achievement of improved coordination 
and the establishment of the new cancer control programme. The relationship between WHO and 
the International Agency for Research on Cancer, which had been a matter of concern to the 
Executive Board at its earlier sessions, had now been clarified. It had been emphasized that 
the two programmes were interdependent and complementary, and the Board had recognized that 
good coordination had been achieved. The possibility of integrating the activities of the two 
bodies if that proved desirable in the future had not been ruled out. 

All members of the Board had recognized the seriousness of the cancer problem for 
developed and developing countries alike. The greater number of the world's cancer patients 
were in the developing countries, although the proportion in relation to the size of the 
population was higher in the developed countries because of the longer life expectancy. 

Much could be achieved by the application of existing knowledge, which had shown that - 

theoretically at least - up to one -third of present cancers could be prevented. The programme 
therefore emphasized the need for primary and secondary prevention whenever possible. The 
primary prevention of tobacco - induced cancers such as lung and oral cancer, and of liver 
cancer, was thus being given priority. The delivery of appro?riate, scientifically -based 
cancer control programmes capable of reaching the entire population of a country, the provision 
of training suited to local requirements, and the promotion of early diagnosis backed up by 
appropriate treatment facilities formed part of the programme. The new approach of using non- 
professional primary health care workers had been explored in the national cancer control 
programme in Sri Lanka, and had already achieved useful results. 

The prevention or relief of pain in cancer patients was one of the great public health 
challenges. Freedom from avoidable pain should be the right of every cancer sufferer within 
the reach of health services, and should become the national policy. Research on appropriate 
cancer control measures and the application of existing knowledge should be continued and 

strengthened. 

The Board had fully endorsed the cancer control programme as presented. Recognizing that 

the problem was of growing and worldwide significance and concern, and realizing the need for 

adequate financial support to carry out that programme, it had recommended for the Health 
Assembly's adoption the draft resolution in resolution EВ69.R17. 

The CHAIRMAN said that one of the foremost cancer -related problems in the developing 

countries was a lack of awareness, and consequently of early detection. Not enough was known 
about morbidity and mortality patterns, with the result that strategies commensurate with the 

size of the problem had not been formulated. Some efforts had been made to establish 

pathological registries for the collection of basic data, to build up adequately coordinated 

programmes, and to deliver the kind of services required on a country or regional basis. One 
matter of special concern was the overall aspect of costs, which, for the developing countries, 

were enormous in the context of the existing shortage of resources for implementing the 
strategy for health for all. 



CONMITTEE B: ELEVENTH MEETING 269 

Attention should be given, first and foremost, to early detection, which was all the more 

important in that even within a single country there were very wide variations in the pattern 
of incidence, related to lifestyles and to cooking and eating habits. In India there 

was a large variety of cancers related to the manner of food grain storage, which caused the 

grains to develop aflatoxins; to the consumption by certain parts of the population of par- 

boiled cereals; to tobacco or betel chewing; and to smoking with the burning end inside the 

mouth. There were also gastric cancers resulting from residues of pesticides - which were 
applied in order to insure against the loss of crops, but gave rise to other problems. 

The developing countries also had an enormous problem in developing the kind of manpower 

(e.g., medical and surgical oncologists, pathologists, and radiotherapists) who could work as 

a team in order to provide the kind of coordinated services referred to in document 

ЕВ69/1982/REC/1, Annex 8, and other papers. 

Finally, the need for research efforts to be highly coordinated in terms of cost and time 

could not be overemphasized. It was extravagant and time- consuming to carry out simultaneous 

research on similar problems within a particular country or region. 

Professor VANNUGLI (Italy), commending the report of the Programme Committee of the 

Executive Board (document ЕВ69/1982/REС/1, Annex 8), observed that the long -term planning 

programme was extensive and realistic. It was essential to maintain careful coordination: 

early detection, research and treatment programmes must go hand -in -hand. 

The problem of incurable cancers had not hitherto been treated with sufficient under- 
standing. Incurable patients were still being given treatment that was unlikely to produce 

results and might sometimes even aggravate their suffering. The time had come to recognize 

that such patients should have the right to die in dignity. 

He realized that individual cases varied, and that in each case a choice should be made 

of the best course to take following an appropriate examination. It would be useful, 

however, to have some guidelines on that aspect of the treatment of cancer patients, and WHO 

might wish to do something further in that direction, by convening expert committees, for 

example. Any such bodies should be multidisciplinary, so that advice could be obtained from 

experts in medical ethics and other fields. It should be possible to develop criteria 
applicable to certain specific cases and to stimulate national activities in that area. 

Dr LENFANT (United States of America) said that his country encouraged efforts towards 
greater cooperation between the Cancer unit at headquarters, the International Agency for 
Research on Cancer, and the regional offices. It fully supported the emphasis given to the 

role and responsibility of the headquarters programme in the dissemination of information, 

particularly to developing countries. 
The delivery of cancer control programmes capable of reaching all the people in the 

country - the importance of which was referred to in paragraph 7 of the report - was desirable 

but might not always be possible. Cancer control was a difficult matter for all countries, 

and no proven effective means of universal cancer control had yet been devised. The subject 

therefore remained a matter of study and trial. The objective of a universal programme should 

not preclude the implementation of small demonstration and trial projects. 

In view of the limited resources for the cancer programme, his delegation would urge 
that a list of feasible priority projects should be developed, with an appropriate design and 
schedule for implementation. 

The development of an effective cancer control programme should not be considered an easy 
task, or one whose success would depend solely on the availability of funds. Knowledge 
concerning the prevention and control of cancer was still inadequate. There were numerous 
examples of cancer control programmes that had failed. WHO had an opportunity to provide 
new leadership in that area, but it must be cautious. Programme development should be given 
adequate thought and not be too ambitious. It was important to do a few things well, апд 
success would breed success. 

Professor AUJALEU (France) said that the problem of cancer was extremely wide- ranging: 

the Committee could deal only with certain specific aspects. He fully endorsed the draft 
resolution recommended by the Executive Board for adoption by the Health Assembly. 

Speaking of the relations between the cancer unit at headquarters and the International 
Agency for Research on Cancer, he observed that an unproductive struggle had gone on for some 
years between the two bodies, each endeavouring to gain supremacy over the other. In recent 
years, however, since the Director -General and the Executive Board had endeavoured to introduce 
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a process of coordination, matters had improved considerably. He greatly welcomed that 
development. 

The Agency was responsible for research in cancer epidemiology and carcinogenesis and 
had looked extensively into carcinogenicity caused by environmental pollution and by 
nutritional or occupational factors. It had shown itself to be a fully independent body 
capable of recommending a series of measures to countries in connexion with their occupational 
health activities. All activities other than those related to epidemiology and carcinogenesis 
were the responsibility of the Cancer unit at headquarters. 

Scientific circles were very satisfied with the work being carried out by the two bodies. 
The financing of the Agency was a magnificent example of the provision of voluntary contri- 
butions by certain countries for the pursuit of specific activities - in this case activities 
that might lead to discoveries in the field of cancer epidemiology and carcinogenesis. It 
was on the basis of such discoveries that the headquarters Cancer unit could recommend 
appropriate measures. 

The meeting rose at 12h35. 
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Agenda (Resolution WНА30.41, para. 2; Document ЕВ69/1982/REС/1, resolution EB69.R17 and 

Annex 8) (continued) 

Dr BAJAJ (India) congratulated the Director - General on the various international cancer 

control programmes now in operation. In India, cancer of the uterine cervix and oral cancer 

were the most common forms of the disease, followed by breast cancer. One district in India 

had the world's highest incidence of oral cancer, which was localized in areas in which tobacco 

chewing was widely practised. The efforts India was making to combat cancer under its 

national cancer control programme included the establishment of national cancer institutes in a 

number of cities; the setting up of a Teletherapy Committee to assess requirements for linear 

accelerators and cobalt units in those institutes as well as to make recommendations for 
government grants; and the introduction of cancer registries. Since early detection was 

essential in cancer control, a Central Health Education Bureau had been set up to produce 

educational material for information of the general public on the early signs and symptoms of 

the disease. 

On one point he had a request to make. The cost of chemotherapy was very high; could not 

a dialogue be instituted between WHO and the pharmaceutical companies with a view to setting 

reasonable prices for anticancer drugs, on the humanitarian grounds that the helplessness of 

patients who were doomed to death should not be exploited? 

He expressed his delegation's support for the draft resolution contained in resolution 
ЕВ69.R17. 

Professor LISICYN (Union of Soviet Socialist Republics) said that no one needed reminding 
of the major problems posed by cancer and all recognized the important part played by WHO and 
other agencies in coordinating efforts to solve them. He congratulated the Director -General 
and his staff on the interesting data they had presented: new elements had been put forward, 

with particular emphasis on primary prevention at national, regional and global level. The 

Soviet delegation was pleased to note an expansion and strengthening of WHO's activities. 

The reorientation of the programme was a wise step, in view both of the increasing urgency 
of the matter - which also affected the developing countries - and of the introduction of the 

Global Strategy for health for all. 

In establishing the programme, the Secretariat had devoted praiseworthy attention to 

preventive measures and to their cost -effectiveness (a most important factor, but one difficult 
to determine). On the whole, the programme goals were clearly defined. The approach to 

their implementation, however, although correct in essence, appeared to be vague and sketchy 
and only a limited series of practical primary- prevention measures had been proposed. Early 
diagnosis was a very important part of cancer control, since it increased the chances of a 

cure. In view of the difficulties of screening the healthy population for cancer, more 
attention should be given to the search for a primary selection procedure to precede detailed 
examination; aid goal -oriented research to determine high -risk groups should be continued. 
Support should also be given to the proposed approach to the standardization of cancer treat- 
ment and chemotherapy. 

The Programme Committee's recommendations on the priorities for future activities were 
reasonable. Cooperation between WHO and its Member States on national cancer programmes 
should be extended. There had been a distinct improvement in the coordination of cancer 
control (including research to improve preventive measures) on the part of WHO headquarters, 
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the Regional Office for Europe, and ‚ARC. Incidentally, he hoped that IARC could devote more 
of its time to methods of neutralizing endogenic carcinogens, which was a promising avenue of 
research. 

Professor RUDOWSКI (Poland) said that his delegation had noted with approval resolution 
EB69.R17 and Annex 8 to document EB69/1982/REC/1. It strongly supported the programme of 
cancer control as presented. 

In Poland, international cooperation in the field of cancer was taking place through 
Government Programme No. 6 (Cancer research and control), 1975 -1990, cancer matters being 
regarded as medical and social priorities. International cooperation among WHO Member States 
was of paramount importance, particularly in implementing new methods and techniques in 
research and clinical oncology, in training personnel of leading cancer centres, and in expert 
consultations on basic and clinical oncology. In Poland such cooperation took a number of 
forms: (1) exchange of scientific information and active participation in the International 
Cancer Research Data Bank and other systems - a form of cooperation which it had found to be 
extremely valuable and effective; (2) participation in and contributions to relevant inter- 
national meetings; (3) exchange of scientific workers engaged in the field of cancer, and 
(4) contributions to international investigation and research, both through participation in 

bilateral and multilateral trials and through basic, clinical and organizational work by inter- 
national teams of specialists. 

Future cooperation should give particular attention to research in: (1) immunology of 
malignant diseases; (2) epidemiology and geographical distribution of cancer; (3) prophy- 
laxis of malignant tumours; (4) early detection and new methods of diagnosis, and (5) new 
and effective methods of treatment, with particular reference to combined methods (e.g. surgery, 
radiotherapy and chemotherapy). Cooperation was based on close links with IARC, the 

International Union against Cancer, and the European Organization for Research on Treatment 
of Cancer, and also on bilateral projects with cancer institutes in Moscow, Paris, Berlin, 
and other European cities. 

In conclusion, he recalled that Warsaw was the birthplace of Madame Curie and the home 
of the National Cancer Institute, founded in 1928 and currently responsible for Polish long- 
term planning of international cooperation in that field. 

Dr FERNANDO (Sri Lanka) congratulated the Director -General on the work that had already 
been done on cancer by the Organization; he was pleased to note that the activities of the 
cancer programme had appreciably intensified recently. 

Referring to operative paragraphs 6(1) and 6(2) of the draft resolution contained in 
resolution EB69.R17, he said that it was important that more resources should be made available 
to WHO to intensify cancer control work. Treatment of cancer was expensive and was a very 
heavy burden to bear when resources for all forms of health care were scarce. An example of 
how to cut costs and apply the primary health care approach to early detection of cancer was 
given by the recent feasibility study carried out in Sri Lanka and might prove useful to other 
countries. 

Oral cancer was the major form of cancer in Sri Lanka, and its prevalence was related to 
high tobacco consumption, particularly in association with betel chewing. A national 
programme had been launched, in collaboration with WHO, in which primary health care workers 
carried out the screening of the oral cavity for early detection of cancer. Favourable 
conditions for the programme were: the well -developed primary health care system in place in 
Sri Lanka; easy detection, since the cancer site was readily accessible; and screening facili- 
tated by the fact that the disease was preceded by a precancerous state. The object of the 
programme had been to determine whether primary health care workers could be used effectively 
for early detection and to reduce the mortality from oral cancer by way of such detection. 
After a short course of training, primary health care workers had introduced oral cancer 
screening into their routine work and sent the detected cases to a referral centre. During 
the study year, 33.6% of the adults allocated for screening had been seen; 4.16% of them were 
diagnosed as having an oral lesion and sent to the referral centre; 88.6% of the cases referred 
to the centre were found to have an oral lesion justifying referral. The number of false 
negatives was very small and no case of cancer had been overlooked. The performance of the 
primary health care workers had been very satisfactory and had given as good, if not better, 
results than a control study carried out by medical staff. 

Miss PAROVÁ (Czechoslovakia) said that her delegation welcomed the Director -General's 
report; in the light of her country's experience in cancer control programmes, she firmly 



COMMITTEE B: TWELFTH MEETING 273 

supported his proposals and Executive Board resolution EB69.R17. Czechoslovakia was fully 

prepared to participate in future long -term international efforts for cancer control - the 

more so as the results so far achieved through cooperation under the Council for Mutual 

Economic Assistance had been very positive. Moreover it was prepared to participate in 

cooperative work on primary and secondary prevention, clinical studies on the epidemiology 

of tumours, and fundamental and applied research. It was also prepared to provide experts in 

oncology for activities in the developing countries, and proposed that there should be 

cooperative efforts to train doctors, scientists and other health personnel from those 

countries. 

Dr XU Shouren (China) said that his delegation had read resolution EB69.R17 with 

particular attention. The constant increase in the number of deaths due to cancer in both 

the industrialized and the developing countries, and the fact that 8 million new cases of 

cancer were detected each year, clearly showed that the problem required urgent attention. 

The case of China was no exception. The proposed international plan for control was very 

necessary and steps towards prevention should be considered an essential part of the effort 

to achieve health for all by the year 2000. 

In recent years China had taken specific measures to control cancer by carrying out a 

number of statistical and epidemiological investigations into both etiology and prevention in 

regions with a high incidence of the disease. The data thus compiled had made it possible 

to draw up a map showing cancer distribution throughout the country, which would prove a 

valuable aid for future action. Experience in China had shown that prevention must be built 

into primary health care services in order to achieve effective results. To that end, city 

specialists were training local barefoot doctors in methods of diagnosis and treatment so 

that the latter were able to investigate the epidemiology of the disease. That and other 

activities to control cancer had to be combined in a multidisciplinary approach at all levels. 

Education programmes, for example, required the cooperation of various sectors in order to 

compile and disseminate information on the harmful effects of tobacco, pesticides, food 

additives, industrial pollution, etc. 
China was already participating in international cooperation through national cancer 

centres which were working with WHO, and a highly successful seminar on rhinopharyngeal 
diseases had recently been held in that country under the auspices of WHO. It would continue 
in the future to participate actively in long -term control activities and would give particular 
emphasis to prevention. 

Mr GILBERT (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
supported the programme for long -term planning of international cooperation in the field of 
cancer and the adoption of the draft resolution contained in resolution EB69.R17. The work 
of the Director -General's Coordinating Committee on Cancer was to be commended. The relation- 
ship between WHO and IARC, referred to earlier by the delegate of France, was clear, and the 
continuing collaboration and coordination of efforts between the two bodies would be essential. 
The possibility of a future integration of the two bodies was to be welcomed. He congratu- 
lated the new Director of IARC on his appointment. 

The cancer control programme gave emphasis to primary prevention and early detection, 

education and dissemination of information, and orientation towards the primary health care 
level - all sensible policies, especially in developing countries. There was now a better 
appreciation of the influence of lifestyle, behaviour and social habits in cancer causation. 
Research in that area should be emphasized. 

The fact that one -third of all cancers were preventable, that one -third were curable, 
and that suffering in the remaining third could be relieved, should be much more widely 
publicized and would reassure many cancer sufferers. Relief of pain or provision of comfort 
for terminal cases was felt in his country to be very important and was widely practised. 
That experience would gladly be shared with other countries. 

There had been a number of good publications on cancer control from the Regional Office 
for Europe and it was hoped that they would be more widely disseminated. 

Dr BULLA (Romania) said that although some forms of cancer (e.g., stomach cancer) were 
less widespread generally, the disease was causing increasing concern worldwide. Important 
progress had been made in the field of early diagnosis and cure. Referring to the statement 
by the delegate of the United Kingdom, he said that in Romania it was assumed that one -third 
of cancer cases could be cured by chemotherapy and radiotherapy. Epidemiological studies, 
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showing wide geographical variations in cancer incidence, had identified certain environmental 
factors such as smoking and industrial chemicals as the cause of some types of cancer. 
Despite the controversy surrounding the tests to determine carcinogenic potential, attitudes 
could be changed by concentrating on only a few of the thousands of new chemicals produced 
annually. Also noteworthy were the new forms of therapy at present under trial, e.g., 
interferon and monoclonal antibodies. 

The long -term planning of international cooperation in cancer must be conceived in the 

light of these achievements, and the Director -General's report contained numerous possibilities 
within vertical or horizontal programmes. His country would propose a slightly different 
approach, with a change in emphasis rather than content. Programme components should fall 
into two categories: (1) cancer control measures that were feasible for both developed and 
developing countries; (2) measures that were not feasible owing to their prohibitive cost and 

the need for qualified personnel, e.g., those associated with cancer epidemiology, chemical 
carcinogenesis, development of new diagnostic and therapeutic tools, and basic cellular and 
molecular biology. 

Within the first category emphasis should be given to national control programmes, with 
priority for early detection of curable cancers, to be established according to treatment 
possibilities; interdisciplinary cooperation in diagnosis and treatment; and health 

education. In Romania compulsory examination for cancer had been enforced in 1981 for all 

ambulatory and inpatient units. District or inter -district centres had been established to 

provide confirmation of diagnosis and adequate treatment under the national cancer programme. 
His country proposed that the costly investigations involved in the second category 

should be included in a long -term WHO international programme. Such a programme should 
benefit from regular budget and extrabudgetary resources channelled through the Director - 

General's Coordinating Committee on Cancer. His delegation fully supported resolution 

EB69.R17. 

Dr KOINUMA (Japan) said that the Director -General's report was impressive. His delega- 

tion believed the promotion of cooperation with the respective collaborating research 
facilities of Member States, as well as with IARC, to be an important component of the 

programme. In Japan the National Cancer Centre, a WHO collaborating centre for the assess- 

ment of diagnosis and treatment of cancer of the stomach, played a leading role in this field. 

The centre provided the necessary expertise for Member countries in relation to the exchange 
of scientific information, and trained staff from developing countries as a contribution to 

the development of much -needed manpower. A national hospital in Nagasaki City, recently 

designated as a WHO collaborating centre for reference and research on viral hepatitis, had an 

important function in the field of etiology and prevention of hepatic cancer. 

With regard to the after -care of cancer patients, he emphasized the importance of the pain 

relief approach under which knowledge on the treatment of terminal cases by drugs and physical 

intervention would be formulated and disseminated. He believed that WHO action in this field 

was desirable. 

Dr BEAUSOLEIL (Ghana) expressed his delegation's appreciation of the Director -General's 

report and its support of resolution EB69.R17. He drew attention to the dilemma faced by 

developing countries: cancer was an equally serious health problem there and in the developed 

countries, but how could they combat both communicable and noncommunicable diseases at the 

same time with only scanty resources? Concerning cancer in particular, he observed that 

there were three specific difficulties in developing countries: (1) insufficient information 

on the extent of the problem, although hospital records showed that cancer incidence was 

increasing; (2) the absence or inadequacy of facilities for early detection; and (3) in many 

areas the absence of facilities to treat those cases that were diagnosed and the high cost of 

sending patients elsewhere for treatment. 

He hoped that in the future increased resources would be made available under the WHO 

programme and that there would be greater emphasis on cooperation with developing countries in 

cancer control. Particular attention should be given to: (1) the development of cancer 

registries, which would be of help in establishing education and information programmes aimed 

at primary and secondary prevention; (2) technological and other cooperation on a North -South 

basis for the setting -up of regional or subregional treatment centres, particularly in 

developing countries that could not afford their own facilities; and (3) support for research, 

particularly the research training of scientists and technicians; he mentioned specifically 

research on cancer of the liver, which was widespread in the region from which he came. 
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Dr RAMÎREZ (Cuba) said his country, aware of the urgent need to develop an effective 

policy for cancer control, particularly in the developing countries, fully supported the 

increased international cooperation in this field foreseen in the report and the resolution of 

the Executive Board. The solution to the problems of the developing countries lay in 

effective cooperation with the most developed countries. Cuba believed such strengthening of 

international cooperation to be the first step towards cancer control in the majority of 

countries. 
In 1962, Cuba had organized a cancer control programme comprising oncological information, 

training of staff, case registration, and investigation and research. During the last 20 

years that programme had played an important role, although the funds the Government could 

devote to it were not very large. It had, however, been able to increase training and also 

work on etiology and epidemiology. 
From the USSR and other socialist countries, Cuba had received considerable technological 

and organizational assistance. The national programme had a sound technological basis as 

regards both chemotherapy arid surgical or radiological equipment. Research was carried out on 

anticancerous substances, chemotherapy, new methods of radiotherapy, environmental carcinogens, 

and epidemiology of risk factors. Experience had been acquired in the organization of control 

campaigns, operational research, surveillance, and evaluation of programmes for early detection 

and prevention. 

He wished to emphasize the four elements of the cancer control programme that were basic 

to the long -term strategy of Member States - both the developed and the developing countries. 

They were: (1) priority to prevention, particularly primary prevention, reinforced by 

dissemination of the latest information on the causes of different types of cancer; 

(2) strengthening of cancer control at primary health care level and cooperative research to 

improve early diagnosis; (3) integration of oncology in all fields of medical specialization, 

e.g., stomatology; and (4) strengthening of epidemiological research on etiology, including 

chemical carcinogenesis. All these were highly pertinent and should be studied, inter a1ia 

in order to guide cancer control programmes up to the year 2000. 

His country commended the Executive Board and the Director -General on their work, and 

promised Cuba's commitment in the fight against cancer by the countries of Latin America, 

Asia, and Africa. 

Dr GIACONI (Chile) said that his country gave high priority to long -term planning in 

control of cancer, which was the second most important cause of death in Chile, after cardio- 

vascular diseases. WHO's role in cancer control was extremely important. For example, at 

the Organization's suggestion, Chile had recently enacted specific legislation and instituted 

an antismoking campaign, the results of which would soon be assessed. It had also concentrated 

its scanty resources on the types of cancer in which early detection and treatment were most 

effective. 

He thanked the Government of Japan for its outstanding cooperation in the joint bilateral 

programme on the early detection of cancer of the digestive tube, in particular cancer of the 

stomach. 

His delegation supported the draft resolution contained in resolution EB69.R17. 

Dr FORTIN (Canada) said that, since cancer was a cause of increasing concern not only 

in developed but also in developing countries, a concentration of effort was required to 

ensure that its control received priority in the struggle to attain health for all by the 

year 2000. Canada supported all efforts being made in this regard and requested that 

adequate resources should be made available for the implementation of the reoriented programme; 

it also supported the promotion of coordination in this field. He suggested that particular 

attention should be given to short -term pilot studies to assess the potential usefulness of 
the simple and inexpensive tools already available for the prevention, early detection and 

treatment of certain types of cancer. 

Canada's interest in the future of cancer control had been concretely demonstrated by its 
membership of 'ARC, and he took the opportunity to congratulate Dr Tomatis on his recent 
appointment as Director of IARC. 

His delegation would support the draft resolution proposed by the Executive Board. 

Dr BATCHVAROVA (Bulgaria) said her delegation shared the views of previous speakers 
regarding the importance of the document under discussion. All countries were today 
deeply interested in achieving progress in cancer control, and were convinced that such 
progress could only be achieved through appropriate international collaboration. 
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Cancer control in Bulgaria focused on prevention and early detection of different forms 
of cancer. Monitoring of patients' progress was carried out, on the basis of national 
registries, by the Scientific Institute of Oncology (attached to the Academy of Medicine) and 

by the national network of oncological services. In carrying out its national cancer 
control programme, Bulgaria had in recent years acquired useful experience which it was ready 
to share through collaboration with WHO. The Bulgarian delegation supported the programme 
of international cooperation in cancer control and endorsed the draft resolution proposed by 
the Executive Board. 

Professor RENGER (German Democratic Republic) said his delegation also endorsed the 
principles outlined in resolution EB69.R17. The German Democratic Republic considered 
moreover that a policy of peace, leading to disarmament, would release enormous material, 
human and financial resources that could be used inter alía for cancer control. It would be 
happy to contribute to the international programme on cancer by: participation in a 
joint international study on ovulation inhibition and cancer; provision of cost -benefit data 

on (a) screening programmes for cervical and breast cancer and (b) cancer epidemiology, both 
population - related and hospital -related; participation of national scientists in WHO's work 
on standards for chemotherapy and guidelines for the classification of bone tumours; 
participation in headquarters and regional office committees to elaborate specific 

diagnostic and therapeutic technologies for cancer, and work out control strategies; 

inclusion of the German Democratic Republic's central institute for cancer research in WHO's 
network of collaborating centres; and organization of, or participation in, training and 

further -education seminars. 

Dr NAME (Panama) said that among the fundamental problems in many countries were early 
detection and prevention of cancer, the establishment of adequate registers, and above all 

the high cost of cancer treatment - all of which made intercountry cooperation essential. 

In 1980, cancer had been the leading cause of death in Panama, with a rate of 49.2 per 

100 000. The most frequent form was cervical cancer. Cancer control was integrated in the 

general health programme and was one of its most important sectors. A voluntary association 
worked in cooperation with the Ministry of Health in the prevention of cancer, the education 
and guidance of patients, and their physical and mental rehabilitation. Preventive action 

was taken throughout the country in the health centres, subcentres and hospitals. Treatment 

was principally centred in the National Oncological Centre in the capital; the Centre was 

being reorganized with the cooperation of the Government of Japan, to which he expressed his 

country's gratitude. At present, cobalt therapy was carried out in the Centre and it was 

hoped that all forms of treatment would be available when the reorganization was completed. 

Professor MOURALI (Tunisia) said that his country fully appreciated the cancer control 

efforts of WHO over the past decade. The reorientation of the programme was fully justified. 

In the Eastern Mediterranean Region, the Regional Office had effectively organized that 

programme, adapting it to the Region and even to each country. The designation of regional 

collaborating centres in the best - equipped countries had made it possible to coordinate 

action and above all to promote research and improve detection and treatment. An annual 

meeting of heads of regional cancer control centres studied the progress made and advised 

the Regional Director on subsequent action. 

Cancer control in the developing countries must take into account the real priorities of 

the countries and their resources. Although prevention in all forms should be strongly 

encouraged, especially antismoking campaigns, early detection might raise serious problems 

for some countries; it was only valid if a minimum of means of treatment, and above all the 

necessary specialists, were available. His delegation welcomed the harmonizing of the 

activities of 'ARC and the Cancer unit at headquarters. 

Professor MODAN (Israel) expressed his delegation's strong support for the draft 

resolution, but would have liked more precision in the guidelines given. 

Action to be taken with respect to cancer fell under three headings: information, control, 

and policy. With regard to information, it was clear that a better understanding of 

international trends and comparison between different countries could not be obtained without 

good statistical data. WHO should make every effort to start cancer registration in those 

countries where it was not already being carried out. One question, however, arose: How 

long must cancer registration be maintained once the basic information in a given area had been 

obtained? Continuation of such registers was important to obtain information on long -term 
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trends, but for basic information it was necessary to procure data from different regions, 

especially from countries where the disease was only just becoming a problem. Such statistical 

data were also the basis of etiological studies, which should also be carried out inter- 

nationally. It was known that most cancers had a multifactorial etiology and it was most 

important to find out where the different etiological factors operated and to what extent. 

That could be done by repeating the same study in different areas and particularly by comparing 

etiological factors in areas of low and high incidence. 

Cancer control involved screening, prevention, and treatment. Israel was developing an 

increasing number of screening and detection programmes, but not every cancer could be 

detected in the early stages. Priorities and cost risk effectiveness must be weighed in 

order to decide what cancers could be detected and whether the detection would actually lead 

to a significant prolongation of life; if, in the case of very malignant disease, this amounted 

to only a few months, then at the present stage the money spent on detection could better be 

used for treatment elsewhere. His delegation, therefore, endorsed the suggestion that had been 

made for a group of experts to establish the priority to be given to detection in different 

areas. 
Treatment of cancer covered the establishment of centres for terminal care and the use of 

various therapies. Scarce funds were often spent on experimental drugs, whose existence was 

rapidly publicized by information media. The vast majority of those drugs were of unsubstan- 

tiated effectiveness. Other new drugs, such as interferon, were being used in reputable 

centres, but were still extremely expensive. There again it would be useful if an expert 
group studied the matter and worked out guidelines on when and in what circumstances such a 

drug should be given. 
Cancer policy was primarily concerned with the prohibition of widely -used potential 

carcinogens - not only tobacco, but also substances such as saccharine or coffee. In that 

respect also WHO could provide guidance to Member States. 
Policy also covered resource allocation. Governments were often under considerable 

pressure from hospitals and universities that were responding to the desires of their patients. 
However, it could not be too strongly emphasized that allocation of funds for unproven remedies 
or costly experimental drugs might mean that another patient suffering from a disease easier and 
cheaper to treat was deprived of essential therapy. 

Dr BOOTH (Australia) said that his delegation, in general, was in agreement with the 
recommendations made by the Programme Committee of the Executive Board and referred to in the 

draft resolution before the meeting. It considered that the cancer programmes of WHO and IARC 
should continue to be coordinated, but should in no way be competitive. WHO was responsible 

for all aspects of cancer control whereas IARC had a very important role in relation to cancer 

epidemiology and to environmental and chemical carcinogenesis. Resource limitations entailed 

the setting of priorities. 
The Australian delegation strongly supported the recommendation that WHO should coordinate, 

collect, analyse, synthesize and disseminate information on cancer control, and also the 
recommendation that primary prevention should be the major objective. It thought, however, 

that cancer control should not be considered as an isolated activity. National cancer control 

programmes of suitable scope should be part of the health care system, and cancer control 

measures should be coordinated and integrated in the work of general health visitors and 

voluntary agencies. The public health worker could further prevention through health education 

arid early detection, as had been illustrated by the delegate of Sri Lanka. 

He questioned the need for the Director -General to report to the Thirty- seventh World 
Health Assembly, since the control of cancer was an integral part of the Organization's overall 
strategy. That Australia actively supported WHO's efforts in cancer control was evidenced by 
its participation in IARC. The Director -General's Coordinating Committee on Cancer played a 

valuable role and should be able to prevent any wasteful duplication of effort by the three 
organizations involved. 

His delegation was pleased to note the completion of the International Histological 
Classification of Tumours and approved the decision to have future work contracted out to the 
collaborating centres. That would allow headquarters to concentrate on management of the 
programme. 

Dr STJERNSWÁRD (Cancer) welcomed the many constructive observations made by previous 
speakers, which would be carefully noted and followed up. It was gratifying to hear words 
such as "realistic ", "pragmatic" and "down -to- earth" used about the new WHO cancer control 
programme. Thanks to IARC's work on the causes and epidemiology of cancer, sufficient 
knowledge had accumulated for the implementation of active cancer control measures through the 
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new, reoriented programme, which was based on the belief that nothing today would have a 

greater impact on cancer globally than the utilization of that knowledge. Enough knowledge 
existed to allow a prediction that up to one -third of cancer cases could be prevented, and 
that one -third were curable in the stage at which they were diagnosed in the developed 
countries; and to enable the majority of incurable cancer patients to die with dignity and 
without pain. The time had come to apply wisely the knowledge already generated. 

It was essential, of course, especially in view of the constraints on resources, to 
establish the right priorities, in order that real progress could be reported to the Thirty - 
seventh World Health Assembly. The present situation, in which there were marked double 
standards between developed and developing countries as regards acceptance of level of cancer 
control (prevention, early diagnosis, therapy and after -care), could not be tolerated. 
Increased resources for the cancer control programme would, it was hoped, be forthcoming from 
Sri Lanka, Ghana and Canada. In the meantime the problem remained of how to proceed within 
regular budget restrictions that had been imposed at a time of zero growth. In his view, the 
right steps were being taken. They included the contracting out of work to collaborating 
centres. An example in that connexion was Japan, whose specialists played a leading role in 
the fields of gastric and liver cancer; another was the newly established collaborating 
centre for cancer biostatistics at the Harvard School of Public Health. 

It was important for the programme not to lag behind the progress of cancer, but to be 
planned so as to be ahead. Unless measures were taken rapidly, cancer would be an over- 
whelming problem by the year 2000. Contrary to general belief, the incidence of most forms of 
cancer was not connected with the lifestyle of industrialized societies: cancers that had 
nothing to do with industrialization were to be found today in high numbers in developing 
countries. 

WHO was confident that Member States would continue to provide voluntary funds not only 
for the investigation of epidemiology and carcinogenesis but also for control of the disease. 
Without such support continued progress would be difficult. 

The Organization had been greatly encouraged by the experience of Sri Lanka; that country 

had shown that, given the right priorities, an impact on cancer could be achieved even with 

limited resources. Sri Lanka, as an indicator target country, had helped to explore what 

could realistically be achieved by way of a national control programme, true to the philosophy 
of the new, reoriented WHO cancer control programme. The feasibility and cost- effectiveness 
of using the primary health care system to discover early lesions had been demonstrated. The 

value of incorporating cancer training into the primary health care system with a view to 

primary prevention (e.g., in the case of tobacco use) was being tested. Unfortunately, many 

Member States disregarded cancer in their primary health care concept although - except for 

children six years of age and under - the risk of death from cancer, accident or cardiovascular 

disease was the same in developed and developing countries alike. Sri Lanka had introduced 

commendable legislative measures against tobacco use as part of the campaign against cancer, 

despite the loss of national revenue that might result. Sudan, too, provided an encouraging 
example in the formulation of national cancer policies. 

With regard to choice of priorities, countries such as Sri Lanka and China had taken the 

lead by using primary health care workers for prevention and early diagnosis, since one of the 
main difficulties hitherto encountered in developing countries had been that most cancer cases, 
when detected, were already beyond useful therapy. Surgery and radiotherapy were probably 
more cost -effective than chemotherapy, but here manpower was a problem; it was being tackled by 
collaboration between headquarters and the regions. 

Goal- directed health services research was needed. He wished to assure delegates that 

WHO, as part of its cancer control programme, would search for technologies, methods and 
approaches that were scientifically sound, appropriate for the countries concerned, adaptable, 
acceptable, and maintainable. 

Since one person in five who survived the first five years of life could be expected to 

die of cancer, particular efforts should be directed to improving the quality of life and 
providing pain relief for incurables. Pain relief measures, despite their low cost, were 
still not available to the majority of sufferers. An efficient pain relief programme should 
be part of the national health policy. In his view, the "hospice" concept was not realistic 
at the global level. Perhaps other ways should be sought in which WHO could promote 
programmes; the provision and testing of relevant guidelines had been initiated. 

As regards primary prevention, and thanks to IARC's pioneer work, enough was now known to 
formulate guidelines - but much less was known about how to change lifestyles associated with 
cancer; again, properly oriented research was needed, as the United Kingdom delegate had 
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observed. Hе assured the Committee that IARC was beginning to give appropriate emphasis to 

the nutritional aspect and that action in that respect would be implemented under the WHO 

cancer control programme in due course, when sufficient data were available. 

Many members had stressed the need for guidelines. WHO was indeed grateful for the 

generous offer of the United States to provide cancer abstracts, but it could not undertake 

their dissemination at present because of budgetary constraints. What was being done, on the 

basis of yearly state -of- the -art reports, was to provide priority guidelines relating to 

specific cancers. A start had been made on prevention strategies and on lung cancer, to be 

followed by guidelines on liver and oral cancers, national cancer policies, etc. Interferon 

also had been reviewed in 1982, but here he thought that the emphasis should be on utilizing 

existing knowledge - and on what not to do - rather than on arousing expectations as to the 

potential of new drugs. 

Several speakers had supported the primary health care system as being for many countries 

the most effective and economical approach. The experiences reported by China and Sri Lanka 

had been noted as an example. He wished to assure the Australian and Cuban delegations that 

pilot studies were being conducted along promising lines. 

With regard to treatment, the main problems globally were manpower and costs. Many 

efficient therapies were available. Czechoslovakia's offer of help for work in the developing 

countries was greatly appreciated; perhaps it could be chandelled into "twinning" with some 
developing country where the manpower shortage was particularly acute. Consultants from 

Czechoslovakia had already helped in developing national cancer policies, and WHO hoped that 

such help would continue. With regard to the need for therapies for the cases revealed by 

earlier diagnosis, mentioned by the delegates of Ghana and Tunisia, he strongly agreed: 

experience showed that efficient therapy must be available for those cases if programmes were 
to be effective. The two -fold problem of manpower shortage and cost was being tackled mainly 
on the basis of proposals from Member States - e.g., with regard to local training curricula, 
and also the avoidance of overtreatment of incurable cancer patients by expensive drugs. 

One way to lessen drug costs in developing countries would be to concentrate sufficiently 

on early diagnosis with a view to surgery, and thus lessen reliance on chemotherapy. The 

constant aim was to find new measures that were both cost -effective and realistic. WHO would 
continue its efforts as regards therapy. It was now known that one case in three, if treated 
early enough, could be cured - but successful treatment still fell far short of that proportion 
in many developing countries. 

He assured the Committee that a truly integrated and coordinated approach was being 
undertaken by way of field projects involving headquarters, the regions, and 'ARC. IARC's 
training courses in epidemiology and carcinogenesis, mainly in developing countries, were 
being extended to include also primary prevention, early diagnosis, therapy, and after -care; 
they involved collaboration with headquarters, the regions, and WHO collaborating centres. 
The joint training course recently held in Bombay was an example. As pointed out by many 
delegates, research must go hand -in -hand with implementation. Here also the complementary 
and interdependent activities of "ARC and the WHO cancer control programme were coordinated 
and integrated in many projects. 

Finally, he wished to convey a message from Dr Day, who had represented IARC at the 
Health Assembly but had been obliged to leave early. Dr Day noted that the excellent 
relationship between WHO's Cancer unit aid IARC had been mentioned by many previous speakers, 
including Professor Aujaleu, whose observations on the quality of IARC's work were greatly 
appreciated. Since the new orientation of the WHO cancer control programme had been defined, 
relations between the two groups had been excellent. The two main thrusts of IARC's 
programme were in cancer etiology and epidemiology. Collaboration in the first area was 
reflected in the designation of IARC as the lead institution for carcinogenesis and the very 
successful international programme on chemical safety. Collaboration iñ the second area lay 
in a combined approach to cancer registration, field studies to identify feasible intervention 
measures, and cancer control. The pilot studies already described gave an indication of the 
benefits likely to result from such an approach. 

The draft resolution proposed by the Executive Board in resolution EB69.R17 was 
approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHA35.ЗО. 
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2. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 40 of the Agenda (continued) 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 

southern Africa - assistance to front -line States and Namibia, and health assistance to 

refugees in Africa: Item 40.4 of the Agenda (continued from the eleventh meeting, section 2.) 

Mr SHENКORU (Ethiopia) announced that, in a spirit of cooperation, his delegation had 
decided to withdraw its proposal made orally at the preceding meeting. 

The CHAIRMAN proposed that the Committee should accept that withdrawal and consider the 

item closed. 

It was so agreed. 

The meeting rose at 16h40. 



THIRTEENTH MEETING 

Friday, 14 May 1982, at 10h00 

Chairman: Mr N. N. VIBRA (India) 

1. FOURTH REPORT OF COMMITTEE B (Document А35/41) 

Mr SMIT (Netherlands), Rapporteur, read out the draft fourth report of the Committee. 

The report was adopted (see document WHA35/1982/REС/2). 

2. CLOSURE 

Dr BEAUSOLEIL (Ghana) said that in the course of the Committee's deliberations certain 
draft resolutions had been presented which made reference to resolutions other than those of 
the Health Assembly or the Executive Board. That had caused some difficulty to delegates 

who did not have easy access to the text of the resolutions in question. He suggested that, 

in future, such texts should be reproduced and attached to the documents, so that delegates 
could be properly briefed before taking a position on the matter. 

Mr GILBERT (United Kingdom of Great Britain and Northern Ireland) said that the experiment 
of a two -week Assembly had proved extremely successful, particularly during the second week. 
Delegates had been obliged to concentrate on the business in hand and in some cases, the 

work had even been finished with time to spare. Although he had originally feared that the 

shorter period might involve night meetings, he was pleased to find that that had not proved 
necessary. 

In resolution WHA34.29, the Health Assembly had requested the Director -General and the 
Executive Board to report on the results of the two -week experiment both as concerned the 
methods of work and the duration of the Assembly. He suggested that the Director -General 
and the Board should be invited to consider, in their report to the next Assembly, the 

possibility of limiting the duration of the Assembly to two weeks every year, including years 

when the programme budget was considered. Delegates from far -distant countries, as well as 

those from countries nearer, at hand but with a heavy workload, would no doubt feel that such 

a possibility was worth consideration. 

Mr CORNELL (Sweden) pointed out that the suggestion just made by the United Kingdom 
delegate should be seen within the larger context of the role, composition and size of the 

Executive Board. The United Kingdom, which more or less permanently designated a member of 
the Board, would understandably favour shorter Assemblies, but his own delegation held a 

somewhat different view. 

Dr XU Shouren (China) supported the United Kingdom proposal. The improvement of the 

methods of work of the Health Assembly was a task of great importance. Over the past few 
years, the Assembly, the Board and the Secretariat had made great efforts in that direction; 
Member States had put forward a series of proposals; and a number of resolutions had been 
adopted. 

He believed that the success of the current Assembly proved that it was quite feasible 

to shorten its duration to two weeks. The Assembly was the supreme executive organ of the 

Organization and should therefore concentrate its attention on major issues such as budget 

- 281 - 
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planning and the allocation of resources. There should be a close working relationship with 
the regional offices, so that certain decisions could be taken at regional level. Speeches 
made by delegates should be briefer and more to the point, and the Secretariat should 
endeavour to improve the way in which the work of the Assembly was organized. 

WHO had already reached an important stage in the implementation of the Global Strategy 
for health for all by the year 2000. Shortening the duration of the Assembly would not only 
save money but would also save time - time which could be better spent in carrying out 
practical activities and programmes at country level. 

The CHAIRMAN said that, as he understood it, the delegate of the United Kingdom had 
merely intended to make an observation on the conduct of the work at the Assembly that 
was now closing, an observation which could be taken into account in planning for the future; 
it had not been his intention to start a substantial debate on the merits and demerits of a 
shorter Assembly. He urged that speakers should not attempt to engage in a lengthy discussion 
just when the Committee was concluding its work. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that the experience of a single 
year was not sufficient for the Committee to draw any far - reaching conclusions as to the 
desirability or otherwise of a shorter Assembly. While there were many advantages, there 
were also disadvantages, such as the curtailment of the leisure time that delegates needed to 
maintain their concentration and of the time they had for the study of documents and for 
discussions outside meetings. The agenda of the present Assembly, moreover, had been 
shortened. While he considered that the experiment had on the whole been successful, the 
Executive Board should also give careful consideration to the drawbacks. 

Mr SMIT (Netherlands) supported the suggestion of the United Kingdom delegate that the 
possibility be explored of limiting all future Health Assemblies to two weeks. He would hope, 
however, that meetings could start a little later than 9h00, since so early a start made it 
difficult for delegates to maintain contact with their governments. He would like to hear 
the Director -General's impressions. 

The CHAIRMAN said that, in view of the number of delegates who had commented on the 
duration of the Health Assembly, perhaps the Director -General would reply. 

The DIRECTOR- GENERAL said that the duration of the Health Assembly was a sensitive issue 
which could not suddenly be debated at the present late stage. He had been pleased to note, 
however, that in the plenary meetings devoted to the general discussion delegates had generally 
managed to stay within the limit of 10 minutes in making their statements and yet seemed to 
have been able to put more substantive content into them. As a result, he felt that there 
had been a gain not only in time but also in communication. Likewise in both Committees A 
and B he had also noted that interventions had been shorter, specific and relevant, which he 
thought was an excellent result not only for the Secretariat but also for Member States. 

It was clear that the pressures and stress involved - for the Secretariat as well as for 
delegates - in a shorter Assembly would have to be considered and a certain amount of 
flexibility would have to be allowed. The Secretariat would present a comprehensive analysis 
of the conduct and results of the experiment to the Executive Board at its seventy -first 
session in January 1983. 

As regards the point raised by the delegate of Ghana concerning the availability, for 

reference purposes, of resolutions adopted in other parts of the United Nations system, he 

indicated that those most relevant were usually annexed to the documents but that further 
efforts would be made to make them available as required. 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 

Committee completed. 

The meeting rose at 10h50. 
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