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PREFACE 

The Thirty -sixth World Health Assembly was held at the Palais des Nations, Geneva, from 
2 to 16 May 1983, in accordance with the decision of the Executive Board at its seventieth 
session. Its proceedings are published in three volumes, containing, in addition to other 
relevant material: 

Resolutions and decisions,1 and list of participants - document WHA36 /1983 /REC /1 

Verbatim records of plenary meetings, and committee reports - document WHA36 /1983 /REC /2 

Summary records of committees - document WHA36 /1983 /RЕС /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 1982. 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). 
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of the delegates of the following Member 

States: Burundi, Canada, German Democratic 

Republic, Italy, Luxembourg, Mexico, Nigeria, 

Oman, Papua New Guinea, Somalia, Thailand, 
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Chairman: Dr M. QUIJANO (Mexico) 

Vice -Chairman: Dr M. UNHANAND (Thailand) 
Rapporteur: Dr P. MPITABAKANA (Burundi) 

Secretary: Mr C. -H. VIGNES, Legal Counsel 

Committee on Nominations 

The Committee on Nominations was composed 

of delegates of the following Member States: 

Austria, Barbados, Bhutan, Brazil, China, 

Colombia, Congo, Finland, France, Indonesia, 

Jamaica, Kenya, Kuwait, Mauritius, 
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following Member States: Chile, China, 

Cuba, Ecuador, France, India, Jordan, 
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Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 
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: Dr U. FREY (Switzerland) 
Vice -Chairmen: Dr J. M. SOTELO (Peru)1 and 

Dr M. FERNANDO (Sri Lanka) 

Rapporteur: Dr D. G. MAKUTO (Zimbabwe) 
Secretary: Dr D. K. RAY, Scientist, Health 
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Committee В 
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Mr G. VERGNE sABOA (Brazil) 

Rapporteur: Mrs C. E. PARKER (Jamaica) 
Secretary: Mr I. CHRISTENSEN, 
Administrative Officer 

1 Dr J. Franco -Ponce, proposed by the Committee on Nominations as Vice -Chairman, was 
obliged to leave Geneva, and Committee A elected Dr Sotelo in his stead. 
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AGENDA1 
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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. Method of work and duration of the Health Assembly2 

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

10. Review and approval of the reports of the Executive Board on its seventieth and 
seventy -first sessions 

11. Review of the report of the Director -General on the work of WHO in 1982 

12. јеletе 7 

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

14. Director -General 

14.1 Appointment 
14.2 Approval of contract 

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

16. Presentation of the Child Health Foundation Medal and Prize 

17. Approval of reports of main committees 

18. Closure of the Thirty -sixth World Health Assembly 

COMMITTEE A 

19. Election of Vice -Chairmen and Rapporteur 

20. Proposed programme budget for the financial period 1984 -1985 

20.1 General policy matters 

20.2 Programme policy matters3 

20.3 Financial policy matters 

1 The agenda was adopted at the third plenary meeting. 
2 
After deciding on the method of work for the session, the Health Assembly referred this 

item to Committee B for in -depth study. 

The following topics were also discussed under this item: 

(a) Tuberculosis control in the world - situation analysis 

(b) Policy on patents (progress report) 

(c) Alcohol consumption and alcohol -related problems - development of national policies 
and programmes. 

3 
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21. Global Strategy for Health for All by the Year 2000 (Progress report by the 

Director -General and report by the Executive Board on the methodology and content of 

the Seventh Report on the World Health Situation in relation to the monitoring and 

evaluation of the Global Strategy) 

22. Infant and young child nutrition, including nutritional value and safety of products 

specifically intended for infant and young child feeding and the status of compliance 

with and implementation of the International Code of Marketing of Breast -milk 

Substitutes- 

COMMITTEE B 

23. Election of Vice -Chairmen and Rapporteur 

24. Review of the financial position of the Organization 

24.1 Interim financial report on the accounts of WHO for 1982 and comments thereon of 

the Committee of the Executive Board to Consider Certain Financial Matters prior 

to the Health Assembly 

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

Working Capital Fund 

24.3 Members in arrears in the payment of their contributions to an extent which may 

invoke Article 7 of the Constitution 

24.4 Report on casual income 

25. Beletedl. 

26. Scale of assessments 

26.1 Assessment of new Members and Associate Members 

26.2 Scale of assessments for the financial period 1984 -1985 

27. Appointment of External Auditor 

28. Real Estate Fund and headquarters accommodation 

29. јeleted� 

30. Transfer of the Regional Office for the Eastern Mediterranean 

31. 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 - reports of 

the International Committee of Experts in Medical Sciences and Public Health 

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

Palestine 

33. Recruitment of international staff in WHO: annual report 

34. Collaboration within the United Nations system 

34.1 General matters 

34.2 Health assistance to refugees and displaced persons in Cyprus 

34.3 Health and medical assistance to Lebanon 

34.4 Cooperation with newly independent and emerging States in Africa: liberation 

struggle in Southern Africa 

35. United Nations Joint Staff Pension Fund 

35.1 Annual report of the United Nations Joint Staff Pension Board for 1981 

35.2 Appointment of representatives to the WHO Staff Pension Committee 

� Item referred to Committee B. 



SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Tuesday, 3 May 1983, at 12h45 

Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 

President of the Health Assembly 

1. METHOD OF WORK AND DURATION OF THE HEALTH ASSEMBLY 

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 (Method of work and duration of the Health Assembly). 

The Executive Board, in its resolution ЕВ71.R3, had made various recommendations to the 

Thirty -sixth World Health Assembly in order to rationalize and improve its work. Since the 

Assembly had to consider the recommendations made in operative paragraph 3 of that resolution 
right at the start of its session, the Chairman suggested that the Committee review 
them one by one so that it could transmit its own recommendations to the Assembly for the 
plenary meeting that afternoon. The Committee might wish at the same time to recommend to 

the Assembly that it instruct Committee B to study in depth the recommendations of the Board 
contained in paragraph 4 of resolution ЕВ71.R3. 

It was so agreed. 

The CHAIRMAN then reviewed the recommendations contained in paragraph 3 of the 

resolution in question. 

The first was concerned with the implementation by the present Assembly of the changes in 

the methods of work introduced on a trial basis at the Thirty -fifth World Health Assembly. 
In adopting them the Assembly would decide that one of the main committees would meet during 

the debate in plenary on the reports of the Executive Board and the Director -General; 
moreover, at the end of the first week when the Technical Discussions were held, plenary 

meetings would be held all day on the Friday and one of the main committees would meet on the 
Saturday morning. Those changes were shown in the preliminary daily timetable for the present 
Assembly drawn up by the Executive Board and submitted to the General Committee in 

document A36/GC/1. The Chairman added that he did not think the Assembly would be able to 

complete its work within the two and a half weeks fixed for the present session unless it 
implemented those changes. 

In respect of the second recommendation, concerning the normal working hours of the 

Thirty -sixth World Health Assembly, the General Committee decided to adopt the following 
timetable: 9h00 to 12h30 and 14h30 to 17h30. 

In its third recommendation the Board had suggested that the review in Committee A of 
the proposed programme budget for 1984 -1985, together with the Executive Board's report 
thereon, should follow the procedure recommended by the Executive Board Working Group on the 
Method of Work of the Health Assembly (document ЕВ71/1983/REС/1, Annex 1, paragraph 45). The 

Chairman pointed out that the provisional agenda of the Assembly (document A36/1) took into 

account the proposed change that he had just mentioned. 

- 5 - 
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The General Committee agreed to recommend to the Health Assembly the implementation of 
the changes in the methods of work that the Chairman had just described. 

The CHAIRMAN stated that the recommendations of the Committee to the Health Assembly 
would be communicated to the latter at the plenary meeting that afternoon. He also asked 
whether the Committee agreed to recommend to the Health Assembly that it entrust to 

Committee B the thorough consideration of the recommendations contained in paragraph 4 of 
resolution ЕВ71.R3. 

It was so agreed. 

2. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Document А3б /1) 

The CHAIRMAN invited the Committee to consider item 9 of the provisional agenda 
(Adoption of the agenda and allocation of items to the main committees), pointing out that 

under its terms of reference, of which he had reminded the Committee at the beginning of the 

meeting, the Committee was required to transmit the provisional agenda to the Assembly with its 
recommendations. 

He also drew the attention of the Committee to document А36/GC/2, in which the 
Director -General, in accordance with Rule 12 of the Rules of Procedure, submitted to it two 
requests that he had received from Member States for the inclusion of a supplementary item in 
the agenda of the Thirty -sixth World Health Assembly. 

Dr SOFFER (Israel), taking the floor at the invitation of the CHAIRMAN in accordance 
with Rule 32 of the Rules of Procedure, said his delegation strongly opposed the requests 
that had just been brought to the notice of the Committee and which were based on alleged 
cases of poisoning on the West Bank. Israel was not attempting to avoid discussion, as it had 
nothing to hide. However, he felt there was at present no basis for raising the matter in 
the discussions. Immediately after the appearance of the first cases in Jenin, the Israeli 
authorities had asked teams of Arab and Israeli physicians to conduct a thorough investigation. 
The Ministry of Health of Israel had also requested various international authorities to 

conduct independent investigations, whereupon the Centres for Disease Control, Atlanta, 

United States of America, and the International Committee of the Red Cross had sent highly 
qualified experts. Following thorough epidemiological, toxicological and clinical 
examinations all the investigators, both local and international, had ruled out the possibility 
of deliberate or accidental poisoning. The International Committee of the Red Cross had 
not yet published its report. WHO had sent out a team of doctors, including four experts in 

the fields that the investigation needed to cover, in order to carry out a thorough examination 
of the situation in complete independence; they were currently at work. 

His delegation considered that as long as 

discussion of the problem was not justified. 
could only detract from the objectivity of the 

and would also harm the population concerned. 
consideration of the matter be postponed until 
the WHO medical team. 

the conclusions of the WHO experts were not known 
Premature discussion in the Health Assembly 
investigation conducted by the WHO experts, 
He therefore formally requested that 

the Director -General published the report of 

Mrs DAGHFOUS (Tunisia) said her delegation supported the requests by the Libyan Arab 

Jamahiriya and Kuwait to include the affair of the poisoning cases on the West Bank in the 

agenda of the Assembly as a supplementary item. 

Mr NAIN (Jordan) also supported that request. The matter was of extreme importance, 

and if the Assembly did not consider it the future of the populations concerned might well be 
endangered. The investigations by international experts to which the delegate of Israel 
had referred bore witness to the seriousness of the situation, which in Mr Naim's view 
justified the inclusion of a supplementary item in the agenda. 

Dr HYND (Swaziland) felt the Assembly would risk becoming involved in an extremely 
perilous exercise, no doubt in a highly emotional atmosphere, if it decided to consider the 

matter in the absence of full and reliable reports. That could only detract from the calm 
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progress of its discussions. Although there had been many articles on the subject in the 

press, there was not enough reliable information to reach an objective opinion. He therefore 

felt that consideration of the matter might perhaps be postponed, if necessary, to the next 

Health Assembly, and that the General Committee should not comply with the request to include 

an additional item in the agenda. 

Dr NSOLO (Nigeria) shared the views of the previous speaker. The Director -General had 
taken the necessary steps, and it would be premature for the Health Assembly to take up the 

matter until the results of the action he had undertaken were known. 

Mr BOYER (United States of America) concurred with the opinions expressed by the two 

previous speakers: there was at present not enough reliable information to discuss the matter 

properly. Moreover, the General Committee's task was to deal with procedural matters, 
not to study problems of substance. He pointed out that item 32 of the provisional 

agenda (Health conditions of the Arab population in the occupied Arab territories, including 

Palestine) provided delegates who absolutely insisted on raising the question at the present 
Assembly with the opportunity to do so. Moreover, it should not be forgotten that the 
Executive Board, in making its recommendations on the method of work of the Assembly, had 
endeavoured to lighten the Assembly's work. The General Committee should follow that 
example and not overload the programme of work of the Assembly, which was already very heavy. 
Mr Boyer therefore urged that the request for inclusion of an additional item in the agenda 
should not be complied with. 

Professor ISAKOV (Union of Soviet Socialist Republics) said that he did not share that 

view. The question was extremely important and the Assembly could usefully obtain information 

even if on a preliminary basis, by deciding to consider it now, subject to more thorough 
consideration at a later stage once all the desired documentation became available. He 

therefore urged the General Committee to recommend the inclusion of the additional item in 

the agenda of the Assembly. 

Dr PAGES (Cuba) supported that proposal on account of the importance of the matter which 

had motivated the requests presented in document A36 /GC /2. In his opinion the fact that 

WHO had sent a special team of investigators to the scene justified the Assembly's considering 

the matter as a separate agenda item. In view of the differing views expressed, he 

wondered whether the General Committee should not vote on the matter. 

Dr BORGOÑO (Chile) stressed the importance of the General Committee's carrying out its 

tasks as objectively as possible. In view of the fragmentary nature of the available 

information, he agreed with Mr Boyer that such information could be communicated to the 

Assembly under item 32 of the provisional agenda, which would enable delegates who so wished 
to obtain information on the matter. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) and Professor SENAULT 
(France) also took the view that, if the matter had to be discussed by the present Assembly, 
item 32 would provide a suitable opportunity. 

The DIRECTOR- GENERAL pointed out, without wishing to intervene in any way in the 
decision of the Committee, that the report of the Special Committee of Experts (document 

А36/14), which was to be considered by the Assembly under item 32 of the provisional agenda, 
raised the matter to which the requests for inclusion of a supplementary agenda item referred. 

The СНАIRMÀN, pointing out that it was customary for the General Committee to reach its 
decisions by consensus, wondered whether it could not agree to recommend to the Assembly 
that the matter be considered under item 32. 

Mr ABU- ALFAIN (Qatar) regretted that he could not agree to that suggestion: in view of 
the importance of the matter and its humanitarian aspects, he insisted that the Assembly 
should consider it under a separate agenda item. 

The CHAIRMAN, noting that there was still a divergence of views on the matter between 
the members of the Committee, concluded that there was nothing for it but to take a vote on 
the requests submitted. In accordance with the procedural arrangements in force he would 
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therefore first of all put to the vote the proposal that the matter be considered by the 
Assembly under item 32 of the provisional agenda. He asked members of the Committee who 
were in favour of that proposal to raise their cards. 

Mrs DAGНFOUS (Tunisia) asked for confirmation that the Committee was voting on the 
proposal to include the matter as a supplementary agenda item. 

Dr PAGES (Cuba), speaking on a point of order, believed that the Committee should have 
begun by voting on the proposal to include a supplementary item in the agenda. To take the 
opposite approach produced confusion, as the query by the previous speaker had just shown. 

Mr VIGNES (Legal Counsel) said he interpreted the Chairman's request to vote first on 
the proposal to consider the matter under item 32 of the provisional agenda as based on the 
Rules of Procedure, which stated that the proposal furthest removed from the initial 
proposal should be put to the vote first. In the present case it was the proposal to 
consider the matter under item 32 which met that definition, as the initial proposal was to 
include a supplementary item in the agenda. 

The CHAIRMAN, pointing out that voting had started but not yet been completed, asked 
the members of the Committee who were against the proposal to consider the matter under 
item 32 to raise their cards. He also asked if there were any abstentions. 

Noting that there were no votes against and.no abstentions, he concluded that the General 
Committee decided to recommend to the Assembly that it consider the matter under item 32 
of the provisional agenda. 

It was so agreed. 

Since certain items had been included in the provisional agenda with the mention "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), 25 (Supplementary budget for 1982 -1983) and the two sub -items of item 29 
(Working Capital Fund). On the other hand, the words "if any" following items 24.3 (Members in 

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

Constitution) aid 26.1 (Assessment of new Members and Associate Members) should be deleted. 

It was so agreed. 

The CHAIRMAN pointed out that the provisional agenda allocated items to Committees A 
and B according to the terms of reference of those committees as laid down by Rule 34 of the 
Rules of Procedure. He took it that the Committee would wish to recommend to the Assembly 
that it accept that allocation, which did not rule out the transfer of certain items from one 
Committee to another during the session, depending on the volume of work of each Committee. 

It was so agreed. 

Turning to the question of the items contained in the provisional agenda for consideration 
in plenary meetings, the CHAIRMAN pointed out that consideration of items 1 to 7 had already 

been completed, that the Committee had just made its recommendations concerning item 8, aid 
that it was at present dealing with item 9, on which its recommendations would be transmitted 
to the plenary meeting that afternoon. He took it that the Committee would agree to recommend 
that the remaining items (items 10 to 18) be considered in plenary. 

It was so agreed. 

The CHAIRMAN noted that one of the items still to be considered in- plenary concerned the 
appointment of the Director -General and the approval of his contract (item 14 of the 

provisional agenda). The organization of the private meeting at which that item would have 
to be considered was the responsibility of the General Committee and was governed by 

Article 31 of the Constitution and by Rules 108 to 112 of the Rules of Procedure of the 
Health Assembly. 
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Under Rule 20 of the Rules of Procedure, private meetings could be attended by the 

delegations of Members - delegates, alternates and advisers of Member States - by the repre- 

sentatives of Associate Members and the representative of the United Nations. In the past 

the Committee had also decided to admit the representatives of the Executive Board and members 

of the Secretariat whose presence was considered necessary by the Director -General. 

The Committee might also wish to recommend to the Assembly that in its consideration in 

plenary of the agenda item in question it should deal first with sub -item 14.1 (Appointment) 

and then with sub -item 14.2 (Approval of contract). 

In accordance with the practice followed on previous occasions, the Committee might also 

wish to recommend that the official announcement of the decision on the appointment of the 

Director -General be made in public, immediately on completion of the private meeting. If 

the Committee so agreed, the private meeting in question could be held on Thursday, 5 May at 

9h00; after that the Assembly could resume its work in public after a brief recess. 

The General Committee agreed to the procedure suggested by the Chairman for the 

consideration of item 14 of the provisional agenda in a private meeting. 

3. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN pointed out that the Executive Board had decided, in paragraph 1 of 

resolution EВ71.R3, that the closing meeting of the Thirty -sixth World Health Assembly should 

be held not later than at the end of Wednesday, 18 May 1983. He took it that the Committee 

would agree to approve the preliminary daily timetable prepared by the Executive Board 

(document A36/GC/l) in the light of that closing date, on the understanding that it might 

be necessary to revise it later in the session. 

Dr REID (United Kingdom of Great Britain and Northern Ireland), speaking as Chairman of 

the Executive Board Working Group on the Method of Work of the Health Assembly, pointed out 

that the recommendations concerning the method of work which still had to be considered by 

Committee B, as the General Committee had already agreed, were rather complex and might well 

take up a considerable amount of that Committee's time. He was concerned that, because 

of the procedure decided on for the consideration by the Assembly of the recommendations 

contained in resolution ЕВ71.R3, that consideration would be of a fragmentary nature since 

the Assembly would have to approve part of it in the plenary meeting that very afternoon, 

while Committee B would have to consider a second paTt later on. According to the preliminary 
timetable, "later on" would in fact be very late in the session, because the scheduled 
date was Monday, 16 May. As members of the Committee were aware, by that time many of the 
delegations would be depleted. In order to ensure that consideration of the remaining part 
of the recommendations could be as full and open as possible, he proposed that it be 
brought forward a few days to the middle of the second week of the Assembly. Referring to 

the timetable proposed for Committee B in document A36/GC/1, he suggested that the matter be 

considered between agenda items 31 and 33. 

Dr SEВINA (Botswana), Chairman of Committee B, supported Dr Reid's suggestion. After 
discussing the matter with members of the Secretariat, he agreed that it would be appropriate 
to bring forward consideration of the item concerned. 

The DIRECTOR- GENERAL pointed out that it was up to Committee B to take whatever decisions 
it thought appropriate regarding the organization of its work. 

The General Committee then drew up the programme of meetings for that afternoon and for 

Wednesday, 4 May, Thursday, 5 Nay, Friday, 6 May, and Saturday, 7 May. It also approved the 

Chairman's proposal that suggestions for the election of Members entitled to designate a 
person to serve on the Executive Board be submitted by 10h00 on Monday, 9 May at the latest. 

The CHAIRMAN also proposed that, in accordance with the procedure followed at previous 
Assemblies, the order of the list of speakers wishing to take part in the discussion on agenda 
items 10 and 11, a list which already contained 95 names, should be strictly followed, and 

that any new additions to the list should be taken in the order in which they were received. 
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If the Committee agreed, the Chairman would inform the Assembly of that decision at the 

plenary meeting in the afternoon. 

It was so agreed. 

Finally, the CHAIRMAN drew attention to the Technical Discussions which were to be held 
on Friday, 6 May and the morning of Saturday, 7 May. He invited Professor Senault, General 
Chairman of the Discussions, to say a few words about them to the Committee. 

Professor SENAULT (France), in his capacity as General Chairman of the Technical 
Discussions, briefly explained the arrangements for their organization. He drew attention 
to a new feature: on the first day, after a brief presentation of the subject by himself, 
there would be a "round table" with contributions from consultants. Otherwise the Technical 
Discussions would proceed in the usual way. 

The meeting rose at 13h50. 

SECOND MEETING 

Thursday, 5 May 1983, at 17h50 

Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 

President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

Dr SOTELO (Peru), Vice -Chairman of Committee A, and Dr SEBINA (Botswana), Chairman of 

Committee B, reported on the first three meetings of their Committees. 

The General Committee then drew up the programme of meetings for Monday, 9 May, and 

Tuesday, 10 May, in particular fixing its own next meeting for Monday, 9 May, at 12h30. 

The meeting rose at 18h00. 

THIRD MEETING 

Monday, 9 May 1983, at 12h35 

Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 
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 
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; 
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(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 -sixth World Health Assembly and 

who would have to be replaced: for the African Region, Gabon and Gambia; for the Region 
of the Americas, Brazil, Canada and Guatemala; for the South -East Asia Region, Mongolia; 
for the European Region, Romania and the United Kingdom of Great Britain and 

Northern Ireland; for the Eastern Mediterranean Region, Kuwait and Yemen; while the 

Western Pacific Region had no outgoing member. 

The Chairman then briefly outlined the procedure usually followed by the General Committee 
in drawing up its recommendations to the Assembly. The members of the Committee could, if 

they so wished, propose the names of countries other than those that were on the list of 
Members suggested prior to the present meeting (paragraph (c) above). In that case the 

Committee would then have to draw up, by secret ballot, a list of not more than 15 and not 

less than 10 Members, in accordance with Rule 102 of the Rules of Procedure. Should that list 
contain 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. 

The Chairman then asked the members of the Committee whether they wished to submit the 

names of any Members other than those whose names appeared on the list before it. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) asked if the Committee 
would agree to simplify the usual procedure. In private meetings the Member States of each 
Region had agreed on the names of countries from those Regions to be submitted for the 

Assembly's vote. Since the list of Members now before the Committee, which was the result of 
those consultations between Member States of different Regions, contained only 10 names, could 
not the Committee proceed immediately to vote on that list? 

The CHAIRMAN, after seeking the opinion of the Legal Counsel, said that procedure was 
perfectly feasible from the legal viewpoint if all members of the Committee agreed to it. 

Dr BORGONO (Chile) and Dr WANG Lian -sheng (China), considering that there was 

already a consensus concerning the 10 Members whose names should be transmitted to the Health 
Assembly, supported Dr Harris's proposal to vote immediately on the list of those 10 Members. 

The CHAIRMAN, noting that there were no objections to the proposal, announced that the 
Committee had thus drawn up the list of 10 Members to be transmitted to the Assembly. He 
asked the Legal Counsel if it was necessary for the Committee to hold a formal ballot on that 
list. 

Mr VIGNES (Legal Counsel) replied that the provisions of Rules 80 and 102 of the Rules of 
Procedure allowed the Committee to dispense with that formality. The former Rule stated that 
in the absence of any objection, the Health Assembly could decide to proceed without taking a 
ballot on an agreed list of candidates. If that were in fact the case, there was no need for 
the Committee to hold a formal ballot. 

There being no objections, the CHAIRMAN took it that the Committee was agreed to transmit 
to the Health Assembly, for the annual election of Members entitled to designate a person to 
serve on the Executive Board, the list of the following 10 Members: Argentina, Belgium, 
Djibouti, Ethiopia, Ghana, Iceland, Nepal, Panama, Syrian Arab Republic and Venezuela. 

It was so agreed. 
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2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY; ALLOCATION OF AGENDA ITEMS TO THE MAIN 
COMMITTEES: TRANSFER OF AN ITEM 

The CHAIRMAN, after reminding the Committee that at its previous meeting it had already 
drawn up the programme of work of the Assembly for the following day, Tuesday, 10 May, invited 
the Chairmen of the main committees to report on the progress of the work of their committees. 

Dr SEBINA (Botswana), Chairman of Committee B, and Dr FREY (Switzerland), Chairman of 
Committee A, reported in turn on the work of those committees. While Committee B had made 
very rapid progress, and had already completed consideration of a good number of the items on 
its agenda, Committee A was progressing much more slowly in its consideration of the proposed 
programme budget for the financial period 1984 -1985 (agenda item 20). 

In the light of those reports, the CHAIRMAN suggested that the General Committee transfer 
from Committee A to Committee B agenda item 22 (Infant and young child nutrition, including 
nutritional value and safety of products specifically intended for infant and young child 
feeding and the status of compliance with and implementation of the International Code of 
Marketing of Breast -milk Substitutes). 

It was so agreed. 

The Committee then drew up the programme of meetings for Wednesday, 11 May; the Assembly 
would hold a plenary meeting at 11h00 for the election of Members entitled to designate a 
person to serve on the Executive Board, whose names the General Committee had just recommended 
to the Assembly. 

The meeting rose at 13h05. 

FOURTH MEETING 

Wednesday, 11 May 1983, at 17h45 

Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 
President of the Health Assembly 

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

Dr FREY (Switzerland), Chairman of Committee A, reported on the progress of the work of 
that Committee. As it was to be anticipated that the Committee would need another two full 

days for completing its consideration of the proposed programme budget for 1984 -1985 (item 20 
of the agenda), he wondered whether the General Committee might envisage at its next meeting - 

depending on the progress made by Committee B - the transfer to the latter of the last item on 
the agenda of Committee A (item 21: Global Strategy for Health for All by the Year 2000). 

Dr SEBINA (Botswana), Chairman of Committee B, reported in turn on the progress of the 

work of that Committee. As regards the transfer of agenda item 21, he stated that the 
possibility of Committee B taking over that item would depend on the progress it made with the 
questions it was to take up the following day. 

The General Committee then drew up the programme of meetings for Thursday, 12 May. 

After giving a preliminary indication of what the programme of work for Friday, 13 May 
might be, on which the General Committee would have to decide at its meeting the next day, the 
CHAIRMAN pointed out that, in accordance with resolution WНАЭ1.1, Committee B would not meet 
while Committee A was considering the budget level and the appropriation resolution. 
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2. DATE OF CLOSURE OF THE HEALTH ASSEMBLY 

The CHAIRMAN then reminded the General Committee that, under Rule 33(g) of the Rules of 

Procedure of the Health Assembly, it was for the General Committee to decide the date of 

adjournment of the session, and he asked the members of the Committee to consider that question 

so that they could give their views at a coming meeting. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) observed that the Assembly 

would certainly complete its work before the proposed date of Wednesday, 18 May and that it 

could in all likelihood do so either on Monday, 16 May, or even Saturday, 14 May. 

A brief exchange of views followed, in which the CHAIRMAN, Dr BORGONO (Chile), Dr DLAMIN1 

(Swaziland) and the DIRECTOR- GENERAL participated, concerning the possibility of holding the 

closing meeting during the afternoon of the latter day. 

The General Committee agreed to reconsider the date of closure of the Assembly at its 
meeting on the following day, when it would be better informed on the prospects for the 

completion of the work of the two main committees. 

The meeting rose at 18h00. 

FIFTH MEETING 

Thursday, 12 May 1983, at 17h40 

Chairman: Tan Sri CHONG Hon Nyan (Malaysia), 
President of the Health Assembly 

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

After hearing reports from Dr SEBINA (Botswana), Chairman of Committee B, and Dr FREY 
(Switzerland), Chairman of Committee A, on the progress of the work of their committees, the 
General Committee agreed to make no further change in the allocation of agenda items to the 

main committees, since the transfer of item 21 (Global Strategy for Health for All by the Year 
2000) which it had considered at its meeting the previous day was no longer necessary. It 

then drew up the programme of meetings for Friday, 13 May, and the morning of Saturday, 14 May. 

The General Committee then fixed the date of closure of the Health Assembly as Monday, 
16 May. On that day there would be two plenary meetings in the morning: the meeting to adopt 
the last reports of the main committees would be followed after a short break by the closing 
plenary meeting. 

2. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the General 
Committee completed. 

The meeting rose at 18h00. 





COMMITTEE A 

FIRST MEETING 

Tuesday, 3 May 1983, at 15h00 

Chairman: Dr U. FREY (Switzerland) 

1. ELECTION OF VICE -CHAIRMEN AND RAPPORTEUR: Item 19 of the Agenda (Document А36/28) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, 
particularly the delegates of Vanuatu and the Solomon Islands, which had become Members of 
the Organization since the preceding Health Assembly. He then drew attention to the third 
report of the Committee on Nominations (document А36/28),1 in which that Committee proposed 
the election of Dr Franco -Ponce of Peru and Dr Fernando of Sri Lanka as Vice -Chairmen and 
Dr Makuto of Zimbabwe as Rapporteur. He had just been informed, however, that 
Dr Franco -Ponce would be unable to serve as Vice -Chairman since he was obliged to leave 
Geneva on the following day; he therefore called for further nominations for that office. 

Miss GARRIDO-RUÍZ (Mexico), supported by Professor NAJERA (Spain) and Dr OLGUiN 
(Argentina), nominated Dr Sotelo of Peru. 

Decision: Committee A elected Dr J. M. Sotelo (Peru) and Dr M. Fernando (Sri Lanka) as 

Vice -Chairmen, and Dr D. G. Makuto (Zimbabwe) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN drew attention to the decisions just 

third plenary meeting concerning the method of work.1 
He suggested that the normal working hours should 

to 17h30, but indicated that those hours might have to 

It was so agreed. 

taken by the Health Assembly at its 

be from 9h00 to 12h30 and from 14h30 
be adjusted from time to time. 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 
(Documents PB/84 -85 and EВ71/1983/REC/l, Part I, resolution ЕВ71.R3 and Annex 1, and 
Part II) 

The CHAIRMAN, observing that the structure of the proposed programme budget (document 
PB/84 -85) and the review process to be followed by the Committee differed from past practices, 
explained that the structure had been developed according to the Seventh General Programme of 
Work approved by the Thirty -fifth World Health Assembly. 

Following the introductory section, there were various tables laying out the analytical 
framework for the development of the budget. Then came the detailed programme statements and 
tables under five major headings or appropriation sections: Direction, coordination and manage- 
ment; Health system infrastructure; Health science and technology - health promotion and 
care; Health science and technology - disease prevention and control; and Programme support. 
There were also some information annexes, including the programme statements for each of the 
WHO regions. 

The Health Assembly had just approved the Executive Board's proposal regarding the review 
process; that meant that the discussion would come under three sub -items - 20.1 (General 

1 See document WHA36/1983/RЕC/2. 

- 15 - 
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policy matters); 20.2 (Programme policy matters); and 20.3 (Financial policy matters), which 
also formed the structure of the report of the Executive Board on its review of the proposed 
programme budget (document ЕВ71/1983 /REС/1, Part II), to be considered by the Committee. 

He proposed that the Committee consider each sub -item in turn. In discussing sub -item 
20.1 (General policy matters), it should concentrate on the major policy issues in the 

proposed programme budget, and as identified in the Board's report. The latter referred to 
the budget level and the proposed allocation of resources among the five appropriation 
sections. However, delegates should not dwell on the budget level at that stage, since it 

would be discussed in detail under sub -item 20.3; after considering sub -item 20.2, on 
programme policy matters, the Committee would be in a better position to discuss the budget 
level and the allocations to appropriation sections. 

Under sub -item 20.2 (Programme policy matters), the Committee would consider the 
programme statements and tables (document РВ/84 -85, pages 53-314). The Health Assembly had 
accepted the Executive Board's recommendation that, instead of discussing the proposed budget 
programme by programme, as in the past, the Committee should review the five broad categories 
or appropriation sections to which he had referred, and which would be taken in the sequence 
shown in the budget document. The section on health science and technology had been sub- 
divided into health promotion and care and disease prevention and control because it was too 

large to be considered as one item. 

As an example of the procedure to be followed, he referred to the fourth appropriation 
section: Health science and technology - disease prevention and control (pages 219 -297 of 

document PB/84 -85), covering programmes on both communicable and noncommunicable diseases. 
During consideration of that section, delegates should feel free to discuss any particular 
disease programme, or any number of such programmes, and to comment on any detail contained 
in document РВ/84 -85 or in the Board's report. During the consideration of each 
appropriation section, delegates should thus highlight the major programme policy issues and 
raise any specific programme matters they considered appropriate. It would be noted that 
three topics - tuberculosis control, policy on patents, and alcohol consumption - were listed 
for discussion under sub -item 20.2. The purpose of the current review procedure was to make 
the traditional programme -by- programme examination unnecessary, and to save time. There was 
no intention of preventing delegates from raising any particular items for consideration; 
but they should group their comments under the relevant appropriation sections. 

Some of the financial policy matters would be discussed in Committee B, which would 
submit a report to Committee A before that Committee's consideration of the Appropriation 
Resolution. Committee B would report in particular on the use of casual income and the 

scale of assessments, information on which was essential to enable Committee A to have a 
useful discussion on the budget level. 

Mr MANI (India) welcomed the Chairman's lucid explanatory remarks. After considerable 
deliberation, the Executive Board had proposed a framework for discussion under three headings 
The Chairman had requested that delegates should not refer to the budget level and 
allocations during consideration of general policy matters. However, of the 21 paragraphs 
of the Executive Board's report devoted to general policy matters, some 10 paragraphs 
included references to the budget level, allocations aid related matters. Thus the Board 
had clearly dealt with those issues under that heading. He felt that delegates should 
adhere to the procedures followed by the Board, and should therefore be permitted to dwell 
briefly on the budget level and allocations in their interventions on general policy matters 
without being ruled out of order. 

The CHAIRMAN indicated that he personally had no objection; the representative of the 

Board, Dr Law, would refer to the matter in her introductory remarks. 

General policy matters: Item 20.1 of the Agenda (Documents PB/84 -85 and ЕВ71 /1983/REС /1, 
Part II, Chapter I) 

Dr LAW (representative of the Executive Board), in reply to the delegate of India, said 

that the Board had followed the procedure recommended to the Committee by the Chairman. It 

was at a later stage, when the Board's report was being drafted, that references to financial 
matters had been added to the various paragraphs in the chapter on general policy matters. 

She expressed the hope that the Board's report would assist the Health Assembly in its 

work by focusing on questions deemed to be of major importance. The Board's wish was not in 
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any way to preclude the raising of other issues, but only to ensure that certain issues of 

major concern were raised. 

She drew attention to the frank expression of the Director -General's major policy 

concerns contained in his Introduction to document РВ/84 -85 and, in particular, to its 

concluding ten "issues for debate ", which included the question of whether optimal use was 

being made of WHO's resources in support of Member States. 

She went on to outline the Board's thinking on some of the general policy matters 

involved in the proposed programme budget. The Board endorsed the principles and general 

objectives of WHO contained in the Director -General's Introduction. It regretted that the 

world economic situation had necessitated the proposal of a "standstill" budget, with no real 

growth in budgetary terms, although there was some shift of resources to country level. 

The Board was concerned at the rising costs in virtually all parts of the world. 

Continued steps would have to be taken to realize economies and exercise stricter discipline 

to ensure optimal use of WHO's resources, in the widest sense, in accordance with the 

policies determined by the Thirty -sixth World Health Assembly. The Board therefore 

emphasized that resources devoted to technical cooperation with and among Member States must 

be sharply focused on the mainstream of activities required to put into effect national 

policies aid strategies for health for all in consonance with common policies and strategies 

Member States had defined together in WHO. WHO's resources should be used in countries to 

support governments in developing their strategies and, above all, in building up relevant 

health systems and developing appropriate science and technology. 

It was essential for the Secretariat and the policy -making organs of WHO to fully 

undertake their responsibilities to monitor progress in implementing the Global Strategy for 

Health for All and to evaluate the programmes of the Organization to that end, including the 

effective use of resources. Governments were also responsible for decision- making on the 

optimal use of WHO's resources in support of countries. The Board therefore strongly 

recommended that countries use joint government/WHO policy and programme reviews and joint 

studies in order to develop health systems using appropriate technologies. They should 

ensure that WHO's resources were used to optimal effect with regard to nationally identified 

needs and internationally agreed policies, providing the greatest possible direct benefit to 

Member States. 
The Board felt that additional thought might have to be given to the criteria used in 

the allocation of WHO's regular budget resources to the various countries and regions, giving 

due weight to the resources available and the size and health status of the populations 

concerned. The issue was extremely complex, and a mixture of scientific analysis and 

pragmatism would have to be applied. Despite the world economic climate, WHO continued to 

generate extrabudgetary resources. The Board urged that their allocation be subject to 

essentially the same overriding policy considerations as the WHO regular budget. The Board 

welcomed the progress achieved in helping to mobilize action and resources through direct 

bilateral and multilateral sources in support of countries, and in a spirit of technical 

cooperation among developing countries. 

Budgetary policy would be reviewed in greater detail at a later stage in the discussions. 

The Board endorsed the Organization's policy and the Director -General's proposals for an 

effective working budget level of US$ 520 100 000 for the financial period under consideration, 

and recommended the proposed programme budget for 1984 -1985 for approval by the Thirty -sixth 

World Health Assembly. 

Dr FERREIRA (Mozambique) welcomed the Director -General's Introduction to the proposed 

programme budget, which presented an overall view and made it possible to concentrate attention 

on certain crucial aspects. The Director -General and his staff were to be commended in that, 
despite the fact that the programme budget did not provide for any real growth - rather, a 

reduction of 0.31% in real terms by comparison with the budget for 1982 -1983 - the proportion 
allocated to countries showed an increase of 1.7% in real terms. That was most important, 
since countries could not continue the programmes necessary for the attainment of health for 

all by the year 2000 without some increase in their budget allocations. 
Her delegation welcomed the measures undertaken to implement resolution WHA29.48. 

However, in view of the grave world economic situation, efforts at regional and intercountry 

levels should be strengthened in that respect. It was important not to lose sight of the 

fact that it was activities undertaken at the country level that formed the basis for the 

implementation of the strategy for health for all. Her delegation therefore proposed that 

a detailed study be undertaken on the cost -effectiveness of regional office and intercountry 

activities, particularly projects relating to several countries, so that in the preparation 
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of the programme budget for 1986 -1987 the allocations to those areas might be re- assessed, to 

the benefit of country activities. Intercountry projects involving too large a number of 
countries with limited resources of technical personnel often did not enable those countries 
to accomplish the dual task of planning and developing programmes and training national 
personnel. Her delegation therefore considered that the practice introduced in some regions, 

which had decided to reduce allocations to certain intercountry programmes, should be extended 
to all the regions. Further economies might be made by increasing the mobility of specialists 
attached to the regional offices so that their technical abilities were used more effectively 
for the benefit of countries. Efforts should also be made to reduce the least productive 

forms of expenditure, and great care should be exercised regarding any increases in staff 
and travel costs - particularly at a time when the programme budget showed no real increase. 

The responsibility for ensuring optimum use of WHO's resources and eliminating unneces- 
sary expenditure rested with Member States as well as with the Secretariat - the more so as 

WHO changed its approach from one of technical assistance to one of technical cooperation. 

Considerable efforts were called for at all levels to make the best use of existing staff. 
Increases in Secretariat staff levels could not compensate for inadequacies in productivity 
or in the recruiting system. The present world recession necessitated, more than ever, 
optimum use of funds by utilization of the least costly means of technical cooperation - 

for example, through "special services agreements" and the use of "associated experts ". 
Her delegation fully agreed with the principle that the resources available in the 

programme budget were common to all Member States, and that the executive bodies of the 
Organization should monitor their utilization by countries. It supported the proposed 
evaluation and monitoring measures to ensure greater effectiveness of programmes, particularly 
at country level. 

Her delegation welcomed the allocation of one -third of the budget to health system 
infrastructure. The integrated implementation of programmes in that area reflected the move 
away from vertical development. Those programmes received high priority in Mozambique, and 
some 60% of its total programme budget for 1984 -1985 had been allocated to them; they were 
recognized as fundamental to the development of the strategy for health for all. 

Mrs HECKLER (United States of America) said her delegation had been greatly impressed 
with the philosophy set forth in the Introduction to the proposed programme budget. The 

proposed programme budget was the first biennial programme budget to be presented under the 
Seventh General Programme of Work - a revised approach that was to focus attention on the 
major goal of health for all by the year 2000, and was an outstanding start to the Seventh 
General Programme. 

In his Introduction, the Director -General's approach was both wise and courageous. He 
asked Member States to stop worrying about traditional technical assistance, about donor 
recipient relationships and to work harder to develop a cooperative approach to health 
programmes. He wanted all countries to become more self - reliant in health and to use WHO as 
a means of stimulating aid improving that effort. He hoped that developing countries would 
accept more responsibility for the execution of WHO programmes and would eliminate wastage 
of WHO resources on projects of little relevance to national health goals. He asked 

industrialized countries to pay more attention to the ways in which WHO could contribute to 

solution of their own health problems. Perhaps his most important point was the urging of a 

greater focusing of WHO programme activity on the mainstream of health activities. Her 

delegation fully supported his approach and felt that the Introduction was a text worthy of 
periodic re- reading as Member States attempted to keep in mind health goals. 

The proposed programme budget presented realistic programme levels in difficult economic 

times. In common with many others, her country had been forced to cut back drastically its 
domestic programme activities in many sectors. It could not therefore afford to pay steadily 

escalating contributions to international organizations. A clear indication of the breadth 

of economic difficulties was that by the end of 1982, 42 Members of WHO had been unable to 

pay even one dollar of their assessments for that year. The time had clearly come for a 

pause in the growth of international bodies, for a period of consolidation and for the kind 

of focus proposed by the Director -General. The staff of international organizations, at 
every level, should recognize that an agency could not continue to operate under the pretence 
that the Member countries paying its bills were having no economic difficulties. 

Her country's policy on assessed budgets in international organizations was well known: 
there should be no net growth in programme activity and organizations should undertake efforts 

to absorb a significant amount of cost increases. Her delegation recognized that a dynamic 

organization, such as WHO, required shifts in emphasis in its activities and was therefore 
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not opposed to increases in programme activity in one part of the budget provided they were 

offset by programme decreases elsewhere. There should, however, be no net increase. That 

was the philosophy of the United States Government in regard to its own domestic expenditures 

and one which it advocated for application in international organizations. Her delegation 

hoped that Member States would support the Director -General's proposal of such an approach 

for the proposed programme budget for 1984 -1985. 

Her delegation would raise questions concerning programme changes at country and regional 

levels at a later stage in the discussions. It was not clear which specific programme 

activities had been added and which deleted at those levels, and further information about 

proposed programme directions would be appreciated. The greater focusing of programme 

activity, which her delegation supported, was not evident from the proposals presented. The 

proposed programme budget did not clearly indicate whether there had been any absorption of 

cost increases. The impression had been given that the entire increase, 17.4% compared with 

1982 -1983, had been incorporated into the budget. Even after the revised exchange rate had 

been taken into account, there was a 10.9% net total increase in the proposed budget - a 

source of great concern to those hoping to limit growth in the budgets of international 

organizations. 
As the details of the proposed programme budget were reviewed, her delegation would be 

looking for opportunities for savings. There were some programmes of lesser priority and some 

proposed increases that seemed unjustified in the light of economic realities. She hoped 

that other delegations would join in the effort to look for greater economies and not simply 

call for increases as each programme category was considered. 

It was important not to lose sight of the overall goal - health for all by the year 2000. 

But it was equally important to recognize the limitations on financial resources that must 

be faced and to strive to obtain maximum impact of those limited resources by a very careful 

review of the proposed methods of financing. 

Dr PAGÉS (Cuba) thanked the Director -General for the valuable Introduction to the proposed 

programme budget and the help in directing the debate provided by the ten questions raised in 

its last section. 

In view of the world economic crisis, which was a symptom of global structural maladjust- 

ment, characterized inter alia by an increasing imbalance and inequality of the developing 

countries especially, the standstill in real terms in the proposed programme budget for 

1984 -1985 was particularly to be regretted despite the Director- General's efforts to avoid 

imposing such a standstill in the programmes themselves. His delegation greatly appreciated 

the Director -General's efforts, and fully supported that chance of success trusting that it 

would not prove to be merely a pious hope. 

Member States should deploy every mechanism and all the resources available in the know- 

ledge that the determination to implement the Strategy for Health for All by the Year 2000 

would be not incompatible with the world economic situation only in so far as all worked 

together in peace, harmony and cooperation, and endeavoured, in particular, to put an end to 

the ruinous arms race which was the greatest stumbling -block at present standing in the way. 

The picture was a dark one but nevertheless represented a realistic appraisal of the situation. 

His delegation noted with satisfaction that the proposed programme budget incorporated a 

real increase in resources for countries, at the expense of certain global and interregional 

activities. That approach should be complemented by a better dialogue between WHO and Member 

States. His country, for its part, would make every effort to strengthen the dialogue with 

WHO and especially with the Regional Office for the Americas. 

In particular, he believed that WHO could be more active and effective in facilitating 

technical cooperation among countries. He was pleased to note that the need to avoid wasting 
WHO's resources on isolated technical assistance programmes, which reflected special interests 
but were irrelevant to strategic priorities, emerged clearly from the Board's report. That 

was also true of extrabudgetary funds; it was necessary to ensure that they were not used to 

support policies, objectives and plans which diverged from those of the Organization. The 

Executive Board had considered that additional thought might have to be given periodically to 

the criteria for the allocation of WHO resources as between regions and between countries. 

In so doing, it wou].d be necessary to strike an appropriate balance between the needs of 

countries less able, for historical reasons, to generate their own health infrastructure and 

those of countries able to assimilate assistance. He agreed with the Board that the issue was 

very complex and should be treated with all the flexibility and pragmatism that it deserved. 

In the Introduction to the proposed programme budget and in the summary records of the 

Executive Board more or less explicit reference was made to positive effect of preparing the 



20 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

programme budget in the light of the Seventh General Programme of Work; it seemed that 
structural improvements had been made which would facilitate progress in the programmes. His 
delegation was sure that the best way of accelerating the development of programmes would be 
to have a better understanding of countries' needs and to act to meet them. Progress had 
already been achieved but greater efforts were needed on the part of WHO and of all Member 
States as a matter of urgency. His delegation therefore agreed with the Director -General that 
governments, having clearly identified those needs, should be ready to cooperate with WHO in 
refining the main lines of their national health programmes. 

Dr LIU Xirong (China) said that the Director -General's proposed general policy for the 
1984 -1985 programme budget, which had been formulated on the basis of experience gained in the 
implementation of the 1982 -1983 programme budget, was well adapted to the requirements of the 
Global Strategy for Health for All by the Year 2000: it was an excellent one. The basic 
principles and general objectives were clear, precise and comprehensive. The Chinese dele- 
gation therefore gave its full support to the general policy and thanked the Director -General 
and his staff for the efforts which had been made in its preparation. It embodied the concepts 
of health work as an integral part of social development so as to mobilize individual and 
collective action to put into effect the strategy of health for all; of providing Member States 
with information; encouraging Member States to improve their capacity in health work and their 
capability of absorbing new knowledge and, finally, of mobilizing all available resources to 
support all countries and, in particular, the developing countries, to implement the Strategy 
for Health for All by the Year 2000. His delegation considered those concepts to be the 
correct ones and to be in accordance with the wishes of Member States, and felt they should be 
adopted as guidelines for the implementation of the programme budget. 

The developing countries, having won political independence, were now faced with the 
arduous task of establishing their economic independence and of improv4ng their medical and 
health services. In the present economic recession the developing countries were faced with 
greater difficulties than the developed countries and it was therefore only right that WHO 
should give more consideration to their needs. 

His delegation welcomed the proposal to reduce some of the allocations for global and 
interregional and other activities, while increasing to some extent the allocation for activities 
at the country level. That was an important and far -sighted decision which the Chinese 
delegation greatly appreciated. 

During the past few years WHO had paid great attention to developing health system 
infrastructure and to the training of health personnel. In the course of implementing the 
Strategy of Health for All by the Year 2000 those two aspects_ were particularly important. It 
was his delegation's hope that, in 1984 -1985, WHO's resources would be more effectively used in 
support of the development of health system infrastructure and the strengthening of health 
personnel. 

Dr BORGOÑO (Chile) expressed his delegation's agreement with the Director- General's 
approach to general policy matters. In particular, it agreed on the need to be realistic, 
and that budgets should reflect the realities of the world social and economic situation. 
The increases aid decreases suggested by the Director- General met that requirement in that 
they placed special emphasis and priority on the funding of country programmes which showed 
a real increase, while the effective working budget itself showed a real decrease, so small 
however that he would prefer to describe it as "no- growth ". 

His delegation also agreed that the criteria for resource allocation should be reviewed 
periodically. That could be done in the Executive Board. In times of rapid change, such as 
the present, that review could take place in each non- budget year, so that the criteria could 
be commented on and established in time for the preparation of the following biennial budget. 

The present world situation was such that extrabudgetary funds were assuming even 

greater importance than usual. They could perhaps be used to offset to some extent what 

was happening to the regular budget. However, as his delegation had said on previous 

occasions, a certain balance should be maintained between regular and extrabudgetary funds 
in the interests of the Organization's priorities and programmes. He noted, in that 

connection, a certain imbalance, especially in the field of research, which should not be 

allowed to last. He understood the reasons for it in that case, but every effort should 

be made to eliminate it little by little. He also believed it important to stress the 

need to help Member States to make a reasonable and objective use of their own resources, 
so that international resources not only could be channelled to the priority programmes for 

countries but could also produce maximum results. WHO appeared to be working effectively 

to that end. 
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He stressed the importance of the point raised at the end of the Introduction to the 

proposed programme budget regarding the role of the governing bodies of the Organization in 

monitoring the programmes that they had adopted, e.g., the Seventh General Programme of Work 

in relation to the goal of health for all through primary health care. Those programmes 

were very dynamic and the need for adjustments could only be brought to light by monitoring, 

which - to be effective - had to be realistic enough to be applied, basically, everywhere 

and thus stand up to analysis, unlike sophisticated monitoring which could be carried out in 

so few places that its results were seldom useful. The monitoring aspect would be of the 

utmost importance for the timely introduction of changes and for orienting biennial budgets 

towards the achievement of maximum effect. 

Interregional and intercountry relations were also particularly important and in health, 

more perhaps than in any other field of human endeavour, when people united their efforts 

great results could be achieved, for instance in the combating of many diseases, such as 

malaria. Where resources for health were deployed should depend on where they would produce 

the greatest benefits for all. 

Finally, he stressed the need to continue strengthening the health systems in countries 

and, in particular, ministries of health, as planned in.the budget. It was clear, however, 

that further research was needed on how to do so but the budget for such applied research 

appeared to be rather low - a consequence perhaps of the imbalance to which he had referred. 

In general, however, his delegation supported the general policy but considered that the 

comments made in the Committee could help to improve it. 

Mr MAN' (India) said that the Director -General was to be congratulated for the great 

skill he had shown in making the best of a difficult situation. 

The developing countries realized how unwelcome it must have been for him to have had to 

propose a standstill budget in a period covered by the Seventh General Programme of Work - 

one of the three general programmes of work leading up to the goal of health for all by the 

year 2000, to which all were committed. No growth would mean that the clearly articulated 

targets of the Seventh General Programme of Work were unlikely to be attained and that the 

momentum it would have given to progress towards the overall goal would be restrained. 

Furthermore the Executive Board, in January 1981, had agreed that a modest real growth rate 

of at least 2% would be necessary to attain the goals that had been collectively adopted. 

A number of technological breakthroughs were in the offing and by rights should be applied 

in 1984 -1985 in pursuit of those goals. The great majority of developing countries had 
responded to the Director -General's appeal to increase the proportion of national resources 
that were devoted to health and family welfare. For all those reasons, it must have been 
extremely painful, although unavoidable in the world economic situation, for the 

Director -General to propose a standstill budget and the skill he had shown in extracting the 

maximum from a difficult situation was to be commended. 

The proposal, endorsed by the Executive Board, was to maintain a 10.9% growth in monetary, 

if not in real, terms. Any attempt to whittle down that figure would deprive the 

developing countries of what little they were entitled to hope for in 1984 -1985. Any attempt 
to cut down the proposed appropriations or tinker with casual income and exchange rates would 
be a further setback for the Seventh General Programme of Work. To those who questioned 
whether the developing countries had made the best use of WHO resources, he pointed out that 

the Secretariat and the Executive Board continuously monitored the use being made of funds; 

he doubted whether any charge of misapplication could be sustained. Although acknowledging 

that there was room for fine adjustment of certain details of the proposed bugdet, he 
considered that it had already been cut down to the bare bones and that further paring 
should not be attempted. His delegation commended the appropriations, as they stood, to the 

approval of the Committee. 

Dr NAKAMURA (Japan) congratulated the Director -General and his staff on the proposed 
programme budget. However, all countries were at present facing a critical economic 
recession. Some had suffered repeated deficits in their national budgets and their govern- 
ments were making it a basic policy to cut expenditure. His own Government had decided on a 

nominal zero - growth budget, eliminating low priority expenditure. It was to be hoped that 
WHO would continue its efforts to make savings by reviewing the priority of various programmes 
and making the most efficient use of limited resources. His delegation associated itself 
with the views that had been expressed by the United States delegation and hoped that the 

Secretariat would further explore ways of holding down growth in expenditure in the 1984 -1985 
programme budget. 
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Dr SAVEL'EV (Union of Soviet Socialist Republics), recalling that 1984 -1985 was the first 
of the three two -year financial periods in which the Seventh General Programme of Work was to 
be carried out, noted with satisfaction that the proposed programme budget conformed to the 
provisions of the Programme and to the Strategy for Health for All by the Year 2000. The 
four general objectives for the budget period, as stated in paragraph 26 of the Introduction, 
deserved approval; in particular, he referred to the third one - the promotion of research 
aimed at developing new knowledge and tools for the health - for -all Strategy. At the same 
time, the Introduction included some critical remarks regarding the way technical cooperation 
was being developed and the fact that the Organization's resources were not always being used 
most effectively. With regard to the main issues for debate listed at the end of the 
Introduction, the matter of control of the use of resources (items 2, 4 and 9) was extremely 
important. The Board also had drawn attention in paragraph 11 of its report to the need 
for great discipline on the part of Member States and the Secretariat in the use of WHO's 
resources. In fact the question of control and financial discipline was so important that 
it should perhaps be made the subject of a special discussion at a future Health Assembly, 
when the Director -General might report on what the Organization was doing to ensure financial 
discipline and on ways of improving it. Ensuring financial discipline also implied 
improvement in the formulation of the Organization's programme budget. In that connection 
he noted from paragraph 17 of the Board's report that under -estimation of costs for the 
current financial period had meant an increase of some 5% in the proposed budget for 
1984 -1985. Did that not in effect represent another form of supplementary budget estimates, 
to be covered by an increase in Members' contributions? In other areas he wondered whether 
the need for some reductions had been considered squarely. Paragraph 42 of the Introduction 
indicated that allocations for global aid interregional activities represented a constantly 
decreasing proportion of the total budget. However, those activities made a significant 
contribution to the solution of health problems of many countries simultaneously. Moreover, 
as shown in the tables on pages 14 and 15, the effects of inflation were the least at that 
organizational level. It might perhaps be more rational to make more effective use of 
resources by expanding such activities rather than reducing them. 

He had two specific questions to ask. The level of the proposed programme budget 
represented a real programme decrease of 0.31% by comparison with that for the current 
financial period: what part of that could be attributed to a reduction in administrative 
expenses and what part to a reduction in programme activities? Secondly, at a time when 
the volume of activities of the Organization was being reduced he wondered why the number of 
staff continued to increase, as was shown by a proposed increase of 66 posts over that for 
the current financial period. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) commended the new method 
used by the Executive Board for reporting on its review of the programme budget. It would 
make a significant contribution to facilitating the Committee's own review of that document. 
He endorsed the general objectives for 1984 -1985, set out in paragraph 26 of the Introduction, 
and noted with satisfaction that the programme budget proposals were in line with the major 
thrusts of the Seventh General Programme of Work, as reflected in the overall allocation of 
resources among the five appropriation sections, and contained as their central focus the 
resolute intention to support Member States in building up their health system infrastructure 
on the basis of primary health care. That would be a critical factor in ensuring success 
for the agreed Strategy for Health for All. 

The reference to the need to make better use of WHO's resources at country level and 
the stricter discipline called for by the Executive Board to ensure that those resources 
were harnessed in pursuance of agreed policies assumed significant importance in the light 
of the concerns expressed by the Director -General himself in paragraph 10 of the Introduction 
to the proposed programme budget. His suggestion that the use of WHO's resources at 
national level be subjected to more rigorous scrutiny by the governing bodies of the 

Organization was worthy of serious consideration and general support. 

In response to the questions posed by the Director -General in the penultimate paragraph 
of the Introduction, he believed that all delegations could give an immediate affirmative 
to the first, third and tenth of them. Informed answers to the remainder would emerge in 
the course of discussions in the Committee. 
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Mr FURTH (Assistant Director -General), replying to the delegate of the USSR, said that 

support services, which constituted the administrative costs were to be reduced in real terms 

by 0.29 %, or US$ 243 300. Those figures could be found on line 15 (Support services) of the 

table on pages 48 and 49 of the budget document. There was not necessarily an inconsistency 

in proposing an increase in posts when the budget was decreasing in real terms. A staff 
post was just an item of expenditure and an increase in posts would be compensated by a 

decrease in other items in expenditure. The additional posts proposed were all in the 

regions; it was in fact proposed to decrease the number of posts at global and interregional 

levels by ten. 

The meeting rose at 17h30. 



SECOND MEETING 

Wednesday, 4 May 1983, at 9h3O 

Chairman: Dr U. FREY (Switzerland) 

PROPOSED PROGRAMME BUDGET FOR TI-lE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85 and ЕВ71 /1983/REС/1, Part I, resolution ЕВ71.R3 and Annex 1, and Part II) 

(continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 

WHА33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents РВ/84 -85, ЕВ71/1983/REС/1, 

Part II, Chapter II, and A36/INF.DOС./5) 

Direction, coordination and management (Appropriation Section 1; Documents РВ/84 -85, 

pages 53 -77, and ЕВ71/1983/REС (1, Part II, paragraphs 24 -26) 

Dr OLDFIELD (representative of the Executive Board) said that the main development 

regarding the item before the Committee was the experiment in the revision of the method of 

work and duration of the Health Assembly, including the method of review of the programme 

budget. The decision to limit the duration of Health Assemblies in future even -numbered 

years to two weeks would result in an estimated saving in 1984 of US$ 430 000, which the Board 

was proposing should be transferred to the Director -General's Development Programme. 

The Board was keenly aware of the need to strengthen its role in servicing the Health 
Assembly and Member States and, at its session immediately following the current Health 

Assembly, would be reviewing the future role and function of its Programme Committee. Any 

comments by delegates on how the Board could improve its contribution to the review of the 

programme budget would be appreciated. 

Dr GOMAA (Egypt) said that in his view the general objectives referred to by the 

Director -General were faithfully represented in the programme budget. The basic question 

was how to make optimum use, economically and socially, of the resources available for the 

coming budgetary period, bearing in mind the global problems of inflation and recession. 

It was most encouraging to see that efforts were being made to achieve a balanced integration 
of the various elements in attempts to improve health services and provide better preventive 
and curative care. Steps had been taken to ensure that activities were better adapted to 
the relevant environment; that trend should be continued in order to ensure the highest 
return from available resources, particularly in developing countries, whose resources were 

limited. His own country was making every effort to make optimum use of WHO expertise in 
such areas as immunization, maternal and child care, the development of health manpower, and 

the improvement of health care and the environment in general. 

His delegation was concerned at the decrease in extrabudgetary funds, which meant an 

increase in the sums that had to be provided from the regular budget. It was to be hoped 

that the situation would improve in the future. 

It was most important that national health authorities, with WHO assistance, should 

follow up the implementation of national programmes, and carry out assessments. Such a 

task required a certain political commitment towards achieving programme objectives, and to 

that end national health authorities must convince governments that such objectives would 

mean increased production, and consequently an improved economic situation. The 

effectiveness of programmes depended on their being developed in a manner compatible with the 

realities of application and with changing circumstances and environments. WHO had already 
succeeded to a great extent in making available the scientific and technical expertise 
necessary to assist States in assessing the economic, social and health indicators relevant 

to the various programmes. 

The proposed programme budget was acceptable to his delegation. 

- 24 - 
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Dr CABRAL (Mozambique) referred to paragraph 29 under programme 2.4 (External 

coordination for health and social development), regarding collaboration with UNDP. Since 

1980 Mozambique had been preparing health programmes to be developed in collaboration with UNDP 
over the period 1982 -1986, and the Government had expressed the intention of directly 

implementing programmes previously implemented by WHO and begin the direct implementation of 
the new programme of cooperation with UNDP. None of the programmes had in fact been 

implemented so far. A UNDP mission had recently been to Mozambique and some progress had 
been made in respect of three projects previously implemented with WHO assistance, but there 

had been no development in respect of financing for three new projects. The delay might be 
partly the result of lack of experience in formulating proposals to UNDP. UNDP's marked 
slowness might in fact be a strategy to gain time, in view of the shortage of funds 

available. However, he pointed out that since Mozambique had started preparations for 

direct implementation UNDP had revised its 1979 orientation document on the direct 

implementation of programmes by governments, aid a study of the new document, dated 

December 1982, seemed to indicate that UNDP lacked confidence in the ability of governments 
to implement programmes. In addition, it would seem from lengthy discussions in Mozambique 
with UNDP staff that some tended to think in terms of vertical programmes and failed to 

appreciate fully the meaning of such concepts as the integration of programmes, primary health 
care, or the strategy for health for all. WHO's progressive concept concerning cooperation 
rather than technical assistance, its policy regarding primary health care and its Strategy 
for Health for All should be studied by the other United Nations agencies, and WHO should 
serve as an example. It was essential that staff of the various United Nations agencies 
should have firsthand experience of the actual situation in the developing countries if the 

goal of health for all was to be achieved. 

Dr WILLIAMS (Nigeria) said that his delegation was pleased to note the trend towards 
further decentralization of authority and responsibility to the country level, in line with 
the wish clearly expressed at previous Health Assemblies that the role of WHO programme 
coordinators be strengthened. Africa was the first Region to have national WHO programme 
coordinators, and the experiment had proved to be a vast improvement on the previous system, 
particularly in his own country. 

The funds earmarked for the Director -General's and Regional Directors Development 
Programme were substantial, and it was to be hoped that adequate guidelines on their 
utilization would ensure that they were used wisely. He asked whether it was considered as 

a form of contingency fund. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to the Director -General's 
Development Programme, was pleased to note the Board's recommendation, in paragraph 50 of its 
report, that additional funding be made available from that source for the programme on 
cardiovascular diseases. Consideration might also be given to the possibility of making 
additional funding available from that source for the programme on cancer - important for 
both developing and developed countries. 

Paragraph 26 of the Board's report referred to inadequate progress, in implementation of 
United Nations General Assembly resolution 3458, regarding multi -organizational support for 
primary health care. His delegation would welcome further clarification from the Secretariat 
as to the steps that needed to be taken to implement that resolution, and the nature of the 
major difficulties. 

Mr MANI (India), commenting on the reference, in paragraph 24 of the Executive Board's 
report, to the fact that an estimated amount of US$ 430 000 would be transferred to the 
Director- General's Development Programme as a result of limiting the duration of the Health 
Assembly to no more than two weeks, drew attention to the fact that the present Health 
Assembly had agreed that the draft resolution recommended by the Board in its resolution 
EB71.R3 on the duration of the Assembly should be referred to Committee B for an in -depth 
study.- It therefore seemed that a decision regarding the budget for direction, coordination 
and management could only be taken when Committee B's report was available. 

Paragraph 26 of the Board's report rightly underlined that cooperation in respect of 
joint planning was inadequate. There were, however, some excellent models for that co- 

1 See summary record of the fifth meeting of Committee B, section 2. 
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operation, e.g., a good example of collaboration was that of WHO with UNICEF. He hoped that 
the draft agreement for cooperation between WHO and UNCTAD at technical officer level, 
mentioned by UNCTAD in its comments on the proposed programme budget (section 1.2 of document 
A36/INF.DOC./5) would soon come into effect, as it would contribute to remedy the situation 
criticized by the Executive Board. He did not know whether there was a similar agreement 
with UNIDO; if there was, it should be given greater practical expression, as a further step 
in that direction; if there was not, it was high time that one was concluded, since there 
were several fields, particularly concerning drugs, vaccines and medical equipment, in which 
collaboration with UNIDO was most important. 

He concurred with the provision whereby the regions were allowed to utilize 10% of savings 
arising out of currency fluctuations. 

In view of the great importance of work in tropical diseases for the developing countries, 
he felt it was appropriate that such activities should benefit under the Director -General's 
Development Programme. 

Dr RINCHINDORJ (Mongolia) commended the Director -General and all concerned in the 

preparation of the proposed programme budget for 1984 -1985. As that was the first biennium 
in the Seventh General Programme of Work, the proposals embodied new, aid even experimental 
approaches. The emphasis laid on making the best use of available resources and on monitoring 
expenditure to ensure strict discipline in that regard was sound. 

His own country had formulated a national strategy, with emphasis on development of the 
health infrastructure. With the cooperation of WHO a programme has been started in 1982 for 
the improvement of primary health care in rural areas, taking into account the different 
prevailing social and geographical conditions. Every effort would be made to ensure the 
optimum utilization of WHO assistance with a view to making the best possible use of resources. 

He felt it essential to call attention yet again to the huge resources being expended on 
the armaments race; a halt to such expenditures could greatly help improve the prospects for 
achieving the goal of health for all by the year 2000. 

Dr NAKAMURA (Japan), commenting on the tuberculosis control programme, said that the death 
rate from tuberculosis in Japan over the period of some 30 years since the end of World War II 
had been reduced forty -fold. In retrospect, it would appear that the process of solving 
health and medical problems in his country had represented a truly unique approach to primary 
health care. The establishment of health centres throughout the country for the specific 
purpose of promoting public health and providing health services aimed at meeting the needs of 
the local population had been of particular note. That method should be most useful for 
countries at present endeavouring to speed up the development of primary health care services. 
The basis of success in Japan in fighting tuberculosis and other communicable diseases had 
been the mobilization of a nationwide network of health centres, as well as a policy aimed at 
making maximum use of limited resources. Furthermore, from the long -term viewpoint, the 

importance of the training of personnel in the tuberculosis control programme should be 
emphasized. The WHO/Japan International Tuberculosis Course had been held annually since 
1967 at the Research Institute of Tuberculosis in Tokyo with the aim of training key personnel 
working in tuberculosis control programmes in various countries. He believed that thatcourse - 

which, as far as he knew, was unique - had made a definite contribution to the fight against 
tuberculosis in the various countries sending participants. He reiterated the hope expressed 
in plenary session by the head of the Japanese delegation that further intensive efforts would 
be focused on the tuberculosis control programme. 

His delegation was also greatly concerned with the question of alcohol consumption and 
alcohol -related problems, which had seriously harmed human health all over the world. Japan 
had developed programmes particularly focusing on the strengthening of research, extensive 
health education, and intensified training of health personnel regarding the prevention and 
control of alcohol abuse. His delegation would be interested in having information on the 
development of programmes on the basis of the proposals resulting from the Technical Discussions 
held during the Thirty -fifth World Health Assembly - for example, the establishment of an expert 
advisory panel on alcohol -related problems, which would be distinct from the expert advisory 
panel on mental health, which had dealt with those problems for many years. Another proposal 
had been to establish an international committee on alcohol problems, comprising the relevant 
United Nations bodies and with the Director -General of WHO as Chairman; such organizational 
arrangements for action were necessary, in view of the multi -faceted character of alcohol - 
related problems. His delegation would welcome information on how those proposals had been 
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taken into consideration by WHO, and how they were reflected in the proposed programme budget 

for 1984 -1985. Alcohol -related problems caused worldwide concern, and programmes in that 

field should be intensified. 

Miss DEBEY (France) commended the Director -General on his Introduction to the proposed 

programme budget. 

A point which warranted special emphasis was the change from assistance to cooperative 

activities, calling on countries to draw up programmes themselves, and aiming at promoting self - 

sufficiency. It was therefore gratifying to note that country programmes had benefited from 

budgetary increases. France strongly supported the concept of self -sufficiency, and felt that 

WHO had a unique catalytic role of promotion and coordination to play in that respect. 

There was a need for increased cooperation and coordination between the various international 

organizations concerned, not only in discussions but also in action aimed at defining programmes 

and in implementation and follow -up arrangements so as to avoid overlapping of projects and 

waste of resources; such collaboration would improve the utilization of the resources of the 

various organizations and countries. 

The closely -related question of programming was also vital, since it was only through 

long -term, progressive and constantly readjusted programming that countries could attain 

self -sufficiency. In that regard also, WHO had a most important role to play by means of 

coordination and the establishment of overall strategies and evaluation tools. It should of 

course be borne in mind that each country had its own specific problems and its own rhythm of 

development, and plans should be related to the individual conditions obtaining; it would 
be dangerous to seek to introduce standard models. 

Dr BATCHVAROVA (Bulgaria), commenting on programme 13.16, stressed the extremely important 
place which cardiovascular diseases had come to occupy over the last few decades - from both 

medical and social aspects - with high levels of morbidity and mortality, and handicap rates. 
It was accordingly desirable that cardiovascular diseases should receive considerable resources 

in order to encourage activities in research, prevention, therapy and dissemination of 
information so that new methods could be introduced as soon as possible. Furthermore, full 

attention should be paid to the nutrition and health education aspects, so as to promote a 
healthier life -style. 

Her delegation also considered that programme 11.3 - Control of environmental health 
hazards - should be treated as a priority. 

The CHAIRMAN urged delegates to confine their remarks to the particular subject under 
consideration; there would be full opportunity to comment on individual programmes under the 
detailed study of the proposed programme budget. 

Dr OLDFIELD (representative of the Executive Board), clarifying the point raised by the 

delegate of India in connection with paragraph 24 of the Board's report, said that the duration 
of Health Assembly sessions in even -numbered years had been decided in resolution WHA34.29; 
the question to be studied by Committee B was the duration in odd -numbered years. The reference 
to the estimated saving of US$ 430 000 was therefore in order. 

The DEPUTY DIRECTOR- GENERAL, replying to the questions put by the delegates of Nigeria 
and the Union of Soviet Socialist Republics regarding the use of the Director -General's and 
Regional Directors' Development Programme, said that the Programme was utilized in a very 
flexible manner to support creative and innovative ideas and to promote technical cooperation 
programmes for which no, or insufficient, allocation had been made during the preparation of 
the programme budget proposals. Most of the funds in the Development Programme would continue 
to be used, at the Director -General's discretion, to finance certain activities the need for 
which would become apparent only during the programme budget implementation process. The 
idea was to launch new ideas, to catalyze new projects, and to attract extrabudgetary funds. 
The purpose of the Development Programme, as originally conceived, was basically not to 

support existing programmes. 

Mr FURTH (Assistant Director -General), commenting on the reference by the delegate of 
India to the proposed method of handling possible savings resulting from upward fluctuations 
of major currencies at the regional offices, said that it might be helpful to take a hypo- 
thetical example. 
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For instance, at the Regional Office for South -East Asia the major currency was the 
Indian rupee and the budgetary rate of exchange for 1984 -1985 had been fixed at 8.5 rupees to 
the United States dollar. If there were an increase of, say, 10% in the value of the dollar 
to 9.35 rupees to the dollar, that would result in certain savings. Those savings would be 
retained by the Regional Office, as had always been the case in the past, to be used for 
regional programme purposes, such as to meet unexpected inflationary cost increases or any 
additional costs resulting from changes in the exchange rates of the other currencies in the 
region. In the South -East Asia Region there were 11 different currencies, and it was extremely 
difficult to follow their fluctuations from day to day and therefore to make exact cost 
estimates as far ahead as 1984 -1985. 

If the value of the dollar in terms of the Indian rupee were to increase by more than 
10 %, the Regional Office would still retain the savings resulting from the first 10% of that 
increase, but any savings beyond that level would be transferred to casual income for appro- 
priation by the Health Assembly, probably to help finance the following programme budget. 

At the first meeting of the Committee a number of remarks had been made concerning the 

need to maintain financial control and discipline. In that connection the Director -General 
believed that the method outlined had the merit of combining the need for a certain degree of 
flexibility in the management of regional programmes with the exercise of the requisite 
financial discipline requested by Member States. 

Dr KILGOUR (Director, Division of Coordination), replying to the question raised by the 

delegate of Mozambique regarding the difficulties which that country was experiencing in the 
implementation of projects funded by UNDP, said that the Administrator of UNDP had actually 
received a volume of funds very much less than what had originally been pledged. As a result 
he had had to make very severe cut -backs in expenditure. In particular, the budget for country 
programmes had been cut by no less than 45 %, and that reduction was no doubt a very significant 
factor in the kind of situation which Mozambique was now facing. Nevertheless, the Admini- 
strator was doing his best to relieve the situation and was hopeful that more funds would 
become available as the world economy recovered from its present recession. If there was 
anything that WHO could do to assist the Government of Mozambique in its relations with UNDP 
concerning health activities, the Organization would be very happy to be of service, either 
through the Regional Office for Africa or through headquarters. 

In the past few years WHO had been discussing with UNDP the need to maintain government 
sovereignty over programmes. WHO's attitude in that respect was very clear: within its 
area of competence, it fully believed in the principle of government execution and would 
strongly defend that principle in any circumstances where it felt that it was being threatened. 

It should also be borne in mind that the volume of funds allocated to health in UNDP- 
funded country programmes was very much the responsibility of the government concerned. Under 
the indicative planning figure system, health tended to be listed as one of the top six or 

seven priorities; unfortunately, the volume of funds available was usually sufficient to cover 
only the top three or four priorities. Thus health often received less than its due, but 
as the result of a decision taken by governments themselves. If governments really wanted 
more UNDP funding for health, they themselves would have to ask for health to be given higher 
priority. There was very little that WHO itself could do, except to encourage the UNDP 
secretariat to try to use whatever influence it had to remind governments that health was an 
integral part of development. 

Replying to the question raised by the delegate of the USSR concerning the position with 
regard to General Assembly resolution 3458, which had declared health to be an integral part 
of development, he said that a considerable amount of progress had in fact been made. At the 
United Nations itself, the General Assembly had adopted a further resolution (resolution 3642) 
which had endorsed WHO's strategy for achieving the goal of health for all. 

In addition, WHO had been invited to demonstrate to the other organizations of the United 
Nations system in ACC that joint planning was a worthwhile exercise which the whole system 
ought to undertake in a much more realistic and effective manner than had until recently been 
the case. The example proposed had been a joint planning project taking primary health care 
as the objective. All ongoing activities involving WHO and other organizations of the system 
had already been identified. The list of such activities was impressive and had attracted 

considerable favourable attention. For the future it was intended that an internal WHO 

meeting would be convened to consider what further steps could be taken in identifying new 

cooperative activities, so that every WHO programme manager, when considering a programme in 

its early planning stages, would decide not only what he wanted to do and what level of 

resources he would need to do it, but also what activities could usefully be undertaken in 
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cooperation with other organizations of the United Nations system. WHO would then convene 

action -oriented meetings with the appropriate sister organizations. 

Also noteworthy was the United Nations Conference on the Least Developed Countries which 

had been held in Paris in the autumn of 1981, at which it had been agreed that there should be 

a Substantial New Programme of Action, including the convening of round tables by UNDP in each 
of the least developed countries. The difficulty and challenge for WHO had been to ensure 

that sound suggestions for the health sector were included. Arrangements were being made to 
coordinate this with the work done by the Health Resources Group in helping countries to 
delineate their own health programmes and to identify their own resource gaps. Fourteen 

reviews of resource needs already completed had proved extremely useful at some of the round 

table meetings of the least developed countries; nine more such reviews were in the course of 

preparation. There were 36 least developed countries according to the United Nations 

definition, thus it could reasonably be hoped that, after two years further activity at the 

present rate, WHO might well be able to give effective help to all the least developed 

countries in preparing sectoral statements of their health programmes and needs. 

The delegate of India had specifically commended the agreement between WHO and UNCTAD and 
had suggested that a similar agreement should be reached with UNIDO. There was, in fact, a 

continuing liaison between WHO and UNIDO, especially in respect of the programmes mentioned by 
the delegate of India. Interagency meetings were also held as required, at which several 
programme managers were brought together to consider cooperation between WHO and UNIDO as a 
whole. 

Mr HOLMSTROM (United Nations Development Programme) noted that some of the reasons for 

the difficulties being experienced by Mozambique in the execution of UNDP- financed projects had 
already been explained by Dr Kilgour. He himself, however, was not sure that the difficulties 
were exclusively due to the present financial constraints; some of them might be procedural in 

origin. He had therefore requested the delegate of Mozambique to give him some more specific 
information regarding the problems involved, so that they could be studied by UNDP, which 
would then, if necessary, give a formal reply. Certain difficulties had been encountered 

under the system of government execution, but it was constantly reviewed by the Administrator 
of UNDP; updated and streamlined guidelines on the subject were issued periodically. 

Mr PADOLECCHIA (United Nations Industrial Development Organization) said that he had been 
particularly encouraged by the comments made by the delegate of India regarding the need to 

strengthen cooperation between WHO and UNIDO in view of the interaction of certain aspects of 
their respective programmes, especially in the field of pharmaceuticals. UNIDO was making 
every effort to expand and intensify all possible forms of cooperation in that field, as well 
as in other areas of common interest, such as bio- technology, genetic engineering, water 
sanitation, occupational hazards and environmental protection. As he had recently indicated 
at an extremely constructive interagency meeting convened in Copenhagen by WHO's Regional 
Director for Europe, there was considerable scope for enhancing collaborative activities 

between UNIDO and WiO in the near future and for exploring together new and realistic methods 
of cooperation in the form of joint planning projects, joint field ventures and exchanges of 

experience and data with a view to achieving the goal of health for all by the year 2000 - a 

matter of global concern but also of sincere interest to UNIDO whose task was also to enhance 
the wellbeing of the developing countries, but through accelerating their industrial 
development. 

Mr МANI (India), clarifying his previous statement, said he understood that Committee B 
would be considering the draft resolution proposed by the Executive Board in paragraph 4 of 
resolution EB71.R3 for consideration by the Health Assembly. That draft resolution stated 
inter alia that "the changes in the methods of work introduced on a trial basis at the 

Thirty -fifth World Health Assembly in accordance with resolution WHA35.1 shall be implemented 
at all future Health Assemblies" (paragraph 1(1)), which implied also that the method of work 
adopted at the Assembly in 1982 had been a trial measure. Thus Committee B would be 
considering a matter of substance, namely, whether the method of work adopted on a trial basis 
in 1982 should be implemented as a permanent measure in all Health Assemblies held in 
subsequent years. 
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Health system infrastructure (Appropriation Section 2; Documents РВ/84 -85, pages 78 -118, 

and ЕВ71 /1983 /REC /1, Part I, Annex 2, and Part II, paragraphs 27 -33) 

Dr OLDFIELD (representative of the Executive Board) said that the series of programmes 

devoted to providing support to countries in building up the health system infrastructure 

constituted the central pillar of the proposed programme budget for 1984 -1985. The development 

and organization of health systems based on primary health care (programme 4) and related 

health manpower development (programme 5) were essential to all national strategies for health 

for all. Health situation and trend assessment (programme 3.1) was essential for planning, 

implementing and evaluating those strategies. 

The Board believed that there was scope for accelerated, multisectoral action to 

strengthen managerial processes and integrate all components of primary health care so as to 

reach whole populations. There was an urgent need for the development of national 

health manpower policies and plans, as well as initial and continuing education for all 

types of health personnel. That was where the sharing of experience between countries could 

achieve a high degree of impact. WHO could do a great deal to promote that sharing of 

experience. 
Much of WHO's support to national health manpower development had been provided 

traditionally in the form of external fellowships, awarded only too often on an ad hoc basis. 

But was that the best use of WHO's resources? The Board firmly believed that fellowships 

should be requested only when they were the most appropriate means of achieving clearly defined 
objectives and after consideration had been given to all alternative methods of training. 
Better use could often be made of training or fellowships at home institutions. The Board 
recommended that Member States wishing to use WHO's resources for fellowships should 
establish effective mechanisms for the selection of fellowship candidates, as proposed in 
resolution EB71.R6, which the Board commended to the Health Assembly. 

The advocacy role of WHO was an important aspect of most if not all WHO programmes. It 

was also necessary to reach the lay public and not just health professionals, for example to 

promote the concept of self -care while at the same time giving appropriate warning of its 

potential abuse. The Board fully supported the balance of activities proposed under the new 
programme 6 (Public information and education for health), and hoped that all programmes 
would make effective use of those information and education support services. 

Dr ВORGOÑO (Chile) said that he attached particular importance to programme 3.1 (Health 

situation and trend assessment) and fully endorsed the programme budget proposals, especially 

in regard to the merging of health statistics and epidemiological surveillance, which would 
focus the programme on the epidemiology of health problems - an element of outstanding 

importance to the management of them all. The Assembly would be interested to hear that 

since the Board session a consultation had been held to advise the Director -General on the 

formulation of the policy for the new programme. 

He felt bound, to invite attention, once again, to the small amount provided for global 

and interregional activities in health systems research (programme 3.3). That was an 

outstandingly important element in a programme which, as a whole, had not been allocated an 

amount commensurate with its importance. Every effort should be made to increase the 

provision. 

While on the subject of programme 3 (Health system development), he wished to refer to 

its manpower aspects in order to highlight two points. The first was the need to plan the 

development of the necessary resources, as proposed in paragraph 32 of the health manpower 

programme statement, simultaneously with the development of the information systems that would 

facilitate the process. The second was the effort that all countries would have to make for 

the continuing education of all members of the health team in response to the dynamics of 

health development and advances in the health field. All educational resources would have to 
participate in that effort, including universities for the professional aspects. 

Dr TING Youhe (China) said that he was very pleased to see that the organization of 

health systems based on primary health care (programme 4) had an important place in the 
proposed programme budget for 1984 -1985 and he fully supported the activities of the 

programme. In his country a three -tier health system had been created in urban and rural 

areas to cater for the health needs of the population. County hospitals and epidemic 
prevention and health stations had been set up in rural areas; maternal and child health 
centres were functioning in 2100 counties; and health centres were in existence in 54 000 

communes. About 84.7% of all health promotion brigades had their own health stations. The 
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three -tier health network was supported financially not only by the Government but also by 

community funds and by individuals. All county hospitals were owned by the State, while 

one -third of the commune health centres were run by the State and production brigades, the 

latter being financed on a communal or individual basis. 

In regard to health manpower (programme 5), primary emphasis was placed in his country 

on improving the skills of health workers throughout the system. A total of 1.63 million 

graduates from medical colleges and health schools were now at work, supported by 

1.35 million "barefoot" doctors who were selected from the community and given a short 

period of health training. The health service afforded medical coverage for almost the 

whole population, although there was still room for improvement in the quality of the 

service provided. Efforts were being currently concentrated on perfecting the three -tier 

health system, reorganizing the health management structure, strengthening manpower 

training, improving medical equipment and instruments and upgrading technical skills and 

disease prevention and treatment. 

Dr CABRAL (Mozambique) said that his delegation was in agreement with the components and 

the general lines of the health system infrastructure programme. In his country the health 

infrastructure was regarded as the basis for implementing the health for all strategy and 

the bulk of the available resources were devoted to that programme. In regard to health 

situation and trend assessment (programme 3.1), the proposed approach seemed correct. During 
1982 -1983 WHO had cooperated with Mozambique in setting up a national health information 

system to evaluate the implementation of national health strategies. Since that was still 

the weak point in the health service, priority would be given to strengthening national 

capacity for health situation and trend assessment during 1984 -1985. Adequately trained 

manpower, as emphasized in the programme statement (paragraph 13), was indeed a key factor. 

Completing the common framework and format for monitoring progress in implementing the 

strategies for health for all had brought to light a number of weaknesses in the presentation 
of certain indicators. Therefore, in the coming years, in addition to building up the 

national information system, which included an important training component, studies would be 

undertaken to define certain of the elements necessary to the evaluation of the strategy. 

In regard to the managerial process for national health development (programme 3.2), he 

fully endorsed the priority to be given to the training of trainers and of senior public 

health officials in view of the "multiplier effect" of that policy (paragraph 4 of the 

programme statement). Strengthening the planning capacities of the ministries of health 
(paragraph 3) was an important aspect of the whole health system infrastructure programme. 
There was also still a need in his country to strengthen the offices of programme coordinators 
(paragraph 6). 

The regional centre for health development for Portugese - speaking countries of Africa 
would shortly be coming into operation and administer a necessary stimulus to the development 
of health systems research (programme 3.3). 

His delegation fully endorsed the view, expressed under programme 3.4 (Health legis- 

lation), that as Member States developed their national strategies for health for all, the 
need for legislative support for their implementation would emerge (paragraph 8). In his 

own country the series of legislative measures, which had been passed over the years, had 
proved indispensable in the implementation of the health strategy. 

The approach proposed in programme 4 (Organization of health systems based on primary 
health care) also met with his approval. The setting up with WHO assistance of primary 
health care units in Mozambique had continued, the number of health posts rising from 455 in 

1976 to 1014 in 1982. The number of health centres had increased from 253 in 1977 to 291 in 

1982. A great effort had also been made to ensure primary health care coverage with a fair 
share of trained personnel serving in rural areas and, in consequence, the proportion of 
doctors and other professionals allocated to rural primary health care units had increased 
from 11% in 1979 to 16% in 1981. Planning figures for the 1984 -1985 biennium provided for a 

further increase in a number of health posts to 1374 and of health centres to 312, again 
mainly in rural areas. Over and above the favourable distribution of professional human 
resources, 60% of WHO budgetary resources for Mozambique would be allocated to that programme. 

His delegation was in full agreement also with the emphasis placed on the first referral 
level in ensuring effective support for primary health care (paragraph 16 on page 97). 

Where the development of primary health care at the community level was concerned, 

paragraph 20 of the programme statement rightly stressed the importance of intersectoral 

collaboration for national health development. Intersectoral collaboration was essential tithe 
success of primary health care and fully in accord with the concept adopted at Alma -Ata. 
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His delegation also shared the view that "community development" committees represented a 
more appropriate means of promoting intersectoral collaboration than would "village health" 
committees. 

His delegation considered that, under programme 4, great importance should also be 
attached to the restructuring and strengthening of ministries of health. In order to 
encourage, from the centre, the "horizontalization" and integration of the essential element$ 
of primary health care, Mozambique had recently created a national health directorate - 

combining the former national directorates of medical care and preventive medicine - within 
which a primary health care department had been established to coordinate all activities in 
that priority area. 

His delegation approved the concept behind the health manpower proposals (programme 5) 

and supported the broad lines of the policy on fellowships and of the role of nursing in the 
primary health care team, as described in the reports submitted to the Board by its Programme 
Committee.1 Within the framework of the strategy for health for all by the year 2000 
Mozambique had already established a health manpower development plan covering the period to 

1990. As the difficulties of implementing the strategy were confronted, the need for an 

in -depth study of the utilization of the resources available for health manpower development 
was increasingly felt. Provision of training for the quantity and quality of health personnel 
required to implement the programmes under the health - for -all strategy currently represented 
one of the main "bottle-necks" for his country. During the current biennium, Mozambique had 
re- allocated 50% of the funds initially programmed for external study fellowships to the 
strengthening of the country's own training institutions for primary health care workers. 
During the 1984 -1985 biennium, priority would continue to be given to training within the 

country, and 60% of the WHO resources available for health manpower training in his country 
would be devoted to that purpose. 

Bearing in mind the substantial investment involved in a study fellowship, his delegation 
considered that the creation of a selection committee for candidates would be a very useful 
step. A similar committee already existed in Mozambique in connection with postgraduate 
training; it was chaired by the Vice- Minister of Health and consisted of those responsible 
for health manpower training, including eminent personalities from the Faculty of Medicine. 
His delegation fully endorsed the views of the Executive Board as expressed in 
resolution EB71.R6. 

The training of trainers was also of great interest to his country and it was hoped, 
during the current year, to open a training centre for trainers which would be a direct 
dependency of the human resources directorate of the Ministry of Health. WHO's cooperation 

in providing human and material resources had been requested.. 

His delegation also considered that the evaluation of basic nursing training programmes 

should be part of the evaluation of progress in the development of health manpower within the 

context of the evaluation of the Global Strategy. The common frameworks and formats 

currently under preparation might be reformulated to cover such evaluation. 

Another of the problems encountered in implementing the national strategy was that of the 

orientation to be given to nurse training. Mozambique had, since 1982, been providing basic 
nursing and midwifery training in all provinces. Recently it had initiated a restructuring 

of health -related professions with a view to ending their current proliferation and establishing 
a single base, which would consist of basic nursing personnel. At the end of their training 

period, the chief and priority task of such personnel would be to respond to the primary health 

care needs of the population. 

Mr MAN' (India) welcomed the integration of the traditional health statistics and 

epidemiological surveillance programmes into the new health situation and trend assessment 

programme. The emphasis laid on the simplification of forms and reporting procedures, so 

that they could be applied by non -medical personnel was also a step in the right direction. 

In that connection the developing countries would be called upon, during the 1984 -1985 

biennium, to use microcomputer systems to an increasing extent in the handling of health 

information and the feedback of such information, after analysis, for action. In the opinion 

of his delegation the developing countries had not made full use of technological advances in 

the microcomputer field. The problem lay in achieving the symbiotic development of hardware 

and software appropriate to the demands of the developing countries. In that connection, 

there should be a capability in regional offices to advise national governments in the choice 

of systems which could be applied in the field of health information and reporting. 

See documents ЕВ71/1983/RЕС/1, p. 36, and ЕВ71/5 and Add.1, respectively. 
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In regard to programme 4 (Organization of health systems based on primary health care), 

the emphasis placed on the first referral level was timely; it was a measure of India's 

commitment to the goal of health for all that it had devoted very substantial resources to 

that level of the infrastructure. Greater emphasis should however be laid on strengthening 

the referral element in the relationship between the primary and the first referral level. 

Unless the strengthening of the first referral level was accompanied by the substantive deve- 

lopment of referral systems, the process would not be complete and the utilization of resources 

would not be optimal. 

The recommendations on fellowships contained in the Director -General's report to the 

Board constituted an excellent framework for discussion. The emphasis given to study within 

the country was a step in the right direction, but a complete swing in the allocation of 

resources to study in the home country only should be avoided. His own country's experience 

had been that much was to be learned from other countries in the same region. As a first 

step in the change, greater emphasis should be placed on intercountry relationships and less 

on extraregional development; study in the home country should be developed in relation to 

both. The Executive Board's resolution EB71.R6 was very important and should be discussed 

as a specific item rather than under the proposed programme budget for 1984 -1985. 

Miss WILL (New Zealand), speaking on paragraphs 30 and 31 of the Board's report, relating 

to programme 5 (Health manpower),recalled that, at the Thirty -fifth World Health Assembly, 
her delegation had emphasized the importance of rallying all available personnel in the 
primary health care area and had placed particular emphasis on the role of nursing midwifery 

personnel. In recognition of the contribution of that group, her delegation would be intro- 
ducing a draft resolution on the subject.1 

Dr MAFIAMBA (United Republic of Cameroon), referring to paragraph 18 of the programme 

statement on health situation and trend assessment (programme 3.1), expressed his pleasure 

in the high calibre of the Bulletin, the Chronicle and World Health Forum, which did not 

overlap aid were an important means of updating information available to policy -makers in 

national health administrations. It was desirable, however, that the length of the items 

in the Forum should be reduced as had been done with advantage in the case of the Bulletin. 

His delegation concurred with the main conclusions of the Executive Board discussions 

and its resolutions in such fields as the Special Programme for Research and Training in 

Tropical Diseases and tuberculosis control. But in the case of policy on fellowships, it 

could not quite say the same. While still in broad agreement with the consensus reached, 

he wished to invite the Committee's attention to a point relating to the selection mechanisms 

advocated in paragraph 3(4) of resolution ЕB71.R6, In some countries, including his awn, 

there were statutory mechanisms for the selection of holders of awards of all types. 

Currently WHO not only transmitted information on fellowships but also laid down a profile 

of suitable holders, as well as carrying out its own independent selection of candidatures 

presented by Member States. If the resolution in urging Member States "to consult with WHO 

in the process of selection ", meant that representatives of WHO were to sit on national 

selection panels, he foresaw difficulties in so far as that might represent an encroachment 

on sovereignty. 

Dr MGENI (United Republic of Tanzania) welcomed the support that the programme budget 
proposals would provide for global health development. 

Expressing his agreement with the delegate of Chile on programme 3, he added, with 

reference to health situation and trend assessment (progranmme 3.1), a special commendation 
of the emphasis placed on disease surveillance and control. In tropical countries disease 
surveillance and control were of overriding importance. Unexpected epidemics of diseases, 
such as diarrhoeal diseases, continued to be a cause of concern, not only in themselves, but 
because they often destabilized plans of action in other programmes by their impact on the 

meagre human and financial resources at different levels. It was therefore important that, 
at all levels in the health care system, disease surveillance and control should be 
adequately strengthened, with due attention to manpower training programmes and manpower 
planning. The support given by WHO and other international governmental and nongovernmental 
organizations in those respects was very welcome. 

1 For consideration of the draft resolution, see p. 60. 
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His delegation appreciated the importance of health systems research (programme 3.3), 
including particularly operational research, in connection with the monitoring of progress 
and the direction of the health system along the lines of primary health care towards the 
ultimate goal of health for all by the year 2000. In this context he welcomed the emphasis 
placed on continuing education under health manpower (programme 5), for which purpose a 
centre, which deserved support, had recently been established in his country for educational 
development in health to provide courses for all types of health workers at the different 
levels. 

His delegation would endorse all efforts to strengthen such aspects of the programme. 

The meeting rose at 12h30. 
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Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 

W1А33.24, paragraph 3, and WHA35.25, paragraph 5(3) ; Documents РВ/84 -85, ЕВ71/1983/REС/1, 
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Health system infrastructure (Appropriation Section 2; Documents РВ/84 -85, pages 

78 -118, and ЕВ71 /83 /REС /1, Part I, Annex 2, and Part II, paragraphs 27 -33) (continued) 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) said that her 

delegation commended the wide ranging and ambitious health manpower programme proposed 
(programme 5). She endorsed the programme's objectives, and expressed the hope that they 
could be achieved within the stated time- scale. 

In regard to programme 3.1, her delegation welcomed the structural merger within the 

Secretariat of health statistics and epidemiological surveillance, which offered a 
satisfactory example of streamlining and held out the promise of containing costs and 
affording scope for increased activity. 

The emphasis laid in the programme on the production of management information was 
heartening. That subject was of particular interest to her own country, which was 
currently investing considerable time and resources in such work. A national steering 
group, comprising representatives of all disciplines, had been established to examine 
current information systems within the United Kingdom National Health Service with a view 
to devising a basic data set of statistical information which could be collected 
economically, quickly and accurately. Information of that type was not only essential 
for efficient management at the local level, but should, when corporately assessed, 
facilitate strategic planning at regional and national levels and enable prompt monitoring 
both of service delivery and of the cost - effective use of resources. To date, a report 
on hospital clinical activity had been published, and further reports on community health 
services, paramedical services, transport services, manpower and finance were expected 
that year. The United Kingdom would be pleased to share that information with WHO and it 

was hoped that the information on that very important topic could be widely disseminated. 
On the subject of manpower, her delegation considered it essential that all personnel 

delivering health care should be appropriately trained for their specific tasks, and that 
they should be efficiently managed if their skills were to be deployed with maximum cost - 
effectiveness. She believed that such effective management could best be achieved by 
devolving management responsibility and budgetary control to those in closest proximity 
to the delivery of health care. That would require managers to be appropriately trained 
so that the lines of accountability could be clearly defined and so as to avoid a 

centralized bureaucracy. 
With regard to the review by the Executive Board of a report on the use of fellowships 

in health manpower development) which embodied a number of recommendations, her delegation 
wished to support the endorsement given by the Board, in paragraph 32 of its report, to those 
recommendations. 

1 Document ЕВ71 /1983/RЕС/1, p. 36. 
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From paragraph 31 of the Board's report, her delegation had been pleased to note that 
the Board had reviewed the role of nursing in the primary health care team, and that the 
reorientation of nursing and midwifery curricula would be monitored through the use of the 
common frameworks and formats developed for monitoring and evaluating the implementation of 
national strategies towards health for all by the year 2000. Furthermore, the Board had 
considered that certain modifications would have to be introduced so as to ensure greater 
relevance of the information collected. Her delegation had some reservations in that 
respect. As a member of the team which had been responsible in her own country for 

producing data, she was aware that it did not always provide the information that would be 
of most assistance. The reorientation of nursing curricula did not reflect any assessment 
of manpower and its deployment, but was purely an evaluation of its training. The 

Director -General's proposal to carry out a manpower study within a small number of countries 

was welcomed. It did, however, give rise to a number of questions, such as how many 
countries would be selected for such a study; how would a common framework be determined; 
and what was the proposed time- scale? If WHO were to have the information in time to use 

it in monitoring progress towards achieving its goal of health for all by the year 2000, 

perhaps an alternative approach should be considered. She suggested that the expert 

committee considered desirable by the Executive Board should be established as soon as 
possible and that a report should be submitted before the following programme budget came 
to be considered by the Thirty- eighth World Health Assembly. 

Dr KEAN (Australia) commended the Executive Board's attempt to view fellowships in a 

wider perspective, taking into account alternative forms of training. There were, however, 
certain areas of concern. 

The Director- General's report and the report of the Executive Board's Programme 
Committee both stressed the need for continuous evaluation of fellowships involving WHO aid 
the recipient countries. The report of the Executive Board's Programme Committee rightly 
suggested that evaluation should cut across the more superficial criteria - for example, the 
numbers of fellows returning to their home country - and should deal with the impact on 

various aspects of national health development. However, the report also stated that such 
evaluation could be satisfactory only after national health manpower strategies had been 
planned and implemented. Consequently, there seemed to be little point in attempting an 

evaluation in respect of many Member States. Moreover, while the Director -General's report 
acknowledged the need to strengthen and streamline evaluation procedures, there was no 

suggestion as to how that might be done in practical terms. His delegation therefore wished 
to have some supplementary information on those points. 

Resolution EB71.R6 implied that WHO should respond favourably to requests for fellowships 
only when it was clear that a fellowship was the most appropriate means of obtaining training. 
His delegation agreed with the delegate of Mozambique: provision should be made for a 

consultative or advisory mechanism between WHO and Member States needing assistance in 
examining possible alternatives to fellowships. It was most important that the regional. 
offices should play an active role when applications for fellowships were received rather 
than simply complying with the wishes of Member States. 

The Director -General's report indicated that study tours could prove successful for 

carefully selected staff provided the tours were well planned and associated with well -defined 
learning objectives and future work objectives. His country's experience with WHO- sponsored 
study tours continued to throw serious doubt on that statement in respect of all the criteria 
listed. Furthermore, the administrative difficulties involved in providing the host country 
with relevant information concerning fellows and their objectives had proved almost 
insurmountable in some cases. Study tours were still going ahead with inadequate briefing of 

both visitor and host institution and were therefore failing to secure the full potential 
benefit to either party. 

During the past 12 months the Australian Department of Health had raised with the 
Regional Office for the Western Pacific various problems relating to the administration of 
the fellowships programme. His Government therefore fully supported the initiative taken by 
the Regional Office for the Western Pacific in convening a meeting of fellowships officers 
from all the regional offices to discuss problems and to consider ways of improving the lines 
of communication. That meeting would be followed, in October 1983, by a meeting of national 
fellowships officers from all countries in the Western Pacific Region convened for the purpose 
of working out a more satisfactory administrative system. 

His Government was very much in favour of the fellowships system but encountered 
difficulties with it from time to time. Apart from the few reservations expressed, his 
delegation endorsed resolution EB71.R6. 
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Dr TOURÉ (Senegal) said that the organization of health systems based on primary health 

care (programme 4) should not be conceived independently of health system development in 

general (programme 3), since primary health care was an integral part of the national health 

system, which itself was an integral component of overall development. However, although 

that approach was desired by all governments and was reflected in almost all documents dealing 

with national health systems, it was not always evident in actual practice. People sometimes 

had the impression that primary health care services developed independently, and universities 

concerned themselves with them only marginally or not at all. 

The establishment of a health system based on primary health care entailed a number of 

requirements. Firstly, standardized operational health infrastructures acceptable to, and 

accepted by, the population at all levels of the system were needed to ensure an efficient 

combination of complementary skills, Secondly, appropriate manpower had to be trained, from 

the community health worker to the specialist physician, with emphasis on the concept of the 

health team and the role of the university. Thirdly, there had to be appropriate health 

legislation in the field of primary health care, particularly with regard to community health 

workers, as well as international legislation in respect of certain diseases. The African 

Region was interested in such legislation, which also involved traditional medicine. The 

subject of health legislation and primary health care had already been introduced for 

discussion in one of the subregional working groups on technical cooperation among developing 
countries. Fourthly, there had to be adequate health information and education, which was to 

be the subject of the forthcoming Technical Discussions. 
Finally, his delegation would support the main lines of the proposed programme budget for 

1984 -1985, emphasizing decentralization, national self -reliance and dynamic international 
cooperation respecting the health policy options of Member States. 

Miss DEBEY (France) welcomed the emphasis on the need for mechanisms for collecting and 
analysing the information- necessary for drawing up plans of action and, particularly, for the 
constant monitoring and adaptation of programmes. Health personnel at all levels should 
continue to give priority to research on management systems and evaluation mechanisms. The 
linking of the management, manpower and training aspects of health service development was 
very appropriate. France had already demonstrated its interest in such an approach through 
the creation of the International Centre for Social Development and Community Health which 
would coordinate operational research, training and the capitalization of experience gained in 
the field, in close association with the National School of Public Health at Rennes. 

France fully supported the fellowships policy, and would collaborate in WHO's training 
activities - in particular in the organization of a course on tuberculosis epidemiology 
(collaborating with the International Union against Tuberculosis and WHO), and a course on 
malaria, within the framework of the programme for malaria control as part of primary health 
care. 

Dr вULLA (Romania), referring to programme 3.1 (Health situation and trend assessment), 
said it was well known that available information was rather poor and, more often than not, of 
little relevance and credibility; it also tended to overlook important problems. His dele- 
gation accordingly appreciated the inclusion in the programme (paragraph 10) of a new version 
of the International Classification of Diseases, based on simple criteria and a common "core ". 
It would thus be possible for countries to develop national classifications consistent with 
the overall classification system. It would of course be necessary to accelerate the 
development and training of the required manpower. 

Special emphasis should be placed on the vital importance of surveillance. In that 
connection the poor financial backing was disappointing, and contrasted starkly with the 
estimated obligations for other programmes, for instance health systems research which did have 
the funds it deserved and where funds under "Other sources" showed a promising rise. 

Appropriate and timely health legislation could undoubtedly provide considerable support 
for national strategies for health for all. He noted, however, that paragraph 10 under 
programme 3.4 defined "promoting healthy life -styles" through health legislation as a priority 
area; the concept that legislation could determine new behavioural patterns appeared to be 
somewhat optimistic - except in such fields as restrictions on the use of alcohol and tobacco, 
but such aspects were clearly only parts of a new life -style. His delegation considered that 
paragraph 7 of the programme statement should have mentioned the overwhelming importance of 
health legislation as a mandatory frame for the protection of the environment and a permanent 
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tool for fighting air, water, soil, and food pollution in an age of rapid urbanization and 
industrialization, particularly in developing countries. 

Dr SULAIMAN (Nigeria) said that his delegation fully supported the proposed programme 
budget covering health system infrastructure - the essential basis for the successful imple- 
mentation of the Strategy for Health for All. The objectives, targets and principles outlined 
were acceptable, and the programme had been given reasonable priority in the financial 
allocations. His country had had first -hand experience of the constraints to be overcome in 
implementing plans of action and it was his view that flexibility was the best policy, as 
health development could not outpace political, social and economic development. 

On the issue of health system development (programme 3), Nigeria had drafted a national 
health policy based on primary health care. Wide consultations at three levels of government 
would be required, as his country's political system was federal; much time was therefore 
necessary for consultation. Health system development must take full account of a country's 
constitutional as well as social and economic structure; most other constraints stemmed from 
lack of appreciation of that point. 

Health situation and trend assessment (programme 3.1) depended on available health 
information, which in the main was based on the routine reporting in the health services. 
Although relevant to tactical and operational planning, such information was not adequate for 
health situation and trend assessment. Nigeria's experience had been that there were many 
gaps to be bridged, especially in obtaining basic and baseline information. The plan of 
action must therefore give priority to surveys - to fill the information gaps. Two further 
important areas of activity were research on coordination methodology for activities at 

different government levels, and the training of the required manpower, including the 

development of appropriate training institutions. On the issue of manpower training, it had 
been a little difficult to change from a medical record approach to health information and 
statistics. Guidelines were needed in that respect. 

The development of an integrated managerial process for national health development 
(programme 3.2) was a critical element in Nigeria's strategy for health for all; it had 
become clear that no meaningful progress could be made without a substantial effort in that 
area. What was needed most was a health information system and research on the nature of 
constraints on health development and means of overcoming them. 

Progress in health systems research (programme 3.3) had been hampered by the glamour 
attached to health sciences research. A sophisticated and expensive approach was not relevant 
to health systems research, which formed part of routine health activities; emphasis should be 
placed on research methodology at all levels. 

Regarding health legislation (programme 3.4), most Member States were behindhand in 
enacting appropriate legislation for many health endeavours necessary for implementing the 
strategy for health for all. Many innovative measures of benefit to health providers and 
consumers could only find acceptance with full legal backing. Exchange of information and 

joint action by Member States in that field were urgently required. 
In Nigeria the organization of the health system based on primary health care 

(programme 4) was the foundation of the strategy for health for all. The key factor was 
community involvement and participation, which afforded the best buffer against political 
changes and constraints and entailed an acceptance of responsibility for the health system. 

Primary health care should be a way of life, not a separate service. 

Where health manpower (programme 5) was concerned, its development had to be brought into 

line with the strategy and, in Nigeria, manpower policy - as an integral part of national 

health policy - was rightly fast becoming community- focused. One field in which many Member 

States could benefit from cooperation was the development of teaching and learning materials 

and effective methods of using them. A multidisciplinary and intersectoral approach to 

manpower development was gradually evolving in Nigeria, where it was believed that some of the 

irrelevancy of current training methodology could only be eliminated by a complete review of 

existing curricula and the introduction of new learning materials and field practice (in 

medical education the emphasis was now on community -based training, and the nursing curriculum 

included nursing, midwifery and community health practice). WHO assistance would be required 

to accelerate the completion of the review. The integration of traditional birth attendants 
in the other aspects of traditional care had not proved to be very successful. Although the 

integration of traditional practitioners into the health system had been favoured in some 

countries, it was not always possible to establish a scientific basis for their work, as had 

been done in China, and without that no proper integration was possible. WHO cooperation 
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would also be required in establishing such a basis for traditional care as part of health for 

all. Attention should be given to the development of satisfactory working and living 

conditions for all health workers, so as to increase their motivation and productivity. 
In regard to public information and education for health (programme 6), emphasis should 

be placed on community participation and appreciation of the cultural and social values of the 

community. His delegation welcomed the efforts of WHO in this field, which appeared to have 
lagged behind. 

The meeting rose at 12h35. 
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Dr AL -HAMLI (Yemen) stressed the importance of technical personnel for the implementation 
of primary health care programmes. In the Third World vertical development was necessary, 
but unfortunately large sections of the population were not covered by health services. It 

was therefore essential to extend coverage beyond the cities and towns. His country needed 
more time to provide such services; it also needed to train more technical personnel and to 

ascertain which regions were affected by particular diseases. Unfortunately it was usually 
necessary to have a sound knowledge of English in order to make good use of a WHO fellowship - 

a requirement that limited the number of potential beneficiaries. Consideration should 
therefore be given to the possibility of increasing the duration of fellowships for those 

fellows who needed to improve their English. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation considered that 
the global and interregional activities planned for the period 1984 -1985 under programme 3.1 
(Health situation and trend assessment) were worthy of support. Regarding health systems 
research (programme 3.3), the programme statement rightly stressed the importance of research 
for health systems based on primary health care, as well as that of research and that of 

training (indeed, section (c) under paragraph 3 referred to the strengthening of national 

capabilities as the most important component of the programme). The reduction in the budget 
allocation for global and interregional activities (shown on page 91) therefore gave rise to 

concern. 
In programme 4 (Organization of health systems based on primary health care) the words 

"health systems" in the title were too broad to provide an accurate description of the 

programme content and ought to be replaced by the words "health services systems ". The 

statements in paragraph 3 of the plan of action for that programme did not in fact apply to all 

health systems. In the socialist countries the entire population, regardless of where it 

lived, was provided with generally accessible primary health care and qualified specialist 
services. In particular, in his own country the rural populations of all administrative 

regions were able to obtain qualified medical care. Similar considerations applied to 

paragraph 4; such statements were in no way true of countries possessing or building socialist 

health systems, and the paragraph therefore needed to be fundamentally altered. The key 

factors for a health system infrastructure listed in paragraph 7 ought to contain a 

reference to the principles set forth in resolution WHA23.61. The information given in 
paragraph 8 regarding the proposed operational mechanisms unfortunately contained no reference 

to the possibilities afforded by WHO's collaborating centres on primary health care or to the 

need to utilize the experience of the experts working in them. In paragraph 10 the breakdown 
of programme activities into "reorganization and development of health systems with emphasis 
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on primary health care" and "development of primary health care at the community level" was 

artificial, since the latter was a constituent part of the former. Major attention could 

probably be focused on the development of networks of primary health care institutions in 

accordance with the capacity of each country, but the implementation of the eight elements 

of primary health care envisaged in the concluding documents of the Alma -Ata Conference could 

be taken as a minimum goal. It was also necessary to strengthen the network of 

second -echelon consultative and diagnostic institutions and to improve the machinery 

regulating their mutual relations. United Nations General Assembly resolution 34/58 had 

opened up extensive possibilities for multisectoral collaboration, which - as rightly stated 

in paragraph 29 of the Executive Board's report - was vital to the success of primary health 

care; unfortunately, as the Board pointed out in paragraph 26 of its report, there had been 

inadequate progress in implementing the resolution. 

Regarding programme 5 (Health manpower), the medium -term programme for 1984 -1989 

retained and developed the most valuable aspects of the previous medium -term programme, 
including the strengthening of multisectoral collaboration, particularly in the training and 
educational systems, the improvement of training evaluation methods, and the utilization of 
health manpower in general, and of WHO fellowships. In paragraph 14 of the plan of action 

it was stated that WHO would cooperate with UNESCO in the promotion, development and 

implementation of appropriate mechanisms and conventions at subregional, regional and 

interregional levels for the mutual recognition of professional qualifications. However, 
the Soviet delegation at the Organization's meetings had repeatedly stressed that the 
conclusion of conventions on the mutual recognition of diplomas was not a sufficiently 
effective approach. It was necessary to make a scientific comparison of teaching programmes 
and to establish, on that basis, the equivalence of qualifications granted to doctors and 
other health personnel by different educational institutions in different countries. Such an 
approach would enable every country to ascertain what kind of qualifications its students 
could obtain abroad and create a reliable scientific basis for the subsequent settlement of 
the legal problems involved in the mutual recognition of diplomas. That approach had in 
fact been recommended in resolution WHA20.46 adopted on his country's initiative. 

The programme activities for 1984 -1985 outlined on pages 107 -111 of the programme budget 
document were basically in line with the medium -term programme. However, they were not always 
specific enough and unfortunately did not provide for quantitative indicators for programme 
monitoring. It would be desirable to have more information on the content of project HID 006 
(page 113), which was being implemented in the current biennium and was due to be continued in 
1984 -1985; the entry "Research, development and training in health manpower development" 
was too broad and failed to provide a basis for ascertaining the nature of the activities 
planned. The substantial increase in UNFPA funds allocated to activities relating to 
involvement and training of traditional birth attendants, family health care and the role of 
women as providers of health care was to be welcomed. Appropriate manpower training 
constituted an important problem in all countries. It could never be solved once and for all, 
and required a constant inflow of new ideas and the renewal and improvement of methods and 
programmes in the light of new discoveries and new problems. 

It had to be recognized that the trend towards the attainment of the goals of the 
Declaration of Alma -Ata, in which manpower development occupied an important place, was 
clearly apparent in the proposed programme budget, in the recommendations formulated by the 
Executive Board on the role of nursing in the primary health care team, and in resolution 
EB71.R6 on policy on fellowships. Nevertheless, the emphasis placed on problems of primary 
health care should not be allowed to obscure problems such as the improvement of medical 
education, the continuous familiarization of medical personnel with the latest scientific 
discoveries, the development of flexible training schemes for particular categories of health 
workers, and other issues. Multisectoral collaboration was bound to play an important role 
in the Organization's health manpower programme, the long -standing and fruitful collaboration 
between WHO and UNICEF providing a good example of such collaboration. His delegation 
supported the draft resolution on the role of nursing midwifery personnel in the implementation 
of the Strategy for Health for All. 

His delegation also supported the goals and specific activities of programme 6 (Public 
information and education for health), although research in the field of health education 
should be broadened with a view to elaborating new methods. 

Dr HUYOFF (German Democratic Republic) said that the importance of having a functioning 
network of health institutions could not be overestimated. Experience gained in his country 
over the past three decades confirmed that the development and organization of a health 
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system infrastructure was central to all national strategies for health for all, as the 
Director - General had stated in paragraph 31 of his Introduction to the programme budget. 

Apart from the fact that it accounted for almost one -third of the total budget, health 
system infrastructure deserved special attention for a number of other reasons. For instance, 
it provided a framework for present and future achievements, while for many countries it 
represented the first but decisive step in the approach to health for all. Of course, the 
new health policy required various kinds of restructuring which entailed more analytical and 
evaluative work. The development of health systems based on primary health care needed inputs 
from a number of different fields, thus posing a challenge to the capacity of the multi - 
sectoral approach to come up with active solutions in a propitious climate. More intensive 
cooperation was required for the establishment and maintenance of an integrated and comprehensive 
health system. The appropriate use of the available expertise, supported by applied research, 
was a powerful tool for that purpose. A more rational application of research in the various 
regions would provide an opportunity to make desirable savings in expenditure, particularly 
with regard to programme 3.2 (Managerial process for national health development), programme 4 
(Organization of health systems based on primary health care), and programme 5 (Health manpower). 
Programme 3.3 (Health systems research), on the other hand, required additional funding. 

It had been agreed that countries themselves should formulate and implement their own 
strategies and that the role of WHO should be that of a scientific centre and coordinator. His 
country was accordingly prepared to increase its participation in regional and interregional 
activities, and had already submitted to headquarters proposals relating to collaboration 
concerning manpower training, health services research, health planning and management, and 
health information and health education. 

Ha wished also to stress the vital need for some sort of continuing ( "lifelong ") system of 
education for physicians and other health personnel; such a system would only be possible on 
a national basis, the nucleus being incorporated in the health infrastructure. WHO had 
recently made some very valuable analyses of the brain drain concerning health personnel. In 
view of its serious adverse effects, especially on developing countries, further information on 
the present situation and what WHO was doing to counteract the problem would be very useful. 
The Board's resolution EB71.R6, on the policy on fellowships was welcome, but it did not fully 
cover that aspect. 

Having been in favour of the merging of health information and health education, his dele- 
gation warmly welcomed programme 6 (Public information and education for health) but would have 
liked to see included in the objectives a reference to the need for the existence or creation 
of the material and social conditions that were essential for health -promoting behaviour 
(individual or collective). Moreover, in paragraph 5 of the programme statement he would pro- 
pose the addition of a sixth level - the social environment in which people worked (or, if the 
"community level" was intended to cover that aspect, it should be more explicitly stated). 

In general terms, his delegation was in full agreement with the proposals in the proposed 
programme budget, which had been prepared in an extremely professional manner. 

Mr ZANDVLIET (Netherlands) said that his delegation was in general agreement with the 

proposals regarding appropriation section 2 (Health system infrastructure). 
The programme statement relating to health situation and trend assessment (programme 3.1) 

appeared to be more concerned with technical and statistical analyses of health problems in 

the past, rather than anticipating and identifying probable future fundamental changes in the 

field of health, diseases, and medical care. It might also have been useful to include 
social, economic and technological forecasting. There appeared to have been a slight shift 
of emphasis toward the European as against the African and Western Pacific Regions in regard 
to the allocation of financial resources - a trend with which he did not wholly agree. 

The proposals relating to the managerial process for national health development 
(programme 3.2) were appropriate for most countries,butwith regard to training in health manage- 
ment it seemed that greater emphasis might have been placed on management itself rather than 
on health. It was important to aim at achieving a higher quality of management at the lower 
governmental level within countries. In the field of health legislation (programme 3.4), two 

points merited particular emphasis - namely, the minimum qualifications of primary health care 
workers, and the importance of coercive legislation on environmental pollution and of health hazard 
lists. Regarding the organization of health systems based on primary health care (programme 4), 
it was necessary to encourage the participation of national bodies such as national institutes 
of management. Concerning health manpower (programme 5), he suggested that the heading of 

paragraph 32 of the programme statement ( "Health manpower planning and information systems ") 

should read "Health manpower planning and management information systems ". 
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Dr CORNAZ (Switzerland) said that the four programmes under the heading of health system 

infrastructure were interdependent and could best be considered together. She had been 

pleased to see the importance attached to the programmes on health situation and trend assess- 

ment and the managerial process for national health development. Those two activities were 

essential for the proper functioning of any health system, especially where resources were 

limited. There was, however, one aspect of management which did not appear to have received 

sufficient emphasis, even though it was fundamental for the proper functioning of health 

systems based on primary health care, namely the provision of follow -up and support to enable 

health workers, and especially rural health workers and dispensary staff, to perform their 

functions efficiently. It was not enough to compile detailed statistics on their activities; 

one had to understand the difficulties they were facing and help them to overcome those diffi- 

culties. That was particularly important in isolated health posts where the worker was alone 

and had no-one to turn to for advice or information. Experience had shown that, without 

supportive surveillance, sooner or later the efficiency of health workers in villages fell off 

and they often became virtually useless. Supported by competent and conscientious supervisors, 

on the other hand, they could often achieve quite remarkable results. Follow -up was therefore 

important and it was equally important to know what indicators to select at the primary level 

and how to collect the necessary information, always bearing in mind the value of innovative 

methods. Personnel had to be trained to provide follow -up at different levels but mainly at 

the first referral level. 

WHO had an important part to play in helping countries to recognize the different types 

of follow -up required, to implement effective follow -up systems and to integrate the follow -up 

function in the training of health personnel. It was also essential that primary health care 

workers should understand the nature of, and reason for the indicators which they were required 

to record and to observe. If in addition the nature of the indicators was brought home to 

the people themselves, they could contribute to the protection of their health by taking action 

on their own initiative. Hence the importance of public information and education for health. 

Paragraph 19 of the programme statement for programme 4 (Organization of health systems based 

on primary health care) contained a rather disconcerting sentence to the effect that the prime 

responsibility for an individual's health rested with him or her and no-one else. That state- 

ment was true in one sense but false in another, since each individual was also responsible for 

the health of those around him and the accent had been rightly placed on community health in 

the health - for -all strategy. 
In regard to the training of health workers, she endorsed what had been said by other 

delegations about the importance of retraining, on- the -job training and continuing education, 
especially of primary health care workers, who might be insufficiently trained to deal with 
all the problems they had to face. The retraining of primary health care workers was too 

often neglected and WHO could assist countries in carrying it out. The conclusions of the 

Executive Board on fellowships had the support of her delegation; carefully selected, competent 
individuals with the relevant experience could certainly benefit from fellowships. What was 
at issue was not merely the immediate question of fellowships abroad, in Europe or North 
America, or fellowships in the country itself but also the benefits to be gained from an 
exchange of information between countries in the same region. Assistance from WHO or bilateral 
sources could certainly be of value in that connection. 

There was another subject that overlapped with health manpower training, namely public 
information. It was essential for medical personnel to be more familiar with the different 
aspects of primary health care, in particular the methods and techniques used. That applied 
not only to health workers at the primary level, but also to the higher professional grades 
who were by no means always adequately acquainted with all the aspects of primary health care. 
A good example of that was the oral rehydration of children suffering from diarrhoea, a tech- 
nique with which a number of doctors might not be sufficiently familiar. Information on the 
needs and potential of primary health care services should also be made available at the 
national and regional decision -making levels, so that the decisions taken should reflect those 
needs and contribute to the promotion of primary health care services. 

Dr MUREMYANGANGO (Rwanda) said that primary health care in Africa and in the Third World 
was hampered by a shortage of money, staff, equipment and medicines. His delegation congra- 
tulated WHO on its efforts and achievements in strengthening primary health care so as to 

ensure that the best possible use was made of qualified personnel, but there was still a need 
for regional cooperation and for the establishment of local research institutes. In regard 
to health manpower (programme 5), he was in full agreement with the proposals in paragraphs 9, 

10, 15 and 16 of the programme statement, namely the establishment and implementation of 
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national health manpower plans as part of the managerial process for national health develop- 
ment, the development of community and national information systems for monitoring and 
evaluation of policies and plans for training and management of health manpower, the develop- 
ment of systems of continuing education to maintain or upgrade professional competence and 
performance, and the strengthening of national capabilities for health systems research. 
Unfortunately, progress on the road to regional self - sufficiency was being seriously impeded 
by the world economic crisis, which restricted the availability of fellowships and of 
programme support, which would help to avoid the need for bringing in foreign personnel. 

Professor OZTÜRК (Turkey) said that the proposed programme budget for the financial period 
1984 -1985 was indeed a well organized and systematic document of great significance and his 
delegation endorsed the principles and plans of action set out in it. There were two points 
which perhaps required additional attention. In the first place, the work done on the pre- 
parations for the tenth revision of the International Classification of Diseases was to be 
warmly commended (programme 3.1). The International Classification of Diseases was an 
essential tool in establishing and promoting exchange of information and research on various 
subjects and in the planning of health facilities. It was satisfactory to note that the 
multiaxial system of classification was to be given due consideration alongside simpler 
classification systems. He hoped that work in that field would be completed by the late 
1980x. The second point related to something which, in his view, merited a place in the 
programme policy, namely the relationship of WHO to the universities. His delegation had 
stressed at previous Health Assemblies the crucial need for establishing direct and effective 
means of interaction and links between WHO and the universities in order to ensure that WHO's 
innovative concepts and goals were incorporated in the educational and research activities at 
medical schools as well as in other disciplines at the universities. The issue had also 
been discussed at the Executive Board two years ago. Although he was aware that serious 
consideration had been given to the matter in WHO and that major research and training 
programmes were being undertaken in collaboration with the universities, he was concerned by 
the apparent lack of reference to the subject, let alone any budgetary provision for the 
establishment and promotion of more effective communication and interaction between WHO and 
the universities. 

Mrs BELLEH (Liberia), referring to programme 5 (Health manpower), said that the role of 

appropriate manpower in the achievement of the social target of health for all could not be 
overemphasized. Staff had to be available and be willing to go to the areas of need, and 
the country had to be able to afford them. It was necessary to review the tasks on which 
available health manpower had been and was being employed; the necessary modifications 
could then be made to training programmes so as to improve their contribution to primary 
health care and prevent an unnecessary proliferation of categories of health worker. Such 
a review of the training programmes of some existing health manpower training institutions 
had in fact been carried out in Liberia with a view to increasing the emphasis on primary 
health care. Experience in Liberia had shown that nursing and midwifery personnel had in 

the past contributed greatly to the delivery of health care to the underserved sectors of the 

population. That group should therefore be given the tools to continue doing well in the 

future what they had begun out of necessity in the past. The experience gained over the 
years by trial and error by nurses working in rural health posts, often as the only health 

workers available, should be exploited to develop effective primary health care programmes. 
Nurses and midwives should have a clearly defined role in the achievement of health for all 
by the year 2000 through primary health care. 

Dr OLGUÎN (Argentina) said that his delegation was in general agreement with the 

proposed programme budget for 1984 -1985. Its general objectives constituted a sound policy 

basis for the Seventh General Programme of Work and would assist countries in the organization 
and strengthening of their health infrastructures and in enhancing their capacity to 

incorporate, adapt and even create appropriate health technologies. 

The health infrastructure programme components were of fundamental importance. His 

delegation agreed that support must be given in such related areas as health situation and 
trend assessment (programme 3.1), the managerial process for national health development 

(programme 3.2), health systems research (programme 3.3), and health legislation 

(programme 3.4). National capability in health situation and trend assessment was funda- 

mental and, in that connection, an appropriate national and international information system 

was indispensable. His delegation was in full agreement with the programme activities 
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proposed for 1984 -1985 in the fields of strengthening the capability to evaluate, develop and 

improve health surveillance activities through primary health care and epidemiological and 

statistical support. 

Health systems research, as an integral part of the managerial process for health 

development, could make a significant contribution to the development, organization and 

functioning of health systems and should cover such aspects as organization, management, 

administration and social research. The provision and development of adequate support for 

such research in terms of manpower, infrastructure and methodology was of fundamental 

importance. The national planning of health manpower was also fundamental; as experience 

had shown in Argentina, intra- and intersectoral coordination, taking both quantitative and 

qualitative requirements, as well as social, economic and cultural factors into account, 

were necessary if such planning was to be feasible and programmes implemented. The proposed 

programme activities covered adequately the major aspects calling for priority attention. 

Dr SADRIZADEH (Islamic Republic of Iran) said that his country had given high priority 

to the establishment and development of a primary health care system. In recent years the 

Government, in accord with the Constitution, had made special efforts to bring about a more 

equitable distribution of health services and had laid special emphasis on providing health 
care to the rural and peripheral population. Community involvement manifested itself 
particularly at the district and provincial levels where health committees, which included 
representatives of popular organizations and labour unions, played an active role in health 
matters. Such committees were intersectoral in nature and dealt with such questions as the 

location of new health centres, the construction of water and sewage systems and, through the 
village authorities, the appointment of auxiliaries in health posts. 

Dr LIU Hailin (China) said that the development of health manpower and the training of 
all categories of health personnel constituted the basis for the realization of the goal of 
health for all by the year 2000. The development of health work was conditioned by the 
human, financial and material resources available, the most important being manpower as, 

without qualified personnel, it was impossible to speak of the promotion and development of 
health work. Emphasis had therefore wisely been placed on manpower in the 1984 -1985 
programme budget. 

The developing countries faced a common challenge in the form of a shortage of highly 
qualified health personnel, including doctors, medium -level health personnel, nurses and 
managerial staff; the development of manpower accordingly represented the key to WHO's support 

to developing countries in the promotion of their health work in a self -reliant manner. If 

possible, greater emphasis should be placed on the health manpower programme through an 

increase in appropriations so that the 1982 -1983 level could be maintained or slightly 

increased. For example, the allocation for 1983 -1984 accounted for only 11.8% of the total 

regular budget, representing a decrease of 0.83% from the 1982 -1983 level of 12.63%. 

The health manpower programme for 1984 -1985 set out in a comprehensive manner the 

activities to be carried out by WHO and Member countries. Speaking from the point of view of 
the developing countries, his delegation considered that the priority tasks should be as 

follows. WHO should help Member countries to increase their health manpower planning, 
management and training capabilities. Medical education should be subject to continuous 

reforms so that health personnel in all categories could adapt in order to meet actual needs 
in the prevention and treatment of disease; such reforms should strike a balance between 
current and long -term needs and should aim at raising the quality of such personnel. 
Experience had shown that attention should also be paid to improving the quality of training; 
refresher courses should therefore be developed with a view to increasing the theoretical 
knowledge and improving the practical techniques of health personnel in all categories, 
thus raising the quality of service in primary health care. His delegation was grateful both 
to headquarters and the Regional Office for the Western Pacific for their efforts in the field 
of fellowships and grants; WHO had achieved remarkable results in that field which had been 
of great value in the training of personnel from Member States. In order to make the programme 
still more effective, joint efforts were necessary in a number of areas. It was important 
that Member States should select top priority projects and the best candidates when accepting 
fellowships and grants, and the area of specialization chosen should be in keeping with the 
professional training of candidates. States should also ensure that appropriate facilities 
were made available to such personnel on their return to their home countries so that they 
could put to effective use what they had learned. Member countries receiving such students 
and researchers should integrate such work into the goal of health for all by the year 2000. 
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Finally, adequate information and reference material should be provided for such students 
and researchers. 

Professor NAJERA (Spain) said that his delegation approved the proposed programme budget 
and programme analysis. The greatest emphasis should be placed on the development of the 
health system infrastructure, which should consist essentially of the primary health care 
services together with statistical activities and epidemiological surveillance. In the field 
of health situation and trend assessment, in particular, his delegation believed that there 
should be greater coordination with the services responsible for the collection and processing 
of demographic data, including information ranging from basic data on births, deaths, and popu- 
lation censuses to the most sophisticated systems for the notification or reporting of disease. 
The closest possible collaboration between the health services and those responsible for 
demographic statistics was essential in assessing the health situation and consideration should 
be given to the possibility that the former might be given direct access to demographic data, 
where necessary. 

His delegation would also welcome closer integration of the activities covered by 
programmes 3.1 (Health situation and trend assessment), 3.2 (Managerial process for national 
health development) and 3.3 (Health systems research), something that would undoubtedly 
follow if it was borne in mind at all times that primary health care was the underlying 
unifying factor. Programme 4 (Organization of health systems based on primary health care) 

should therefore be the basic programme and determine the direction to be taken in all cases. 

It was particularly important that the indicators selected for monitoring and evaluating 
progress in the implementation of the strategy for health for all should not be regarded in the 

same way as, say, the reading on a thermometer. It had frequently happened in the past that 
excessive reliance had been placed on indicators, and particularly on those whose evolution 
over a long period of time was not known, with the result that over -optimistic assessments 
had often been made. It would be preferable to use a smaller number of indicators, including 
only those for which some historical perspective existed. Only an epidemiological standpoint 
could help to create a global appreciation of the problems aid thereby constitute the centre 
around which primary health care activities could be integrated. 

Mr WEITZEL (Federal Republic of Germany), speaking on programme б (Public information and 
education for health), welcomed the proposed merger of public information and health education. 
In the view of his delegation such integration was essential because education was unthinkable 
without the dissemination of information and knowledge while, on the other hand, the success 

of information dissemination processes was largely dependent on successful educational 
processes. That was particularly true of information bearing on long -term patterns of 

behaviour, as was the case in the field of health information aid health education. The 

integration of the two fields was all the more necessary when the targets to be achieved were 
based on a health concept which took due account of individual effort, as well as of the 

cultural, social, economic and ecological conditions influencing health. 

Referring to paragraphs б to 8 of the programme statement, he expressed his doubts whether 
the approaches and means mentioned were sufficiently practicable, clear and appropriate for 

reaching the goal of health for all by the year 2000. In practical terms it seemed impossible 

to separate from the very beginning health information from health education in respect of 
their target groups. What was required was a general framework for the different approaches, 

such as was provided for example by the European "Regional programme in health education and 

life -styles ". 

The need for cooperation between the different political fields must also be stressed and 

it seemed important to familiarize key individuals in those fields with the possibilities and 

limits of health information and health education within the framework of national health 

policy. Such an approach would also facilitate the necessary interplay between all five 

levels mentioned in paragraph 5 in a cooperative, integrated and coherent manner without 

giving priority to any single level; such interplay was indispensable in order to do justice 

to the complexity of health issues. 

In developing global programmes, WHO would have difficult problems of coordination to 

solve. In that connection and bearing in mind the differences between countries and cultures, 

his delegation wished to stress the aspect mentioned in paragraph 4 to the effect that 

"effective public information and education programmes must be tailored to local customs and 

socioeconomic conditions ". Much could be learned from a comparison of differences and it was 

in that field that WHO support would be required. The necessary systematic coordination could 

be secured by establishing networks which would make it possible to exchange, discuss and 
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evaluate information, concepts and experience with a view to more effective planning. In the 

European Region his country participated in a network on education for health within the 

family. Such an approach might be recommended to other regions. 

WHO might also assume a network function in connection with community -based activities 

and projects. Particular emphasis should be given to coordination projects relating to 

International Youth Year in 1985; with the collaboration of other organizations of the 

United Nations system, WHO could promote the theme of "youth and health" through international 

network projects. Such projects would add an important second dimension, namely, that of 

"education outside school" to the increased activities in the field of health education inside 

school which were planned, for example, in the European Region; it should not be overlooked 

that essential learning processes, which were important for the development of healthy life- 

styles, also took place outside school. It would also be a challenging task for WHO, and a 

good example of international division of labour, if at least some of the resources available 

for International Youth Year in those other organizations could be concentrated on network 

projects for youth and health under the auspices of WHO. 

In connection with programme 3.3, health systems research was becoming increasingly 

significant worldwide and was recognized in his country as making an essential contribution 

to the briefing of policy -makers on a sound scientific basis. The objectives mentioned under 

that programme, particularly the development of methodologies, the promotion of the 

application of research results to everyday work and the increase in financial and manpower 

resources figured prominently among the activities of his country in that area. The groups 

of activities mentioned in the plan of action set out in paragraph 3(a) to (c), were currently 

being implemented in his country through the programme on research and development for the 

benefit of health 1983 -1986, which his Government had adopted in February 1983; the following 

areas being given priority. 
The first related to health systems research. Of the eight programme components 

contained in that programme, three dealt exclusively with that research covering the 

effectiveness and efficiency of health institutions, the organization and functioning of the 

statutory health insurance system, and improved management within the health sector. The 

various institutions responsible for health care were working together in implementing the 

research programme thus ensuring to the extent possible that the research results were taken 

into account in the political decision -making process. 

Secondly, such cooperation, together with the cooperation of the ministries responsible 

for research and health care, ensured that both the formulation of the main areas of research 

promotion and the resulting use of funds tallied as far as possible with the problem areas 

relevant to health policy. 

Thirdly, it seemed to be much more difficult to assess how far the results of research 
were put into practice and, in that connection, it had to be remembered that scientific 

findings could only be put into practice on a long -term basis and in the light of other 

notably economic and financial conditions. Clarity in the formulation of results made for 

easier implementation. 
Fourthly, on a long -term basis such public research promotion, which however had to be 

regarded as subsidiary to research done at universities and by independent institutions, also 
improved conditions of work in the health sector. 

His country's programme explicitly mentioned the need for international cooperation, 
particularly in relation to health planning. That component of the Government plan aimed at 
developing further the planning of public health requirements, particularly on a regionalized 
basis, and promoting the study of long -term development trends in the field of public 
health, with particular attention to health reporting based on indicators. Those programme 
components represented one of his country's contributions to the attainment of WHO's goal of 
health for all by the year 2000. 

In its references under health systems research, to alternative organizational approaches, 
the improvement of methodology, the development of competent manpower and the strengthening of 
national institutions, WHO had concentrated on the main issues which were particularly 
promising at the international level. WHO's activities under that programme should as a 
matter of course be harmonized with the corresponding activities of other organizations such 
as the European Economic Community which, within its research programme, had also turned to 
health systems research and was planning its first activities in common. 

Dr BATCHVAROVA (Bulgaria) said that her delegation fully agreed that a key element in 
health infrastructure was the availability of trained manpower. Although fellowships 
accounted for a relatively large proportion of the health manpower programme's regular 
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budgetary allocation and extrabudgetary resources, Member countries could not count solely 
on them to meet their manpower training requirements. It was therefore indispensable to 
promote national self -reliance in that field. In her country, the training of medical and 
other health personnel was the responsibility of the Ministry of Public Health and was a 

continuing, planned process involving all health institutions, both at regional and national 
level. The scientific institutes of the Academy of Medicine also played an important part in 

postgraduate training. Recourse was had to WHO fellowships for study abroad only after all 

training possibilities within the country had been exhausted and then WHO fellowships were 
awarded primarily for basic research or for training in areas of major clinical importance. 

Candidates were always selected in strict accordance with WHO criteria. There could be no 

doubt that regional offices had an important part to play in ensuring the success of study 

abroad. A national system of evaluation had been established in relation to fellowships, 

including those for short -term study, and results so far had been very satisfactory. Her 

delegation fully supported the WHO policy on fellowships within the framework of the strategy 
for health for all. 

Professor SZCZERBA4 (Poland) said that it was most important to focus every effort at the 

national level - which should of course be backed by the broadest international cooperation 

and assistance - on the achievement of health for all, which was one of the most ambitious 

health projects ever undertaken. Primary health care would be the key to the attainment of 

that goal and its development, in different situations and developmental conditions, called 

for different approaches and solutions, in particular to the challenging and crucial problem 

of health manpower policies. Naturally, for many countries, programmes to solve the manpower 

problem could not be implemented without WHO cooperation, guidance and monitoring, since 

re- orientation of manpower development was a complex and costly process. His delegation 

therefore appreciated the attention that WHO had, for a long time already, rightly paid to 

health manpower policies and continued to pay to the whole field of health manpower - a 

concern that was, in his opinion properly reflected in the allocations under programme 5. 

The same could hardly be said of the manpower development aspects of the new programme 
on health situation and trend assessment (programme 3.1), of which he otherwise approved. Ie 

would therefore suggest that consideration be given to the possibility of an upward revision 
of the allocations for those aspects of that programme, although he realized that such a 

revision would not be easy within the necessary stabilization of the budget for the years to 

come. 

Dr G. TRAORE (Mali) said 

programme budget. 

In the context of health 

included increased activities 

health development (programme 

that his delegation approved the main lines of the proposed 

system infrastructure, he was pleased to note that the proposals 
for the improvement of the managerial process for national 
3.2), particularly in view of the world economic crisis which 

was making it essential for all countries to exercise stricter control over resources. In 

that context the Ministry of Public Health and Social Affairs in his country was according 

priority in 1983 to improvement of health service management. 
His country was at the same time making every effort to improve the quality of care in 

the referral and support services to the primary health care services (programme 4); all 

health centres of the cercles in the country now had two nationally- trained doctors in 
attendance and it was hoped that by the end of the year a trained nurse would be in attendance 

at all arrondissement health centres. 

His delegation also approved the emphasis placed on provision of epidemiological and 

statistical support by WHO (programme 3.1) in view of the fact that the collection of 

epidemiological and statistical data remained a serious problem for the developing countries 
and was severely hampering accurate assessment of the health situation in those countries. 

Mr PANAMBALANA (Sri Lanka), referring to the organization of health systems based on 
primary health care (programme 4), said that, under his country's innovative approach, 
strategies had become essentially of an intersectoral nature. The coordination and 
cooperation that such an approach called for was provided by the National Health Council, a 

high -level, policy- making body chaired by the Prime Minister. The Council was supported in 

its policy formulation and implementation by a National Health Development Committee, which 
comprised high -level officials of the intersectorally health -related ministries and 
departments, and which in turn was supported by six standing committees. In the context of 
that approach a one -day seminar for all parliamentarians had been held in order to explain 
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the new organization and 22 decentralized regional seminars were to follow. At every level 

the strategies were functionally linked with the local administrative pattern. 

The country's primary health care strategy was based on the concept of community 

participation. The community would thus not only receive health services free but would 

participate more actively and become more health conscious through the efforts of governmental 

health staff, volunteers and nongovernmental organizations. While development of infra- 

structure, and the building component in particular, could be costly, there would seem to be 

little option for developing countries, such as his, in a world of diminishing incomes and 

escalating costs. 

Manpower training was already under way for the national programme: family health 

workers had been entrusted with 17 primary health care functions and some 1800 of them had 

been trained over the past three years. Each would live, work and collaborate with a 

community of approximately 3000 people in an effort towards the achievement of health for all 

by 1990, ten years ahead of the target date. Training of other categories of primary health 

care workers - public health inspectors, public health nurses, etc. - was also under way, as 

was re- training in primary health care functions of those already in service. 

At the same time, particular emphasis was being placed on health education, the corner- 

stone of primary health care. 

Professor LUNENFELD (Israel) said that his delegation supported the proposed programme 

budget in principle. Although his country, like many others, had been forced by economic 

problems to cut back on its own programmes and could not afford to pay escalating 

contributions to international organizations, his delegation none the less believed that 

intercountry and regional activities must be increased, irrespective of emotional restraints, 

if the common goal of health for all was to be achieved. High priority must be given to the 

promotion and strengthening of national capabilities for assessing health situations and 

trends (programme 3.1), and in that context his delegation urged WHO to work towards the 
adoption of standardized procedures in order to assess the quality of information and ensure 
its reliability as a basis for monitoring progress and assisting manpower planning and 
development. It also urged WHO to provide sufficient support to countries to permit them to 
analyse aid redefine the structure and functioning of their health systems in respect of both 

the public and private sectors. The fellowships programme should continue to be given 
highest priority arid, in order further to increase cost -effectiveness, selection procedures 
of fellows, topics and training centres must be paid the greatest attention. On them would 
depend the success or failure of the programme. His delegation urged WHO to allocate 
sufficient funds and personnel to evaluation studies and continuous assessment of the impact 
of the fellowships programme at national, regional and interregional levels. 

Dr BELCHIOR (Council for International Organizations of Medical Sciences), speaking at 
the invitation of the Chairman, referred to collaboration between the Council and WHO in the 
field of health manpower development research. That collaboration had been extremely 
positive at the jointly -organized XVIth CIOMS Round Table Conference on "Health for all: a 

challenge to research in health manpower development ", held in Ibадап, in November 1982, to 

the major observations and recommendations of which he invited the attention of the Assembly.1 
The Conference had stated that progress towards health for all was heavily dependent on 

the sensible development of health manpower in order to avoid irrelevance, ineffectiveness 
arid waste and that the comprehensiveness of primary health care should lead to thinking in 
terms of manpower that might have an impact on health, rather than in narrower terms of health 
manpower alone. It considered the main themes of health for all to be: universal coverage 
with primary health care which was relevant, effective, acceptable and affordable in terms of 
the needs, culture, interests and resources of each community; participation of communities 
in the planning, provision and evaluation of health services in ways that would promote 
self -reliance; arid integration between health and the broader aspects of development so that 
they would be mutually reinforcing. Those themes placed exceptional demands on the 
development of health services and manpower aid related research. Such research was an 

1 Council for International Organizations of Medical Sciences. Health for All - a 

challenge to research in health manpower development (Highlights of the XVIth CIOMS Round 
Table Conference, Ibadan, Nigeria, 24 -27 November 1982). Geneva, 1983. 
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absolute requirement for dealing effectively with planning, producing and managing manpower. 
Health manpower development research, owing to the nature of the problems it had to solve, 
called for many different disciplines to work together. It was, however, a field of science 
which was not yet mature in the development of its scientific style and methods, in recognition, 
or in influencing policy -makers in the health services and manpower sectors. Exceptional 
organizational and managerial problems had also to be overcome to achieve coordination among 
planners, producers and users of health manpower, who were often unaccustomed to interacting 
with one another, and to relate research to their interests which could differ widely. 

There were serious risks that those challenges might not be met and that only limited 
and inadequate steps would be taken towards the goal of health for all by the year 2000. 
Primary health care, if developed mainly as linear extrapolations of existing systems, seeking 
incremental extensions of coverage with health services, was doomed to failure. Radical 
changes were required in concepts of health care and its relation to development, in the roles 
of health workers and in the participation of communities. Such development -oriented and 
community- oriented primary health care should be promoted and pursued as a strategy essential 
to progress towards the goal of health for all, and health services research and health man- 
power development research were key elements in that process. 

The Ibadan Conference had examined and discussed those issues with great care and concern, 
and had emerged with the conviction that a number of measures were essential. In the first 
place, primary health care needs, oriented towards development and the community, called for 
the continued and determined support of all nations. Secondly, priority should be given to 
bringing research to bear on the problems of health services and health manpower development, 
particularly as they related to primary health care. Attention should be given to the 
promotion of health manpower development research as a scientific field, and governments, 
institutions and agencies concerned should consider how they could best contribute to capacity 
building in that important area. WHO was in a particularly strategic position to support 
such developments through its international influence on health -related policies and programmes. 
It was crucial that each country should establish a clearly identified focus for health man- 
power development and related research, possibly located within a health ministry or elsewhere 
within the network of interested parties, as determined in each national context. Such an 
organizational arrangement was necessary both to ensure national priority status for health 
manpower development and related research, and to generate the necessary political will and 
administrative commitments, together with the coordination of interests and action. 

He assured the Committee that CIOMS was in full readiness to implement programme action 
resulting from the Ibadan Conference. 

Professor ABERKANE (Algeria) said that his delegation approved the programme policy 
embodied in the proposed programme budget for 1984 -1985 and in the Executive Board's report 
thereon. 

A number of issues reflected in the chapter on health system infrastructure called for 
particular attention on the part of WHO. Where health situation aid trend assessment was 
concerned (programme 3.1), he agreed that the training of personnel capable of planning and 
correctly implementing the aims of health for all by the year 2000 should be intensified. 

The Organization should strengthen its efforts to ensure a continuous evaluation of health 
systems, on the basis of cost -effectiveness studies. Within countries, the assessment of the 

health situation should have an intersectoral dimension; and there should be regional 
concertation where countries with the same problems and at the same level_ of development were 
concerned. 

The health infrastructure needed to be suited to the delivery of primary health care, 
but should also be responsive to scientific progress. That question should be linked, for 

the international organizations, to the transfer of technology between developed and developing 
countries. In order to obtain full benefit from the resources invested in infrastructure, 

his country would develop its health system along primary health care lines, but would adapt it 
in the light of scientific advances, which would in turn reflect positively on the training 
of appropriate manpower. 

He drew attention to the developing countries weak infrastructure for health literature, 
which was of decisive importance in making best use of the vast store of knowledge available 

internationally. There seemed to be something of an embargo on books which were essential 
for raising the level of science and culture - and therefore health - of peoples; in plentiful 

supply in the north, they were a scarce commodity in the south. Action should be taken and 

it should be vigorous enough to counterbalance, at least, the commercially inspired pressures 
resulting from improperly directed information that was often far from furthering the 
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objectives of the independence of nations, much less the individual. Information circulating 

internationally was assuming increasingly massive proportions and the Organization should be 

concerned with the control of that information for health education and its objectives. 

Referring to health manpower (programme 5), he welcomed the choice of "The role of 

universities in the strategies for health for all" as the subject of the Technical Discussions 

at the Thirty- seventh World Health Assembly. He felt that those discussions would have a 

valuable bearing on the most favourable utilization of such institutions, to which the 

developing countries, including Algeria, had devoted so much attention during the past two 

decades. Furthermore, universities had a privileged role to play in the process of 

coordination where reflection and projection were concerned, and could effectively promote 

the WHO message concerning the intersectoral approach which was essential for the advancement 

of health, besides furnishing the context in which were trained the teachers, managers and 

cadres of the future whose action in the medium -term would include intensive health education 

in schools and workplaces. 

Finally, his delegation urged WHO to further operational coordination between the various 

international organizations, so that the resources of economic and social development, 

scientific and technical information and the transfer of technology were all mobilized to the 

maximum extent in the cause of health for all by the year 2000. 

Dr MARКIDES (Cyprus), commenting on proposed programmes 4 (Organization of health systems 

based on primary health care) and 5 (Health manpower), spoke of the considerable progress 

achieved in his country over the past few years in the status of primary health care services. 

Before then, even the population had been basically oriented towards therapeutic and hospital 

services, to the point that the question had arisen of abolishing rural health centres as 

being obsolete and inefficient. However, at home, the tragic events of 1974, with the ensuing 

problems posed by the large numbers of refugees scattered over the island in the rural areas, 

and, internationally, the Declaration of Alma -Ata adopted in 1978, together with popular 

demand, had resulted in a fresh assessment of the priority which should be accorded to primary 

health care; since that time, with the help of WHO and other international assistance, 

highly satisfactory progress had been made in that regard in Cyprus, although there was still 

some way to go before primary health care in the rural areas could be brought up to acceptable 

standards. With WHO help, X -ray services had been established in the rural health centres, 
but much still remained to be done as far as the linkage between those centres and second - 

level services was concerned, in the decentralization of laboratory and other specialized 

services, arid in the statistical and information fields. 

In all aspects of the upgrading of rural health centres that was so necessary, health 

manpower development was of immense importance. Efforts had certainly been made in that 

connection, but Cyprus was faced with an acute problem in respect not so much of the number 
of personnel involved as of staff that was adequately trained, particularly in the fields of 

administration, management and equipment maintenance. His delegation therefore fully 

supported WHO's proposed health manpower programme, and especially endorsed the new policy for 

fellowships and the group training of nationals in their own country. 

His Government looked forward to continuing close cooperation with WHO. 

Mrs MAKHWADE (Botswana) observed that the manpower shortages in all main categories of 
health personnel constituted the main constraint in the developing countries where the attain- 
ment of the goals set for their various health programmes was concerned. 

In Botswana, and - she believed - in most of the countries in the subregion, nurses, by 

virtue of their numbers and their countrywide distribution, formed the backbone of the health 
services, and were responsible for planning, implementation, coordination and supervision of 
primary health care activities. Accordingly, the curricula for basic and post -basic nursing 
programmes had been reorientated with a view to integrating components of community health 
nursing, science, health education and basic physical assessment skills, midwifery training 
already being compulsory. That rearrangement had been made in order to equip those health 
workers with the skills arid knowledge necessary to enable them to cope with the primary 
health care responsibilities they were required to shoulder. 

Her delegation fully supported the recommendation that Member States should, in collabora- 
tion with WHO, intensify arid diversify their manpower development programmes. There was 

therefore a need to strengthen national and regional training programmes in order to make good 
identified deficiencies in the skills and knowledge of health personnel. 
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The countdown had indeed started, and all countries were called upon to mobilize 
effectively all available resources for the achievement of the goal of health for all by the 
year 2000. For its part, Botswana appreciated the continuing support provided by WHO in that 
respect, and especially its assistance where manpower development programmes were concerned. 

Dr ABBAS (Somalia) said that his delegation considered the Director -General's proposed 
programme budget for 1984 -1985 to be an extremely courageous undertaking in view of the 
worldwide economic crisis. The goal of health for all by the year 2000 was an exciting 
challenge:,.,inciting as it. did all паtions< to provide their citizens with a level of health 
that would enable them tñ work proâúctively and participate actively in community life. 
Somalia had solemnly pledged itself to the achievement of that goal; its commitment was 
embodied in the Constitution as well as in national development plans. 

Improvement in the country's health situation would be effected through the extension of 
primary health - care to:. cover the. rural and nomadic populations. Specific national health 
targets had been established, focusing primarily on the main communicable diseases, applied 
nutrition, the control of diarrhoeal diseases among infants and children, and the provision of 
safe water; in all those fields, Somalia benefited from the cooperation of WHO and from other 
international -,mechanisms., Considerable efforts had been made either to set up a new system 
where one did not exist or to incorporate additional elements where the infrastructure for 
primary health care had already been set up. 

Nevertheless, many obstacles had come to light, calling for improved coordination and 
management. Accordingly, his delegation endorsed the general principles and objectives 
contained in the proposed programme budget, as well as the changes introduced in the 
methodology of cooperation between the Organization and Member States. It fully agreed that 
there was a need for continuous monitoring and evaluation of ongoing programmes so as to 

ensure maximum effectiveness and the introduction of any changes which might be required, 
bearing in mind that the target date for health for all was not far off. Such measures would 
undoubtedly help to ensure the most rational utilization of what were in fact meagre resources, 
both within the Organization and in the various countries. 

His delegation felt, moreover, that under the circumstances it would be appropriate to 

authorize the Organization to intervene at any stage in the implementation of the programme, 
and without necessarily awaiting a request by governments, with the aim of identifying 
problems and proposing constructive adjustments, in the interest of achieving the common goal. 

Pointing out that national calamities such as cyclical droughts, and the man -made 
devastation resulting from conflicts, had necessitated a diversion of the major portion of 
funds intended for development, of which health was an important component, he called 
attention to the fact that tuberculosis, malaria and eye diseases were still rampant in his 
country, and appealed to WHO to intensify its concern in their control. Diarrhoeal diseases 
were among the major causes of child mortality in Somalia; his delegation consequently 
endorsed the diarrhoeal diseases programme, which was sound, although it believed that further 
research and effort were still required if the implementation of the programme were to lead 

to the eradication of such diseases. 

More generally, there remained an ever -increasing need for research in the technology 
of primary health care, with the aim of identifying the overwhelming problems which had 
emerged during the attempt to integrate all its essential components. Further study was also 

required in relation to the multisectoral collaboration which was of vital importance where 
the successful implementation of primary health care as a means of attaining the goal of 

health for all by the year 2000,was concerned. 
In conclusion, he emphasized the need for WHO to redouble its efforts to ensure that other 

United Nations agencies operating at the country level acquired a clearer understanding of the 

concept of primary health care. 

Dr CURLIN (United States of America) recalled that the head of the United States 
delegation had, in her comments on the Director -General's Introduction to the proposed 

programme budget for 1984 -1985, supported a budget which proposed no net increase in 

programme activity, and had furthermore indicated that her delegation would be looking for 
opportunities for savings as the details of the proposed programme budget were reviewed. 

Agreeing with the delegate of India that the preparation of the proposed programme budget 
must have been a painful process, he said that the Director -General was to be commended on his 

considerable skill in that regard. It was indeed unfortunate that the collapse of the world 
economy, affecting all countries, had occurred at a time when the WHO programme was poised for 
significant gains in its endeavours to achieve health for all by the year 2000. Thus, 
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adjusting to a budget calling for no net programme growth when opportunities for significant 

advances were available was indeed a painful but necessary process. 

Faced with that predicament, it was incumbent on the Secretariat to take extraordinary 

steps to ensure that sufficient budgetary resources were available to support those programmes 
considered most effective in the advance towards the goal of health for all. Such an 

allocation process required a careful examination of each programme budget in the quest for 

possible savings, so that promising and critically important programmes could be accelerated 
even at a time of no net growth in the overall budget. 

In the chapter relating to health system infrastructure, especially thorough scrutiny, 
in view of their closely related functions and their large size, appeared justified in respect 
of three of the proposed programmes: 3.2 (Managerial process for national health development); 
4 (Organization of health systems based on primary health care); and 5 (Health manpower), 
which together would consume one- fourth of the regular budget, i.e., an amount of more than 
US$ 134 million. The description of those programmes suggested that some overlap in function 
might exist, and the elimination of even small areas of duplication, together with the 
consolidation of a few closely related functions, might result in significant savings in 
absolute terms, since, for instance, a saving of as little as 10% would make available more 
than US$ 13 million for reallocation in support of those programmes most relevant to basic 
national health goals. 

Redirecting valuable resources to promote the most effective combination of programme 
activities was, in itself, fully consistent with the advice of the Director -General to avoid 
wasting resources on projects of little relevance to basic national health goals. Such a 
process of careful programme review, which represented the essence of sound management of 
primary health care programmes, was no less relevant to WHO than in national health planning. 
His delegation would welcome the comments of the Secretariat on that point, and would also 
recommend that it subject the three programmes identified to further review, noting in 
particular the function of personnel and the expenditure of funds for each programme activity, 
in order to ascertain that optimum efficiency and functional integration were being achieved 
in the management of such programmes; it would further recommend that the review be reflected 
in the following biennial budget proposals. 

Dr HASSOUN (Iraq) said that he had been present when the Executive Board had discussed 
the proposed programme budget for 1984 -1985 in detail, and had supported it at that time. 
His delegation was prepared to express similar support for the proposals, aid he expressed 
the hope that WHO's activities undertaken within that framework would achieve every success. 

Dr PHILALITHIS (Greece) expressed his delegation's support for the chapter of the 
proposed programme budget under discussion. In his view, health system infrastructure was 
the key to successful implementation of the general programme which was to be the means of 
attaining the target of health for all. Hitherto, health services in Greece had concentrated 
on disease and its management rather than on health and its promotion, but present policy 
aimed to redress the balance, so that general health care would replace medical services as 
such. That new approach would call for managers and administrators capable of assuming the 
responsibility of managing comprehensive health care services. It would call for family 
practitioners who could provide primary health care services of a high standard to the 
inhabitants of both rural and urban areas, as well as community physicians and epidemiologists 
to carry out health assessment and health services research. Also required would be nurses 
and other health workers who would contribute in their own way to the promotion of primary 
health care, together with the active participation and involvement of the community as a 
whole. A joint effort on the part of all the elements he had mentioned would be crucial to 
the success of the reorientation of Greece's health care system towards primary health care. 

He had thought it useful to give some account of Greece's experience in the field because 
it might be helpful to other countries facing similar problems. Greece welcomed the 
Organization's activities in that connection, and hoped they would be carried on under the 
next programme budget. 

Dr LEE (Republic of Korea) said that his delegation was fully satisfied with the manner 
in which the Director -General and his staff had prepared the proposed programme budget for 
1984 -1985 in the current climate of economic uncertainty. More specifically, he wished 
to thank the Regional Director for the Western Pacific for the efforts had made to promote 
primary health care development in the Region, notably through the interregional activities 
carried out jointly with the South -East Asia Region. He was glad to note the increase in the 
budgetary allocation for interregional activities. 
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The Republic of Korea, as part of its effort to attain the goal of health for all, 
was successfully implementing the primary health care programme in the rural areas. During 
1975 -1980, a five -year primary health care demonstration project had been carried out with 
the assistance of a special USAID loan, and since 1981 a scheme based on the results of that 
project had been put into effect throughout the country. The scheme would be expanded, and 

was due to be completed by 1986. 
Due to the rapid pace of industrialization, primary health care for the urban poor in the 

Republic of Korea had become as important as primary health care for the rural poor. An 
urban demonstration project had been launched that year, with financial assistance from UNICEF 
and technical assistance from the WHO Regional Office. He would be glad to exchange 
experiences gained during the development of such projects both in rural and urban areas with 
other Member countries. During the current year it was planned to hold an ESCAP workshop on 

urban primary health care in Seoul; participation in that workshop by other countries of the 
Region would be most welcome. 

Collaboration between WHO and other United Nations bodies such as UNICEF, UNDP and ESCAP 
in primary health care development should be strengthened in 1984 and 1985 if the goal of 

health for all by the year 2000 was to be achieved. 

Dr GOMAA (Egypt), referring to the subject of health system infrastructure, said that 

some years ago a survey had been launched to establish a health profile of Egypt. That survey 
consisted of clinical tests on a sample of the population in order to discover what their 
health problems were and how those problems were distributed throughout the country, and also 
to ascertain the views of the people on how the health system infrastructure was being 
utilized. The information thus gained would be used as a basis for formulating health policy 
and plans. In addition, in -depth studies on such subjects as health expenditure had been 
undertaken, with the assistance of advisers both from headquarters in Geneva and from the 

Regional Office in Alexandria. Health services research was of great importance, particularly 
where management and the assessment of health services were concerned. WHO's publications had 

been of great assistance to his country in that respect. 

His delegation believed in the importance of information systems support in planning and 
evaluation, as well as in the importance of health education, both centrally and at local 
level. A seminar at regional level on health systems development had recently been held in 
Cairo, in which many countries of the Region had participated, and had been of great benefit. 
On the question of health manpower, WHO should give its support to the general practitioner 
who was actually providing primary health care. In collaboration with the Ministry of Health, 
medical schools were currently endeavouring to give their students a wider knowledge of social 
problems as a means of ensuring the more effective diagnosis and treatment of disease. That 
new approach was closely linked to the role played by the universities in helping to achieve 

health for all, and Egypt had gained valuable experience in that respect. He stressed the 
need for the updating of health legislation, notably on primary health care, which would need 
a basis in law as well as political will on the part of the countries concerned if it was to 

be effective. Health legislation should be given greater priority than in the past, 

particularly where pollution control, the protection of the environment and medical ethics were 
concerned, since only thus could the obligations of the medical profession, as well as its 

rights, be properly defined, and human values preserved. The joint efforts in that direction 
made by CIOMS and the Organization had been greatly appreciated by Egypt. 

Professor JAKOVLJEVIC (Yugoslavia), referring to paragraph 27 of the programme statement 
for the organization of health systems based on primary health care (programme 4), suggested 
that more attention should be paid to practical field studies carried out in a country 
setting than to seminars and workshops held in big cities. A meeting on the subject of such 
field studies had been organized in June of the previous year in China, with participants from 
countries of all regions, and he suggested that it would be useful if a report on that meeting 
could be circulated to all Members. 

With regard to first referral level support to primary health care (paragraphs 16, 34 and 
35 of that same programme statement), he did not fully understand why it should be considered 
that front -line hospitals had a role to play in providing that support. In Yugoslavia a 

number of such general front -line hospitals, each with about 50 beds, had existed in the 
past, but it had been found that as long as they existed it was not possible to improve 
preventive dispensary work at community level. Currently only a few such hospitals, each 
with 10 -30 beds, existed in isolated areas, but as part of a local health centre. He hoped 
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that the experience gained through the use of such health centres would be taken into account 

by the expert committee, and that it would not generally recommend front -line hospitals. 

On the subject of health manpower (programme 5), he stressed the importance of developing 

educational technologies oriented to community needs, and of continuing education as a 

prerequisite for giving health personnel a proper understanding of the Global Strategy. 

The DEPUTY DIRECTOR- GENERAL said that the aim in planning the programme budget had not 

only been to save funds, but also to obtain a greater degree of balance between programmes, 
and to ensure their viability. Replying to points raised, he assured the United States 

delegate that programmes were being constantly reviewed and assessed, in order to avoid 

overlapping and to identify areas which could be jettisoned without compromising overall 
objectives. The three programme areas mentioned would certainly be scrutinized with that in 

mind. Similarly, the experience of Yugoslavia regarding front -line hospitals would also be 

taken into account in reviewing that particular programme area. Other points that had been 

raised regarding health systems research, health management training, the brain drain and 

national management institutions would also be taken fully into consideration. The question 

of health services research had been brought up at the Executive Board, and it had been 
pointed out then that efforts were still being made to find a more stable and logical 

methodology for countries to use. It might prove necessary for institutions or centres to 

be set up within countries with the primary function of carrying out health services research, 
since at the moment it did not seem that ministries of health were in a position to carry out 
such research themselves. Despite the importance of that area, very little had yet been 
accomplished. However, he was sure that the Director -General and his staff would give 
more thought to how greater progress could be achieved. 

The delegate of Turkey had referred to the role of universities in health, and that was 

another question to which a great deal of thought had been given. The Director -General, and 

the Organization as a whole, believed strongly that if the goal of health for all was to be 

achieved (health being defined in its broadest sense as covering human development in general 
and the attainment of social justice), more than mere technology would be needed; there would 
have to be a change in the orientation of individual life-styles in the countries themselves. 

The task of achieving health for all was one of tremendous complexity, which went beyond the 
traditional concept of health, and included politics, economics, science and technology, and 
education. All those aspects had been taken into account in framing the policies that had 
guided the Director -General and his staff in formulating the programme budget. He was glad 
that, despite the criticisms made of some individual programmes, on the whole delegates had 
accepted the philosophy and policies that underlay them. 

The meeting rose at 12h25. 
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PROPOSED PROGRAMME BUDGET FOR THЕ FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 
(Documents PB/84 -85 and ЕВ71/1983/RЕС /1, Part I, resolution ЕВ71.R3 and Annex 1, and 
Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 
WHA33.24, paragraph 3, and WHАЭ5.25, paragraph 5(3); Documents РВ/84 -85, ЕВ71 /1983/REС/1, 
Part II, Chapter II, and A36/INF.DOC./5) (continued) 

Health system infrastructure (Appropriation Section 2; Documents PB/84 -85, pages 78 -118, 
and ЕВ71J83 /REС /1, Part I, Annex 2, and Part II, paragraphs 27 -33) (continued) 

Mr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment), in reply to comments and questions from delegates in general, and in 
particular to a question raised by the delegate of India concerning WHO support to countries 
for the use of appropriate microcomputer hardware and software in connection with the 

simplification of forms and reporting procedures, said that it was most important that data 
collection, which was overloading primary health care staff in many countries, should be 
streamlined to focus on the minimum essential information for use at different levels of the 
health system. In order to overcome bottlenecks the process should be expedited to generate 
timely information, for which the use of microcomputers greatly facilitated data processing. 
In that connection, WHO was providing and would continue to provide technical advice to 
Member States, using resources available both in the regions and at headquarters. For 
example, in the South -East Asia Region technical cooperation was taking place in that field in 

Burma, Indonesia, Mongolia, and Thailand. 
The delegate of the United Kingdom had stressed the importance of management information 

and referred to the work of a national multidisciplinary steering group established in her 
country to examine information systems with a view to devising a set of basic data. The 

Organization was most grateful for the offer to make relevant information available to it and 

always welcomed the possibility of disseminating information provided on such national 
experiences. In the same context, progress in developing a health profile in Egypt, as 

reported by the delegate of that country, was very encouraging. 
Demographic, social and economic information and forecasting, the importance of which had 

been stressed by the delegates of Spain and the Netherlands, provided an essential background 
for assessment of the health situation and trends. In addition, monitoring and evaluation of 
health expenditure were of direct relevance to management of the health system. WHO would be 
promoting intersectoral collaboration in information exchange with such bodies as central 
statistical offices at the national level and the United Nations system in general at the 
international level. 

Dr TARIMO (Director, Division of Strengthening of Health Services), referring to the 
question raised by the delegate of the USSR concerning the appropriateness of the programme 
title ( "Organization of health systems based on primary health care" rather than "Organization 
of health services systems based on primary health care "), said that, on the basis of 
recognition - within the Health Assembly and Executive Board and during the Alma -Ata 
Conference - of the limitations and failures of the predominantly service approach of the 

past in providing essential health care to all population groups, it had been decided to adopt 
the primary health care approach. The term "health system" was broader, as it included not 
only services but activities on the part of individuals, families, communities and other 

sectors, and was therefore considered more appropriate. 

- 56 - 
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On the matter of intersectoral activities in the context of United Nations General 

Assembly resolution 3458, raised by the same delegate, in addition to those already 

specifically mentioned by members of the Secretariat three further activities in that area 

should also be emphasized: (a) collaborative work, including studies, being carried out by 

collaborating centres, such as the Alma -Ata centre; (b) collaboration with centres for 

integrated rural development in the form of assessment of the health components of integrated 

development projects; and (c) the survey currently under way on contributions of other 

sectors to health. The last -mentioned had included information from, for example, Sri Lanka 

and the State of Kerala, in India - which, despite being poor, with per capita incomes of 

US$ 270 and US$ 200 respectively, had made considerable improvements in health as measured by 

infant mortality rates (37 per 1000 live births in Sri Lanka, and 47 per 1000 in the State of 

Kerala - figures which were better than those for many other developing countries). Activities 

in those three areas would be intensified. 

Concerning the questions raised by the delegate of the USSR on paragraphs 3 and 4 of the 

programme statement on programme 4, the purpose of paragraph 3 was to point out that most 

institutions, hospitals and health centres tended currently to provide services to those who 

came to them rather than going out to provide care for the community as a whole; that of 

paragraph 4 was to indicate that health systems did not yet operate in a comprehensive manner 

with effective referral and support between different levels. It was true that such problems 

might not apply in all countries, and the reference should therefore perhaps be modified 

accordingly. In relation to paragraph 7 of the same programme statement, the principles set 

out in resolution WHA23.61 were indeed valid and applicable. 

Concerning the question of whether sufficient emphasis was being placed on the use of 

collaborating centres, it should be taken into account that such centres constituted the main 

instrument in the implementation of the programme. A meeting had recently been held, 

bringing together representatives of some 12 institutions to discuss collaborative activities. 

Greater emphasis would definitely be placed on the role of collaborating centres when 

preparing programme budget statements and other documents in the future. 

Regarding the appropriateness of grouping activities under the three main headings, 

given in paragraph 10, such headings were inevitably somewhat arbitrary, and it should be 

borne in mind that they were not necessarily permanent but could be modified in the course of 

programme implementation and development. Included under the first heading were such 
activities as strengthening of ministries of health, development of coordinating mechanisms 

for primary health care and intersectoral action for health; under the second heading, 
strengthening first -level support, particularly the first referral hospital, which countries 
were finding increasingly important with the expansion of activities at community level; and 
under the third heading, community -level activities dealing with development of better ways 
of organizing health services and health care at community level. 

Concerning the term "front- line" used in paragraph 16, he agreed with the delegate of 
Yugoslavia. Misunderstanding over the use of the term in that context should be avoided; 
"front- line ", as used in that paragraph, referred to district or first -referral level 
hospitals, and there had been no intention of advocating the hospital as the first level of 
contact. 

Concerning health systems research (programme 3.3), the importance of which had been 
generally recognized, and the funding of such research, while the programme could naturally 
perform better with more resources, it should none the less be borne in mind that in the current 
programme budget substantive health systems research activities had been included under the 

various technical programmes and appropriate funds were provided in those programmes. The 
decreased provision for global and interregional activities was the result of transfer of 
resources to other programmes, as stated in paragraph 6 of the programme statement. What 
remained directly under the programme budget was health systems research methodology and 
orientation, training and coordination. Should there be a shortage of funds for those 
activities, it might be necessary to consider applying for additional resources from the 
Director -General's Development Programme. 

Dr FULOP (Director, Division of Health Manpower Development), in reply to requests for 
clarification on priorities under health manpower (programme 5), said that the overall 
priority was that set out in paragraph 1 of the programme statement. There were three main 
targets, as stated in paragraph 2, which consisted of the promotion of formulation and 
implementation of health manpower plans, the review and reorientation of training programmes 
towards health for all through primary health care, and the optimal utilization of trained 
health personnel and the development of managerial capability to assure that. Those three 
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targets had been broken down into 11 detailed targets, which were set out and underlined in 

the subsequent paragraphs of the budget document. One of those detailed targets - the 
establishment of mechanisms at intercountry or national level for provision of adequate and 
locally appropriate health teaching and learning materials - concerning which the delegate of 
Nigeria had requested information in regard to collaboration, was being realized in Nigeria, 
where a plan of action had recently been finalized; whenever extrabudgetary funds could be 
allocated it would be implemented and the country would become self -sufficient in preparing, 
distributing and evaluating country -specific learning materials in the field of health. 

In reply to a request for clarification by the delegate of India on the question of 
intraregional and intracountry fellowships, he said that although the Executive Board and 
Health Assembly had on repeated occasions expressed themselves in favour of such fellowships, 
the proportion of such fellowships was, if anything, dwindling. In 1978 they had represented 
58% on average, whilst in 1982 they had represented 45% - a decrease of 13 %. However, it 

should be borne in mind that the figures were averages and that in Europe and the Americas 
about nine- tenths of the fellowships were intraregional, whereas in other regions such fellow- 
ships represented only 20% to 50 %. There was therefore no danger of such fellowships reaching 
too great a proportion; just the contrary could be said. In reply to a question on 
resolution EB71.R6, operative paragraph 3(4), raised by the delegate of the United Republic of 
Cameroon, there was no question of encroachment on national sovereignty, since the resolution 
referred to "an adequate selection mechanism ", and the possibility of "a properly constituted 
selection committee" was given merely by way of example. Consultation with WHO on selection 
had been suggested in order to conform with the terms of operative paragraph 4 and it might 
well result in an economy of time in the process of making an award. Such a mechanism was 
not a new departure and had been proposed in the past. Concerning the systematic evaluation 
of the programme in general, including fellowships - a question raised by the delegate of 
Australia - evaluations of fellowships had taken place at global level every 10 years in the 
past, and regularly at regional level. Most of them had focused on such aspects as the 
number of awards, placement, fields of training, completion of training, number of fellows 
returning home, their subsequent employment and utilization of skills. Resolution EB71.R6 
and its underlying policy statement implied evaluation of a broader scope and including impact 
evaluation, as mentioned by the delegate of Israel. Such evaluation should focus on issues 
related to the entire health manpower development process, including planning, production and 
management of personnel, and would have to be built into the new sort of information system 
to monitor and evaluate national health development in all its aspects; it called for the 
development of appropriate manpower indicators and instruments for data collection. It was 
planned to put into operation that type of evaluation in the 1984 -1989 period. 

Concerning indicators for the programme, a question raised by the delegate of the USSR, 
close examination of the 11 detailed targets would reveal that in each case there was an 
in -built indicator, even though they had not been specified in the proposed programme budget 
document, in the interests of economy of space. For example, the detailed target contained 
in paragraph 6 was evidenced by the formulation and implementation of an increased number of 
programmes based on common policy aiming at health for all through primary health care, and 
that in paragraph 9 by an increase in the number of countries actively engaged in formulating 
and implementing national health manpower plans. Similarly, project HID 006 (Research, 
development and training in health manpower development) on page 113, was not described in 
detail since research was an integral part of all activities. For example, as indicated in 
paragraph 28, there was to be a review of the total health manpower system in selected 
countries, and field studies were envisaged on the problems encountered in intersectoral 
coordination at community level; research activities were also listed in the subsequent 
paragraphs. The total allocation for all those research activities amounted to US$ 154 000 
for the biennium, which was a very modest amount. 

Concerning the brain drain phenomenon, mentioned by the delegate of the German 
Democratic Republic, WHO had carried out an in -depth study on the problem of undesirable 
migration of doctors and nurses and had also issued a number of related publications. Although 
there had since been no monitoring of the phenomenon it was known that measures had been taken 
by several countries, especially recipient countries, to curb that undesirable trend. 
Therefore, although the situation tended to fluctuate, the phenomenon was on the whole on the 
decline. The studies had shown that excessive migration of health workers was merely a 
symptom of more fundamental problems related to the entire health manpower development process 
at both policy and implementation levels. Measures taken by WHO therefore focused on the 
basic causes of the phenomenon, and entailed primarily enhancing the cultural, economic and 
epidemiological relevance of the health manpower development process to the situation of 
individual countries. 
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Concerning the mobilization of universities in the health - for -all movement, a matter 

raised by the delegates of Turkey and Algeria, activities in the medium -term programme had 

been envisaged, as indicated in paragraph 18. Paragraph 49 also indicated relevant activities 

envisaged for 1984 -1985. In addition, the Deputy Director -General directly led a major 

programme in that area, and several meetings had already taken place on the subject. As 

mentioned in paragraph 59, the World Federation for Medical Education, among other organiza- 

tions, was collaborating in that connection. 

Dr MANGAY MAGLACAS (Nursing), replying to the delegate of Mozambique on the need for 

evaluation of basic nursing education programmes, said that in 1974 an expert committee on 

community health nursing had discussed and made explicit recommendations on the reorientation 
of nursing education programmes in order to prepare all nurses to be responsive to community 
needs.1 A progressive review and reorientation of basic nursing education programmes was 

taking place in order to direct them increasingly towards community and family health. Many 
countries were already using the WHO guidelines referred to in paragraphs 51 and 52 of the 

programme statement for the purpose. Steps were also being taken to review and assess 
regulatory mechanisms to improve and monitor nursing education programmes, and a study group 

(project 'MD 001) was to be organized to consider ways of strengthening such mechanisms 
(paragraph 45). 

Concerning reporting for nursing midwifery and the reorientation of training and 
practice - a matter raised by the delegate of the United Kingdom - a planning group was to 

determine in which countries in -depth studies should be carried out, and would also consider 
the convening of an expert committee to supplement the findings of the studies. 

It should be noted that two expert committees would meet at the end of 1983: one on 

health manpower requirements for the achievement of health for all by the year 2000 through 
primary care, and the other on the training of nursing teachers and managers with special 
regard to primary health care. 

Mrs BRUGGEMANN (Director -General's Office), in response to a question from the delegate 
of the United Kingdom on the collection of information on nursing, said that the "Common 
framework and format" referred to, for monitoring progress in implementing strategies for 
health for all, had been despatched in the middle of 1982, prior to the discussions on health 
manpower and nursing at the seventy -first session of the Executive Board in January 1983. 
As had been rightly pointed out, that framework would not generate specific information on 
nursing as had been envisaged by the Board. However, countries would receive a more detailed 
framework for the evaluation of their national strategies for health for all, on which they 
had agreed to report in March 1985. It was that framework that contained specific questions 
on health manpower, including the role of nurses and midwives - questions formulated on the 
basis of the Board's discussions. She was most willing to show the delegate of the United 
Kingdom the relevant document which was now being prepared. 

Mr LING (Director, Division of Public Information and Education for Health) welcomed the 
many comments made by delegates and their general endorsement of the public information and 
education for health programme. He had taken account of the specific suggestions made by 
the delegate of the German Democratic Republic concerning the need for more emphasis on 
social, economic and environmental constraints, and the comment of the delegate of the Soviet 
Union concerning research into new approaches to health education. 

The delegate of the Federal Republic of Germany had supported the integration of public 
information and health education but had appeared to understand that a separation had been 
made between public information and health education as regards target groups. He wished to 
make it clear that there was only one programme. However, consideration was being given to 
placing more emphasis on the public information approach in certain types of activities, 
especially in reaching decision -makers, while giving more emphasis to health education 
techniques in dealing with individuals and communities. 

He welcomed the comments of the delegate of the Federal Republic of Germany regarding 
the network for education for health in the family. He hoped that others would learn from 
that experience. The development of networks and intersectoral collaboration were essential 
for effective health information and education. 

Concerning the health education of children, he said, in reply to the delegate of the 
Federal Republic of Germany, that an international consultation on health education of 

1 See WHO Technical Report Series, No. 558, 1974. 
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children of school age was being planned for 1984 and would include the health education of 
children both inside and outside school. The Technical Discussions on health education in 
primary health care, held on 6 and 7 May, had been concluded successfully, and a report would 
be presented to the Health Assembly by Professor Senault, General Chairman of the Technical 
Discussions, on Friday, 13 Мау.1 

The CHAIRMAN drew attention to the following draft resolution on the role of nursing/ 
midwifery personnel in the strategy for health for all, proposed by the delegations of Bahrain, 
Finland, Iceland, India, Kenya, Kuwait, Liberia, Malawi, New Zealand, Nigeria, Norway, Panama, 
Philippines, Republic of Korea, Senegal, Sierra Leone, Sri Lanka, Trinidad and Tobago, 
United Arab Emirates, Zambia, and Zimbabwe: 

The Thirty -sixth World Health Assembly, 
Recognizing that in all countries nursing midwifery personnel play a crucial role 

in providing health services and in mobilizing public opinion for the effective develop- 
ment of primary health care; 

Recognizing that in many countries nursing midwifery personnel play a vitally 
important part in training and supervising primary health care workers, and thus provide 
an effective example of health team work and development that could be used as a basis 
for more vigorous efforts in that field; 

Bearing in mind that in almost every country organizations of nursing midwifery 
personnel, by virtue of their size and their close contacts with individuals and 
communities, could constitute a significant force in support of national strategies and 
plans for primary health care as part of overall development and in endeavours to 

strengthen the appropriate health infrastructure; 

Appreciating the contribution made by nursing midwifery organizations, in 
collaboration with WHO, in directing attention to their role in primary health care 
and in pursuing the goal of health for all by the year 2000; 

Recalling resolution WHA30.48 on the role of nursing midwifery personnel in primary 
health care teams; 

1. CALLS UPON nursing midwifery personnel and their organizations everywhere 
support WHO's policies regarding promotion of primary health care and to use their 
influential position to support training and information programmes relating to primary 
health care; 

2. URGES all Member States to take appropriate steps in close cooperation with their 
national nursing midwifery organizations to develop a comprehensive nursing midwifery 
component in their national health -for -all strategies; 

3. CALLS UPON the international nursing midwifery organizations to mobilize the 

necessary resources to support the national organizations so that they can better take 
responsibility in partnership with national governments for furthering effective 
nursing midwifery services as an integral component of their health - for -all strategies; 

4. R$QUESTS the Director -General to ensure that WHO, at all levels, supports Member 
States in their efforts to provide nurses and midwives with adequate training in primary 
health care, its management and appropriate supportive research, so that they can 

participate effectively in the implementation of national health -for -all strategies; 
and to report on the progress made to a future World Health Assembly. 

Dr BARKER (New Zealand) said his delegation was pleased to sponsor the draft resolution, 
and appreciated the support of the many co- sponsors. 

His delegation reco nized that there was no lack of expression of support for the 
contribution of nursing/midwifery personnel to primary health care, but there appeared to be 
some lack of action in support of that conviction. Resolution WНA30.48 had recognized the 
large contribution of nursing midwifery personnel in all health systems, and had requested 
Member States and the Director -General inter alia to redefine the role of such personnel and, 
through education, retraining and research, to improve and increase their contribution to 
primary health care. 

See verbatim record of the twelfth plenary meeting, section 4 (document 
WНA36/1983/REС/2) . 
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At the Thirty -fifth World Health Assembly, his delegation had stressed the importance of 

rallying all available personnel in the primary health care area and had placed particular 

emphasis on the role of nursing midwifery personnel, without whose support the global plan 

of action might falter and the establishment of the necessary health worker base for primary 

health care would prove difficult. His delegation had also emphasized that the urgently needed 

changes could not be brought about by nursing midwifery personnel alone, and that the support 

of other professions, of governments and WHO would be needed. His delegation - though 

encouraged by the Executive Board's discussions on the subject - was disappointed that no 

progress report on the implementation of resolution WHA30.48 had been made to the Health 

Assembly. He noted with pleasure the Director -General's proposal to supplement reporting 

processes by carrying out a study of health manpower in a group of selected countries with 

reference to nursing. He hoped that such studies would be made in countries selected for 

their differing patterns of health structure and differing roles and categories of nursing 

midwifery personnel. He supported the establishment of an expert committee on health manpower 

requirements, and was pleased to see that provision had been made for that, under project 

HID 401, in the proposed programme budget (page 112). 

His delegation was aware of the difficulties of health manpower planning noted by the 

Director -General. New Zealand had made considerable progress in the field of manpower study 

in all the health professions, and had been able to contribute some of its expertise to WHO. 

There was agreement on the need for a clearer definition of the role of nursing midwifery 

personnel in the strategy for health for all, but there appeared to be a lack of support for 

its achievement. In proposing the draft resolution his delegation wished to emphasize the 

important part that nurses and midwives played in the multidisciplinary team that was 

essential for the adequate delivery of primary health care; it was encouraged by the remarks 

of Dr Oldfield at the Executive Board on the progress made in primary health care in the 

developing countries.' 

Nursing midwifery personnel formed the largest single group of health service providers, 
and had an important role at every level in the delivery of health care. It was, therefore, 

unreasonable to consider that primary health care could be delivered effectively without a 

clear expression of that role. The manner in which primary health care was delivered would 
vary from country to country in response to different social and cultural environments; it 

would therefore have to be flexible, and nursing midwifery personnel would have to vary their 
approach in accordance with varying needs, both in terms of their traditional functions, 
especially in the preventive aspects of primary health care, and in extending their role to 

include some of the activities of other health service providers when insufficient numbers of 
those personnel were available. That approach should be incorporated into all aspects of 

nursing midwifery practice, management, research and education. Nursing midwifery personnel 
recognized that traditional hospital -based training was not a suitable preparation for 
involvement in primary health care. New Zealand was moving away from a hospital -based nursing 
education programme towards a more comprehensive course, offered within the general system of 
education, to prepare for functioning in a variety of settings. That more flexible approach 

was being complemented by appropriate postbasic diploma and degree courses designed to prepare 

nurses to practise in the fields of education, management and research in health services 
development. New Zealand believed that, in promoting such a pattern of nursing education, 
nurses would be capable of adapting to the varying social and cultural demands of primary 
health care. 

There was obviously no lack of willingness on the part of nursing midwifery personnel to 

develop their contribution to primary health care, as well as to the wider aspects of nursing/ 
midwifery practice, but WHO did not seem to have capitalized to the full on that important 
asset in the development of primary health care. His delegation recognized the value of and 

supported ongoing monitoring and evaluation but, as it had stated at the Thirty -fifth World 
Health Assembly, if further action were delayed the global plan of action might falter and 
Member States might find difficulty in establishing the necessary health worker stability 
for effective primary health care. 

If, as stated in the draft resolution, Member States harnessed and utilized the full 
potential of the nursing midwifery professions, and used the nursing organizations to mobilize 
all possible resources to strengthen the primary health care infrastructure, an important 
impetus would be given towards the goal of health for all by the year 2000. 

1 Document ЕВ71/1983/RЕС/2, p. 154. 
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Dr ROSDAHL (Denmark), supporting the draft resolution, said that in his delegation's 
view a somewhat more specific description in the operative part of the role of the regional 
offices in the development of nursing/midwifery personnel might be appropriate, as many 
important activities could be developed more effectively at that level. Furthermore, although 
the suggestion made by the delegate of the United Kingdom regarding an expert committee on 
nursing had been partly dealt with in the replies given by the Secretariat, the point should 
perhaps be included in the draft resolution. 

He therefore proposed that a drafting group be established to consider in greater detail 
possible improvements to the draft resolution. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), while supporting the draft resolution, 
said that he would like the word "crucial" in the first paragraph of the preamble to be 
replaced by the word "important ", as he did not think that the role played by nursing/midwifery 
personnel was crucial in all countries. 

Dr LOEMBE (Congo) said that the role of nursing and midwifery personnel in pursuit of 
the aim of health for all by the year 2000 was particularly important, especially in 

providing information for the prevention of certain illnesses. Health education given by 
such personnel was particularly effective, since they enjoyed direct contact with the 
population both during pre -natal and post -natal consultations and in the home. His 
delegation fully supported the draft resolution. 

Dr BORGO%ÎO (Chile) also supported the draft resolution. He suggested, however, that in 

operative paragraph 2 the word "close" be deleted. It should be left to countries themselves 
to decide what kind of cooperation to establish. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) supported the proposal 

made by the delegate of Denmark for the establishment of a drafting group: that would perhaps 

lead to a strengthening of the resolution. 

Dr WILLIAMS (Sierra Leone), speaking as a co- sponsor of the draft resolution, stressed 
the expanding role of nursing/midwifery personnel in health care - in the villages and all 
stages of the referral system up to the highly specialized services. In fact, without them 
it would be impossible for the health care delivery system to start any programmes at all. 
In addition to their original or traditional roles they were now active in all promotive, 
preventive and curative health programmes. They were in a position to reach the people in 
their communities and homes, and it was therefore essential that their training programmes be 
geared to the needs of the community. It was also necessary for the various members of the health 
team including the nurses and midwives to know more about each other's roles and 
responsibilities. 

Dr PHILALITHIS (Greece) reiterated his country's keen interest in the development of 
nursing manpower, which was seriously lacking in Greece. His delegation supported the draft 
resolution. It understood the term nursing/midwifery personnel to include nurses, midwives, 
visiting nurses, and all those involved in delivering primary health care and nursing care in 

hospitals. He drew particular attention to operative paragraph 4, which requested the 

Director -General to ensure that WHO at all levels supported Member States in their efforts to 

provide nurses and midwives with adequate training in primary health care, 

Dr KLIVAROVA (Czechoslovakia) supported the draft resolution and also the amendment 

proposed by the Soviet delegate, to the effect that the role of nursing/midwifery personnel 
was "important" rather than "crucial ". That was particularly true in the European Region, 
and perhaps in other areas also. 

Dr BAJAJ (India) expressed his delegation's pleasure in co- sponsoring the draft 

resolution. Nurses and midwives played a vital role in India's primary health care programmes. 

The CHAIRMAN said that he assumed the Committee would agree to the establishment of a 

drafting group to incorporate the proposed amendments in the draft resolution. Its members 
would be delegates of Denmark, New Zealand and the United Kingdom, and others who co- sponsored 
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the resolution or wished to participate might do so. The group could meet at 17h30 that day. 

He noted that the delegations of Canada, Belgium and Greece wished to be added to the list 

of co- sponsors. 

It was so decided. (For continuation, see summary record of the tenth meeting.) 

Health science and technology - health romotion and care (Appropriation Section 3; 

Documents РВ/84 -85, pages 119 -218, ЕВ71 /1983 /RЕС 1, Part I, resolution EB71.R7, and 

Part II, paragraphs 34 -41, А36/5, А36/6 and А36(NF.D0С./2) 

The CHAIRMAN suggested that the draft resolutions on alcohol consumption and alcohol - 

related problems, recommended to the Health Assembly by the Executive Board in resolution 

EB71.R7, and on the quality control of drugs, proposed by the delegation of Sweden, be 

discussed after review of the programme under appropriation section 3. 

It was so agreed. (For consideration of those draft resolutions, see summary record 

of the tenth meeting, pages 133 and 135) 

Dr OLDFIELD (representative of the Executive Board) said that the Executive Board had 

focused on questions of major concern rather than undertaking a detailed analysis of each 

programme. Delegates might like to follow a similar course. 

The Board supported the programme presented on research promotion and development 

(programme 7). However, it was concerned with the apparent imbalance in the allocation of 

resources for research priorities, particularly, with the problem of mobilizing research for 

national health infrastructure programmes. It would be looking further into that aspect. 

All WHO's programmes had developed targets for the Seventh General Programme of Work, 
for 1984 -1989, which were conveniently listed in "Health for All" Series, No. 8. The 

programme on oral health (programme 8.2) was particularly exemplary in its well - focused plan 

of activities and low cost technological approach, aimed at an oral health status defined by 

the global indicator of no more than three decayed, missing or filled teeth at the age of 

12 years.1 

The science and technology programmes of WHO were all designed to generate and 

communicate valid information on appropriate health technology for delivery through the health 
system, based on primary health care. That was particularly true of the programme for 

maternal and child health, including family planning (programme 9.1). The Board emphasized 

the need for improved health care of children aged 1 -5 years and attention to the problems 
related to adolescents. It was desirable to focus on the fmaily as a unit in preference to 

the more restrictive traditional topic of maternal and child health. 

The Board believed that programme 9.2 (Human reproduction research), which was heavily 
dependent on donor funding, had maintained the right balance between the development of new 
methods of fertility regulation, and the application of existing methods, with attention to 

their safety and efficacy. 

Many of the health programmes supported by WHO were intersectoral in nature and required 
promotive action by WHO and by health ministries without assuming the operational 
responsibilities of other sectors. That was particularly true of programmes 9.3 (Workers' 
health), and 9.4 (Health of the elderly). 

Within programme 10 (Protection and promotion of mental health), the Board felt that 
additional funding might be used for the prevention and control of alcohol abuse, particularly 
to promote awareness of the dangers involved. The Board recommended for adoption by the 
Health Assembly the resolution on the subject contained in resolution EB71.R7. 

In the course of considering programme 12.3 (Drug and vaccine quality, safety and 
efficacy), the Board had studied documents on aspects of blood donation and transfusion and 
plasmapheresis. It had been agreed that the Codes they contained should first be examined 
by the regional committees, whose findings could then be referred to the Board for study. 
The Board would keep the Health Assembly informed on those matters. 

Professor SAGHER (Libyan Arab Jamahiriya) said that programme 8.1 (Nutrition) was a 

sound programme, dealing with various aspects of the world's food problem, and directed towards 
the achievement of the goal of health for all. However, it did not give serious consideration 
to the question of obesity, a widespread problem in many countries - including developing 
countries - especially amongst women. While he did not wish to go into the details of the 
reasons and remedies for obesity, he would like to draw attention to the dangers to health 
that it represented. In its next programme on nutrition, WHO should accord greater importance 

1 See, in this connection, document WHА36/1983 /REС/1, Annex 3. 
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to that aspect, with particular emphasis on the contribution of the mass media in making 
people aware of sound nutritional practices, increased technical and scientific support to 
countries where obesity was a problem, strengthening national nutrition institutions and 
establishing centres concerned with the prevention of obesity. WHO should consider obesity 
as a sign of malnutrition and should take steps to promote its control accordingly. 

Dr FERNANDO (Sri Lanka) commended the Director -General and his staff on the presentation 
of the appropriation section under discussion. 

Regarding research promotion and development (programme 7), he noted with satisfaction 
that provision had been made for strengthening national health research capabilities, so that 
countries could carry out the research necessary for the implementation of their strategies 
for health for all. As indicated in paragraph 3 of the programme statement, it was most 
important to ensure that the results of research were used effectively at the national level. 

WHO should sponsor research in developing countries that was of potential use in the same 

and other developing countries. He welcomed the statement in paragraph 4 that WHO would 
emphasize policies on career structures and incentives for scientists to undertake research 
in their own countries. That was essential for countries such as his own, where scientists 
frequently left to find "greener pastures ". He commended the promotion and support of 

research on social, economic and behavioural factors mentioned in paragraph 6. He also 

welcomed the training programmes for policy researchers and planners mentioned in paragraph 8. 
He commended the proposals on nutrition (programme 8.1) but felt that even more activities 

than those suggested in paragraph 15 of the programme statement should be undertaken under the 
heading of the multisectoral approaches in food and nutrition. Nutrition was an area that 
could suffer seriously in developing countries facing an economic crisis likely to extend 

well into the biennium under discussion. WHO would have to help such countries to monitor 
and rectify as far as possible nutritional deficiencies. 

He wondered whether, in view of the cost, the measures mentioned in paragraph 5 of the 

programme statement on oral health (programme 8.2), including effective use of fluorides, 

could be applied universally. Although the proposals on cancer were considered elsewhere in 

the programme budget, the question of oral cancer should be considered in relation to oral 

health. Detection of that relatively common form of cancer by primary health care workers 

was a possibility, as a pilot study had shown. 

He was pleased to see that in accident prevention (programme 8.3) emphasis was being 

placed on prevention of accidents in the home and to the aged, as well as road accidents. 

In the protection and promotion of the health of specific population groups (programme 9), 

he supported the programme on maternal and child health, including family planning. However, 

he felt that the aim of the programme should be higher than that set in paragraph 2 of the 

programme statement, which foresaw that by 1989 two- thirds of births would be attended by 

trained health workers and at least 80% of children would have access to essential preventive 

and curative care. 
He fully supported the International Code of Marketing of Breast -milk Substitutes. In 

his own country the Code was being implemented and primary health care workers were actively 

promoting breast -feeding. Allied factors such as increased maternity leave were also being 

studied. He expressed concern at the statement that extrabudgetary sources accounted for 

over 95% of the maternal and child health family planning programme at the global level 

(paragraph 43). If such funds had to be cut by donors the programme would suffer. As it 

was vital to maintain the programme, WHO should monitor that aspect and find alternative 

sources of funding if necessary. 

In view of its recent industrial development, his country was greatly interested in 

workers' health (programme 9.3). As mentioned by Dr Oldfield, representative of the Executive 

Board, the programme had a multisectoral nature involving trade, labour and other ministries, 

as well as ministries of health. He therefore welcomed the close collaboration with ILO 

mentioned in paragraphs 6, 7, 8 and 11, in particular, of that programme statement. 
The programme on health of the elderly (programme 9.4) was a useful one, and he welcomed 

the attention directed towards the specific needs of the elderly in changing societies and 
their continuing social and cultural integration in the community as mentioned in paragraph 4 

of the programme statement. Sri Lanka was proud of its heritage with regard to the extended 

family system, but the system appeared to be coming under strain. The emphasis to be placed 

on promotion of perpetuation of customs enhancing care of the elderly within the family group 

in the African Region, mentioned in paragraph 10, was therefore equally applicable in his own 

country. 
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With regard to the protection and promotion of mental health (programme 10), Sri Lanka 

had set up a national advisory body on mental health some four years earlier, and that was 

now very active. Further, primary health care workers had been trained in the use of 

indicators for referral of both adults and children requiring help in that area. He 

expressed his appreciation of the Regional Director's interest in that programme. He 

welcomed the change of structure in the Seventh General Programme of Work so that promotion 

of mental health was treated as a separate activity, and commended the programme on psycho - 

social factors in the promotion of health and human development (programme 10.1). 

He endorsed WHO's activities in the field of prevention and control of alcohol and drug 

abuse (programme 10.2). Sri Lanka had a programme for prevention and cure of drug abuse 

and was actively pursuing measures to reduce alcoholism - a new Drugs and Cosmetics Act was 

about to become law. 

In the area of promotion of environmental health (programme 11), the procurement of safe 

drinking -water and sanitary disposal of wastes had been highlighted as major concerns. Those 

two aspects continued to require reinforcement in his country. The target in paragraph 2 of 

the programme statement on community water supply and sanitation (programme 11.1) was perhaps 

over -ambitious, particularly in view of the intersectoral nature of the programme. He noted 

the type of funding to be fostered as indicated in paragraph 8. 

He was proud to report that Sri Lanka's Prime Minister had been actively involved, in 

the area of housing, with zoning (paragraph 7 under programme 11.2). 

He endorsed the proposed programme for the control of environmental health hazards 

(programme 11.3) and noted that since the recent industrialization in his country disposal 

of industrial wastes had become a problem. It was being handled on an intersectoral basis. 

He welcomed the support to be given in that area as indicated in paragraph 15 of the programme 

statement. 
Food safety (programme 11.4) was an important topic. Sri Lanka had drawn up a new code 

that was to be put into practice, replacing the former and largely ineffective one. 

With regard to the programme on diagnostic, therapeutic and rehabilitative technology 

(programme 12), he noted with satisfaction, as stated in paragraph 3, that WHO would identify 

the elements of clinical technology considered essential at various levels. They would be 

useful in setting appropriate priorities in countries such as his own, where over -trained and 

over -qualified personnel were sometimes employed in simple tasks. He noted the recommenda- 

tion in paragraph 4 regarding the role of nongovernmental organizations in primary health 

care aspects; his Government was holding a joint meeting with nongovernmental organizations 

in order to prevent duplication of effort in that area. He agreed with the comments on 

vaccines made in paragraph 7; Sri Lanka was about to introduce a measles immunization 

programme. 

In the area of clinical, laboratory and radiological technology for health systems based 

on primary health care (programme 12.1) his country's concept of the first referral level 

hospital closely corresponded to that described in paragraph 3 of the programme statement. 

However, the essential care described in paragraph 4 would be carried out at the second referral 

level. He felt that, if countries like his own were to benefit from the research technology 

mentioned in paragraphs 5 to 8, the results would have to be disseminated quickly, otherwise 

they could not be incorporated into national strategies. 
He had previously emphasized the importance of quality control of essential drugs and 

vaccines. He reiterated the need in the South -East Asia Region for a regional quality control 
laboratory, since national quality control laboratories were unable to handle all the samples 
as necessary. He also hoped that plans for pool buying of drugs suggested for the African 
Region might be extended to the South -East Asia Region. 

Dr SADRIZADEH (Islamic Republic of Iran) said that his delegation fully supported the 

proposals on maternal and child health (programme 9.1), which gave high priority to the care 

of two vulnerable groups, namely, pregnant women and children under five years of age. His 

delegation also appreciated the critical and meaningful comments of the Executive Board on the 

programme and believed in concentrating on the family as a unit instead of the more restrictive 

aspect of maternal and child health. 

Since, in some developing countries, nearly 50% of deaths occurred below the age of 

five years, it was obvious that with efficient maternal and child health care hundreds of 

thousands of lives could be saved. After the Islamic Revolution in his country, the departments 
of maternal and child health, family planning and nutrition had been integrated under the new 

Department of Family Health, which dealt with problems of the family as a whole. With the aim 
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of reducing the infant mortality rate, his country had concentrated its efforts on mass 
immunization, oral rehydration therapy and nutrition, while breast - feeding had been accorded 
priority in the context of the National Health Plan. 

As regards family planning, while his Government's main policy was not to reduce population 
growth, its emphasis on the reduction of the infant mortality rate could indirectly result in 
an increase of birth intervals and a restriction of family size. 

Dr WILLIAMS (Nigeria) said that, under research promotion and development (programme 7), 
his delegation was pleased to note that considerable emphasis would be focused on goal -oriented 
research and, in particular, on research activities of high social relevance. The increasing 
attention being devoted to behavioural research was most welcome and he was convinced that 

the fruits of such research, coupled with active preventive measures, would prove to be 

highly cost -effective in advancing health and human wellbeing. His delegation was also 
delighted to observe the increase in budgetary allocation to the African Region: that would 
doubtless accelerate efforts to strengthen institutions and enhance the capabilities of 
research workers in that Region. 

With respect to oral health programme 8.2, he noted with satisfaction the clear 
recognition by WHO of the sad neglect which that important health problem had suffered in the 
developing countries. With the active collaboration of WHO, a comprehensive health survey 
had recently been undertaken by his Government, and preliminary analysis of the survey report 
confirmed the worst fears about the appalling condition of oral health among Nigeria's 
children. He would therefore like to know what specific plans WHO had for promoting a sound 
dental health programme in Third World countries on a priority basis so as to remedy the 
neglect which oral health had suffered in health care programme planning and resource 

allocation. His delegation wished to recommend a greatly increased resource allocation to 
oral health at all levels - headquarters, regional and national - in the light of the 

enormous problems to be addressed. 

On workers' health (programme 9.3), he congratulated the Director -General on the 

comprehensive and balanced programme proposed. Workers' health programming was still in the 

inchoate stage in many Third World countries, so that the programme outlined might well serve 
as a veritable blueprint on pragmatic ways of promoting and protecting workers' health in 
most countries. His delegation welcomed the WHO collaborating networks to be established in 
the developing countries, as well as the intensified dissemination of information and training 
activities on all aspects of occupational health. It would also like to see more attention 
given to the issue of asbestos and health in developing countries in view of the 

incontrovertible scientific evidence linking the inhalation of asbestos dust with pulmonary 
fibrosis, cancer of the lungs, and mesothelioma of the pleura and the peritoneum. The 

estimated obligation for the African Region was commendable and reflected the magnitude of the 
problem to be tackled in that part of the world. 

As regards control of environmental health hazards (programme 11.3), his delegation 

welcomed the leadership role of the Organization in stimulating greater awareness of the 

adverse effects on health of environmental pollution and hazards, in particular the development 

of the programme on chemical safety. The developing countries were at a considerable 

disadvantage: their eagerness to industrialize and modernize their economies and society might 

lead them unwittingly to accept the establishment of dangerous and polluting chemical 

industries within their borders. They lacked the scientific expertise to monitor the health 

hazards from such industries, and their legislation and enforcement powers were inadequate to 

control those industries. He hoped that collective global action would be effective in 

ensuring that unfair advantage was not taken of the situation in developing countries to 
locate dangerous industries there, or to use them as dumping grounds for dangerous waste. 

As regards food safety (programme 11.4 1, he noted that efforts would be intensified in 

developing appropriate technology for correct food storage in the developing countries. 

Poor storage was a major source of food losses and contamination in Third World countries, 

and he was therefore somewhat disappointed that specific programmes had not been formulated 

for the African Region. He doubted whether the needs of the Region in regard to food safety 
would be adequately covered under health legislation and nutrition (programmes 3.4 and 8.1) 
as indicated in paragraph 14 on page 192. He would be grateful if further information could 
be provided on that matter. 

Dr ВАJAJ (India), expressing his support for the budget proposals and referring to health 

services research, said that in the development of national epidemiological services it should 
be stressed that one of the fundamental activities was the establishment and improvement of 



COMMITTEE A: FIFTH MEETING 67 

peripheral surveillance. It was essential to coordinate the development of surveillance 

built into the health infrastructure so as to support action in priority programmes including 

tuberculosis, leprosy, and diarrhoeal diseases control, expanded immunization and primary 

health care and other programmes. Epidemiological surveillance should further be strengthened 

through the updating of the competence of laboratory technicians at the district, public health 

or primary health care laboratories. 
The issue of malnutrition, being a multi - faceted one, continued in India to receive the 

attention of various ministries using a combination of approaches including nutrition 

education, nutritional surveillance, supplementary feeding, fortification and enrichment of 
foods, nutritional deficiencies control, and research studies on food toxins, nutrition and 

infection, and nutrition and reproduction. The Ministry of Social Welfare was continuing the 

feeding programme, under its integrated child development scheme, with supplementary feeding 

for the 3 -5 years age group, and a special nutrition programme for the 0 -3 years age group, 

expectant and nursing mothers, and in fringe and slum areas of cities. 

The maternal and child health programme was vital for a country like India. The impact 

of earlier activities on infant mortality had yet to be felt, and considerable emphasis had 

been placed on maternal and child health in general, with a focus on the care of the newborn 

and the infant. That was reflected in the intensive training of birth attendants and the 

provision of antenatal care, nutritional supplements and immunization for pregnant mothers and 

children. It was expected that every village would shortly have a trained birth attendant and 

that a major proportion of the eligible population would be covered by the maternal and child 

health programme. Preliminary work included a task force to define minimum perinatal care 

and identify training needs, and working groups with WHO experts on task -oriented training, 

the "risk approach" and identification of priority areas. A national workshop on development 

of a curriculum for the management of breast -feeding had been organized at central level, with 

satellite workshops in the states and districts. 

WHO's collaboration in family planning, through its Special Programme of Research, 

Development and Research Training in Human Reproduction, had been directed to the development 

of new methods of fertility regulation, improvement of existing contraceptive methods and 

techniques, and health services research. 

Turning to the health of the elderly, he informed the Committee that his country was 

proposing to organize and formulate curricula for in- service training of medical officers at 

primary health care centres in geriatric care and to demonstrate the effectiveness of a rural 

rehabilitation programme by providing links with the main federal institutions. It was 

proposed to establish a central task force to formulate the curricula and a workshop for 

in- service training in geriatric care and training of multipurpose workers in physical 

rehabilitation. Some essential supplies and equipment would be provided. 

India was implementing a national mental health programme focusing on integrated mental 

health care delivery through the primary health care infrastructure and on child mental health. 

In the past, it had aimed mainly at institution- strengthening in order to improve undergraduate 

and postgraduate training in psychiatry. Several models had shown that integrated care 

delivery was feasible and had led to the development of the training materials and teaching 
skills for implementation of that aspect of the national programme on a larger scale. 

Activities considered critical for the implementation of the national programme were the 

appointment of a national programme manager, establishment of focal points in ministries of 

health of a few states and training courses for trainers to start programmes in states and 

regions. It was also planned to provide training courses for primary health care personnel 

in basic mental health skills. 

Regarding the quality control of essential drugs, the pharmaceutical industry in India 

was fairly well developed, and both bulk drugs and formulations were manufactured in the 

country. During the Sixth Five -Year Plan the turnover of the industry was expected to more 
than double. It was essential to improve training in drug control and sophisticated methods 

of drug analysis. Greater attention should also be paid to the monitoring of drug utilization 

and management at the peripheral level, at primary health centres. As drugs constituted an 

important component of primary health care, the management of their utilization should form a 

component of primary health care programmes. Stress was being placed on the quality 

assurance of pharmaceuticals and biologicals. A component of quality control of vaccines 

should be considered for inclusion in the Expanded Programme on Immunization; it was proposed 

to manufacture the vaccines used in Indian central government institutes. 

Dr CABRAL (Mozambique) said that his country was adopting an integrated approach to 
nutrition programmes. Nutrition presupposed food production, which involved the whole field 
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of agriculture, the equitable distribution of food and its consumption in sufficient quantity 
and in a balanced fashion; other aspects were of secondary importance. After Mozambique 
had achieved independence, the Ministry of Health had cooperated with the Ministries of 
Agriculture, Education, Trade and Planning and other organizations; efforts to determine the 
nutritional status of the population had included studies in the rural areas of three provinces 
and some urban districts. It was hoped shortly to start a nutritional surveillance programme 
which, over five years, would enable the nutritional status of the whole population of the 
country to be evaluated, and incidentally to determine the prevalence of endemic goitre and 
vitamin A deficiency. It was also intended to carry out experiments on nutritional promotion. 
His delegation was therefore in agreement with the approach to the problem of nutrition set 

out in the programme budget. 

As regards the oral health programme, and with particular reference to the programme and 
future strategies (document А36 INF.DOС./2),1 it was true that, like other developing countries, 
Mozambique was noting an increase in the prevalence of dental caries, chiefly due to refined 
sugar in the diet. More than 90% of the population had oral or dental problems of varying 
degrees of gravity. The average of decayed teeth among 12- year -old children, although 
tending to increase, was at present less than three decayed, missing or filled (DMF) teeth. 
Present prevalence was about 50% and the average was not yet two decayed teeth. By increasing 
the numbers of personnel it was hoped to reduce the DMF ratio. It was planned to increase 
the oral health personnel population ratio from 1:120 000 inhabitants to 1:50 000, and emphasis 
was being placed on preventive measures. Fluoridation would only be used in high -risk zones; 
a start had been made on identifying them. His country's plan for developing oral health had 
been devised in accordance with the outline provided in the information document, but in order 
to bring it to fruition the support of international cooperation and material and technological 
help from WHO was needed. 

His delegation was in agreement with the aims of the programme for maternal and child 
health (programme 9.1). He had been struck by the Executive Board's commentary on the need 
to shift the weight of the programme more towards the health of the child than in previous 
years. He realized that in his country also such a shift was desirable, and he intended to 

press for it. There was no need to stress the social importance of care for children - 

although it did not have the same emotional appeal to society as that for mothers and infants. 
Such care should, however, be fully integrated with care for the family and problems of 
prenatal high blobd pressure and parturition should be given even greater attention. 

Dr YАМАМ0ТO (Japan) said he would like to comment on health of the elderly (programme 9.4). 

The increase in the population of the elderly was a worldwide phenomenon, and there was a 
common concern to seek appropriate measures to prevent the loss of vitality in society and the 
socioeconomic difficulties caused by that increase. The convening of the United Nations 
World Assembly on Aging in Vienna in 1982, and the designation of World Health Day 1982 as 

World Day for the Aged, had been timely. He urged the Director -General to follow up the 

progress made in implementing health care programmes for the elderly, and to make further 
efforts for the promotion of research and for the exchange of information. 

Referring to the Director -General's report on progress made towards the goals of the 

International Drinking Water Supply and Sanitation Decade (document А36/5), he was interested 
to note the stress laid on the need for new approaches. Japan had been making great efforts, 

through both bilateral and multilateral cooperation, to implement the plan of action on 

drinking -water supply and sanitation, and intended to continue and intensify such efforts. 

His delegation fully supported the proposals on rehabilitation (programme 12.5). The 

focal point for development of community -based rehabilitation should be the training of manpower 
within the primary health care system, and stress should be laid on training programmes for 

various categories of health workers and rehabilitation personnel, including therapists and 

orthotics technicians, as well as staff for organization and planning. Because of the growing 
number of disabilities caused by physical or mental disorders, and because of the importance of 

preventing and reducing such disabilities, WHO's work in rehabilitation should be further 

expanded as part of its overall policy on primary health care. 

He emphasized the importance of prevention and control of alcohol and drug abuse 

(programme 10.2) and requested information on the expert advisory panel on prevention and 

control of alcohol abuse and the international committee on alcohol- related problems, bodies 

whose establishment had been proposed during the Technical Discussions held at the Thirty -fifth 

World Health Assembly. 

1 Document WHA36/1983/REС/1, Annex 3. 
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Dr SUDIONO (Indonesia) agreed with the general lines of the programmes under the 

appropriation section "Health science and technology - health promotion and care ". In a 

comprehensive and integrated plan for national health development in Indonesia covering the 

next five years, priority was being given to the strengthening of health efforts, health 

manpower development, food and drug policy and management, nutrition improvement, promotion of 

environmental health, and the strengthening of health services management, including information 

systems development and legislation. 

He wished to comment particularly on the proposals on nutrition (programme 8.1) and 

community water supply and sanitation (programme 11.1), which were of special importance 

because of their intersectoral interdependence. WHO should assist in strengthening nutrition 

management capability and the development of nutrition activities: in particular, it could 

help to provide intensified supervision and improved intersectoral collaboration at all levels, 

with particular emphasis on food production; education in nutrition for the community, as well 
as preventive and control measures against nutritional diseases; and the training of health 

personnel in nutrition. 

If the goals of the International Drinking Water Supply and Sanitation Decade were to be 
achieved, WHO should collaborate with countries by bringing the attention of all potential 
funding agencies to the project; and by providing technical guidance, especially on motivation 
and community participation in the operation and maintenance of facilities. 

Dr BRAEMER (German Democratic Republic) said his delegation had been glad to note from the 
programme budget document the reorientation of research activities. He welcomed the new 
emphasis given to such aspects as the influence of social, economic and behavioural factors on 
health, health system development, and improvements in the provision of health care facilities. 
Those aspects were important because they were closely related to the differing types of social, 
cultural and economic development found in different countries. 

He hoped that WHO's information and coordination machinery would be improved in order to 
facilitate the production of scientific results that were relevant to practical needs and 
capable of being speedily put into practice. His country had repeatedly indicated its 
willingness to contribute to a number of the Organization's programmes, notably oral health 
(programme 8.2), accident prevention (programme 8.3), maternal and child health, including 
family planning (programme 9.1), human reproduction research (programme 9.2), workers' health 
(programme 9.3), health of the elderly (programme 9.4) and certain aspects of the protection 
and promotion of mental health (programme 10) and of the promotion of environmental health 
(programme 11). The German Democratic Republic believed it had a valuable contribution to 
make, and that it could expand collaboration by setting up further WHO collaborating centres, 
as well as by the appointment of experts. 

He particularly appreciated the medium -term programme for oral health (programme 8.2), 
since that programme bore a close relation to the findings of the International Conference on 
Primary Health Care. The programme's target of no more than three decayed, missing or filled 
(DMF) teeth at the age of 12 years in at least 55% of Member States would not be easy to attain. 
It called for coordination in the planning, development and implementation of health programmes 
at national and regional levels, including such areas as health information and health education. 
As part of its effort to attain the target, his country had agreed in 1979 to take part in the 

international collaborative study on dental manpower systems. Experience gained in that study, 
as well as general experience gained over the past 30 years, led him to support the statement 
made in paragraph 5 of the programme statement that the programme's main thrust would be 
directed towards prevention of oral diseases. The building -up of a global data bank for 
information related to the initial indicator of no more than three DMF teeth at 12 years of 
age would be a significant contribution to the further development and improvement of measures 
directed to better oral health. 

His country had been collecting data on prevention in oral health, notably on water 
fluoridation, over several years, and was willing to make those data available to others. 
It would be participating in preparations for a workshop on oral health care which would 
be taking place in December 1983, and in which the European socialist countries would be 
participating. Also, in support of WHO's oral health programme, it would share its 
experience in education and training in oral health at both school and university level. 

Dr GONZÁLEZ (Venezuela) welcomed the prominent place given to diagnostic, therapeutic 
and rehabilitative technology (programme 12). His country's experience over the past 20 years 
with what was known as the simplified drug programme had shown that it was not enough to have 
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strategically distributed, easily accessible peripheral services for those in need of primary 
health care, particularly where such services were provided by auxiliary staff. They must be 
backed up by health centres, district hospitals, or whatever constituted the secondary, or 

intermediate, level of health care, not only to provide administrative support and supervision 
for the peripheral services, but also to act as referral points for solving clinical problems 
or referring them to a higher level, providing a solid scientific basis for health care. 

Venezuela's experience had shown that this intermediate level, between the basic or 
front -line and the top -level or high - technology network, was the most fragile of the three 
and the one most likely to deteriorate, probably because it had not been sufficiently well 
planned and because proper standards of diagnosis and treatment had not been laid down; 
another factor was that the incentives offered to staff were not sufficient to avoid a 
high job turnover. The development of a secondary or intermediate -level service was 
essential in any system of primary health care, not only to ensure the provision of 
efficient, high -quality care at reasonable cost, but also to provide the right atmosphere 
for the training of health personnel, especially for pre -degree training in medicine, 
nursing and other fields. Only in this way would a proper integration of the services 
side and the education side of the health system be achieved - an integration which had 
so far proved difficult to attain, except in a few countries. 

He urged WHO to avoid, first, the danger of believing that all that was necessary was 
to set up a few peripheral centres to carry out certain preventive and curative activities, 
and secondly, the danger of adopting the negative attitude prevailing in certain professional 
circles where that subject was concerned. Although he knew that the Organization was aware 
of those dangers, he urged it to be vigilant in guarding against them, and to keep up its 

efforts to inform and convince world opinion as to the true aims and techniques of the 
programme for the attainment of health for all by the year 2000. 

Dr ZHANG Jing (China) said she would like to comment on maternal and child health, 
including family planning, and on human reproduction research (programmes 9.1 and 9.2), 

both of which were clearly defined and practical, and which her delegation supported. 
The two programmes were important not only from the point of view of health care, but also 

from the social point of view. In China, the right to proper maternal and child health 
care was enshrined in the Constitution, and the people were encouraged to participate in 
providing it. The provision of technical training in the field had meant that such 

activities had been able to develop extensively. If progress was to be made in maternal 
and child health activities, a proper primary health care network had to be set up, which 

would involve not only mothers but also nurseries, kindergartens and primary schools. 

Major efforts had been made in human reproduction research in China since the programme 
had been launched in 1972. She supported the emphasis given in the programme to the 
developing countries; in China, which had a population of over 1000 million, the programme 

was important in helping to improve living standards and achieve social and economic progress. 
Family planning and population control were seen by China as essential aspects of government 

policy,. and the aim was to limit population growth to less than 1200 million by the end of 

the century; in order to achieve that aim, it was continually strengthening research into 

family planning methods. For the past four years, China had been collaborating with WHO's 

Special Programme, and that collaboration, which had produced excellent results, would be 

intensified in the future. China was prepared to exchange the information it had gained 

in that area with other Member States. 

At the recent Symposium on Research on the Regulation of Human Fertility: Needs of 
Developing Countries and Priorities for the Future, held in Stockholm, the importance of 
family planning research and training had been stressed. The human reproduction research 

programme was thus a crucial one, and she hoped that the Health Assembly would give it its 

full support. 

Dr SAMSOM (Netherlands) endorsed the emphasis laid, in research promotion and development 
(programme 7), on research into the influence of social, economic and behavioural factors. 

That emphasis was in line with the increased recognition of the significance of life -styles 
in relation to health. 

On nutrition (programme 8.1), his country would be undertaking activities in the context 
of the joint WHO/UNICEF support programme. He agreed that an intersectoral approach was 
needed, and that, as indicated in paragraph З of the programme statement, FAO, UNICEF and the 
World Bank should also play a role. Since nutritional values were closely linked with a 

population's level of development, he suggested that UNDP, which supported rural development 
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schemes, and UNESCO, which provided education in nutrition in schools, should also be mentioned 

explicitly as participating in that intersectoral approach. 

Regarding oral health (programme 8.2), he supported the principle that the planning of 

dental health services required knowledge of the epidemiological situation. The proposed 

data bank would be very useful for that purpose, as would the increasing number of 

demonstration, training and research centres, particularly for countries which did not have 

countrywide dental health care coverage. 

On the subject of protection and promotion of the health of specific population groups, 
he fully supported the risk approach to maternal and child health as described in paragraph 17 

of the plan of action (programme 9.1). Over the past 10 years there had been rapid develop- 

ments in perinatology and neonatology, resulting in the creation in many countries of new 

departments for intensive obstetric and neonatal care requiring expensive and sophisticated 

equipment. He did not deny the importance of those developments, but stressed that modern 

perinatology could never be a substitute for the classic risk approach in obstetrics. 
On human reproduction (programme 9.2), he was glad to note that the work achieved in 

many countries was of a high standard. Many institutions had been strengthened, and were 

performing research of high quality through the collaborating network set up under the 
programme. He hoped that operationsresearch and social research related to family planning 
would remain important components of the programme. He asked what measures had been 
undertaken to bring about the improvement in the climate of management at central level 
which - it had been stated in evaluation reports - was desirable. 

Referring to prevention and control of alcohol and drug abuse (programme 10.2), he 

congratulated the Executive Board on its decision, in resolution EB71.R7, to direct the 

attention of WHO and its Member States to problems concerning the abuse of alcohol and drugs. 

In the sixth preambular paragraph of the recommended draft resolution it was implied that 

measures for the prevention of alcohol abuse should include both the reduction of the availabil- 
ity of alcohol and the reduction of demand for it. In view of the widely differing social, 
economic and cultural aspects of alcohol abuse throughout the world, it would seem advisable to 
implement the resolution on a regional basis, in order to take into account regional and sub - 
regional differences when formulating policy on the subject. Realism compelled him to state 
that a global approach would be difficult, or even impossible, to achieve. 

Programme 12.2 (Essential drugs and vaccines) and programme 12.3 (Drug and vaccine 
quality, safety and efficacy) stressed the importance of the role of WHO in regard to the 
dissemination of information on the quality, safety and efficacy of drugs. There was no doubt 
that the Organization's activities in that area met an important need. He noted that the 
Expert Committee on the Use of Essential Drugs, in its latest report,' had recommended that the 
official advice offered by the Organization on various aspects of drug therapy should be set 
out in a WHO model formulary. He suggested that a paper giving an account of WHO's involvement 
and responsibilities in the transfer of technical information on drugs of direct interest to 
medical personnel at all levels should be made available for discussion at the Thirty- seventh 
World Health Assembly. 

His delegation had suggested the previous year that WHO should develop a code for the 
marketing of pharmaceuticals. In reply it had been stated that the International Federation 
of Pharmaceutical Manufacturers Associations (IFPMA) had developed its own code, and that the 
Organization should wait to see whether that code operated satisfactorily before developing 
its own. He fully supported that position; the voluntary, self -disciplining approach was to 
be preferred to the long and arduous process of international regulatory action. Consideration 
should first be given to strengthening the IFPMA code, primarily through improving its 
enforcement structure. In that regard, it should be noted that IFPMA member associations had 
been urged to set up their own procedures for monitoring complaints about alleged breaches in 
the observance of the code. In view of the importance of the issue, he would appreciate 
information from the IFPMA representative about the current state of compliance with the code 
by its member organizations, aid about ways in which governments could draw the attention of 
industry to possible deviations from it. 

1 The use of essential drugs: report of a WHO Expert Committee (WHO Technical Report 
Series, No. 685) World Health Organization, Geneva, 1983. 
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In conclusion, he had some comments to make on the subject of blood transfusions. The 
League of Red Cross Societies and the International Society of Blood Transfusion had jointly 
submitted to the Director -General a memorandum entitled 'blood donation and transfusion ". 
IFPMA had also submitted a memorandum entitled "A code of practice for the collection (by 

plasmapheresis) and processing of human plasma intended for manufacturing purposes ". The 
Director -General had placed both documents before the Board at its seventy -first session, and 
he understood that the issues were to be further studied. He urged WHO to continue to 

encourage Member States, in conformity with resolution WHA28.72, to develop national blood 

services based on voluntary non -remunerated donation of blood. It should also encourage them 
to enact effective legislation governing the operation of blood services based on voluntary 
donations, where appropriate in collaboration with the League of Red Cross Societies, and the 

Director -General should be requested to give assistance to that end. He would like a progress 

report on blood donation and transfusion to be made available for discussion at a subsequent 

Health Assembly, if possible at the Thirty- seventh World Health Assembly in 1984. 

The meeting rose at 12h30. 
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Dr ВORGOÑO (Chile), expressing his satisfaction with the new method of work so far, 

associated himself with the view expressed by the representative of the Executive Board to the 

effect that increased funds should be made available for research into the development of 

health services and strengthening of health ministries. That point was of particular 

importance, since at present some 90% of funds for research went to three programmes, and it 

was desirable to rectify that imbalance, however difficult that task might prove. 

With regard to nutrition (programme 8.1), he stressed the importance of epidemiological 

surveillance, with the appointment of consultants to assist in drawing up satisfactory 

evaluation of nutrition programmes, since current methodology was not proving entirely adequate. 
He would be interested to know what progress had been made with UNICEF in respect of the joint 
WHO/UNICEF nutrition support programme, to which the Italian Government had made a donation of 
some US$ 80 million, as that programme was sufficiently important for the introduction of 
implementation measures to be starting, especially in the developing countries. 

Within the programme for maternal and child health, including family planning 
(programme 9.1), action had been mainly concentrated on the infant population and the maternal 
problem hardly touched upon. He was convinced that reventive activities aimed at mothers 
could almost always prove highly productive in cost /benefit terms. 

International Youth Year, in 1985, should provide a useful occasion to draw up, for 

the Health Assembly, a progress report on that topic, which constituted one of the most 
important aspects of public health, particularly in developing countries, as problems of 
adolescents were becoming increasingly frequent and important, in connection with adolescent 

motherhood and with drug addiction, for instance, and it was essential for appropriate 

programmes to be developed. 
In respect of mental health (programme 10) he stressed the need to support mental health 

activities within the framework of primary health care, by means of special training of the 
general practitioner and other members of the primary health team. 

The International Drinking Water Supply and Sanitation Decade was clearly of immense 
importance in the promotion of environmental health, under programme 11. Drinking -water, in 

particular, had immense repercussions on health; therefore current efforts should be 
analysed and national commitment should be strengthened. His delegation would, therefore, in 

cooperation with a number of any other interested delegations, be submitting a draft 
resolution on that topic. 

1 For consideration of the draft resolution, see p. 162. 
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The question of essential drugs and vaccines (programme 12.2), which was of very consider - 
able impact, had so far received little comment. It would be interesting to know what stage 
'-ad been reached in respect of the assistance being given by the pharmaceutical industry to the 
development of programmes in the developing countries, and more particularly in the African 
Region, as well as to hear what had been done to promote the continuous supply of essential 
drugs to non -producing countries and to countries experiencing supply difficulties for a 
variety of reasons. 

Personnel training was essential, in connection with drug and vaccine quality control 
under programme 12.3, so that countries could be in a position to effect their own independent 
controls, particularly with regard to vaccines, whenever that was justified. He would 
therefore strongly support the valuable draft resolution submitted by the Swedish delegation, 
since the validity of those controls depended on the quality, stability and availability of 
reagents. 

Dr MELLBYE (Norway) deplored the signs, at least in his own country, pointing to a 

deterioration in mental health. That tendency seemed, in Norway, to have manifested itself 
during a period of steady and rapid growth in the national and private economy, in individual 
freedom, social solidarity and justice, as well as of vast improvements in educational, health 
and social services. That deterioration, measured by such indices as alcoholism, drug abuse, 
criminality, social maladjustment, unhappiness and fear of the future, etc., was not in any 
way due to lack of political or administrative understanding of the gravity of such problems. 
What was lacking was basic knowledge within the bio- behavioural sciences, since many human 
characteristics, such as passion, kindness, egoism, altruism, etc., were poorly analysed by 
scientific methods and therefore inadequately understood. That was also true of the inter- 
relationship between such highly individual characteristics and the characteristics of human 
societies. His remarks were intended to lend emphasis to the text of the programme statement 
for research promotion and development (programme 7) where, in paragraphs 6 and 11 of the 

programme statement, reference was made to the promotion of research concerning socioeconomic 
and behavioural determinants of health. His delegation would welcome an expansion of those 
types of research programme. Indeed, it was hoped that, before the year 2000,'WHO's 
programme budget would, through the results of such research, be more evenly divided between 
activities protecting and promoting mental health, on the one hand, and activities taking 
care of organic health, on the other. 

In relation to programme 9.4 (Health of the elderly) he noted that the programme state- 
ment did not emphasize sufficiently the need to integrate programmes relating to the health 
of the elderly in primary health care programmes, since most elderly persons did not fall 

into any special category. 

Dr KOINANGE (Kenya) commended the Director -General on the balanced and realistic proposed 
programme budget. 

In connection with research promotion and development (programme 7), he was wholeheartedly 
in favour of the concept of building up local research capability, not only in respect of 
purely health aspects but also in socioeconomic and sociocultural factors, as shown in para- 
graphs 6 and 11. The effects of large -scale national projects, relating to dams and 

agriculture for instance, called for special attention. 

While his delegation welcomed the proposals in oral health (programme 8.2), it had some 
reservations regarding what appeared to be over -optimistic targets. His own country was 

particularly interested, with regard to paragraph 5, in the question of fluorides, since there 

had been considerable debate the previous year in Kenya as to whether dentifrices containing 
fluoride should be used. It would appear that the priorities in the proposed programme 
budget in that respect were wrongly stressed, since oral hygiene and diet were surely of 

greater importance than the singling out of fluorides. Kenya had some areas where the water 

had a high fluoride content, and would therefore be glad of advice as to the interrelationship 
between that and the introduction of fluoride in dentifrices. His delegation would also urge 
that simple dental chairs and other dental instruments should be developed, since the models 

currently available were extremely expensive. 

In regard to human reproduction research (programme 9.2), the safety of injectable 
hormonal contraceptives was of particular interest to his country, which had the highest 

natural rate of population increase among Member States. An injectable hormonal contraceptive 
was being used for one highly specific group, but, in view of the uncertainty concerning its 
long -term use, his delegation would support collaborative research in the matter. In addition, 

it would be valuable if WHO Offset Publication No. 65 on Injectable hormonal contraceptives: 
technical and safety aspects could be made more widely available. 
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He welcomed the recognition given in paragraph 38 of the programme statement on maternal 

and child health, including family planning (programme 9.1), to the potential which women had 

for health development. His country would be interested in participating in the activities 

outlined and invited the Organization to test the concepts contained therein through the many 

women's organizations existing in Kenya. 
In connection with workers' health (programme 9.3), he stated that Kenya had, over three 

years, established a baseline, his Government was grateful to all those who had assisted it 

in that respect, in particular, the Government of Finland. 

On the prevention and control of alcohol and drug abuse (programme 10.2), his country was 

particularly concerned about the misuse of drugs, especially by adolescents at school. 

Regarding programmes 11.2 (Environmental health in rural and urban development and 

housing), and 11.3 (Control of environmental health hazards), he said that Kenya, being 

primarily an agricultural country, was using a wide range of agrochemicals, and so quantities of 
chemicals were being introduced into the environment, and especially the rivers. His delegation 

would consequently urge that simple methods should be evolved for monitoring those health 

hazards both in the environment and in foods. 

Where essential drugs and vaccines were concerned (programme 12.2), Kenya appeared to 

have solved a long -standing problem since it had become possible, through cooperation with 

WHO, to evolve and ensure a reliable and regular supply to about half the country, and it was 

hoped to cover the whole of the country by the end of 1984. He invited other countries to 

visit Kenya so as to share the experience gained. 

Dr MАFIАЮА (United Republic of Cameroon) referring to research promotion and development 
(programme 7), expressed his delegation's appreciation of the contribution being made by WHO 

to building up research capability in his country; action in that field should pay long -term 

dividends. In the meantime, WHO collaborating centres and laboratories, which had signed 

contracts with WHO should honour their commitments and submit their reports in reasonable time 

and not after two or more years. Furthermore, they should facilitate the training of research 

workers by receiving trainees. 

On the question of coordination between WHO headquarters and the regional offices 

(paragraph 5), while it was understandable that there should be an increasing flow of 

information in both directions and while his delegation understood the desire of the 

regional offices for increased autonomy in the field of research, it would appear that some 

caution was necessary, particularly as far as the two special programmes were concerned, since 

the regional offices might not always be able to call upon sufficient expertise to direct 

programmes in the field. In his own Region, the subregional coordinators were faced with 
difficulties of all sorts in respect of communications and flow of information. His delegation 
accordingly believed that, in order to avoid any hold -up, direct contact between countries and 

headquarters would continue to be necessary for some time to come, although regional offices 

should naturally always be kept fully informed of developments. His country was happy to be 

associated with research on the socioeconomic and behavioural determinants of health 

(paragraph 11) which represented a difficult new field calling for multidisciplinary team 

work. It was hoped that headquarters would be more forthcoming in giving guidance for the 

detailed planning for the preparation of research projects and in the analysis of data 

obtained. 

His Government attached the greatest importance to ensuring a wide population coverage in 

maternal and child care. Under programme 9.1 WHO had set itself very ambitious targets, and 

he had some doubts as to whether they could be achieved within the biennium. In the United 

Republic of Cameroon, apart from training an increasing number of health personnel, emphasis 

was being laid on the development and spread of the "high risk" approach to the management of 

pregnancies and deliveries, on immunization of children and pregnant women in the context of 

the Expanded Programme on Immunization, and on making a cautious beginning in the identification 
and refresher training of traditional birth attendants within the framework of primary health 

care and the development of traditional medicine. His country was grateful to WHO, UNICEF and 

UNDP for their support to ongoing projects, including research, and looked forward to rapid 

dissemination of information and documentation bringing the latest knowledge to the attention 

of field workers and policy -makers. 

With regard to programme 12.2 (Essential drugs and vaccines) he expressed his country's 

gratitude for the support given by WHO to enable it to cope with emergencies arising out of 

epidemics of communicable diseases, and in particular measles. However, his Government was 

greatly concerned by the recent restrictions impeding its efforts to obtain vaccines for its 
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expanded programme of immunization within the framework of reimbursable purchases, though it 
was well known that his Government was prompt in payment of its debts. His delegation 
appealed to WHO and UNICEF to adopt a flexible attitude in that matter so that the Cameroonian 
immunization programme could benefit to the maximum from the reimbursable purchases scheme. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at 
the invitation of the Chairman, stated that, while CIOMS collaborated very closely in several 
research programmes coordinated by WHO, he would limit his information to the present meeting 
to one field only, namely the use of animals in biomedical research. 

Past progress in biomedical sciences had depended, and further progress in the foreseeable 
future would depend, largely on animal experimentation which, in the field of human medicine, 
was but the prelude to trials on human beings of new therapeutic, prophylactic, or diagnostic 
substances and devices. It was generally recognized that, while experiments involving human 
subjects were a condition sine qua non of medical progress, they should be subject to strict 
ethical requirements, and he referred, in that connection to the Declaration of Helsinki of 
the World Medical Association, as revised in Tokyo in 1975, and to the Proposed international 
guidelines for biomedical research involving human subjects (1982) prepared jointly by CIOMS 
and WHO) 

No international uniformity existed in regard to measures for the protection of the 
welfare of animals used for biomedical research. Although in some countries legislation or 
voluntary self -regulation afforded a considerable measure of protection to laboratory animals, 
public opinion was still very sensitive to procedures that might be represented as constituting 
unnecessary cruelty to animals. The elaboration and publication of guiding principles on the 
use of animals in biomedical research was therefore timely, especially if their sponsorship was 
both international and interdisciplinary, if the appropriate steps were taken to publicize 
them, and if they were seen by the public at large to represent a consensus of the inter- 

national biomedical community, arrived at after due consideration of the views of responsible 
animal welfare groups. 

Hе informed the Committee that CIOMS had initiated such a project, which would be 

carried out in close collaboration with WHO, would be subject to scrutiny by the WHO Advisory 

Committee on Medical Research, and would involve consultations with appropriate international 
governmental and nongovernmental organizations. 

The objective of the project was to produce such internationally agreed guiding 

principles which, having broadly -based international aid interdisciplinary sponsorship, would 

thus not be seen as special pleading by vested interests; would affirm the necessity of 

animal experimentation as the condition sine qua non of medical and veterinary progress; 
would place emphasis on animal experimentation directly aimed at producing tools for the 
improvement of human and animal health; would indicate the present limitations of possible 
alternatives to animal experimentation and the feasibility of developing them in the future; 

and would provide assurances of attention to the welfare of laboratory animals and to the 
minimization of pain, distress or discomfort. 

Implementation of the project was well advanced, and an international CIOMS conference 
on the subject was to be held in December of the current year at WHO headquarters. The final 

product, namely, the international guiding principles, would be ready by the end of 1984. It 

was very much hoped that they would help in clarifying existing misunderstandings and 

confusion. 

He expressed the gratitude of CIOMS to WHO for its help, and assured the Organization of 

his Council's willingness to extend its collaboration to any field of mutual interest. 

Dr LOWES (United Nations Development Programme), addressing the Committee on behalf of 

Mr Arthur Brown, Deputy Administrator of UNDP and Chairman of the Steering Committee for 

Cooperative Action of the International Drinking Water Supply and Sanitation Decade, said 

that, as was pointed out in paragraph 15 of the Director -General's report on the Decade 

(document А36/5), the critical need for improved international cooperation continued to be 

at the country level. That was why the UNDP Resident Representative had been appointed as 

the focal point for the organizations and bodies of the United Nations system at that level. 

It was felt that such a mechanism, if governments wished to use it, provided four special 

opportunities by: helping concentrate the Decade at the country level; providing a counter- 

part support for government coordinating machinery; sharing information with, and stimulating 

action by, interested parties engaged in bilateral cooperation and nongovernmental organiza- 

tions; and by encouraging national planning, project preparation and implementation and human 

resources development. UNDP would welcome views on that mechanism. 

1 Published by CIOMS, Geneva, 1982, and containing also the text of the Declaration of 

Helsinki, revised in Tokyo (1975). 
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The traditional responsibility of WHO, its consistent contributions in the field of 

drinking -water and sanitation and its widely spread field staff made it a logical Decade 

partner, with the UNDP's network of field offices, in a programme which must have its focus 

at the country level. The designation of UNDP Resident Representatives as focal points at 

the country level was therefore a logical step. 

At the international level the Director -General's report reflected, in paragraph 17, the 

Steering Committee's view that a major achievement during the first quarter of the Decade 

had been the increased awareness of its potential among Member States. In that process of 

increasing awareness, the Steering Committee (described in paragraph 14) had played an 

important role, each member having both an individual and a collective part to play. Because 

of the special importance attached to women's participation in the Decade programme, UNDP 

was happy to welcome the United Nations International Research and Training Institute for the 

Advancement of Women as the newest member of the Steering Committee, and it was grateful for 

the Norwegian Government's new global assistance to women in the Decade. 

Those initiatives by the organizations and bodies of the United Nations system, supported 

by participants in bilateral cooperation and nongovernmental organizations, though not without 

their constraints globally had made a good start. In the past few weeks, UNDP and WHO had 

assisted in successful Government consultative meetings in Zaire and Morocco. Perhaps the 

Decade could show how interagency cooperation could provide similar support in the wider 

field of primary health care and health for all by 2000. 

Meanwhile UNDP, through its global, interregional, regional and country programmes and 

their indicative planning figures was taking new and increased Decade initiatives, as well 

as providing active leadership in the field of public information. Mr Brown and the other 

members of the Steering Committee greatly appreciated WHO's vital secretariat role. 

Mr BEYER (United Nations Children's Fund) welcomed the opportunity to stress the excellent 

and fruitful cooperation that existed between WHO and UNICEF in all activities concerning human 
health, particularly the health of children and women. In the light of his personal 

experience as coordinator of UNICEF activities in programmes relating to drinking -water and 

sanitation, which covered a period of ten years, he wished to give an account of how the Decade 
was proceeding. The account was based on impressions and experiences of work in the field, 

including a recent evaluation of rural water supply programmes carried out jointly by a team 

from the Federal Ministry for Economic Cooperation of the Federal Republic of Germany and 

UNICEF. 

The policy of the Decade consisted of United Nations resolutions, including those of 

the United Nations Water Conference, 1977, and those on health for all by the year 2000; 

the recommendations of the International Conference on Primary Health Care (Alma -Ata (USSR), 

1978); and those of the UNICEF/WHO Joint Committee on Health Policy, particularly those of 

its study on drinking -water and sanitation as components of primary health care, as well as 

the recommendations adopted by the governing bodies of both WHO and UNICEF. 

In general, work so far under the Decade programme showed that drinking -water supply 

was an excellent entry point for stimulating community participation, not only in matters 

relating to water and sanitation, but also in measures relating to community health and 

development, and that it had a great impact on the advancement of women in several countries. 

For women's liberation was inconceivable without easy access, near the home, to drinking -water 

supply; that would free them so that they could give more time to their families, to their 

own education and to the enrichment of their personal lives, all of which would, in turn, 

bring an immediate improvement in health. 

A surprising development had come to light in the past three years or so in connection 

with the excreta disposal component of environmental health. In several places where 

conditions had been so bad that emphasis on personal hygiene was the best action that could 
be recommended, as a result of that emphasis, demand for water supply facilities and health 

posts and the materials for constructing them had become so great that it had outrun local 
supply capacity and contributions in equipment and funds had now, in consequence, fallen 
far behind requirements. 

At country level, a very positive trend could be discerned in that some 40 or 50 countries 
were formulating national plans, in the determination to extend coverage to their entire 

population, rural as well as urban. Another positive trend was the international cooperation 

being established at country level, coordinated by the UNDP Resident Representatives, which 

had already done away with the duplication of effort seen in the past. Also during the past 

three years the Decade Steering Committee had developed into a very effective international 

team. 
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Turning to the question of improving the effectiveness of existing and planned programmes, 
he said that the experience of recent years pointed to certain overriding needs. First, 
there was a need to develop human resources, which was the first "bottle -neck" encountered 
in the Decade programme, particularly at community level. Where the participation of women 
was concerned the problem was organizational often requiring administrative solutions, as did 
the other problems, which were universal, such as the question of adequate salaries, motivation, 
service in remote areas and the provision of adequate transport in the field, which alone 
would permit the decentralization of services and decision -making. Secondly, there was a 
need for health education, for the motivation of communities and for communications to 
facilitate the development of such education and motivation. In that connection he welcomed 
the new combined WHO programme of public information and education for health. Thirdly, 
there was a need for monitoring and evaluation. 

In conclusion, he said that the main objectives of the Decade must not be forgotten. 
They were: the survival of humanity; health for all, particularly the most vulnerable 
groups - women and children; and the improvement of socioeconomic conditions without which 
it would not be possible to provide a better life, and disillusion would set in with the most 
important programme of them all - the work to reduce the rate of world population growth. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) noted that the programme statement 
for research promotion and development (programme 7) took up and developed many of the 
provisions in the Seventh General Programme of Work, particularly those of paragraphs 204, 
205 and 208. Emphasis was correctly placed on the importance of developing machinery aimed 
at reducing the time intervals between scientific discoveries and their practical application 
(paragraph 5). Would it be possible to say which of the various types of machinery had been 
considered, and which could be recommended? 

Nutrition (programme 8.1) was of great significance for the Strategy for health for all 
and also in view of the important work to be done on infant and young child feeding following 
the adoption by the Health Assembly, in 1981, of the International Code of Marketing of 
Breast -milk Substitutes. In the Executive Board concern had been expressed about the 
reduction of allocations to the programme; in the view of his delegation such reductions were 
not justified. 

His delegation supported the Executive Board's positive assessment of the programme on 
oral health (programme 8.2); it was to be hoped that the quantitative goals set for that 
programme would serve as an example for other programmes, so that valid assessment of 
progress could be made. In the matter of recommendations concerning research under that 
programme, his delegation wished to recommend investigation of the role of fluoride contained 
in tea as well as the role of different remineralizing substances as alternative means to 
water fluoridation. Document A36/INF.DOC./21 contained useful information for assessing the 
existing situation and for revising the strategy for achieving oral health for all by the 
year 2000. 

The programme statement on maternal and child health, including family planning 
(programme 9.1), referred to so many activities to be undertaken by WHO that his delegation 

wondered whether there would be sufficient resources, and whether the Organization and 
Member States would be able to implement fully even part of the activities outlined, 
particularly since UNFPA intended in the future to stabilize its allocations to the programme. 

His delegation would welcome further clarification on that point. It supported the 

proposals for research on the physical and psychosocial development of children (paragraph 29) 

and the formulation of indicators, adapted to local conditions, on the development and growth 
of children. 

Programme 9.3 (Workers' health) did not reflect sufficiently the importance of the 

influence of industrial factors on morbidity with regard to cancer, cardiovascular and 

allergic diseases. Lung pathology was stressed in the programme, but only with respect to 

rural workers, whereas the question was equally, if not more, important for industrial 

workers. The question of the impact of the working environment on the reproductive function 

was referred to, but insufficient attention was given to the effects on future generations. 

In regard to programme 11.1 (Community water supply and sanitation) his delegation 
welcomed the proposed programme for 1984 -1989 and the development of the health aspects of 

the programme as an integral part of primary health care; it felt, however, that that was not 

reflected in the allocations for 1984 -1985, which seemed to lay too much stress on the 

technical aspects. 

� Document WHA36/1983/REC/1, Annex 3. 
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The importance of programme 11.3 (Control of environmental health hazards) was 

constantly growing because of the increase in the number of chemicals used and the variety of 

the purposes for which they were used. Consequently control and monitoring must be broadly 
based, and international cooperation was essential. Paragraph 12 of the programme statement 
rightly stressed the importance of contingency management in accidents and emergencies 
involving the release of toxic chemicals. His delegation welcomed the increase in UNEP funds 
in 1984 -1985 for global and interregional activities, but considered that WHO should maintain 
its leading role in implementing the health aspects of the programme. 

Programme 11.4 (Food safety) covered questions recognized to be particularly relevant 

in most countries. His delegation believed that at the current stage of its development WHO 
should intensify research with a view to resolving a number of methodological problems relating 
to the interrelationship between the human organism and chemical substances. The results of 
such research, carried out with financial support from WHO aid UNEP, should serve to improve 
the scientific basis for recommendations adopted under the International Programme on 
Chemical Safety relevant to the prevention of possible adverse effects, of certain chemical 
substances on the human organism. 

In regard to programme 12.3 (Drug and vaccine quality, safety and efficacy) his delega- 

tion was of the opinion that the quality of drugs should be controlled on the basis of the 

International Pharmacopoeia rather than of basic tests - which could, however, be used for 

preliminary guidance on the safety and identity of any particular drugs. His delegation had 

taken note of and fully supported the programmes planned for 1984 -1985 in respect of the 

Expert Committee on Specifications for Pharmaceutical Preparations, the Expert Committee on 

the Use of Essential Drugs and the Expert Committee on Biological Standardization, as well as 

the consultative group on poliomyelitis vaccine. 

Dr BULLA (Romania) was pleased to note the general tenor of programme 11 (Promotion of 

environmental health) in regard to the effort it showed to achieve more effective concentra- 

tion of WHO resources to support governments in building up their health systems. In 

particular, he wished to emphasize the importance of legislation in promoting environmental 

health and of machinery for inspection. In that connection, not only should environmental 

health impact be assessed, but also new development objectives should be subject to preven- 

tive control by sanitary engineers and hygienists, in virtue of legislation. 

Programme 12.1 (Clinical, laboratory and radiological technology for health systems 

based on primary health care) - in which the word "clinical" appeared for the first time in 

the programme and budget - with its new orientation bringing together technologies that could 
improve patient care, was intended to provide better technical support to primary health care 
in a field in which it had always been deemed prudent to standardize. There was no doubt 

that without proper technical guidance and support from other echelons of the health service, 
primary health care would remain at a low level aid have little chance of gaining recognition 
and becoming widely available. Yet a very small share of the budget had been allocated to 
that programme; great ingenuity and imagination would therefore be needed if it was to make 
the necessary contribution to the programme as a whole. Furthermore, since in the budget 
there was only one figure to cover all the areas of technology it was difficult to determine 
how much emphasis would be placed on each of the three components in the programmes of each 
region. It was also difficult to understand how such complex activities could be carried out 
with the resources indicated in the regular budget. Perhaps the efforts of donor agencies 
could be further oriented towards the programme if its results proved positive. 

Dr ADАNDE MENEST (Gabon) said that, within the context of the Strategy for Health for All 
by the Year 2000, research promotion and development (programme 7) should be considered as a 

tool for supporting all primary health care activities, whether at the conceptual, operational 
or evaluation stage. In that connection he wished to highlight the role of the research 
structures being established at regional and country level. In the African Region a number 
of research centres had been, or were due to be, classified as WHO collaborating centres. 
In Gabon there was an international centre for biomedical research, which was mainly concerned 
with problems connected with sterility and human reproduction. Several of its reports were 
available. His country had submitted a request that it be designated by WHO as a WHO 
collaborating centre open to all men of science. African research workers would there be 
able to find a place of apprenticeship for training in basic research and in applied research 
in biomedicine, with particular reference to infertility. 

WHO had a great deal to do in the field of research. It should not only suggest 

solutions to problems of current concern, but should also monitor the problems created by 
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socioeconomic change and the most dangerous of the threats which it posed. WHO should propose 
solutions, as in a work of science fiction, to foreseeable problems the general outlines of 
which were only just appearing; for the fertile human imagination could easily see that unless 
some precautions were taken without delay to canalize human behaviour, the world would be 
faced with a most terrible situation by the year 2000. 

As far as general health protection and promotion was concerned, stress should be laid 
on primary health care and the collection of relevant information. Many WHO documents and 
expert reports contained useful information on a range of different questions concerning 
individual or collective conduct. The plans of action in the fields of nutrition 
(programme 8.1), oral health (programme 8.2) and accident prevention (programme 8.3) met with 
his delegation's approval and provided valuable support for the mechanisms and structures 
established at the regional level to identify problems and find solutions to them. In 

subregion 2 of the African Region an intercountry project on nutrition was giving the 
countries it served an opportunity to improve their operational capacities, as well as their 

knowledge of nutritional problems in general, of epidemiology, and of the nutritional status 
of different strata of the population, particularly that of the target populations - 

mothers, young children and expatriate or uprooted workers. If the major problems in the 
field of nutrition were to be thoroughly explored, more work would have to be done on the 
adaptation of infant and young child feeding to the local context through the introduction of 
local products and food recipes suitable for their age; on the problems of lactating mothers 
with a view to promoting breast - feeding; on the knowledge accumulated by bygone generations 
with regard to certain plants commonly used in Africa; and on taboos which constituted 
positive or negative factors in the solution of problems of nutrition in the various 
population groups. 

The Regional Office for Europe had carried out and followed up a detailed study on 
accident prevention. The documentation relating to that research and the solutions proposed 

ought to be widely disseminated at the country level, so that reactions to it could be 

ascertained and so that the contents could be adapted, if necessary, to local conditions. 

The emphasis placed on public information and the information of health workers interested in 
the problem should be further enhanced. The health sector, the security forces and the 

social services should constantly unite their efforts in that field. 

As far as maternal and child health, including family planning, was concerned (programme 

9.1), the main effort should be made in the field of primary health care. Family planning 
should be conceived as a means of informing the whole population of the problems relating to 

the promotion of the health of women at all stages of their development. Information should 
also be included on problems relating to the development of the infant and young child, as 

well as the protection of the family as the basic unit of any well organized society. WHO 
should also concern itself with the multifaceted emotional, psychological and sociological 

problems of couples living in or out of wedlock with a view to providing them with proper 

guidance. 
During its consideration of programme 10.2, the Executive Board had laid great stress on 

the need to formulate policies and national programmes for the prevention of alcohol abuse and 
related problems. The question of whether it would be more advisable to stop or attenuate 

the consumption of alcohol, or to reduce its production and distribution was very debatable. 

However, as in the case of breast - feeding and the marketing of breast -milk substitutes, the 

Health Assembly might request the Director -General and the Executive Board to develop a code 

on the production, distribution and consumption of alcohol, in view of the disturbing problems 

connected with it. That activity could be accommodated within the programme budget for 1984- 
1985, since provision had already been made for the formulation of policies and national 

programmes. In such a code, drawn up within whatever period of time the Health Assembly 

might wish to grant the Director -General, WHO might have, perhaps by the end of the Seventh 

General Programme of Work, a reference document on which countries could base their ideas and 

which would provide a common perspective and the basis for an international approach and thus 

avoid a discussion, carried over from one session to another, on the relative merits of 

suppressing alcohol altogether or of regulating its production. 

The problem of narcotic drugs was less important than alcohol abuse because they were 
not openly marketed, whereas alcohol was to be found in every grocer's shop and supermarket. 
It was also a matter of concern to certain producer countries which derived substantial 
profits in foreign exchange from it. Fortunately, his country was not among that number 
and was taking active steps to reduce the consumption of alcohol. 

With the Chairman's permission, he would ask his colleague to address the Committee on 

the programme for workers' health (programme 9.3), a subject in which he specialized. 
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Dr OBIANG- OSSOUВITA (Gabon) expressed his delegation's approval of that programme. He 

noted however that, in paragraph 38 of the Executive Board's report, it was stated that 

"Workers' health holds particular problems for developing countries where measures for 

occupational safety do not keep pace with rapid industrialization and the introduction of 

modern agricultural techniques. Furthermore, in many countries a clear delineation of 

authority is lacking, with responsibility for workers' health being shared between different 

ministries ". He pointed out that the health of a worker was indivisible; it comprised his 
physical, mental, psychological and social wellbeing at his place of work, as well as his 
environment, housing and leisure. All those aspects could not be covered by a single 

ministry. Moreover, the responsibilities of different ministries were often changed at every 
cabinet reshuffle. Although it was true that ministers came and went, technical staff 

remained. WHO should therefore make a greater effort to acquaint itself with administrative 
patterns with a view to having permanent interlocutors in every administration of Member 
countries. 

His Government had come to understand the need for inter -ministerial collaboration for 

health through the work of its national health council, on which various interested 
ministries were represented. Moreover, in his country's delegation to the present Health 
Assembly officials from the Ministry of Social Security and the Ministry of Labour and 
Employment had joined their colleagues from the Ministry of Public Health and Population. 

In Cabin workers' health was viewed as a matter of the greatest importance. It was not 
in the country's rapidly growing large -scale industries that acute health problems were most 
commonly found, but in small enterprises scattered around the country and in rural enterprises 
which did not have the resources to comply with their legal obligations with regard to health 
and medical supervision. Employers were essentially responsible for industrial medicine, 
but small businesses very often did not have the resources to employ a doctor or even nurses 
to carry out the systematic check -ups prescribed by the labour code. If inspectors applied 
the regulations, they would have to oblige small employers to comply with their legal 
obligations, and the small employers would probably then go to prison. That, however, was not 
possible in the present context, because the country had to develop its small and medium -sized 
enterprises. His Government therefore considered that industrial medicine at the very small 
enterprise level should form part of the primary health care service, which alone could make 
it possible to cover the workers' health requirements in all the far -flung small enterprises. 

The agricultural development now taking place in Gabon was unfortunately accompanied by 
an increased use of highly toxic pesticides, herbicides and fertilizers, which the rural 
populations often used without taking precautions, thus exposing themselves to poisoning 
more acute than was found in large industries. 

His delegation was delighted that the proposed programme budget attached importance to 
industrial medicine in Africa in the light of the needs expressed by Member States, but only 
primary health care services could provide such preventive medicine at the level of the small 
and medium -sized enterprise. 

Dr QUIJANO (Mexico) congratulated the Director- General on the coherent, direct aid clear 
way in which the programmes had been presented. Where research promotion and development 
(programme 7) was concerned, his delegation was convinced that the funds which WHO invested 
were extremely well employed and would have a really catalytic and multiplying effect. Even 
though appropriate research and promotional activities could not be carried out in respect of 
all programmes in all countries, in each of them it should be borne in mind and every ministry 
of health should be adequately informed and alert to the issues involved. 

In programme 8.1 (Nutrition) the information given in paragraph 11 of the programme 
statement regarding the need to increase knowledge of nutrition and the advisability of 
reviewing requirements for vitamins, minerals and trace elements was particularly noteworthy. 
It was possible that, as had happened with requirements for proteins, carbohydrates and fats, 
concepts needed to be redefined. It was sad that most of the information on the subject, in 
nearly all countries, came from manufacturing industries which obviously had vested interests. 

Programme 8.3 (Accident prevention) was also of great interest, since the causes of 
many accidents, all over the world, included particular sociocultural factors and particular 
life -styles. In fact, at the present time traffic accidents constituted a factor in the 
daily life of all countries, both industrialized and developing. The latter, however, were 
most in need of care and rehabilitation services. Research should therefore be aimed at 
providing that specific type of assistance. 

His delegation appreciated the reasons which had led to the prevention and control of 
alcohol and drug abuse being merged in one programme (programme 10.2). Nevertheless, it 
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took the view that in the allocation of financial resources more attention should be given to 
alcohol abuse, which represented a statistically greater problem than drug dependence. The 
decision to conduct research into consumption patterns and the different repercussions on 
particular population groups seemed very wise, since such research would lead to a number of 
specific and probably more effective preventive measures. His delegation also attached 
great importance to WHO's decision to study the national and international marketing of 
alcoholic beverages. That should be done boldly and completely independently, so as to 
arrive at the formulation of clear recommendations for the control of those activities. 
Finally, in connection with programme 12.3 (Drug and vaccine quality, safety and efficacy), 
he supported the draft resolution submitted by the delegation of Sweden on the quality control 
of drugs. 

Dr LEPPO (Finland), speaking on behalf of the five Nordic countries on the subject of 

programme 10.2 (Prevention and control of alcohol and drug abuse), said that the need to 
strengthen WHO's programme on alcohol -related problems had been evident for a number of years, 
as was reflected in numerous resolutions of the Health Assembly and of the Executive Board. 
The worldwide importance of the issue and the urgent need to tackle it at both international 
and national levels had been highlighted by the Technical Discussions at the Thirty -fifth 
World Health Assembly. A draft resolution had been prepared and sponsored by 20 delegations 
from all parts of the world, to boost action in that field within both Member States and WHO, 
but for technical reasons it had not been considered by that Assembly. 

One of the major aims of that draft resolution had been to ensure that the necessary 
organizational, staffing, and budgetary implications for WHO were taken into account in the 
preparation of the programme budget for 1984 -1985, and that adequate financing from the regular 
budget was made available. In that respect the programme budget proposals for 1984 -1985 were 
disappointing to the Nordic countries because the funding proposed was clearly insufficient 
for the attainment of the programme objectives. The Nordic countries had therefore noted 
with satisfaction that the Executive Board had taken the issue up in its deliberations and, 

after a thorough examination of the matter, had unanimously adopted resolution ЕВ71.R7, which 
contained a draft resolution now being submitted to the Health Assembly for consideration. 

In its report on the programme budget, the Executive Board had also singled out programme 
10.2 as one where additional funding was recommended. The five Nordic delegations wished to 

express their full support for that recommendation; there was no need to repeat the reasons. 

They were forcefully stated in the documents of the 1982 Technical Discussions) and in the 

summary records of the seventy -first session of the Executive Board.2 At that session it had 
been proposed that funds from the Director -General's Development Programme should be used to 
ensure adequate financing of the alcohol abuse programme in the 1984 -1985 biennium. In the 

Director -General's opinion, in view of the fact that the problem had reached epidemic 
proportions throughout the industrialized world, it ought to be possible to mobilize resources 
from the industrialized countries, which must see that it was in their interest to make use 
of WHO's services to combat the problem. The Nordic delegations wished to emphasize, however, 
that there had already been extrabudgetary funding from the industrialized countries and that 

a good start had been made. It was, of course, possible. and desirable to increase extra - 
budgetary funding, but that did not suffice. 

The key issue was that, in order to ensure a sound organizational basis and the continuity 
needed for programme development, there must be a certain amount of "core funding" from the 

regular budget. In fact, when the Nordic countries had made their joint voluntary contribution 
for 1981 -1983 to ensure the availability of the resources that the Organization considered 

necessary for programme development in the field of alcohol abuse, it had been understood 

that from 1984 onwards a regular budget allocation would be made to guarantee continuity and 

the further development of WHO's activities to combat alcohol problems. For the Nordic 

countries it was a matter of principle that, in a programme considered highly important by 

developed and developing countries alike, the prerequisites for programme delivery should be 

contained in the regular budget; otherwise the credibility of the Organization might be open 
to question. 

1 See WHO Chronicle, 36(6): 222 (1982). A review of alcohol policies in national health 

development planning, based on the Technical Discussions, is to be issued as a WHO Offset 
Publication. 

2 Document ЕВ71/1983/RЕС/2, p. 188. 
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The draft resolution recommended in resolution EB71.R7 was identical with the one produced 

during the previous year's Technical Discussions, except for operative paragraph 4(2), in 

which the budgetary measures to be taken were postponed until the preparation of the programme 

budget for 1986 -1987, instead of 1984 -1985, and no specific mention was made of the allocation 

of regular budget funds for that purpose. The Nordic delegations strongly urged that the 

Director- General should make available funds from his Development Programme, as proposed by 

the Executive Board, or from some other source, to ensure adequate financing for the 1984 -1985 

biennium. 

Dr GRECH (Malta) noted that health protection and promotion activities accounted for 

between 11% and 12% of the regular budget. That proportion was realistic, although not 

perhaps as large as might be desired. 

With regard to programme 9.3 (Workers' health) the basic problem, at least in the 

European Region, was the variety of sources of information regarding the amount of ill health 

due to occupational diseases and work accidents. Consequently, the international exchange 

of data between occupational health institutions might be somewhat handicapped unless a 

systematic and comparable presentation of the relevant information was facilitated. His 

delegation would therefore like to know what action was contemplated in that connection. 

The activities under programme 9.4 (Health of the elderly) had recently been discussed 

in the European Region in an attempt to assess the present situation and to define objectives 

for the year 2000. Four main points had been highlighted. Firstly, the attainment of the 

targets for the elderly depended on the achievement earlier of targets for reducing health 

inequalities at younger ages. Secondly, economic security in old age was important. 
Thirdly, there should be greater flexibility in regard to the age of retirement, as well as 

preparation for it, including measures to ease the transition from active employment. 
Fourthly, physical and financial access to health services and suitable housing were vital. 
In essence, whatever targets were set and however different the approaches might be, the 
ultimate aim should be to settle the elderly in the community, in an environment with which 
they were familiar and in which they were surrounded by people that they had come to know and 

trust. 

Professor JAKOVLJEVIC (Yugoslavia) referring to programme 9.1, said that the medium -term 
programme for 1984 -1989 in the field of maternal and child health was a most encouraging step 

in the implementation of the Global Strategy for Health for All through primary health care. 
If two - thirds of all births were to be attended by trained health workers and approximately 
80% of all children had access to essential preventive and curative care by 1989, a very 
significant contribution would have been made towards achieving the main goal of health for 

all. Appropriate technology for maternal and child health was one of the most important 
prerequisites. Adequate attention should also be given to improving infant and young child 
feeding. The maternal and child health programme naturally had linkages with other WHO 
programmes, but it also had to be executed in close collaboration with other United Nations 
agencies, such as UNICEF and FAO. It was disappointing that, despite the slight increase in 

the regular budget allocation for the whole programme, funding from "Other sources" was to 
decrease over the next two years. 

His delegation supported programme 10 (Protection and promotion of mental health) and 

was particularly interested in work on the psychosocial consequences of social change and 
in the innovative mechanism constituted by the coordinating groups on mental health. An 
example of such an innovation was the African Mental Health Action Group, which demonstrated 
the practical value of technical cooperation among developing countries. 

His delegation also supported major programme 11 (Promotion of environmental health) 
and was very pleased to learn that a further 30 countries would join in planning activities 
for the International Drinking Water Supply and Sanitation Decade over the next two years. 

His delegation also wished to lend its support to the programme on essential drugs and 
vaccines (programme 12.2). Yugoslavia had developed a national drug policy as part of a 
comprehensive health policy identifying therapeutic needs, selecting essential drugs for the 
country as a whole, estimating the quantities needed and improving quality control, including 
the monitoring of adverse reactions. His delegation shared the view that global and regional 
activities should be focused on promoting technical cooperation among Member States for the 
purpose of preparing and implementing national drug policies and for facilitating and supporting 
pool procurement by groups of countries within the context of technical cooperation among 
developing countries. 
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Dr WESTERHOLM (Sweden) said that her delegation fully supported the programme for oral 
health (programme 8.2), but the activities proposed in paragraph 10 of the programme statement 
should be implemented as an integral part of the programme and in future be gradually allocated 
resources from the regular budget. 

Her opinions on essential drugs andvaccines (programme 12.2) would be incorporated 
in a Nordic statement at a later stage.' 

In regard to drug abuse control, the thirtieth session of the United Nations Commission 
on Narcotic Drugs, held in February 1983 in Vienna, had been presented with a very grave 
picture of the current drug situation, in which the supply of narcotic drugs was becoming 
more plentiful than ever before. Drug abuse was still growing in most of the world and had 
now spread to countries where no such problems had existed before. There had been a steep 
rise in some developing countries that had brought the problem there to the same dimensions 
as in the industrialized countries. There had also been a clear increase in total world 
confiscations of narcotic drugs by police and customs authorities in 1982, reflecting the 
growth of illicit drug trading. Although great efforts had been made in many countries to 
combat drug abuse, counter -measures had to be intensified and made more effective. National 
efforts were the corner -stone of every campaign, but the success of those efforts depended on 
international cooperation. 

WHO had a key part to play in international cooperation in regard to narcotic drugs, but 
current efforts by the Organization fell far short of its real capabilities. Programmes on 
drug abuse were placed far too low on the list of priorities and very limited resources were 
provided in the programme budget for that important field, leaving many activities to be 
financed by voluntary grants or by other organizations. WHO should play a much more 
prominent part particularly in coordinating efforts both to reduce the demand for narcotic 
drugs and to provide further opportunities for the transfer of ideas and knowledge between 
different countries, so as to bring about a more effective deployment of the resources 
available. WHO also had a vital part to play in determining which drugs should be classed 
as narcotics and made subject to international control, an aspect of the work which was 
hampered by lack of resources. Countries with no adequate drug control system of their own, 
in other words the developing countries, were the ones that suffered. The drug problem was 
a global one. Programmes for the control and prevention of drug abuse should be integrated 
into regular WHO activities and receive additional funding over and above the regular budget. 

A very important step forward had been taken in regard to disabled persons with the 

adoption in 1982 by the United Nations General Assembly of a World Programme of Action 
concerning Disabled Persons. If properly implemented, there was no doubt that the World 
Programme of Action would produce better conditions for the disabled citizens of the world. 
WHO had played an important part in developing new policies and innovative approaches to 

services for disabled people. The concept of "community -based rehabilitation ", integrated 
into primary health care, was the first real attempt that had been made to provide essential 
rehabilitation for all the disabled people of the world. The experimental manual on 
rehabilitation and disability prevention for developing countries had played a valuable part 
in ensuring the implementation of simple and adequate methods of rehabilitation. She hoped 
that WHO would continue to give priority to those valuable activities and develop further 

practical methods of community -based rehabilitation. 
As regards the concepts of impairment, disability and handicap, underlying the 

definitions in the World Programme of Action, the United Nations General Assembly, in 
resolution 3753, had requested WHO, in the light of its experience of the International Year 
of Disabled Persons, to review its definitions of those concepts. The Advisory Committee for 
the International Year of Disabled Persons had called for the reformulation, in particular, of 

the concept of "handicap" as defined by WHO, to take into account the social and environmental 
components constituting a handicap. Her Government welcomed the shift of focus from the 

individual to society. More emphasis should be placed on the need for structural changes in 
society to facilitate daily life for disabled persons. She was aware that the definitions 

in the International classification of impairments, disabilities and handicaps,2 though still 
operationally valid, were due for reconsideration in a few years' time. In the light of 

the request by the United Nations General Assembly, her Government was in favour of a thorough 
review of the concepts underlying the classification system before its final approval. 

1 See p. 98. 

2 
World Health Organization. International classification of impairments, disabilities 

and handicaps - A manual of classification relating to the consequences of disease, Geneva, 1980. 
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Dr EL GAMAL (Egypt) said that the simultaneous consideration of all health care and 

promotion programmes left little time for discussion of individual technical programme issues. 

It was impossible for a committee of 150 delegations to discuss 19 different subjects and 
comment in detail on each important programme during the time allotted. There was always a 

danger that organizational matters would overshadow the technical aspects, which were the 

proper concern of WHO as a technical organization. The present procedure was on trial 

however and the outcome would require careful evaluation. 

In general, whatever approach to health problems and services was adopted, the 

fundamental point was the nature of the individual health care provided for the population, 
irrespective of its system of delivery. That being so, he believed that priority should be 
given, especially in the developing countries, to nutrition (programme 8.1), community water 
supply and sanitation (programme 11.1), maternal and child health, including family planning 
(programme 9.1), and food safety (programme 11.4), but he noted that the total allocations for 
all those programmes had been reduced in the proposed programme budget for 1984 -1985. 

There were two points in connection with workers health (programme 9.3) which he 
would like to see highlighted. First, the inclusion of the workers' health in the primary 
health care system, since some types of workers, especially those in agriculture and light 
industry, could not be covered in other ways, and secondly the importance of epidemiological 
surveys of occupational diseases and accidents, together with the preparation of the necessary 
guidelines. 

Within the protection and promotion of mental health (programme 10), he would have liked 
to see some coverage of mental disease, alcoholism and drug abuse included in primary health 
care. A relevant national project was being carried out in his country, covering the 
detection of abuse of morphine, amphetamine and barbiturates, with the assistance of WHO and 
UNFDAC, and promising results had been obtained. In spite of the work being done on the 
prevention and control of alcohol and drug abuse (programme 10.2), the problem was becoming 
progressively more serious, especially among the younger age groups. The situation in mental 
health institutions in regard to the prevention and treatment of mental and neurological 
disorders (programme 10.3) was far from satisfactory; the alternatives of home treatment or 
day -beds in hospital should be seriously considered by WHO. 

A most important point in connection with community water supply and sanitation 
(programme 11.1) was the adoption of technologies adapted to the geographical and economic 
situation of the country, for example the use of surface or underground water, the use of 
oxidation ponds as against elaborate treatment plants for activated sludge, etc., and the 
dumping of solid wastes instead of composting or other sophisticated techniques. The 
shortage of trained manpower was a serious impediment and a pilot project was being carried 
out by the Government of Egypt in cooperation with WHO, UNDP and UNICEF, which it was hoped 
would enable an expanded training programme to be initiated subsequently. The Regional 
Office for the Eastern Mediterranean had played an important part in the pilot training scheme. 

Attention should also be paid to various new sources of water pollution, namely oil 
spillage and industrial effluents. New technological processes should be developed for the 
detection of such contaminants, particularly with respect to water re -use. His country 
wished in that connection to co- sponsor the draft resolution being prepared by the delegation 
of Chile on the International Drinking Water Supply and Sanitation Decade. 

On the question of environmental health in rural and urban development and housing 
(programme 11.2), he emphasized the importance of developing expertise in environmental 
impact assessment. Most developing countries were gravely deficient in that respect and 
were seldom able to identify institutes which could carry out such assessments. In regard 
to food safety (programme 11.4), food quality control techniques had to be taught and 
appropriate guidelines prepared, to enable countries to detect immediately the presence of 
any contaminant, especially in fresh foods. The growth of international trade in canned 
foods necessitated the development of international standards in cooperation with WHO. 

Diagnostic, therapeutic and rehabilitative technology (programme 12) was of particular 
interest to Egypt, where rural hospitals had been set up with a capacity of about 24 beds. 
The main problem fields in those hospitals were sterilization and blood transfusion. 
Studies were currently being carried out on ways of developing laboratory efficiency and basic 
radiological services in those hospitals, but such advanced techniques could only be safely 
implemented with proper training of staff. 

Dr OLGUIN (Argentina) said that research promotion and development related to all the 
programmes under examination, since it closely affected diagnosis, critical assessment and 
evaluation, and provided the underlying basis for the making of policy and the taking of 
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practical decisions. Research promotion and the coordination of scientific activities had 
been adequately covered in the proposed programme budget, the aim being quite rightly to 
strengthen national research potential. The development of national research capacities 
was fundamental and would require international support in order to overcome the inherent 
shortcomings of the developing countries. The same applied also to research structures and 
infrastructures. 

Research in the field of health should include essentially biomedical, epidemiological, 
social and also administrative and operational research. Those aspects were fundamental not 
only at the planning but also at the operational and implementation stages, and account had 
also to be taken of the influence of socioeconomic and environmental factors on health. 
Research should always be adapted to meet the country's basic needs. Applied research 
should where possible be carried out in the country itself by nationals; hence the importance 
of the availability and training of human resources and of providing the necessary infra- 
structure, the final aim being the development and programming of more effective and efficient 
health care services at the primary as well as other levels. 

He was also concerned with the question of a country's ability to provide more efficient 
health services especially at the primary health care level, which required adequate inter - 
sectoral and intrasectoral coordination, for example, between ministries of health and 
education and other ministries that might be undertaking research in fields directly or 
indirectly related to health. In his country, national programmes provided coordination and 
support for the activities carried out in the various fields. The national epidemiological 
research programme, for example, covered Chagas' disease and haemorrhagic fevers studied by 
separate groups of scientists. The ideal solution would be to set up national councils for 
scientific and technical research; they had been in existence in his country since 1958 and 
had proved extremely successful. Such mechanisms would be easier to set up in countries 
where the national budget included research under a specific head. 

Research coordination should apply at the regional, interregional and global levels also, 
providing support for joint projects and the exchange of information and also for the training 
of scientists at all levels, without which no increase in national or regional research 
capacity was possible. Many regional programmes for the training of scientists had proved 
highly effective in the Americas. His delegation attached particular importance to high - 
calibre collaborating centres, which benefited not only their own but also neighbouring 
countries and others facing similar problems. 

In his country the scientific research worker received professional training. 
Opportunities were provided for research workers in any field, including the administration of 
scientific and health research, to undertake applied research tasks of increasing complexity, 
thus inducing a dedicated attitude to research. 

In addition to bilateral support at the regional level between countries with similar 
problems, technical cooperation between developing countries, with the support of the 

specialized agencies aid the industrialized countries, provided great opportunities for the 

transfer of the results of research and the transfer of technology. Similar opportunities 
existed where a country at the intermediate level between the developing and the industrialized 
countries had been able to develop a particular technique which could be more easily adapted 
by countries at a similar level than the sophisticated techniques of more highly developed 
countries. WHO would do well to take full advantage of that type of technical cooperation 
between developing countries in its programmes. 

He believed that some very important programmes which should have been given priority 
had been unnecessarily reduced. A more balanced distribution of the available resources in 

the regular budget could have been made, supplemented by funds from other sources, special 

contributions, casual income, etc., or from international financing institutions with an 

interest in health. 

Professor OZТURК (Turkey) fully endorsed the various items in the appropriation section 
under discussion, especially the programme for the promotion of mental health, including the 
prevention and control of alcohol and drug abuse; the comprehensive but concise programme on 
the promotion of mental health had justifiably ambitious goals but a very modest budgetary 
allocation. The Division of Mental Health continued to coordinate and support high -quality 
research and training, in the course of which internationally applicable assessment instruments 
had been developed and recommendations drawn up for the care of the mentally sick. Neverthe- 
less, in spite of growing worldwide recognition of mental health and psychosocial factors as 
crucial health issues, many countries, among them the most affluent, had not yet been able to 

break down the traditional walls of psychiatric institutions. Well- trained manpower was in 
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very short supply. With about 300 million people suffering from mental or neurological 

disorders, alcoholism or drug dependence, according to WHO estimates, and with the enormous 
number of psychosocial and biological factors involved, the problem was highly complex and 
deserved a more generous budgetary allocation. There were many cultural, economic, 
legislative and even medical obstacles to be overcome before mental health work could be 
incorporated within the framework of primary health care. One major paradox was the need to 
balance the resources devoted to the fight against alcoholism and drug dependence against the 
dependence of the community or State on revenues from the alcohol or drug industries. WHO's 
active and leading role in evaluating and recommending the control of dependence - inducing 
psychotropic drugs deserved commendation and support even though it might not always be in 

the best interests of national pharmaceutical industries. 
One important theme emerged clearly from all the individual programmes in the chapter on 

health science and technology - health promotion and care: the importance of psychosocial 
factors for example, in connection with human reproduction, maternal and child health, care of 

the elderly as well as more specifically in mental health. That programme certainly merited 
support, since it was becoming more and more widely recognized that there were crucial 
behavioural and psychosocial elements in all health problems. He asked about the nature and 
amount of coordination or integration between individual WHO divisions concerned, in one way 
or another, in research or in applied medicine, with the highly important and complex issue 
of psychosocial factors in health problems. 

The meeting rose at 17h30. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85 and ЕВ71/1983/REС/1, Part I, resolution ЕB71.R3 and Annex 1, 

and Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, para$raph 4(1), 

WIА33.24, paragraph 3 and WHA35.25, paragraph 5(3); Documents PВ/84 -85, EВ71 /1983/RЕС /l, 

Part II, Chapter II, and A36/INF.DOC./5) (continued) 

Health science and technology - health .romotion and care (Appropriation Section 3; 

Documents РВ/84 -85, pages 119 -218, ЕВ71/1983 /RЕС 1, Part I, resolution EB71.R7, and 
Part II, paragraphs 34 -41, А36/5, АЭб /б and А36 /INF.DOC. /2) (continued) 

Professor GIANNICO (Italy) commended the programmes in the appropriation section under 
discussion, in particular those in programme 11 (Promotion of environmental health). 

Pollution was a growing problem, particularly among industrialized countries, with chemical 
pollution of the essential elements for human life, water, air and the earth playing an 
increasing role. The factors involved were complex and not easily studied. Nevertheless, 

it was important to establish valid measures for prevention or control of those factors and 

conditions obtaining in the environment that were hazardous to health. 
Taking drinking -water as an example, he noted that in the past it had been the subject of 

concern among health authorities because of the risk of biological or microbiological 
pollution, and systems of microbiological surveillance, water purification and other 

sanitation measures had been developed to ensure effective protection. Unfortunately, chemical 
pollution was a phenomenon that had only been considered seriously in recent years, so that 

clear scientific findings based on extensive epidemiological data were not yet available. 
Chemicals represented a potentially ever - growing source of pollution owing to the increase in 
industrialization and the use of chemicals in agriculture, the impact on the soil of 

atmospheric pollution and even the use of chemicals for water purification. Further, the 

effects on health of trace pollutants arising from pesticides, nitrates and organochlorine 
substances were not easy to determine since the risk factors involved might relate to 
medium -term or long -term pathology, the possibility of synergistic effects and the varying 
dietary patterns of individuals. The measures required to correct chemical pollution of a 

water source or waterway were complex, time -consuming and extremely costly. 
Cooperation between WHO and Member States was therefore crucial in order to examine and 

strengthen control programmes for all sources of chemical pollution of the environment, 

particularly in the following respects: (1) the definition of valid laboratory techniques 
and standardization of analytical methods, which would permit the international exchange of 

laboratory findings and reinforce national health authorities in their efforts to apply 

controls; (2) the definition of acceptable parameters, as guidelines or required norms, in 

as many cases as possible, to provide health authorities with valid criteria for the 

standardized assessment of risk factors; (3) the definition of medium -term and long -term 

epidemiological surveys to determine the effects of legislation, norms, surveillance and 

control measures; and (4) the study of emergency measures suitable for application in cases 

of accident. 
Many countries, including his own, were faced with the problems of eutrophication. His 

country had recently introduced legislation and would establish a maximum limit for phosphate 

content of 5% from 1984. However, the question of substitutes for the chemical arose, since 

the scientific data available on some substances were contradictory and did not enable the 

- 88 - 



COMMITTEE A: SEVENTH MEETING 89 

authorities to make decisions. A survey undertaken at a high level, for example by WHO, with 

an evaluation of international data, would undoubtedly facilitate a solution. A study to 

determine a programme for the prevention or control of chemical pollution would require 

considerable efforts, with the active participation of appropriate experts and institutions 

and with substantial backing. However, there was no doubt of the priority of such a 

programme in view of the ever -increasing risks to the environment and thus to human health. 

Every effort should be made to ensure consistent national policies to promote environmental 

health. 

He expressed gratitude for the support his country had received from WHO, both from 

headquarters and the Regional Office for Europe and the assistance given in organizing study 

groups during 1982, which had permitted a useful exchange of information on environmental 

health issues. 

Dr KOOP (United States of America) noted with satisfaction WHO's objective to promote 

and coordinate research related to health - a clear recognition that research was the way to 

the understanding, prevention and treatment of disease. The objectives and plans of action 
for the various programmes had been well conceived. 

The target for most Member States to strengthen research capabilities for implementing 
strategies for health for all within the Seventh General Programme of Work by 1989 was 
laudable, although it presented a considerable challenge to the global and regional advisory 
committees on medical research and to the overall coordinating mechanisms of WHO. Increased 
attention should be given to advancing technical cooperation among all nations, in particular 
to the transfer of appropriate technology. As stressed in the plan of action, coordination 
was central to the success of all research programmes and associated activities and required, 
inter alia: promotion of research in Member States; the formulation and review of WHO 
research policies and priorities in over 30 fields of research; the fostering of collaboration 
among governmental, academic, multinational and voluntary institutions; and the promotion 
and development of mechanisms for the rapid transfer and utilization of research results. 
His delegation agreed that coordination remained an overriding concern; he requested 
information on the steps being taken by the Secretariat to enhance the form and function of 
that critical activity at headquarters. 

In relation to the need to deploy budget resources on the basis of quality of programmes 
and their relevance to the strategies for health for all, he noted that only some regional 
committees had examined methods of allocating increases in resources among countries and 
established guiding principles on criteria for that purpose. Such incisive methods of review 
should be extended to all regions and all programmes. It was only thus that optimum use would 
be made of WHO's resources in Member States. 

He noted with satisfaction the intention to pursue research on social, economic, and 
behavioural factors influencing health. Knowledge of those factors was vital to the control 
or amelioration of disease and was an area that had been too long neglected. 

With regard to oral health (programme 8.2), he expressed concern at the rising prevalence 
of dental caries in developing countries and the continued high rate in other countries among 
population groups least able to afford reparative treatment. He shared WHO's concern that 
too frequently the response had been to continue traditional programmes that emphasized the 
training of dentists rather than auxiliaries and public health workers, and curative and 
restorative treatment rather than prevention. The international collaborative oral health 
development project had great potential benefit to both hosts and donor countries, and he 
supported its promotion of the organization and utilization of known effective preventive 
dental services. 

Concerning the prevention and control of alcohol and drug abuse (programme 10.2), his 
delegation supported the draft resolution recommended by the Executive Board in its resolution 
EB71.R7, and the Board's recommendation to increase funding to the alcohol programme from the 
Director -General's Development Programme. Alcohol abuse and related problems were a serious 
public health issue that was reaching epidemic proportions in many countries, both developed 
and developing. National and international action was required to reduce the enormous health, 
economic and social costs entailed. The plan of action and programme activities described in 
the proposed programme budget (pages 169 -172) clearly reflected the priorities set by several 
advisory groups and improved the balance between drug and alcohol abuse areas as compared with 
the programmes for 1982 -1983. However, there was no mention of the need for uniform and 
comparable global statistics on alcohol -related problems, of the related project activities 
planned by WHO, or of the emphasis given during the Technical Discussions held at the Thirty - 
fifth World Health Assembly to the need for national data and information for policy develop- 
ment. He hoped the Secretariat would give a high priority to those matters. WHO should 
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address the global aspects of alcohol -related health problems and should cooperate with Member 
States in developing appropriate activities. 

His delegation had reviewed the Director -General's report on the International Drinking 
Water Supply and Sanitation Decade (document А36/5) and programme 11.1 (Community water supply 
and sanitation), and was pleased to note that one of the reasons given for bringing the matter 
to the attention of the Health Assembly was that the opportunity and imperative need to use 

the Decade for health improvement must not be missed. However, he was disappointed that so 

little attention had been paid in the Director -General's report to the health aspects of the 

Decade. Surely the most relevant and useful role for WHO, as the principal health agency 

supporting the Decade, should be to help governments to monitor the impact on health of Decade 
activities, to encourage consideration of the health problems of unserved populations in 

establishing priorities for the provision of safe water and sanitation, and to help focus the 

activities of the Decade so as to effect the maximum impact on health. If ministries of health 

were to ensure the latter, as an essential component of primary health care, they must persuade 

those responsible for water supply and sanitation of the need to consider health criteria and 

of the benefits of doing so, and must provide them with the necessary epidemiological data. 

Control of dracunculiasis, schistosomiasis and diarrhoeal diseases should be intimately 

linked to the Decade. He stressed the special relevance of the Decade to women in view of 
the disproportionate share of the burden borne by them in securing water for their families in 

underserved areas, their participation in community activities and their special health 

concerns. 

In addition to continued support of WHO and its activities, his Government was pleased to 
note the increasing cooperation with WHO of the major research institutions in the 
United States, many of which were WHO collaborating centres. Collaboration in the areas of 
tropical and infectious diseases, blindness, neurological disorders, aging, mental health, 
prevention of drug and alcohol abuse, cancer, cardiovascular diseases, epidemiology and 
surveillance,, drug and vaccine quality and oral health would become even more critical as the 
countdown continued towards health for all. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) said that the elements of 
major concern in the appropriation section under discussion had been highlighted in the report 
of the Executive Board. His delegation endorsed the conclusions and most of the 

recommendations of the Board. The overall direction and plans of action proposed for the 
biennium and for the medium term were in line with the main objectives of the Seventh General 
Programme of Work and had his delegation's broad support. Given the difficult decisions that 

had had to be made in effecting a balanced distribution of the resources available, a 

satisfactory allocation had been achieved. 

In regard to human reproduction research (programme 9.2) his Government had supported 
the Special Programme on Research, Development and Research Training in Human Reproduction 
since its inception and, in view of the way the programme had developed, would continue to do 

so with enthusiasm. The targets set out in the programme reflected those in the Seventh 
General Programme of Work. While they were appropriate, they were ambitious and were 
unlikely to be reached unless the programme attracted increased contributions and unless there 
was better coordination among the many agencies working in the field of family planning. The 

plan of action and programme activities for 1984 -1985 closely followed the recommendations of 
the Special Programme's Advisory Group and provided a satisfactory framework for the 
programme's development. He noted that psychosocial and service research would receive 
increased support. Those were important aspects that would help to ensure efficient and 

effective delivery systems. A satisfactory balance of allocations between research and 

development, and institution- strengthening had been achieved. While recognizing that a 

reduction in expenditure on research and development in the developed countries might slow 

the research and development process in the short term, it might well be counterbalanced by 

better acceptability figures for leads evolved in developing countries. His country's 

overall suport for the programme was reflected in a voluntary financial contribution for the 

period 1983 -1984 which would be over 50% higher than that for 1982 -1983. 
In connection with the prevention and control of alcohol and drug abuse (programme 10.2), 

his delegation shared the Board's concern at the increase in alcohol- related problems, which 

were becoming widespread in most developed and many developing countries. In facing those 

problems, society had to ask what its response should be. In order to halt the increase in 

the numbers of people developing alcohol -related disabilities, the overall strategy would 

have to be one of prevention, with the aim of inducing the formation or changing of habits 
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in a way that would lead to better health. However, opinions were divided on how best that 

might be achieved. Some argued strongly that nothing would be achieved unless restrictive 

measures were introduced to control overall alcohol consumption. Yet history had shown the 

difficulties of imposing controls without also changing the attitudes and choices of 

individuals. Others argued that the primary need was for a reduction in misuse, especially 

by vulnerable minorities - in his view, any successful policy would have to undertake 

investigations in that area and determine appropriate measures. His delegation therefore 
wished to propose a number of amendments to the resolution recommended in Executive Board 
resolution EB71.R7; they would be introduced at the appropriate time.' 

Community water supply and sanitation (programme 11.1) was a key element in achieving a 

healthier life for millions of people and in reducing the high toll in lives, particularly 
among children. He therefore urged that high priority be given to achieving the aims and 
objectives of the International Drinking Water Supply and Sanitation Decade. Failure to 
achieve those objectives would seriously jeopardize if not prevent the attainment of the 
goal of health for all. It was therefore imperative for Member States, WHO and the relevant 
external agencies to act along the lines indicated in the Director -General's report 
(document A36/5). His country had already expressed its intention of supporting the Decade ' 

and was already backing 44 drinking -water and sanitation schemes in 28 developing countries 
at a cost of some US$ 110 million. A further US$ 6.5 million had been provided to assist the 
water supply organizations of developing countries to improve their efficiency and operational 
skills and to provide training advice on the health aspects of water and sanitation schemes. 
In addition, considerable help was being given through a joint funding scheme to nongovernmental 
organizations that provided assistance at village level, and continued support was being given 
to research and development, including projects to produce improved wind- and hand -pumps and 
water filters. He urged Member States to reinforce their commitment to achieving the 
programme's objectives. 

e 
Dr PAGES (Cuba) said that he would restrict his comments to a few major concerns. 
WHO should make every possible effort to continue to promote and strengthen the research 

capabilities of Member States. In that connection, he was pleased to note how the programme 
on human reproduction research (programme 9.2) was progressing in the developing countries, 
increasing their research capabilities and reinforcing the training of personnel working at 
the national level, thus permitting the development of research on problems peculiar to each 
country. He hoped that WHO would further strengthen its coordinating role at the international 
level and would continue to actively pursue the programme. He expressed concern at the long 
interval that frequently elapsed before the results of research were applied. Steps should be 
taken to improve the situation. 

Nutrition (programme 8.1) was a question of great importance since it was a major 
influence on the quality of human lives in both developed and developing countries. He agreed 
with previous speakers that more attention should be given to the effects of overeating. 
Activities to encourage healthy eating habits and prevent obesity should be given a high 
priority. He noted that the proposed cut in the regular budget allocation to nutrition 
programmes in most regions for the coming biennium. The proposed increase in expenditure in 
the Region of the Americas was largely the result of the increase in extrabudgetary funding. 
He recalled the warning given by the Regional Director for the Americas at the seventy -first 
session of the Executive Board that despite the increase it would still be difficult to 
achieve the goals set in the programme. He expressed his serious concern at that possibility 
and requested further information. 

Paragraph 16 of the programme statement on the nutrition programme mentioned joint 
FAO/WHO activities in relation to food safety and legislation and the Codex Alimentarius 
Commission. He requested further information on the working relationships between WHO and 
FAO, in particular on the Codex Alimentarius Commission, and on how countries might identify, 
use and apply at a national level the possible results of cooperation between the two 
Organizations in health matters. 

Despite the obvious need to promote oral health (programme 8.2), his delegation noted a 
cut in the regular budget for certain regions. The programme had been planned with clear 
objectives and was one to which effective models of appropriate technology could be applied. 
His delegation agreed with others that the experience in developed countries of the success 
of preventive programmes should be applied as soon as possible in developing countries. WHO 
and Member States should accord higher priority to the programme and increase the funds 
allocated to it. 

1 See p. 133. 
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Professor ABERKANE (Algeria) said that, in research promotion and development 
(programme 7), greater attention should be paid to coordination, especially in the developing 
countries, between the various organizations planning research in the field of health. In 
order to make the best use of resources, it was essential that WHO's authority iz scientific 
matters should be directed towards making the various bodies in a country aware 3f what 
scientific work could be done to further the aim of health for all, making its aims known and 
stressing the value of intersectoral research. His delegation would therefore like to have 
more specific information on the way the Advisory Committee on Medical Research intended to 
identify the most effective institutions in a country and integrate them in its activities. 
Next, as foreseen in paragraphs 4 and 5 of the plan of action, greater emphasis should be 
placed on the dissemination of the results of research, particularly in some developing 
countries which had obtained good results with research planning, and the encouragement of 
better cooperation between developing countries in making use of those results. 

Twenty years after achieving independence, his country had undertaken an evaluation of 
its health system at a seminar held in April 1983, which had brought together health 
personnel and other persons working on socioeconomic development: Algeria therefore appreciated 
the direction suggested in paragraph б for an integrated approach; it intended to use its 

universities to conduct research on the promotion of an integrated approach to health problems 
and wished to stress WHO's coordinating role in its relations with other international 
institutions. 

He was happy to note that important activities for workers' health (programme 9.3) would 
be undertaken; Algeria hoped to participate in them with the aim of coordinating its own 
efforts at industrialization and economic progress with provision for the welfare of the 

workers. The standard -setting programmes should have more clearly established deadlines, and 
study of workers' health problems in developing countries should be accompanied by educational 
strategies. 

Algeria supported the programme on diagnostic, therapeutic and rehabilitative technology 
(programme 12). With increasingly widespread knowledge of what treatments were available, it 
would be necessary to introduce up -to -date technology into every country and therefore Algeria 
hoped to be associated with the programme for training people capable of applying the latest 
technology and of choosing the most suitable medicines and equipment. The population must 
feel that the technology for primary health care was truly modern if it was to have confidence 
in it. Here again, a deadline should be set for the training of technical personnel. 

Dr KORTE (Federal Republic of Germany) recalled that the improvement of nutritional 
status under programme 8.1 remained one of the main concerns of national development in many 
countries. While the overall target of adequate nutrition for everyone was hardly disputed, 
the ways and means to achieve it were by no means clear. The complex causality of malnutrition 
and the need for intersectoral cooperation rendered the chances of overcoming it slender. 
But within the complex network of factors influencing the nutritional status of populations 
the health sector played an important role. Of all government services, the health services 
and, especially, primary health services, formed the closest relationship with the general 
population and therefore had the task of identifying nutritional problems and describing their 
magnitude in terms of causal factors in such a way that other sectors concerned with nutrition 
improvement could take effective action. The development of suitable nutritional surveillance 
systems within primary health care services could make a significant contribution to nutrition 
improvement action. WHO had made significant contributions to defining the tasks which 
could be performed by primary health care workers but care must be taken that such workers, with 
their limited training, were not overburdened. The nutritional information they were supposed 
to give the population must be limited to the most essential points. In view of the limited 
resources available for the 1984 -1985 budget, it might not be possible to increase the 
allocation for nutrition at the present time. Yet the essential importance of nutrition 
for human wellbeing should give rise to a reassessment of its importance in the overall 
programme. Moreover, if WHO was to continue to play a leading role in nutrition within the 
United Nations system, more funds would have to be allocated to it in the future. 

In human reproduction research (programme 9.2), his delegation welcomed the fact that the 
programme budget continued to allocate significant resources, although there had been a slight 
decline in the total allocations. There was also a decrease in funds for maternal and child 
health, including family planning (programme 9.1). In view of the urgency of the problems 
related to population growth, his delegation re- emphasized the importance of those programmes. 
Within the human reproduction research programme more emphasis had been placed on service and 
psychosocial research in family planning than in the previous budget. However, despite an 
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increase for that area of about 40% in the 1984 -1985 budget over the one for 1982 -1983 it 

still represented only 11.8% of the overall appropriation for the programme. His delegation 

therefore suggested that in future increased resources should be allocated to research 

dealing with the operation of effective service delivery systems. That should not reduce 

the attention paid to research into the development of new technology for family planning, 

which was still fraught with imperfections. It had been found that the methods currently 

available were not always effectively utilized by the population. The proposed integration 

of human reproduction and primary health care delivery systems would offer a chance to look 

at the operational aspects of family planning more closely. His delegation hoped that WHO 

would make the fullest possible use of that opportunity. 

In community water supply and sanitation (programme 11.1), his delegation welcomed the 

fact that WHO was maintaining its efforts to promote water supply, sewerage, sanitation and 

hygiene education in pursuit of the aims of the International Drinking Water Supply and 

Sanitation Decade. Since about 80% of all diseases in developing countries were attributable 

to water -related factors, his delegation fully supported the view that the promotion of 

environmental health would succeed only if financial and personnel resources were concentrated 

on improving the quality of water supply and of sanitation. Nevertheless, a more realistic 
definition of the objectives of the medium -term programme seemed necessary. It might not be 

possible to provide all people with appropriate services in some parts of the Third World by 
the year 2000. On the other hand, mere implementation of the programmes by 1989 appeared 
insufficient. National action plans and lists of priority projects would have to be defined 
by the mid -decade review in 1985 at the latest. Although his delegation noted an increase in 

the regular budget allocations for all but one region, a decline in the allocation of general 
resources might lead to the necessity of rearranging priorities. In his delegation's view, 
the training of national personnel in the design, construction, operation and maintenance of 
sanitary engineering facilities would be of vital importance for the achievement of the goals 
of the Decade. Equal importance should be attached to information campaigns in hygiene 
education 

Finally, his delegation was particularly interested in essential drugs and vaccines 
(programme 12.2), and hoped that the report on the implementation of the programme to be 
presented to the next Health Assembly would clearly state both the progress achieved so far 
and possible difficulties which might delay implementation. Only in that way would it be 

possible for Member States willing to cooperate to consider how possible obstacles could be 
overcome. 

Dr AL-HAIL' (Yemen) said that he would touch on programmes of importance for health in 
his country. 

Workers' health (programme 9.3) represented a growing problem facing the whole of the 
Third World. His country aimed at improving the quality of life while also starting new 
industries. But it lacked legislation aid enforcement bodies to protect workers' health 
and it was to be feared that problems would arise in that connection. Yemen would therefore 
like WHO to give special attention to the health of Third World workers. 

The social aspect of care of the elderly was covered by the country's religion, but as 
yet there was no provision for the health aspect, as it was a new problem for developing 
countries. His delegation urged special attention to health of the elderly (programme 9.4) 
and believed that its promotion would increase life expectancy. 

In connection with psychosocial factors in the promotion of health and human development 
(programme 10.1), he wondered why there was no provision for the Eastern Mediterranean Region; 
it should be inserted. 

The promotion of environmental health (programme 11) was important to his country. In 
particular, he expressed concern that imported dangerous drugs and products such as pesticides 
or insecticides were being advertised and used in the home, with no warning on the labels in 
Arabic of the dangers of their use, whereas the English or other language labels contained a 

clearly stated warning. Their use had led to several tragic accidents. WHO might be able 
to help. 

In the reference to foodborne diseases in programme 11, paragraph 7 of the programme 
statement (page 177), the Arabic word used for "agents" was perhaps not the best term. In 
that paragraph, there should perhaps also have been a reference to protein elements and in 
paragraph б of the programme statement on food safety (programme 11.4), a reference to the use 
of hormones as additives in animal feeds. Such use had led to fears that they might cause 
cancer. He requested that WHO and FAO provide further information on the effects of hormones 
in animal feeds. Information on the safety of contraceptive drugs was also needed. 
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Dr AHLBERG (International Dental Federation), speaking at the invitation of the Chairman, 
said that WHO's oral health programme would undoubtedly make a very significant contribution 
to the general goal of health for all. The Federation consisted of member associations in 
80 countries around the world, representing some 400 000 dentists and had individual members 
in 100 countries; WHO's programme and future strategies for oral health were matters of the 
greatest importance to all those hundreds of thousands that the Federation represented. The 
Federation enjoyed close and effective collaboration with WHO's Oral Health unit. Pooling its 
resources and expertise with those of the unit, it endeavoured to progress rapidly towards the 
common goal. 

Undeniably, the way ahead was fraught with difficulties. The situation analysis in 
document A36/INF.DOC./21 presented a picture that was very familiar to the dental profession. 
The combination of rapidly increasing disease rates and totally insufficient resources could 
easily spell disaster in developing countries. Many highly industrialized countries would, 
unless determined remedial steps were taken, face an enormous waste of valuable resources of 
highly trained personnel educated at very high cost, and many unnecessary personal tragedies, 
which were already becoming apparent in countries like Sweden and its neighbours. It was 
important to realize that the present situation represented not only a challenge, but an 
opportunity. 

For the first time it was possible to prevent oral disease on a nationwide scale. The 
three -level strategy proposed was, in broad terms, universally applicable; developing countries 
might indeed have the advantage of avoiding some of the expensive mistakes made in the search 
for prevention in industrialized countries. The methods used to achieve a reorientation 
towards a fundamentally preventive oral health service in industrialized countries would have 
to take into account the amount of trained manpower already available, the structure of existing 
facilities, and the framework of social legislation relating to dentistry. The service should 
also be designed to cater for the restorative and rehabilitative care of those who had already 
suffered from the ravages of previous high levels of caries and periodontal disease. Thus, a 

country with a dentist population ratio of one to 1000 or less, and with an average age among 
dentists of 35 years, would have to base its strategy on the fact that in 25 to 30 years some 
50% would still be fit for active service. 

There were two basic requisites for a successful strategy: the first was that prevention 
should imply a change in life - style and a willingness on the part of the individual to assume 
responsibility for his own health; such a change would require a high degree of community 
involvement and of cooperation of governmental and administrative authorities with the dental 
profession. The second requisite was the wholehearted support of the profession for a long- 
term reorientation towards prevention; that, too, would require close collaboration between 
the authorities aid professional organizations. Such collaboration would make possible the 
best use of manpower resources and facilities, and would also help in the reappraisal of the 
quantity and type of manpower trained, the retraining of existing personnel, and the reorien- 
tation of the curriculum in dental schools - all pressing problems in the industrialized 
countries. 

He appealed to Members to give their support to a programme initiated some years ago with 
the support of WHO's Oral Health unit, namely the convening of meetings of chief dental officers 
at the World Dental Congresses. Those meetings provided a valuable opportunity for inter- 
national exchanges of experience. 

International cooperation in the field of oral health was of great importance. The dental 
profession in industrialized countries could offer expertise, manpower and training to assist 
developing countries in achieving self -reliance and countering prevailing disease trends 
effectively. Many dentists in the industrialized countries were ready and willing to offer 
help in that way through the Federation and through their national dental associations. 

In conclusion, the Federation fully supported the proposal for the creation of a task force 
which would set up demonstration, training and research centres, and would launch an inter- 
national oral health development project; that proposal was in line with the Federation's 
fundamental objective, laid down in 1900, of improving the dental health of all peoples. 

Dr G. TRAORÉ (Mali), referring to prevention and treatment of mental and neurological 
disorders (programme 10.3), said that the main problem encountered by countries such as his 
own was not only a shortage of specialists, but the lack of proper reception centres and 

1 Document WHA36/l983/REС/1, Annex 3. 
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the often negative attitude of the community towards the mentally ill. The last two factors 

had a considerable influence on the treatment of mentally ill patients and how they were rein- 

tegrated into society, and more attention should be paid to them. He believed that not enough 

stress had been laid on the traditional approach to the treatment of the mentally ill; closer 

collaboration with traditional practitioners might make it easier to incorporate prevention and 

treatment of mental illness into the primary health care system. 

In human reproduction research (programme 9.2), most countries had begun to integrate 

family planning into their maternal and child health activities in accordance with the Alma -Ata 

Declaration, but only a very few human reproduction research programmes had been Launched; 

there were particularly few in the developing countries. He suggested that the Organization 

should lay particular stress on that programme, since it would require the involvement of 

numerous international and nongovernmental organizations. 

The Executive Board had noted in paragraph 38 of its report that workers' health 

(programme 9.3) posed particular problems for developing countries, where measures for 

occupational safety were not keeping pace with rapid industrialization arid the introduction 

of modern agricultural techniques. The lack of specialized personnel in that field was 

certainly a handicap, but it ought not to prevent developing countries from making progress. 

Efforts should be concentrated not only on making workers more aware of the risks they ran by 

not observing the rules, but also on persuading doctors to accept the basic principles of 

workers' health. In offices and factories in Mali, workers' committees had been set up to 

educate the workers and to help them apply health regulations correctly. 

In regard to maternal and child health (programme 9.1) he was glad to note that two 

important seminars had been held in the African Region, one on the choice of infant feeding 

methods, and the other on the "risk approach" to maternal and child care. The lessons learned 

from those seminars had enabled Mali to launch a survey on breast - feeding and diarrhoeal 

diseases, in order to obtain sound data on the epidemiology of malnutrition in the country. 

He hoped that other similar seminars would be held in the Region. 

Dr ESTRELA (Cape Verde) said that, in the appropriation section under discussion, his 

delegation had been particularly interested in the programmes on nutrition and maternal arid 

child health, including family planning (programmes 8.1 and 9.1), which were priority areas 

in the developing countries, particularly in the least developed of them. His country, 

together with others, in the Sahel region, had over the last 14 years faced a very serious 

problem of drought. In addition, there had been the difficulty that after independence a 

large number of immigrants had returned home. Accordingly, the Government had had to pay 

special attention to feeding the population and to maintaining a nutritional level compatible 

with human dignity and a socially useful life. He supported the proposed programme on 

nutrition; its objectives were in line with his Government's policy, notably with regard to 

the promotion of breast - feeding and the use of local products for weaning foods. In that 

connection, the weight of newborn babies in Cape Verde was about the same as that of babies 

in the developed countries, but signs of malnutrition began to be apparent in the course of 

the first year of life. With the collaboration of a friendly country, a plant was being set 
up for the production of foodstuffs from maize flour, beans, fish and subproducts of milling. 
One serious difficulty was that maternal and child health was often closely linked with 
cultural factors. A project now under way was yielding satisfactory results, in particular a 

significant reduction in infant mortality. He therefore supported the programme on maternal 
arid child health, which could greatly improve the health situation of countries like his own. 

In primary health care, intersectoral and community participation, particularly on the part of 
women's and young people's associations, was of great importance. 

The situation in his country with regard to oral health was particularly difficult and 

he had found the oral health programme and the programmes on workers' health and health of 

the elderly (programmes 8.2, 9.3 and 9.4) of great interest. 

The Director -General's report on the International Drinking Water Supply and Sanitation 

Decade (document А36/5), to which many speakers had referred, dealt with very important 

problems, and could serve as a reference for national policies. However, there was a need 

to define priorities and to take account of what resources were available; for example, in 

Cape Verde there was a serious water shortage. In view of his country's difficulties in 

developing its health programme, international aid, particularly from WHO, would be of great 

value. 

Dr BATCHVAROVA (Bulgaria) expressed her satisfaction with the way the aims of programme 8.2 

(Oral health) were stated in concrete terms and figures. Research in that area would make it 
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possible to identify needs both in preventive and in curative treatment, and would enable 
countries to draw up national oral health programmes covering the entire population; it would 
also make it possible to assess progress made towards achieving overall objectives. 

One major priority was the training of dental workers in the application of modern 
methods of preventive and curative treatment. Dental care should be an essential part of 
primary health care, and dental workers should be included in primary health care teams. 
Bulgaria had had considerable success in that field, and was prepared to cooperate even more 
actively with WHO, notably in methods of prevention, research, and manpower training. 

With regard to workers' health (programme 9.3) , she was glad to see that efforts were 
being made to coordinate with other programmes (for example, in investigating the effects of 
physical and chemical agents, and also of psychosocial factors, on the health of workers). 
The Bulgarian Ministry of Public Health and the Bulgarian Institute for Workers' Health had had 
ample experience in the field, and would be pleased to share it with other Member States. 

She supported programme 11.3 (Control of environmental health hazards) and her Government 
was prepared to cooperate closely with WHO in the measures outlined under paragraphs 15, 18, 

and 21 of the programme statement. She suggested that in the 1986 -1987 biennium greater 
attention should be devoted to the effects of radiation and of noise pollution on public 
health. The experience acquired in pilot projects to evolve new and appropriate technologies 
for the prevention of pollution and hazards to the environment should be taken into account and 
the preparation of an international convention for the solution of regional, national and 
international problems of water and air pollution should be considered. 

Bulgaria would be pleased to cooperate with WHO in accident prevention (programme 8.3), 
maternal and child health (programme 9.1) as well as in the protection and promotion of 
mental health (programme 10). 

With regard to the contractual provisions outlined in paragraph 2 of the Director - 
General's progress report entitled "Policy on patents ", (document А36/6), she would like to 
see agreement reached on a legal formula which would give greater flexibility to the 

Organization's financial operations, and which would in particular improve the effectiveness 
of its patent policies. She proposed that a third version of the draft agreement between 
WHO and recipients of funding should be considered. Perhaps some kind of proportional 
arrangement could be worked out, but it should be borne in mind that patents were the joint 
property of WHO and the contracting organization. 

Dr RABIEAH (Saudi Arabia) was particularly satisfied with programme 3 (Health system 
development). Many countries, including his own, had adopted the concept of primary health 
care as incorporated in the Alma -Ata Declaration, and had made great efforts to establish 
primary health centres supported by adequate equipment, health manpower, and appropriate 
technology. However, if those centres were to be effectively used in solving health problems, 
use should be made of scientific methods, including research. 

In prevention and control of alcohol and drug abuse (programme 10.2), attention should 
be paid to the problems caused by the flooding of the market with products containing a high 
level of alcohol as solvent, and with drugs, particularly analgesics. Efforts should be made 
to find safer substitutes. 

In drug and vaccine quality, safety and efficacy (programme 12.3) , the developing 
countries were making great efforts to ensure proper control. WHO's help would be welcomed 
in providing the necessary expertise and information. More stress should be laid on the 
exchange of information, not only because of the side -effects of certain drugs, but also 
because of the doubtful effectiveness of some drugs currently being introduced. Cooperation 
with independent scientific institutions should be stepped up, so that the value of such 
drugs could be independently assessed. 

He strongly supported programme 12.4 (Traditional medicine). Many developing 
countries would welcome the programme because of the recognition it gave to the value of 

their national heritage, and because they were concerned at the side -effects of many 
manufactured drugs. Traditional methods such as acupuncture should be subjected to study 
and appraisal. Traditional medicine was of great importance in his country, and 

pharmaceutical and medical faculties were currently conducting trials on the effectiveness 
of certain desert herbs and plants. 

Dr AL -SAIF (Kuwait) joined previous speakers in stressing the importance of the 
prevention and control of alcohol and drug abuse (programme 10.2). He was pleased to note 
that WHO was making considerable efforts in that context, and urged that increased funds should 
be provided. He hoped that the recommendation made during the Technical Discussions at the 



COMMITTEE A: SEVENTH MEETING 97 

Thirty -fifth World Health Assembly that alcoholic drinks should no longer be served at official 

WHO receptions might be implemented; or, should that present too many difficulties, that a 

separate fund should be allocated for the provision of alcohol so that costs would not be met 

from the regular budget. 

Dr PHILALITHIS (Greece) was particularly interested in three programmes directly related 

to the process of industrialization and where multisectoral cooperation was of paramount 

importance. The first was accident prevention (programme 8.3), in particular prevention of 

traffic accidents, where effective action depended largely on the activities of authorities 

outside the health sector. He would be interested in following progress on the establishment 
of national traffic safety programmes, as mentioned in paragraph 7 of the programme statement. 
The second was workers' health (programme 9.3), where cooperation at national level between 

health authorities and ministries of labour was paralleled by cooperation at international 

level between WHO and ILO. In the context of that programme, he emphasized the importance 
of worker participation in the development and implementation of programmes for safe 

conditions at work and of properly trained personnel, as mentioned in paragraphs 3 and 4 of 

the programme statement. The third was the promotion of environmental health, particularly 
the control of environmental health hazards (programme 11.3); his country had a continuing 
interest in that programme in view of the need to control spillage of industrial waste 
products which polluted the air and seas, and to monitor effects on health. 

Concerning the protection and promotion of mental health, and more particularly the 
prevention and treatment of mental and neurological disorders (programme 10.3), he welcomed 
the promotion of care of such disorders within the framework of primary health care in an 

effort to avoid the separation of the patient from the community. He was also interested in 

the promotion of efforts towards the rehabilitation and reintegration into the community of 
patients already under treatment, especially those in large asylum -like institutions, though 
he could find no direct reference to any such activity under programme 10.3. 

Mr GRÎMSSON (Iceland) welcomed the proposed programme for oral health (programme 8.2) and 
noted with satisfaction the increase in overall allocations in the proposed regular budget. 
That programme was of particular importance for Iceland, where a detailed review of the current 
approach to oral health was under way. Oral health remained a major area of concern in his 
country in spite of adequate access to sophisticated technology and a ratio of dentists to 
population of one to 1300. Paragraph 5 of the programme statement was particularly relevant; 
the health authorities of his country would give priority to further collaboration with WHO 
for the development of plans for more effective use of fluorides and oral hygiene measures. 
Linkage of oral health and public health information and education programmes was already 
taking place in Iceland, management of the new oral health programme having recently been 
established at central level. 

Concerning accident prevention (programme 8.3), his delegation welcomed the specific 
inclusion of home accidents in the targets for the medium -term programme. It also noted with 
satisfaction that efforts were being made to coordinate the programme with other programmes of 
WHO and other organizations. Emphasis should be placed on the relevance of linking it with 
the prevention and control of alcohol and drug abuse (programme 10.2) and health of the elderly 
(programme 9.4) . 

The latter was in itself of major importance, as he had already stated in the plenary 
Health Assembly;1 he merely wished now to endorse the plan of action and programme of 
activities specifically welcoming those relating to improvement of knowledge on disease 
prevention among the elderly and the elaboration of monographs outlining specific problems of 
drug treatment of the elderly. 

Professor LUNENFELD (Israel), referring to programme 8.1 (Nutrition), said that, while 
the Director -General and his staff were to be congratulated on the preparation of the proposed 
programme budget document as a whole, it was difficult to understand the decrease in the 
allocation of funds to the Eastern Mediterranean Region for that most important field. He 
hoped that greater attention might be paid in future to the prevention of iron deficiency and 
anaemia, as well as to growth problems among the child population. In relation to the latter, 
greater attention should be given to regular surveillance of infant and young child feeding 
patterns and their relationship to children's diseases. His delegation appreciated the 

1 See document WHA36/1983/REC/2, verbatim record of the fourth plenary meeting. 
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collaboration with WHO particularly in the development of studies on the relationships between 
maternal nutrition, pregnancy outcome, feeding patterns and growth and development. 

He fully supported the objectives of programme 8.2 (Oral health). Israel was convinced 
that an important strategy, in addition to the promotion of oral hygiene and diets low in 

sugar, was the use of fluorides to reduce the incidence of dental disease, based largely on 
the technique of adjustment of fluoride levels in drinking -water to one part per million. 
Where such action could not be rapidly achieved, fluoride in tablet form, for example, and 
topical application were reasonable, albeit less effective, substitutes. In Israel, special 
emphasis had been given to small -scale units for fluoridation in rural communities, and already 
one kibbutz had set up its own system. In all, some 30% of the population would have the 
benefit of optimal levels of fluoride - natural or adjusted - in 1983. Israel would be glad 
to share its knowledge and experience in that field with WHO and the developing countries. 
It was further expected that health education and the increasing use of dental auxiliaries 
would increase control of that important aspect of public health. Oral health was a field 

where preventive technology could have an important and immediate impact; it was hoped that 

WHO would be able to increase support for the programme. 

Concerning maternal and child health, including family planning (programme 9.1), his 
delegation had for several years been urging the Health Assembly to give greater priority to 
promotion and support in the field of adolescent health and was pleased that funds were to be 
allocated for age -specific reproductive health. It urged speedy action to determine standards 
for the physical and psychological development and maturation of children and adolescents and 
to establish health indicators for that population group. It was important that adolescents 
should be adequately prepared both physically arid mentally for parenthood. The establishment 
of healthy life -styles in that group would do much to prepare a healthy future. He urged the 

Organization to invest in that highly cost -effective objective. 

Concerning human reproduction research (programme 9.2), he congratulated the Special 
Programme of Research, Development and Research Training in Human Reproduction for its 

effective global activity. Despite the rapid increase in world population, it was important 
to recognize the universal right of every woman to experience motherhood. It was a duty to 

help infertile couples, who so desired, to have normal and healthy children. He was 
especially appreciative of the multi- centre research being carried out under the Special 
Programme, which was highly effective and an excellent learning experience for the centres 
involved. He also appreciated efforts concerned with the safety and efficacy of current 
methods of fertility regulation. It was to be hoped that there would be no commitment to 
reducing activities following the planned completion of some 70 projects during 1983. He 

urged careful evaluation of the impact of projects on the overall objectives before a decision 
on the scope of future activities was taken. 

Concerning community water supply and sanitation (programme 11.1), his country had for 
many years given considerable importance to the development of a national system of water 
supply for agricultural, industrial and domestic needs, since water was scarce; over 95% of 
total water potential was being utilized. Water had traditionally been disinfected with 
chlorine, but because of concern over formation of trihalomethanes there had recently been a 

switch to disinfection by chlorine dioxide. Major emphasis had also been placed on developing 

sewage systems permitting recycling for agriculture without endangering public health. More- 
over with the newly developed drip irrigation, which was being widely used throughout the 
country, and with particular effect in Judea, Samaria and Gaza, the amount of water needed for 

highly productive agriculture had been considerably decreased so that semi -arid areas could be 

developed with the water conserved. Computerized irrigation control systems also contributed 
to more efficient utilization of water. Relevant national know -how on those aspects was made 

available to WHO in the implementation of the programme. 
Waterborne disease had not been completely eliminated in Israel; his delegation, 

appreciating the need for concern over chemical substances such as trihalomethanes and treatment 
ment for surface waters prior to disinfection, was convinced that the question of routine 

preventive disinfection remained an important one. The vital problem of ensuring the safety 
of drinking -water must be given the priority it deserved. The question of virus standards 
for water should also be discussed regularly. 

Dr WESTERHOLM (Sweden), speaking on behalf of the five Nordic countries, said that it was 

essential to fulfil the objective of the Action Programme on Essential Drugs - to ensure a 

regular supply of safe and effective drugs at the lowest possible cost, through health systems 

based on primary health care - in order to achieve health for all by the year 2000. At the 
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previous Health Assembly the five countries had urged that priority should be given to 

essential drugs (programme 12.2) in the regular programme budget for 1984 -1985, as they 

considered that the concept had been successfully launched and that momentum for implementation 
of drug selection activities should not be lost because of insufficient manpower resources in 

WHO. At the same time, it was believed that the allocation of resources should be temporary 
so as to safeguard the vulnerable transitional phase of translating theory into practice, 

and that once national drug selection programmes had been established in different regions, 

responsibility for implementation of the essential drug programme should be assumed by national 
authorities. 

While agreeing with the proposed plan of action in principle, the Nordic countries were 

concerned about the feasibility of carrying through an action programme on a very large scale 

and were therefore recommending that emphasis should be placed on selected projects in 

different regions in order to provide specific data on, for example, quantification of needs, 
possibilities for local manufacture, quality control, drug distribution and legislation. 

Such data would be required for negotiations with the international pharmaceutical industry 

in order to make clear its contribution to the action programme. The principles of the 

action programme should be rapidly applied in a small number of Member States and the results 
should be promptly analysed to provide a basis for the conduct of future activities and for 

providing advice to Member States. 

Recognizing the need for education of personnel to take part in national drug programme 
activities, WHO had for some time been promoting training by making fellowships and courses 
available, and many countries had contributed to the programme. The experience thus acquired 
indicated a need to establish curricula for selected areas of training rather than to offer 
more random educational activities. As had been stressed at the International Conference of 
Drug Regulatory Authorities held in Rome in 1982, basic training requirements needed to be 

identified and established for high priority areas such as drug procurement, quality control, 
drug distribution and legislation, in order to provide training tailored to the specific 
needs of and resources available in developing countries and offer potential for collaboration 
between countries sharing the same training background. She urged that WHO should consider 
sponsoring similar meetings of heads of regulatory authorities and look further into 
possibilities for continuous collaboration between one or more developed countries and one or 
more developing countries, similar to that already under way, for example, between Norway and 
Botswana, Denmark and the United Republic of Tanzania, and Sweden and Kenya. 

No national drug policy could operate successfully without the presence of a strong drug 
regulatory and control agency, and therefore work should be continued to provide guidance and 
support to Member States in the establishment of agencies responsible for drug registration, 
quality control and monitoring of adverse drug reactions and dissemination of information on 
drugs in order to ensure the best conditions for drug prescription and use. Further 
efforts should be made to provide WHO with drug information, through the certification scheme 
in particular. The possibility that some regulatory agencies might contribute to the develop- 
ment of drug policies in other Member States should be explored and their potential to serve 
as reference laboratories for quality control should be stimulated. 

Additional resources would be needed to carry out the full working programme on 
essential drugs, and the Nordic countries would be willing to contribute by way of technical 
cooperation in the training of health workers and in making available independent consultants 
to developing countries. They were prepared to contribute not only on the existing 
bilateral basis but also on a multilateral basis if an effective and coordinated programme 
could be established by WHO. 

With reference to resolution WHA35.27, the Nordic countries would be looking forward to 
the progress report on the development of the essential drugs programme, which was expected 
in 1984. 

Dr WARD -BREW (Ghana) said that his country attached particular importance to biomedical 
and health research and was actively cooperating with UNDP, the World Bank and WHO on plant 
medicine and the chemotherapy of onchocerciasis. A great deal could be achieved in the 
treatment and prevention of disease through cooperative research, and he appealed to WHO to 
give more support to the African regional Advisory Committee on Medical Research to make its 
activities better known to the Member States of the Region. 

He supported the proposed research and development activities and particularly the plans 
of action in nutrition (programme 8.1), oral health (programme 8.2), maternal and child health 
including family planning (programme 9.1), and protection and promotion of mental health 
(programme 10) and promotion of environmental health (programme 11). He was, like other 
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speakers, concerned at the decrease in budgetary allocations in a number of programmes, and in 

particular in the programme on traditional medicine (programme 12.4), since some 50% to 60% of 
communities in developing countries had regular recourse to such medicine. The allocation for 

the programme was insufficient in view of the bold and far -reaching targets outlined. 

Although there had been a slight increase in the proposed regular budgetary allocation for 

traditional medicine in the coming biennium, there had been a marked decrease in the figures 

under "Other sources ". His delegation hoped that the Director -General would use his good 

offices to attract extrabudgetary funds to support further elaboration of programmes in the 

appropriation section as a whole, and for traditional medicine in particular. 

The meeting rose at 11h15. 
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(Documents РВ/84 -85 and ЕВ71/1983 /REС/1, Part I, resolution ЕВ71.R3 and Annex 1, and Part II) 

(continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 

WHA33.24, paragraph 3, and WHА35.25, paragraph 5(3); Documents PB/84 -85, ЕВ71 /1983 /REС/1, 

Part II, Chapter II, and A36 /INF.DOC./5) (continued) 

Health science and technology - health promotion and care (Appropriation Section 3; 

Documents РВ/84 -85, pages 119 -218, ЕВ71/1983/RЕС /1, Part I, resolution ЕВ71.R7, and 

Part II, paragraphs 34 -41, А36/5, А36/6 and A36/INF.DOC. /2) 

Dr MGENI (United Republic of Tanzania) expressed his delegation's appreciation of and 

support for the proposed programme on workers' health (programme 9.3). Workers constituted a 

specific group exposed to various physical, chemical, biological and psychosocial factors in 

their places of work, and the emphasis placed on workers' health by the Executive Board and in 
the programme budget was highly commendable. The subject was particularly relevant in 
developing tropical countries undergoing rapid urbanization and industrialization - where, 

apart from the socioeconomic constraints affecting workers' standards of living, communicable 

diseases gave rise to additional problems. Working conditions had to be adapted in accordance 

with acceptable health standards so that negative factors in the working environment were 
minimized, if not eliminated. The negative life -styles and other factors associated with the 

working environment which were known to have contributed to the incidence of cardiovascular 
and other noncommunicable diseases in developed countries were rapidly gaining ground in the 
developing countries. It was therefore gratifying to note that WHO proposed to extend support 
to developing countries, collaborating with national, international and interregional 
institutions and facilitating the exchange of information, technical cooperation and research 
on priority problems in occupational health. His country was reorienting the workers' health 
programme to conform with the primary health care approach; workers. were receiving health 
education, and the primary health care workers were being trained in the relevant aspects of 
occupational health promotion. Such an approach seemed to be essential in order to achieve 
an acceptable level of health for workers. His country would welcome more collaboration with 
WHO and other international or nongovernmental organizations in that field. 

A danger facing developing countries in their eagerness to establish their own industries 
was that of accepting "generous" offers for the establishment of industries - particularly 
chemical industries - which had been phased out in the developed countries because of high 
risk to workers' health. His delegation was most concerned about that trend, and he would 
welcome clarification regarding consideration given to that aspect. Perhaps Member States 
concerned might consider tabling a motion on the issue. 

Workers, including women, constituted an invaluable asset in the socioeconomic develop- 
ment of any society, and concern for their health and welfare was of fundamental importance. 

Dr PICARD (France) reiterated his delegation's support of the programme budget. 
Regarding nutrition (programme 8.1), he stressed that the causes of the chronic 

malnutrition affecting whole population groups were essentially economic, and that programmes 
for nutritional rehabilitation and technological improvement could achieve little so long as 
people did not have access to a minimum supply of food. WHO's role was primarily concerned 
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with the monitoring of the world situation, epidemiology, definition of nutritional health 
indicators, and the promotion of relevant training, not only of medical personnel but of all 
those working in the field of health and social development. Secondly, in cooperation with 
other international organizations it should take action regarding the prices and distribution 
of food and its availability to the poor. Reference to the budget document showed, however, 
that of a total of US$ 1 723 300 only US$ 49 300 had been allocated to the monitoring of 
nutritional status at community level - a very inadequate sum. Referring to the global 
activities listed on page 130 he asked for further details regarding planning and management 
(project NUT 902), and action -oriented research and development programme in nutrition 
(project NUT 061). 

Turning to the programme on oral health (programme 8.2), he fully supported the second 
target - namely, that by 1989 95% of the countries would have collected sufficient data on 
prevalence of oral diseases to assess accurately the oral health status of their populations. 
It was also necessary to improve the collection of data on risk factors and on the evaluation 
of preventive measures. His delegation did not consider that the proposal mentioned in 
paragraph 10 - that health manpower should be redeployed from the developed to the developing 
countries - was an appropriate means of meeting needs. It was questionable whether the health 
personnel of developed countries was equipped to adapt to working conditions in developing 
countries aid was sufficiently oriented towards prevention rather than merely detection. 
Furthermore, a massive transfer of personnel was simply a substitution measure, constituting 
a handicap for the developing countries in the long term. Such a proposal seemed to run 
counter to countries wishes for self -reliance, and it was a matter of concern to his 
delegation that such a transfer of personnel could have been proposed as a model for other 
programmes. In addition, France was concerned at the tendency to establish an international 
project entirely financed from extrabudgetary funds and equipped with a secretariat which 
seemed to duplicate the existing secretariat. 

His delegation keenly supported the programme on workers' health (programme 9.3). The 
question of workers' health was assuming increasing importance and deserved particular 
attention within the Strategy for Health for All based on primary health care. His 
delegation particularly supported the programme because it included the psychosocial factors 
of work conditions and the overall protection of the health of the individual as well as the 
usual, more restricted aspects of industrial medicine. In addition to toxicological studies - 

undertaken from the epidemiological point of view - research should include the analysis of 

risk factors occurring in the worker's living conditions, which had to be taken into 
consideration as well as the occupational risks. The budget allocation for the programme 
still seemed inadequate. 

Turning to the question of the quality control of drugs, he said that his delegation 
would be suggesting a revised wording for the draft resolution proposed by the delegation of 
Sweden.1 

In conclusion, referring to the question of patents and to the Director -General's progress 
report on the subject (document А36/6), he asked how the countries in which patents had been 
registered had been chosen, particularly when the same patent was registered in several 
countries; whether any of the patents had resulted in the granting of licences and, if so, 

to whom; and whether the Organization had had to defend any of its patents. 

Professor VON MANGER -KOE NIG (Joint Commission on International Aspects of Mental 
Retardation), speaking at the invitation of the Chairman, said that the Joint Commission had 

been in official relations with WHO since 1969. The Joint Commission represented the close 

cooperation of two international organizations - the International Association for the 
Scientific Study of Mental Deficiency and the International League of Societies for the 

Mentally Handicapped - in identifying and analysing the problems of mental retardation and 

developing appropriate treatment and intervention strategies. Scientists and scientific 
institutions worked in close collaboration with social workers, educationalists, teachers and 
parents. He mentioned that because the important but difficult tasks involved in organizing 
primary health care included the transfer of knowledge from professional workers to the 

community, the coordination of the professional services and the lay potential, and the 
cooperation of health providers with parents, neighbours and friends willing to engage in 

primary health care and home care. The important Alma -Ata concept of cooperation between 
professional workers and ordinary citizens had been anticipated by the Joint Commission. 

1 For further discussion on this subject, see p. 135. 
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Turning to the programme budget and, in particular, programme 10.3 (Prevention and 

treatment of mental and neurological disorders), he said that the prevention of mental 

disorders depended much more on close cooperation between the doctor and his patient, and 

between health providers and the people, than on highly developed technologies. The community 

programmes for prevention and control of mental retardation referred to in paragraph 8 of the 
programme statement could not be properly planned, implemented or evaluated without broad 
community involvement. Prevention could not function effectively without the active 
cooperation of the risk groups involved; it could not be realized by decree or by order. 

The Joint Commission noted with appreciation project 'ND 001 (Prevention and treatment 

of mental and neurological disorders), and was ready to cooperate in it - aware, as it was, 

that families could be spared so much suffering if the diagnostic skills and techniques of 

primary, secondary and tertiary prevention already available were applied through control 

programmes, including programmes to encourage proper nutrition, abstinence from alcohol and 

the prevention of communicable diseases during pregnancy, neonatal screening for the 

detection of metabolic disorders, aid timely genetic counselling. 

In conclusion, he drew attention to a report entitled Mental handicap which had been 
prepared by the Joint Commission and WHO together. The report contained comprehensive 

information on the main components of services for the mentally handicapped, and dealt with 
the nature of the problems, etiological factors, national policy formulation, and community 
programmes. It should prove to be a useful tool for health services at all levels. 

Dr BISHAW (Ethiopia) said that her delegation appreciated the comprehensiveness of the 

programmes outlined in the budget document. 

The activities relating to maternal and child health, one of the most important areas 

in primary health care were clearly stated in the programme budget. She noted, however, 

that paragraph 36 of the Executive Board's report, while stressing the need for improved 

health care for children between the ages of one and five years and the problems related to 

adolescents, seemed to imply that maternal health care was adequate. In fact, in most 
developing countries the health needs of mothers were far from being met - although maternal 

health status, of course, had a direct impact on the health of the child. Such a statement 
in a WHO document might, contrary to the wishes of the Organization, have a negative 
influence on decisions taken at the country level, where there were already difficulties in 
securing allocations for services for women. Her delegation would therefore welcome 

additional emphasis on maternal health. 
Her delegation agreed that the identification and management of risk factors at the 

primary health care level should be strengthened, but felt that emphasis should also be 
placed on the supervision and strengthening of the logistics and management capabilities of 
health institutions responsible for the management of identified high -risk cases. 

Her delegation appreciated the efforts being made by WHO and countries to coordinate 
activities in general. It considered, however, that more emphasis should be placed on the 

practical coordination of closely related activities such as the Expanded Programme on 
Immunization, the diarrhoeal disease control programme and maternal and child health, since 
that would affect programme implementation at the country level. 

Since schoolchildren constituted such large sectors of countries populations, her 

delegation considered that, apart from health education programmes, more emphasis should be 
placed on other school health activities. 

Dr ÉLIÁS (Hungary), referring to paragraph 9 of the programme statement on the 
prevention and control of alcohol and drug abuse (programme 10.2), said that appropriate 
legislation had been introduced at government level in his country in 1960, 1977 and 1982. 
In 1960 a National Committee against Alcoholism had been set up, with tasks closely resembling 
or identical with those described in the first five activities listed in the first five 
subparagraphs of paragraph 12. In 1979 a centre had been established under the authority of 
the Ministry of Health, with duties resembling or identical with the activities described in 
paragraph 10 and the sixth to ninth subparagraphs of paragraph 12. 

As a result of those initiatives, society as a whole had become aware of alcohol - 
related problems, and the previous annual increase in alcohol consumption had not continued 
in 1982. 

Between 1960 and 1982 a nationwide network of care for alcoholics had been created; it 
was being further developed at all levels, with broad community involvement. Hungary had 
been and was still benefiting from participation in WHO activities in that field, and hoped 
to continue such participation in the future; it wished to benefit from the experience of 
other countries and was willing to share its own experience with them. 
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Dr NYAYWA (Zambia) said that his delegation supported the proposed programme as set out 

in the programme budget document; if all the projects contained in that document were 

implemented the Organization would have gone a long way towards achieving the goal of health 
for all. 

The targets to be achieved in the field of nutrition were clearly specified in 

programme 8..1. Malnutrition was a great problem in his country, where it was one of the 

top 10 causes of mortality and morbidity, particularly in children under five years of age. 

His Government had embarked on a nutrition surveillance scheme in 1981. Three of the nine 
provinces were already covered, and it was hoped that the whole country would be covered by 

1986. His delegation wished to thank the Swedish Government which, through SIDA, had 

enabled Zambia to embark on its surveillance scheme. UNICEF had also collaborated in the 

programme. His delegation hoped that WHO would also support the programme in 1984 -1985. 

His delegation fully supported the proposals regarding oral health (programme 8.2), 
particularly the integration of oral health in primary health care. There was no doubt 

that the problem of dental caries was increasing in Africa and the fluoridation of water 

would assist in remedying the situation. His delegation requested that consideration be 
given to setting up an oral health unit at the Regional Office for Africa in order to 
coordinate oral health programmes in the Region. 

His delegation fully supported the objectives and plan of action for programme 9.1 
(Maternal and child health, including family planning). Apart from the training of 
traditional birth attendants and village health workers, his Government had begun to 
strengthen support for those workers at the health centre level by retraining enrolled 
nurse /midwives in maternal and child health and family health, including family planning. 

WHO had been cooperating in that programme; and so far 266 enrolled nurse midwives had been 
retrained - the target being 600. It was hoped that WHO would provide funds in 1984 -1985 
so that the programme could be continued. Antenatal care attendance in the country ranged 
from 85% to 95 %, but the proportion of deliveries in health institutions was still only 
around 40 %. Family planning programmes formed an integral part of maternal and child 
health services, and work was being done on the development of curricula for family life 

education in schools. His delegation fully supported the proposed action on the risk 
approach in maternal and child health, as outlined in paragraph 34 of the programme statement. 
It hoped that the allocations, for maternal and child health, particularly those from extra - 
budgetary funds, would not be used largely for family planning activities at the expense of 
other equally important maternal and child health programmes. 

His delegation supported programme 9.2 (Human reproduction research), in which Zambia 
was participating. It also supported programme 9.3 (Workers health). Zambia would require 
help in improving its occupational health services. 

Regarding programme 9.4 (Health of the elderly), his delegation supported the token 
allocation of US$ 10 000 for the programme in Africa; it fully agreed that that was not a 
top priority in Africa compared with other programmes, such as maternal and child health, 
family planning and nutrition. 

Zambia attached great importance to the protection and promotion of mental health 
(programme 10). It had intensified activities in the field of mental health, and a detailed 
report had been submitted to the African Mental Health Action Group. His Government would 
continue to collaborate with WHO on the question of research on alcoholism. 

His delegation supported the budget allocations for community water supply and 

sanitation (programme 11.1). It was convinced that money spent in that area, particularly 
in the developing countries, would go a long way towards reducing the existing high mortality 
and morbidity rates in the Region. The spread of communicable diseases such as cholera, 

which was becoming endemic in certain developing countries, was due to poor water supplies 

and sanitation. 

His delegation fully supported programme 12.3, on drug and vaccine quality, safety and 

efficacy. 

The programme on traditional medicine (programme 12.4) was also acceptable to his 

delegation, but in Zambia caution was exercised in the implementation of the programme. 

In his country, stress was laid mainly on the registration of healers and the study and 

testing of medicinal plants. It was hoped that with improved health education the need for 
traditional medicine in Zambia would die a natural death. 

Dr CORNAZ (Switzerland) said that the role of nutrition in the protection and promotion 

of health and for the treatment of disease could hardly be over -estimated. Her delegation 

therefore wished to encourage the Organization to increase still further the emphasis placed 
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on it, and was concerned, like other delegations, at the decrease in the funds allocated to 

programme 8.1. While welcoming any valid savings that might be made, her delegation felt 

that WHO should play a leading role in promoting awareness of the vital importance of 

nutrition for health, in promoting research on the subject, and in encouraging planners to 

take account of the knowledge thus acquired. It should also use its influence to ensure 

that adequate provision was made for nutrition in medical and paramedical curricula. 

Paragraph 12 of the programme statement referred to the effects of changed dietary patterns 

on obesity, cardiovascular disease and diabetes, and paragraph 13 to lactation; in fact, the 

effects of changes in dietary patterns were far more wide - ranging and were not limited to the 

industrialized countries or to the cities of the Third World. In many countries numerous 

population groups had changed their diets substantially for financial reasons or as a result of 

cultural influences, and those changes were not always beneficial to health. The growing 

prestige of "fast food" and the increasing hold of alcohol should also be borne in mind. WHO 

should perhaps concern itself more actively with epidemiological research on various changes in 

dietary habits and make available knowledge accessible to decision -makers. 

International agricultural research centres were paying growing attention to the 

nutritional value of new varieties of plants. WHO could usefully assist them in research 

on that subject. Together with FAO, the Organization should also seek to provide planners 

and decision -makers with an analytical tool for evaluating the nutritional consequences and 

economic and social effects of changes in agricultural production. 

In the budget document mention was made of growth charts for recording the weight of 
young children. It would be interesting no know whether WHO, perhaps in collaboration with 

UNICEF, had made, or was intending to make, an assessment of the value of growth charts. 

WHO was to be congratulated on its work in promoting breast - feeding and improving maternal 
diets. However, much more could still be done, and WHO had a valuable role to play in the 
dissemination of information. 

The Organization should also use its influence to encourage countries to find ways and 
means of helping mothers to overcome the difficulties they faced, particularly working 
mothers. That applied to women both in the industrialized and in the developing countries. 

In paragraph 6 of the programme statement mention was also made of the joint WHO/UNICEF 
nutrition support programme and of the need to improve the availability of foods. Her 
delegation would like to know whether the purpose of the programme was to permit families to 
produce the foodstuffs themselves, or to have real access to the food market, or whether, in 
addition, food was to be distributed. In some circumstances the distribution of foodstuffs was 
justified and even necessary. However, experience had shown that in other circumstances it 
could have negative long -term effects. Her delegation wished to know what policy was being 
pursued by WHO and UNICEF in that regard. Paragraph 9 rightly stressed the importance 
attached to the need for information for the public at large and for health workers; however, 
decision -makers and planners should also be included. 

In paragraph 14 it was stated that in the control of xerophthalmia WHO would promote the 
development of control measures in situations where the periodic oral administration of high 
doses of vitamin A was not feasible. Did that mean that for WHO the administration of 
vitamin A was the normal solution? Ought not WHO and UNICEF try to find ways and means of 

enriching diets, counteracting vitamin A deficiencies through the local production of 
vegetables, so that it was only exceptionally necessary to administer the vitamin? In the 

same paragraph it was stated, with regard to the control of endemic goitre, that the long -term 
effectiveness of injected iodized oil in remote mountain areas would be reviewed. She asked 
what WHO's policy was regarding the iodination of salt, which often seemed preferable to 
injections? 

Dr TOURS (Senegal) endorsed the objective of programme 8.2 (Oral health) as formulated 
in paragraph 1 of the programme statement for general health protection and promotion, which 
emphasized the need to elaborate, adapt and utilize pertinent methods. Although fluoridation 
was the principal preventive measure, it should be borne in mind that in some parts of the 
world the population suffered from an excess of the substance, which modified the structure of 
the teeth and had an adverse effect on nutrition and the general feeling of wellbeing. His 
delegation would therefore like to know what was the Organization's position with regard to 
prevention in case of excessive fluoride content of drinking- water. 

Mention should be made of a training, demonstration and oral health research area 
situated in his country. Its functions were to impart instruction (to provide students with 
an opportunity of working in a community and to train teachers in the application of new 
teaching methods in the light of community objectives); to demonstrate the functioning of a 
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dental surgery in the service and with the participation of the community in its preventive, 
curative and social work, and to train community health workers in odontology; and to carry 
out research (including applied research in oral health, epidemiological research, social and 
administrative studies, and research on the use of medicinal plants in odontology). 

Programme 9.1 (Maternal and child health, including family planning) was very 
important for the developing countries in particular because a large proportion of their 
population was young, whence the emphasis placed on care in pregnancy and childbirth and 
surveillance of growth and development to reduce maternal, infant and child mortality; 
on vaccination to protect children; and on healthy socioeconomic environment to safeguard 
adolescents. In order to evaluate the programme it would be necessary to simplify the 
collection of the data contained in some of the statistical records of the maternal and 
child health centres, as well as the relevant indicators. His delegation supported the 
activities relating to family planning and research on human reproduction included in the 
programme, but it would like to stress the need to respect the principles of medical ethics 
and, through them, human dignity and rights of the individual. 

Adequate food and sound nutrition were basic requirements of mankind, but culinary 
traditions had to be taken into account in any attempt to achieve a balanced diet. 
A multisectoral approach was required, especially as the developing countries needed large 
agricultural and water conservation and supply projects in order to increase food production 
to the level of self -reliance. 

Workers' health should not be separated from family or community health, especially as 
far as the African Region was concerned. Although the training of specialist physicians 
ought to be continued in the developing countries, it was important to give specific 
information relevant locally to the general practitioners who were responsible for workers' 

health in peni -urban and rural areas. In the developing countries industrial medicine 
should be conceived as an integrated whole, with greater emphasis on preventive than on 

curative measures, so that the enterprise health team could arrive at a better understanding 
of the definition of health as a state of complete physical, mental and social wellbeing. 

The World Assembly on Aging, held in Vienna in 1982, had been a success and the 

plan of action drawn up deserved support. For the African countries emphasis should be 
placed on maintaining the high status at present accorded to the elderly in the community. 

The protection and promotion of mental health (programme 10) called for an integrated 

community approach stressing regionalization, the participation of traditional healers and 
the familiarization of all categories of health personnel with elementary diagnosis and 
appropriate therapy. 

Community water supply and sanitation (programme 11.1) were the keys to health. 

Under the International Drinking Water Supply and Sanitation Decade, national plans of 

action had been proposed and sector digest forms had been prepared for use in monitoring. 

If they were properly completed, it would be possible to evaluate the progress made. 

Research was a vital factor for all the programmes which he had mentioned. Apart from the 
basic research so necessary for progress, great importance should be attached to operational 
research. In particular, his delegation supported any activities aimed at promoting research 
on the social, economic and behavioural factors affecting health. 

Several delegations had pointed out that if WHO wished to combat alcohol abuse, an 

example would have to be set at the Health Assembly. If Member States really wished to 
tackle the problem, they would have to adopt energetic measures of an economic nature. 

Professor NAJERA (Spain) said that he would like to see a greater effort made to integrate 
all activities in the development of primary health care and to avoid at all cost the emergence 
of camouflaged or hidden vertical programmes on the pretext of highlighting the importance of 
a specific health problem. Primary health care must not be distorted or reduced to the 

status of just one more vertical programme coexisting in a junior relationship with other 

programmes, whether old or new. 
He wished to illustrate that consideration, with reference to oral health (programme 8.2). 

Obviously, many activities could contribute to an improvement in oral health, involving health 
personnel of many kinds working in primary health care. Evaluation and monitoring should 
therefore be epidemiological in nature, the epidemiological evaluation being general rather 
than specific and operational. 

Pursuing the same line of thought and to strengthen genuine primary health care 
integrating specific activities, his delegation considered that programme 12.1 (Clinical, 

laboratory and radiological technology for health systems based on primary health care) should 

provide real support for primary health care units, but on two fundamental conditions: in 
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the first place such support should be coordinated and based on an overall view of community 

health action which could only be provided by an epidemiological analysis of the health 

situation in the community concerned; in the second place, such support should be considered 

as part of primary health care and not as a separate secondary level. Consequently, the 

activities envisaged under programme 12.1 should include the provision of the necessary 

environmental and, in particular, epidemiological technology. Emphasis must be placed on the 

inclusion of that technology at primary health care level because the establishment and 
integrated operation of all services at the primary level were prerequisites for the secondary 
stage of specialized hospital care, which would also include environmental and other aspects, 
as well as a more complete epidemiological evaluation system. 

Returning to the theme of integration of activities within primary health care, he noted 

an apparent lack of coordination between the fluoridation of drinking -water as a means of 

preventing caries and the work being done in the field of drinking -water supply. Integration 

was essential, since it would be up to the water supply engineers to decide in what circum- 

stances water could be fluoridated and no false hopes should be generated with regard to the 

effects on dental caries. In many cases integration would involve activities undertaken by 

other governmental or nongovernmental services. That was the case, in particular, in the 

prevention and control of alcohol and drug abuse (programme 10.2), where insufficient emphasis 

was placed on the important role that community activities covering leisure, work and culture 
could play in combating those abuses. 

Another aspect of the integration of activities applied to many programmes. With 
regard to food safety (programme 11.4), for instance, both WHO and FAO had recommended that 

Member States should apply the same health requirements to foodstuffs for export as to 

foodstuffs for domestic consumption. One of the most important steps that the Health 
Assembly could take would be to recommend that all countries, particularly the most developed, 
should not allow any product whatsoever to be exported that did not meet the statutory and 
other requirements for commercialization in the producing country. Such restrictions on 

export would have very beneficial results. For example, in addition to substandard 
foodstuffs, potentially dangerous to all consuming them, such restrictions might apply to 

dangerous equipment and machinery and to dangerous pesticides, herbicides and toxic or 
potentially toxic chemicals in general, thus preserving the health of workers called upon to 
use them; restrictions on the export of drugs, medicines and vaccines unauthorized in the 

producing country, and restrictions on the installation of polluting industries or industries 
which posed serious health hazards would also have beneficial effects for the workers employed 

in them and the population in general. In all the cases mentioned - and the list was not 

exhaustive - a formal commitment, undertaken in the Health Assembly, should be incorporated 
into the domestic legislation in each Member State as soon as possible requiring the issue 

of a health certificate declaring that the product exported did not pose a health risk 
greater than that permitted by the domestic legislation of the exporting country. 

Finally, WHO - and its regional offices in particular - should make a special effort to 

coordinate the establishment of international centres for the quality control of medicines, 
vaccines, and foodstuffs and assessment of potentially toxic chemicals. Those countries whose 
quality control services were not sufficiently developed would then be able to obtain WHO - 
coordinated assistance at the international level instead of having to rely on national or 
bilateral services. 

Dr АВВАS (Somalia), after expressing his concern that insufficient progress might have been 
made in the implementation of the primary health care programme in the five years that had 
elapsed since the Alma -Ata Conference, stressed the importance of nutrition (programme 8.1) 
and maternal and child care, including family planning (programme 9.1). In fact, 70% of the 

population of almost every country consisted of mothers and children, while much of the 
content of the primary health care concept related to activities associated with maternal and 
child health and the work of 90% of primary health care workers was connected with maternal 
and child health. The time had perhaps come to take stock of the situation with regard to 
those programmes, since there was not long to go if the targets for 1989 were to be achieved 
and if 70% of the world's children were to achieve a high rate of immunity by 1990. Indeed, 
if the goal of health for all by the year 2000 was to be attained, a revolutionary approach 
would be needed, involving a catalyst in the form of additional funding for those programmes, 
or of a dynamic drive by the Director -General, duly endowed with authority by the Health 
Assembly. 

Somalia was in the Eastern Mediterranean Region. His delegation therefore regretted 
that the programme budget document, in the chapter under discussion, made relatively little 
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mention of activities in that Region as compared with those in other Regions. Furthermore, 
the regional allocation was stagnant, despite the increasing demand in the Region for services 
falling under the programmes which he had mentioned. 

Finally, WHO documents frequently contained phrases such as "if a country or countries 
wished to accept" or "if a country or countries would like to implement ". In his delegation's 
view such phrasing was not to be encouraged, since it would only lead to uncertainty as to 

whether or not a given programme should be accepted, despite the universality of the 
Organization's goals and strategies. 

Dr KEAN (Australia), commenting on nutrition (programme 8.1), drew attention to 

paragraph 3 of the programme statement for general health protection and promotion, which 
began, "Nutrition is one of the most important factors influencing the quality of human life 
in most parts of the world ", and went on, "Undernutrition is, and will probably remain, one of 
the main factors contributing to high death rates in ... young children ". It was therefore 
rather odd that, notwithstanding those statements, a reduction was proposed in the total 

provision for the nutrition programme in 1984 -1985 as compared with the present biennium. 
Although, overall, the allocations for global and interregional organizational levels were 

being reduced to permit real growth in the allocations to countries and regional offices, a 

decrease was proposed in the total budget for nutrition in the regions. In particular, in 

the Western Pacific Region there was a decrease in the proposed regular budget allocation from 
US$ 709 400 to US$ 529 600. While appreciating the need for stringency, his delegate viewed 
those decreases in the nutrition programme with some concern and found it difficult to 

reconcile the action taken with the statements of principle made. 
Alcohol -related health problems continued to be a source of major concern in Australia. 

Even though average alcohol consumption and the level of alcohol -related deaths had remained 

more or less constant for the past eight years, alcohol was still a major factor in 3% of all 

deaths and in 15% to 20% of all hospital admissions. 
Paragraph 2(2) of the draft resolution recommended to the Health Assembly in resolution 

EB71.R7 of the Executive Board included the word "coordinate ". The efficacy of any programme 
to combat alcohol abuse depended on many governmental and nongovernmental agencies. In 
countries, such as Australia, where a strong restrictive line could not be taken for various 
legislative reasons, the development of a positive working relationship between health 
authorities aid the liquor industry could result in useful achievements. His delegation 
strongly supported the programme for the prevention and control of alcohol abuse. 

Mr PERETZ (International Federation of Pharmaceutical Manufacturers Associations), 
speaking at the invitation of the Chairman, expressed his appreciation of the opportunity he 
had been given to answer questions that had been raised concerning the pharmaceutical 
industry's involvement with WHO's Action Programme on Essential Drugs and the latest situation 
with regard to IFPMA's Code of Pharmaceutical Marketing Practices. IFPMA had member 
associations in 48 countries, of which over one -half were located in developing countries. 
Its membership covered not only the 200 -odd research -based international pharmaceutical 
companies but also many thousands of companies which produced, primarily, standard products 
sold only in their own territories. 

So far 60 companies had offered to support WHO's Action Programme by supplying over 150 
substances included in the Organization's model list of essential drugs, plus another 100 
substances not on that list, at favourable prices. In addition, 15 companies had offered to 
second experts to individual developing countries to help them with their logistics and to 
set up distribution systems. The next agreed step was for WHO, in conjunction with UNICEF, 
to establish agreed pilot projects in individual least developed countries. When, with the 
agreement of the governments themselves, the drug requirements for those projects had been 
determined, it would be IFPMA's role to act as the intermediary in ensuring that the 
government was put in contact with the appropriate company or companies. The present industry 
status of the project was that three Swiss companies and one United States company had been 
working for some time in a pilot project in Burundi, that the Italian industry had been 
sponsoring a project in Somalia, and that 13 United States companies had sponsored a 
comprehensive project in the Gambia, while a feasibility study for a similar project in 
Sierra Leone was under way. IFPMA itself had been approached directly by the Governments of 
Bangladesh, Bhutan, Burma and Peru, all of which approaches were being followed up. Specific 
low price offers of antimalarial drugs had been made by German and Swiss companies to WHO 
directly, and they had been accepted by the Organization. 

As regards quality control, which had been mentioned several times during the discussion, 
the IFPMA training programme offered three to six months' training in various aspects of quality 
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control; 26 government employees from developing countries had now either been trained, were 

under training or had been assigned places with companies. The companies had in all cases 

paid the cost of living expenses of the individuals concerned and had made no charge for the 

training itself. 

The delegate of the Netherlands had inquired about the IFPMA Code of Pharmaceutical 

Marketing Practices. The Code had been approved by the IFPMA Council in March 1981 and was 

subsequently accepted by all member associations. In March 1982 the Federation aid its member 

associations had issued a Supplementary Statement, which underlined the industry's commitment 

to the observance and monitoring of this Code, and had laid down a procedure for dealing with 

any breaches of the Code that were brought to their attention. Over 12 000 copies had been 

circulated to companies belonging to IFPMA member associations in 48 countries and the full 

text had been reproduced in the International Digest of Health Legislation (Volume 32, 

No. 3 (1981)). IFPMA itself had so far received only three complaints, relating to 22 products. 

Two of those had been dealt with under the agreed procedure and were found to have no connection 

with marketing practices; the third complaint, involving one product, was still under 

investigation. 

A recent careful audit of member associations had confirmed the commitment of individual 

companies to support and adhere to the Code. The audit had demonstrated overall that there 

had been remarkably few substantiated cases of breaches of the Code brought to the attention 
either of IFPMA or its member associations. In addition to that formal procedure, a thorough 
study had been made of a number of instances of supposed breaches of the Code, deriving either 
from published articles or in one case from the United Nations Centre on Transnational 
Corporations. Those cases all related either to alleged inappropriate advertisements or 
instances where companies had been accused of advertising products which they did not sell, or 

selling with different indications or contraindications, in their domestic market. In almost 
every case examined so far the advertisements in question had either been withdrawn by the 
companies several years ago or, in cases of alleged incorrect data, the author of the article 
had been using out of date or inappropriate reference books for comparison purposes. Critics 
of the pharmaceutical industry had also failed to appreciate that national drug approval 
systems varied not only in the light of local health needs and perceived priorities and, 
incidentally, genetic differences affecting drug metabolism, but also because there were 
genuine differences of opinion between experts. Products that appeared on some countries' 
banned lists were all too often to be found in other countries' essential drug lists. 

No one would deny the existence of cases where individual companies would have to correct 
their promotional practices. The IFPMA Code was designed for the express purpose, not only of 
providing agreed criteria, but also of ensuring that any confirmed breaches of the Code, 
brought to the attention of the Federation, would be corrected with a minimum of delay. That 
was still the primary objective. Delegations could rest assured that industry took the Code 
very seriously and experience with it and with national associations own codes proved that 
voluntary procedures of that kind could function satisfactorily. He welcomed, in that 
connection the comments made by the delegate of the Netherlands, in particular, those to the 
effect that such self -disciplinary measures were to be preferred. If any delegate present at 
the Thirty -sixth World Health Assembly had reason to believe that pharmaceutical companies 
belonging to IFPMA member associations were contravening the Code he would like to be informed 
so that appropriate action could be taken. 

The DEPUTY DIRECTOR- GENERAL said that the Director -General would continue to evaluate 
the various programmes in the light of the comments made on the chapter "Health science and 
technology - health promotion and care" and matters arising out of it. He had the impression 
that the standard of presentation of programmes had been very high. Members of the Secretariat 
would be replying in due course to the many detailed questions posed by delegates; he intended 
himself to deal with the specific question of research coordination within the Organization 
at all levels. One of the major coordinating mechanisms was the Advisory Committee on 
Medical Research (ACMR), which had been decentralized a few years ago with the creation of 
the regional ACMRs. The Chairman of the global ACMR attended the meetings of regional ACMRs, 
thus providing the necessary global input and regional feedback, while the chairmen of 

regional ACMRs participated regularly in sessions of the global ACMR. 
The Research Development Committees were responsible for coordination within the 

Organization at headquarters and at the regional level also, reviewing and evaluating current 
research programmes in each programme area. Superimposed on that general system were 
individual coordinating mechanisms, such as the Special Programme for Research and Training 
in Tropical Diseases and the Special Programme of Research, Development and Research Training 
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in Human Reproduction, the former covering for example, leprosy, schistosomiasis, malaria, 

vector biology, etc. The programme managers were at the same time members of relevant 
committees of the Special Programmes, so that there was a constant interchange between all 
WHO divisions and programmes. Expert panels and study groups also provided a measure of 
coordination. Members of the ACMR were in fact drawn from the expert advisory panels. 

Every effort had therefore been made to provide an effective mechanism of coordination and he 

was satisfied that a real degree of success had been achieved. He was grateful to delegates 

for their expressions of appreciation of the programmes - many of the comments made had 
related to regionalized programmes such as the accident prevention programme. 

Dr MANSOURIAN (Office of Research Promotion and Development) said he would deal first 

with the question of research in socioeconomic and behavioural determinants of health, a 

subject which had been raised by a number of delegates, reflecting a clear preoccupation 

with the relationship between health and the social parameters that influenced behaviour and 

life -style in the family, the community and at the place of work. The Organization was 

proceeding cautiously in that area, even though substantial efforts were already under way 

in various programmes managed at headquarters and in the regions. An inventory of current 

research projects was being compiled in order to define the categories of projects, to assess 

the extent of the resources available and to identify gaps in knowledge. 

In answer to a specific question by the delegates of Turkey and of the United States of 

America about coordination in that field of research, he said that a special intrasecretariat 

working group had been set up to look into ways and means of promoting research activities 

and of avoiding waste and duplication. The working group would be responsible also for 

preparing a more technical consultation with experts from the scientific community. The 

whole subject would in due course be presented to ACMR for advice and support. He had noted 

with interest the support given by several delegations to the statements made in regard to 

strengthening research capability and the importance of the scientific and technological 

infrastructure, including the promotion of careers in research. A study was planned in 

that connection to determine in objective terms what were the resources and resource needs 

of different types of countries. 

On the more specific question by the delegates of the Union of Soviet Socialist Republics 
and of Cuba regarding the methods used by WHO to reduce the time lag between a scientific 
discovery and its application, he said that there was no universal solution to that problem, 

but a number of different approaches had been used, such as promoting the exchange of research 
workers, the strengthening of cooperation between WHO and collaborating institutes and the 
holding of scientific meetings at which researchers from various parts of the world worked 
together in specific programme areas. To give an example, later in the year, immediately 
after the АCMR session, a meeting on vaccine technology would be taking place in Geneva 
which would be attended by more than 30 scientists and would review the most recent 
developments in technology and ways of translating scientific discoveries into practical 

technological applications. 

In reply to the delegate of the United States of America who had raised another question 
about research coordination, he explained that research was in fact part and parcel of all 

technical programmes of the Organization and research activity had therefore to be scrutinized 
and harmonized at different levels. At top management level coordination between 
headquarters and the regions was carried out by means of regular consultative meetings of the 

Global Programme Committee; another coordinating mechanism was available at the programming 
and budgeting levels - the Headquarters Programme Committee. At the transprogrammatic level 
coordination was effected by the Research Development Committees already mentioned by the 
Deputy Director -General, at headquarters and in the regional offices, thus providing a forum 

for the discussion of all research coordination issues. Finally, the secretariats of the 

global and regional ACMRs provided a measure of day -to -day coordination. 
The delegate of Algeria had asked about ways and means of identifying responsible national 

bodies for the promotion of research. One way was to make use of regional ACMRs, where 
distinguished scientists from many countries had an opportunity of participating in the 

promotion of regional research activities. Another potentially valuable mechanism was 
provided by regional meetings of scientific research councils or similar bodies which had now 

taken place in virtually all regions. Those mechanisms enabled national focal points to be 

identified, regular exchanges of information to be carried out and specific initiatives in 

research promotion and other managerial activities to be facilitated. 
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Dr NAКAJIMA (Regional Director for the Western Pacific) said that the delegate of 

Australia had questioned the reduction in the proposed budget for the programme on nutrition 

in the Western Pacific Region. That reduction was mainly due to a decrease in the alloca- 

tion to one particular country, which it was envisaged would be offset by extrabudgetary 

support. Nutrition programmes in the Region had also been supported by a large number of 

multilateral and bilateral agencies, with WHO exercising a predominantly coordinating role. 

The size of the allocation under the regular budget did not in fact reflect the real scale 

of nutrition activities in the Region. 

Mr GALLAGHER (Office of the Legal Counsel) said that the delegate of Bulgaria had 

suggested, in connection with paragraph 2 of the Director -General's progress report "Policy 

on patents" (document А36/6), that contractual provisions should be elaborated to deal with 

the multiple source funding of research projects. That suggestion would be carefully 
examined by the Office of the Legal Counsel, in conjunction with other WHO units and other 

sources of research funding. The delegate of France had asked what were the criteria 
governing the choice of countries in which patent protection had been sought by the Organization. 
The economic value of a patent was directly related to the size of the market for products 
covered by that patent. In every case so far WHO's choice of where to file for patent 
protection had represented a compromise between the cost of obtaining and maintaining patent 
protection in a given country and the anticipated size of the potential market for the 
invention in that country. The same delegate had asked whether any of the patents currently 
held by WHO had yet been licensed and whether WHO had ever been obliged to defend any of its 

patents. The answer to both those questions was in the negative. 

Dr PRADILLA (Nutrition), replying to the delegate of the Libyan Arab Jamahiriya, said 
that affluence -related disorders were covered under the WHO nutrition programme with the 
European Region as the focal point; a gradual expansion of those programme activities to 

the Western Pacific Region and the Region of the Americas was envisaged. The problem had 
assumed alarming proportions in developed and other affluent countries, and indeed also in 
the affluent population groups in the developing countries. In response to a question by 
the delegate of Mexico, he said that energy and protein requirements had been revised and 
were to be published during 1983 and the new report would include guidelines for their 
interpretation and application.) A number of delegates had expressed concern in regard to 
the low budget allocations to the nutrition programme; he was sure that members of the 
Headquarters Programme Committee would take note of that concern. 

On the question of the multisectoral approach to nutrition raised by the delegates of 
Mozambique, the Netherlands and France, he said that everyone recognized and accepted the 
multisectoral origin of malnutrition which extended far beyond the nutritional field. 
Nevertheless the health sector had a very specific part to play in the primary, secondary 
and tertiary prevention of malnutrition. Replying to the point raised by the delegates of 
Chile and Switzerland in regard to the joint WHO /UNICEF nutrition support programme, he 
explained that it should be noted that this was only one part of WHO's nutrition programme. 
It had however enabled the Organization to provide very practical support to about 15 or 20 
developing countries, concentrating on specific activities relating to nutrition in primary 
health care. The Italian Government had most generously donated US$ 85 million to be used 
over five years for implementing the primary health care approach to improving the 
nutritional status of infants, small children and their mothers. The programme had a strong 
community emphasis and took a broad view of primary health care. The programme, which was 
being jointly run by UNICEF and WHO as support organizations, was the first large -scale 
interagency project of its kind. In each country the Government was responsible for 
drawing up, managing and executing the programme. It would concentrate initially on up to 
20 developing countries and it was expected that the experience gained in those countries 
would lead on to new approaches applicable to many more. Rapid advances had been made and 
three national proposals had been written and approved for funding by the donors. Eleven 
more had been submitted to the donors by the programme's steering committee. The preparation 
of a programme of that type necessitated a great deal of work, involving as it did the 
allocation of responsibility for community -based intersectoral activities. The delegate of 
the Netherlands had mentioned collaboration with other organizations and bodies of the 
United Nations system. There had been very close collaboration with FAO and UNESCO at both 

1 To be published in the WHO Technical Report Series. 
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global and other levels. In the same way a number of UNDP- sponsored programmes were being 
managed by WHO at country level. Steps were being taken by the ACC Sub - Committee on 
Nutrition to stimulate further collaboration on the part of the organizations and bodies of 

the United Nations system at the country level. 

In reply to the delegate of Indonesia on WHO support in connection with management 
capacity, he said that the Regional Office for South -East Asia had supported several health 
areas including management, training and participation aid he was sure that more support 
would be forthcoming if required. A question had been asked about evaluation technologies. 
The evaluation of the nutritional impact of development activities was being pursued in 
joint FAO /WHO projects. A joint committee of the two organizations would be convened in 
1985 to describe some of the techniques developed in that field. 

The epidemiological research action programme, supported by the Organization about two 
years ago, went some way to meet the concern expressed by the delegates of Switzerland and 
Chile in regard to feeding and child rearing determinants, and behavioural aspects of 
nutrition. The programme had sponsored a number of projects to study child feeding and 
rearing practices in the home. The results would be discussed aid analysed at a meeting 
to be held in Geneva at the end of 1983. 

The delegate of Switzerland had also asked about the treatment of goitre. He was in 

full agreement with her view that iodination of salt was the most effective means of eradicating 

or controlling goitre and indeed it was official WHO policy. In certain cases, however, 

administrative, commercial of other conditions rendered that solution less effective and iodine 

injection or other methods had to be used. A question had been raised in regard to vitamin A 

deficiency. The best form of treatment was the inclusion of vitamin A in the diet but, as an 

interim measure, the administration of vitamin A capsules might be and had been explored in 

several countries. 

Dr ВARMES (Oral Health) expressed his particular satisfaction that it had been possible 
to develop the oral health programme hand -in -hand with the competent nongovernmental 
organization, the International Dental Federation, representing a profession which had 
demonstrated its readiness to share the burden of responding to the strong winds of change 
in oral health, so as to promote the health for all goals. 

In reply to the comments by the delegate of Sri Lanka on oral cancer, he was very pleased 
to say that the early detection and prevention approach, which was currently being applied in 

the Sri Lankan project, had been developed in close cooperation between the Cancer and Oral 
Health units. In regard to the cost of fluorides, attempts were constantly being made to 

minimize them, so as to ensure that fluorides maintained their position as one of the most 
cost -effective public health methods available. 

He could only apologize regarding the sequence of priorities in the programme statement 
concerning oral hygiene and the use of fluorides, pointed out by the delegate of Kenya. Oral 
hygiene was of course an absolute requirement, whereas the use of fluorides had to be selective, 
depending on the dental caries status of the population concerned and environmental factors. 
He was glad that the Oral Health unit had been of service in evaluating the particular 
situation in Kenya, where a specially selective policy was required because of the wide range 
of natural fluoride contents of the water. The unit was prepared to assist further in 

striking a balance between topical and systemic use of fluorides. It was equally ready to 
help with defluoridation, in reply to the delegate of Senegal, and he recognized the need 
to promote effective traditional health methods where possible. 

The delegate of Nigeria, who had strongly supported the programme, had requested 
information as to the specific plan for promoting oral health in developing countries. The 
four -point action plan for countries was aimed at achieving coordinated planning; at 
emphasizing simple and effective preventive methods within primary health care, as well as 

integrating oral health into the general health infrastructure; at identifying obstacles to 

the achievement of national plans; and at using the international collaborative development 
programme to overcome those obstacles. Complementary action by WHO related also to those 
four points. A considerable part of the action involved health education of the public, 
and accordingly close linkage with the Division of Public Information and Education for Health 
was of the utmost importance, as had been stressed by the delegate of Iceland. 

He assured the delegate of France that the intention of that international collaborative 
development programme was not merely to achieve a transfer of manpower, but to provide 
carefully selected teams which would work to support self -reliance more rapidly than could 
otherwise have been achieved. 
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He voiced a note of caution by pointing out that the pyramid of descending manpower needs 

from the primary health care level to the final referral level, as set out in document 

A36 /INF.DOC. /2,1 was in fact the reverse of the current situation. There were at present in 

the world ten dentists to every operating dental auxiliary, and probably ten such auxiliaries 
to each full -time equivalent primary health care worker involved in oral health. Notwith- 

standing, dental manpower continued to be produced with little regard to changing patterns of 

needs, and each year dental manpower production continued to inflate the surplus, or 

potential surplus, in highly industrialized countries and ensure the wastage of scarce 

resources in developing countries, at the same time guaranteeing that inappropriate manpower 
would be part of their health systems for several decades. 

Appropriate national leadership was also vital, since, while oral hygiene appeared a 
simple matter, vast numbers throughout the world had no concept of good oral health practices. 
The real key lay in good management, calling for a special approach and training. He 
believed that Member States were recognizing the dilemma arising out of the inadequate 
planning and coordination in the field of oral health so far, and that they were ready to 
provide the necessary emphasis for oral health goals within the framework of health for all 

by the year 2000 to be achieved, avoiding the disastrous situation in oral health now facing 
them. 

Dr AKPABIO (Regional Office for Africa) said that, in all developing countries, an 
improvement in the standard of living brought with it an increase in oral diseases and a 

deterioration in oral health, dental caries and periodontal disease being the two most common 
diseases. 

Several studies had shown periodontal disease to be more prevalent and severe in 

developing countries than in the technically developed countries. Starting at an early age, 
the disease affected almost 100% of the population by the age of 45 years in many developing 
countries, leading to loss of several teeth quite early in life. In Asiatic and African 
peoples, the transition from simple to severe forms of the disease took place at an earlier 
age than in Europeans. A recent survey in Nigeria had shown that the disease was already 
present in 27% of 6- year -olds, 60% of 10- 11- year -olds, 75% of 12- year -olds and 82 -84% of 
13- 15- year -olds. 

Several studies in developing countries had also shown that, whereas there had previously 
been a low incidence of dental caries, especially among the rural communities, there was now 
a disturbing, explosive increase in the disease, especially among urban communities and among 
children from affluent families. Among 12- year -olds, dental caries had increased four to 
five times within a 10 -year interval in some countries (Ethiopia, Iraq, Thailand and Uganda, 
for example). 

WHO had set a goal of no more than three DMF teeth at 12 years of age for all countries. 
In the recent survey in Nigeria, a country which had had only a 2% caries prevalence in 1967, 
two States already had a caries rate resulting in 3.2 DMF teeth at 12 years of age, and the 
disease prevalence ranged from 22% to a peak of 68% and 71% in some of the States within the 
Federation. 

Few developing countries could afford the astronomical costs of training and using 
graduate dental surgeons to carry out a repair and replacement service, in contrast to the 
simple, but more effective, alternative of instituting a practical preventive programme at 
the primary health care level. Furthermore, it was disturbing to see that the dental 
personnel training programmes in many developing countries were still geared towards training 
the sort of personnel used by the wealthy, technically industrialized countries. 

The recent dental survey in Nigeria was indicative of the urgency of giving priority 
attention to instituting an effective oral health preventive programme in all developing 
countries. 

Dr BЕISЕУ (Maternal and Child Health) said that it had been gratifying to note the 
strong support expressed by many delegations for maternal and child health, including family 
planning (programme 9.1). 

The delegates of Chile and Ethiopia had pointed to the need for increasing emphasis on 
maternal care, that concern being reflected also in a recent report of the Director - 
General's programme advisory committee in maternal and child health which, describing 
maternal mortality as the tip of the iceberg, had noted that maternal mortality reflected 

1 Document WHA36 /1983 /REС /1, Annex 3. 
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the inequity in the social and economic status of women, as well as in the distribution of 
health resources. There was a difference up to 200 -fold in maternal mortality between the 
most and least advantaged population groups, and those differences were similarly reflected 
in maternal morbidity and suffering. A number of activities had been proposed by WHO to 
promote improvement in maternal care, including workshops and support to studies on the 
underlying country -specific causes and contributory factors of maternal mortality. A 
meeting on the problem was to be held in 1985. 

In seeking to achieve the greatest impact on maternal health, efforts were being renewed 

to increase coverage and improve the quality of maternal care through the reallocation of 
tasks and resources resulting from the application of the risk approach in maternal and child 

health and family planning care. Endeavours were also being directed towards improvement of 
nutrition and the work -energy expenditures of women during and after pregnancy and, as the 

key to all, radical improvements in the status of women. 

He agreed with the delegate of Mozambique that greater attention should be given to 

child health in order to protect the health care and social investment being made in pre- 

natal and delivery care, as well as in infant care. However, the perception that 

insufficient attention was being paid to child health care - such as the need for the 

application of the risk approach to that critical group, or the apparent lack of attention 

to the development of appropriate technologies for the health problems of that group - 

might, in part, be due to the complexity of the programme. In effect, activities concerned 

with child health were reflected in different sections of the programme budget. Many 

activities were already planned or under way, including the application of the risk approach 

to the problem of malnutrition i infants and children, the development and adaptation of 

family -based technology for monitoring infant and child growth and development, the develop - 

ment of simple and inexpensive weighing scale for children and the development of health 

services research in the more serious childhood diseases. 

Furthermore, the intersectoral programme activities on child labour and health also 

reflected such attention, as did the extensive programmes of activities specifically 

directed to the health of children described in the section "Health science and technology - 

disease prevention and control ", such as the Expanded Programme on Immunization, and the 

programmes on diarrhoeal diseases and on acute respiratory infections. 

Great importance was being placed on the development of an integrated approach to 

maternal and child health care at the country level, incorporating many of the technologies 

developed in other programmes, and emphasis was being laid on the development of national 

capacities for health services research in maternal and child health and family planning as 

part of primary health care. 
The need, in extending the application of the risk approach in health systems, for 

strengthening supervision, logistic support and management, as underlined by the delegate of 
Ethiopia had been reflected in the programme budget in paragraph 34 of the programme 
statement (page 146). The suggestion for such an increased emphasis was to be welcomed, and 
he drew attention, in that connection, to the fact that the risk approach scientific advisory 

group had in fact been reconstituted as the task force on the risk approach arid programme 
research. 

The need for closer coordination of maternal and child health with control of communicable 
diseases and the Expanded Programme on Immunization was an issue concerning all programmes 
affecting the health of mothers and children. Increasing coordination was taking place with 
respect to research, development and promotion of appropriate technology relevant to maternal 
and child health, e.g., in joint programming in such areas as control of neonatal tetanus, 
home -based records for monitoring growth and development, and so on. 

Within the health infrastructure, the question of coordination was of even greater concern 
and was being constantly improved upon through such means as integrated training programmes 
and curriculum development in maternal and child health. The problem would receive high 
priority in the promotion of activities in health services research. Nevertheless, the issue 
of coordination and the avoidance of verticalization of programmes remained the ultimate 
responsibility of those in charge of national programmes. 

Replying further to the delegate of Ethiopia, he said that, although school health 
constituted a priority programme area as part of maternal and child health in some regions, 
it had not been so identified by all. However, individual countries' concerns could always 

be discussed and developed with the appropriate regional office and within country programmes. 
He concurred in the assessment of the delegate of Israel that the promotion of a healthy 

life -style among adolescents represented a cost -efficient investment for health systems. 
Attention had been drawn by the delegates of Chile and of the Federal Republic of Germany 

to the important opportunities afforded for health promotion among adolescents and youth as 



COMMITTEE A: EIGHTH MEETING 115 

part of the programme for International Youth Year. WHO was taking that opportunity to 

further the examination of health issues relating to adolescents and youth not only through 

the specific activities of the scientific group on adolescence and youth for health for all by 
the year 2000 and the support for research on adolescent reproductive health, but also 

by actively promoting and providing support for regional and country -based activities, with 
particular emphasis on collaboration and initiatives by nongovernmental organizations. In 

1985 World Health Day would focus on youth. 
The request of the delegate of Chile would offer a welcome opportunity to present a 

report to the World Health Assembly in 1985 - which would be International Youth Year - on 

progress made in maternal and child health. He recalled that such a request had already been 
made, without specification of date, in resolution WHA32.42, on the health of mothers aid 
children. 

In view of the concern expressed by several delegates, including those of Sri Lanka, the 

Union of Soviet Socialist Republics, Somalia, and Yugoslavia, regarding the levelling off, or 

even decline, in extrabudgetary resources for the high priority programme of maternal and 
child health, it would be appropriate, as suggested by the delegate of Chile, for the report 
that was to be made to the Health Assembly to include an analysis relevant to the mobilization 
of scientific and financial resources, thus reporting progress relative to operative 
paragraph 2(7) of resolution W1А32.42. The Director -General's programme advisory committee 
in maternal and child health would examine a report on those resources and discuss mechanisms 
for mobilizing resources at its meeting in November 1983. Alternative approaches to mobilizing 
support for national efforts in maternal and child health, including family planning, as part 
of primary health care were being actively pursued, and he accepted the suggestion from the 
delegate of Sri Lanka that such financial and technical resources should be monitored in order 
to ensure an appropriate balance based on health needs and national priorities. 

He agreed with the comments made by the delegates of the Netherlands and Yugoslavia 
emphasizing the essential role of appropriate technology. The delegate of the Netherlands had 
aptly referred to the important role played by the risk approach in guiding strategies for 
preventing over -use of modern technologies - in the area of perinatal health, for example. It . 

was accordingly proposed to report in the future on the Organization's activities for the 
development of appropriate technology and health services research in maternal and child 
health, in keeping with operative paragraph 2(6) of resolution W1Á32.42. 

Dr KESSLER (Director, Special Programme of Research, Development and Research Training 
in Human Reproduction) said that he had taken careful note of the comments made on the content, 
priorities and balance of activities in the human reproduction research programme. He was 
grateful for the guidance given, and all concerned in the Special Programme would continue 
their endeavours to achieve, in cooperation with the Member States, the objectives and targets 
set for the Programme. 

Dr EL BATAWI (Office of Occupational Health) expressed appreciation for the support 
expressed by many delegations for the workers' health programme. The suggestions and proposals 

made would be taken into consideration in revising the medium -term programme, which was a 
dynamic process ensuring that it responded to the needs of countries and to the evolution in 

various fields of technology. 

Replying to specific questions raised, he said, with regard to the reference made to 

toxic pesticides and exposure to chemicals and asbestos, that the subject of asbestos was one 
which had received thorough scrutiny by WHO, including the International Agency for Research 
on Cancer, on a number of occasions. There had been an endeavour to develop environmental 

health criteria on asbestos,1 and a consultant had been in Nigeria helping to resolve the 

problem of asbestos exposure in that country. Two main WHO occupational health programmes 

related to pesticides. One determined the limit of occupational exposure for various hazardous 

substances, in accordance with resolution ЕВ60.R2 of the Executive Board. It so far involved 

1 See Wagner, J. C., ed. Biological effects of mineral fibres. Proceedings of a 

symposium organized by ‚ARC, the French National Institute of Health and Medical Research and 

the Medical Research Council Pneumoconiosis Unit, Penarth, United Kingdom. Lyon, International 

Agency for Research on Cancer, 1980 (IARC Scientific Publications, No. 30 (2 vols)). 
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pesticides, heavy metals, solvents, vegetable dusts and respiratory irritants. The other 
programme related to appropriate control techniques in occupational hygiene that evaluated and 
assessed the concentration of various toxic chemicals in the atmosphere of the work environment 
and proposed methods of control. 

The delegate of the Union of Soviet Socialist Republics had raised a question in respect 
of the programme's need to deal with much broader areas, such as lung diseases among workers, 
allergic conditions and cardiovascular disease. WHO had the previous year started a 
consultation on work -related diseases - i.e., diseases either caused in part or aggravated by 
working conditions, or susceptible to control by methods taken through occupational health 
practice. There would be an expert committee on the subject in the course of the current 
year, which should provide an answer to most questions. WHO also recognized the importance 
of the delayed effects - including genetic effects - of certain occupational hazards, to which 
the delegate of the USSR had also referred, and a meeting was convened jointly by headquarters 
and the Regional Office for Europe in Tbilisi in the Soviet Union on the human reproductive 
function in relation to occupational exposures. A booklet reviewing existing knowledge on 

delayed effects had also been published by WHO.1 
The comment made by the delegate of Malta - regarding the collation of information from 

various WHO collaborating centres, of which there were now 32, on the magnitude of 
occupational diseases and accidents - was most pertinent. So far, little response had been 
forthcoming in respect of the request made to Member States to report to WHO on occupational 
diseases and accidents. 

The delegate of Algeria had expressed regret that WHO had not as yet contacted his 

Government to deal with occupational health problems in Algeria. He assured the delegate 

that WHO looked forward to assisting in exploring the conditions in that country and 

establishing cooperative activity. 
Several delegations, including those of Bulgaria and France, had referred to psychosocial 

factors in the work environment. Together with the Division of Mental Health, a number of 
activities had been developed. A document had been produced on psychosocial factors in 

injury prevention,2 and a book on psychosocial factors and health effects at work was now in 
the process of publication. Monitoring of psychosocial stresses in the work environment and 
the resulting health effects had become a subject for a long -term programme, with a view to 
determining parameters to be used for measurement of stress at work and its health effects 
on workers. 

More general policy questions had also been brought up by a number of delegates. First 
of all, as mentioned by the delegate of the United Republic of Tanzania, some developing 
countries were receiving industries which were obsolete in highly industrialized countries, 
as well as toxic chemicals. Accordingly, WHO had met with other international agencies 

with a view to developing guidelines on "control technology" so as to ensure that new 
industries established in the developing countries took full account of occupational health 
measures, as well as environmental impact, from the very outset. 

Coordination was an extremely important point. The multidisciplinary nature of 
occupational health pointed to the need for coordination between national authorities dealing 
with health, labour and industry and, at the level of the international organizations, between 

WHO, ILO, UNIDO, UNEP, etc. At the request of the Thirty -third World Health Assembly, 
guiding principles were being developed on the role of the various governmental agencies in 

occupational health, particularly emphasizing the role of health services, which should deal 
with all workers' health problems. Furthermore, as had been stressed by many delegations, 

importance would be placed upon the role of the ministries of health in the delivery of 
primary health care to the underserved working populations, which were the majority in the 
developing countries. They included workers in small -scale industries and in the agricultural 
sectors. There were at the present time a number of models for occupational health care 

delivery through primary health care to those populations, and that approach had proved 

successful in Botswana, Egypt, Indonesia, Sudan, and Thailand. Those various models were 

being developed as guidelines for other countries. 

1 Delayed and chronic effects of chemicals in the workplace: report on a WHO meeting, 

Copenhagen, World Health Organization, 1982 (EURO Reports and Studies, Ni. 64). 

2 
WHO document OСН/83.4. 
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He reminded all those who had called attention to the limited resources available for 

occupational health work not to forget to include workers health and occupational health as 

part of the primary health care system which was now in the process of being actively 

developed. 

Dr SARTORIUS (Director, Division of Mental Health) expressed appreciation to those 

delegations which had exemplified the wide range of constraints and problems existing in the 

area of mental health. The delegates of Kenya and of Egypt had reminded the Committee that 

psychosocial problems and drug and alcohol -related problems had particularly struck 

adolescents. The delegate of Mali had drawn attention to lack of manpower, facilities 

and the negative attitudes to mentally ill people. The delegate of Norway, in a very powerful 

statement, had called attention to the fact that mental health was deteriorating, as was 

apparent from such indicators as alcohol abuse, suicide, abuse of drugs, increasing psycho- 

somatic disease, etc. Similar reports had been forthcoming from many other countries, 
including many of the developing countries. 

The delegates of Egypt, Greece and Turkey had called attention to the predicament in 
which the chronic patients in mental hospitals found themselves. There were vast numbers, 
one million in Europe alone, needing rehabilitation, and often living in terrible conditions. 
The Organization had included in its programme components dealing with that problem. 

He thanked the delegations for presenting encouraging examples of successes achieved 
in their countries. The delegate of India had referred to the initiation of a national 
mental health action programme, and the delegate of Sri Lanka had mentioned the excellent 
Sri Lankan programme on child mental health and the development of psychosocial indicators. 
Mention had also been made of the African Mental Health Action Group, as offering a prime 
example of technical cooperation between developing countries in a specific field. The 
delegate of Hungary had referred to successes achieved in the difficult field of alcoholism, 
and many other examples from other countries were available. 

He was grateful to all those who had expressed support for the programme and had put 
forward useful suggestions, including the delegates of Bulgaria, Chile, Gabon, Ghana, India, 
Kuwait, Senegal, Sri Lanka, Sweden, United Kingdom of Great Britain and Northern Ireland, 
Yugoslavia and Zambia. Three main policy guidance points had emerged from the discussions. 
Regarding the integration of mental health into primary health care and general health care, 
he recalled that WHO had adopted that stance from the beginning. Stress had also been laid 
on the need for prompt sharing of experience, both with regard to successes and failures. 
The need for international cooperation, particularly in a field such as mental health, had 
also been emphasized. All of those points would be carefully considered in all programme 
action. Reference had also been made by many delegations to the need for additional funds 
for the programme: careful note had been taken of those requests. 

Replying to the specific questions raised by several delegations, he informed the 
delegate of Japan that an expert advisory panel on drug and alcohol dependence had been 
established in keeping with the recommendation to that effect. A specific international 
advisory group, including six members of the Executive Board and 11 experts from a variety 
of countries, had been set up to assist the Secretariat in guiding the programme for the 
prevention and control of alcohol abuse. It would be of interest to the Committee to know 
that WHO had sought to canvass some 18 international agencies and more than 30 nongovernmental 
organizations regarding their interest in the subject and had received only five positive 
expressions of interest from each of those groups. That was an illustration of the predica- 
ment and of the challenge facing WHO in that area; it was therefore essential that the 
Organization should take the lead in that field and develop awareness within the United Nations 
system for undertaking active programmes. 

The delegations of the Netherlands and of Spain had referred to cultural specificity of 
policies which could be brought into the fight against alcohol -related problems. That 
approach had been tried in the WHO programme on community response to alcohol problems involving 
several developing countries. From that programme it had emerged quite clearly that cultural 
specificity loomed large as a central requirement for any useful policy or programme in that 
field. 

The delegate of Norway had also referred to the tremendous difficulties existing because 
of the lack of adequate knowledge regarding behaviour, in spite of the fact that political 
will existed in a number of countries. He was pleased to report that the global Advisory 
Committee on Medical Research had undertaken a review of that field of research. All the 
regional AMCRs, with one exception, had done the same. As a result, an expanded programme 
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had been recommended to the Director -General in the field of bio- behavioural sciences and 
mental health. Two task forces were to meet in 1983 and one in 1984; they would bring 
together scientists and others from a variety of countries from all the regions, who would 

make specific recommendations concerning the expanded programme and its agenda. The priority 
problems to be dealt with would relate to bio- behavioural and mental health aspects of primary 

health care, to coping with rapid sociotechnical change - and the predicaments of the family 

and the individual in such conditions, and to alcohol and the prevention of alcohol -related 

problems in adolescence. It was also expected that there would be a series of publications 

bringing together what was known on the subject and that a network of centres would support 

the development of such a programme over the following few years. To some extent, that 

programme should also resolve some of the problems to which the delegate of Turkey had drawn 

attention regarding the coordination of activities which different WHO programmes over the 

past few years had developed in the field of socioeconomic behaviour and psychosocial aspects 

of health. 
In response to the comment by the delegate of Yemen to the effect that no budgetary 

provision had been included by the Regional Office for the Eastern Mediterranean for activities 

connected with psychosocial factors and behaviour, he said that the meeting of the regional 

Advisory Committee for Medical Research in Limassol, in April of the current year, had issued 

a strong recommendation for a review of the situation in the Region, and the programme would 

probably be strengthened in that area. 

The delegate of Saudi Arabia had touched upon a problem of major importance to a number 

of countries in respect of the control of psychotropic drugs and the widespread use of 

analgesics. The following year the Health Assembly would have an opportunity to review 

the guidelines developed in collaboration with a number of countries, which would facilitate 

control by countries in that field. The Executive Board would also consider specific 

procedures proposed for a review of different types of drugs and their public health benefits 

and dangers. A network of laboratories had been brought together to help WHO in that effort. 

He was gratified by the action of the Joint Commission on International Aspects of Mental 

Retardation. The spread of education for all and rapid industrialization would increasingly 

reveal the gravity of the problem of mental retardation. WHO worked very closely with the 

Joint Commission, and collaboration had been particularly successful at the country level. 

Several delegates had mentioned the problems arising in connection with traditional 

medicine, which were raised more often in respect of mental health than in relation to some 

other programmes. However, if mental health were to be taken in conjunction with other 

aspects of medicine, as it should be, the attitudes and policies of countries regarding 

traditional medicine should cover the totality of health problems and not just psychiatric 

aid mental disorders. 

Mental health was essential in progressing towards the goal of health for all by the 

year 2000, and he believed that all concerned were determined to work vigorously towards 

that goal. 

The meeting rose at 17h35. 
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Dr ARIF (Division of Mental Health), replying to points raised in the debate, also 

thanked delegates for the support, guidance and advice they had given concerning 

programme 10.2 (Prevention and control of alcohol and drug abuse). 
Analysis of the trends in frequency and severity of the problem of drug abuse and 

drug dependency showed a significant and constant increase in both developed and developing 
countries. 

The delegate of Sweden had referred at the sixth meeting to the discussion of the drug 
problem in the United Nations Commission on Narcotic Drugs at its 1983 February session and 
to the alarming increase of drug abuse in many countries of the world. Subsequent to 

several earlier Health Assembly resolutions and a report by the Director -General to the 

Thirty -third World Health Assembly, resolution WHA33.27 had been adopted in 1980 affirming 
that drug abuse constituted a serious health hazard of steadily growing proportions in 
developing nations as well as industrialized countries, and encouraging Member States, when 
developing their national strategies for health for all by the year 2000, to integrate drug 
abuse control into their primary health care programmes. That resolution provided the 
Organization with directives for policy and programming to collaborate with Member States in 
integrating drug abuse control into their programmes and plans and to develop further 
activities for the prevention and control of health problems related to drug abuse. 
The resolution also acknowledged United Nations General Assembly resolution 34177, which 
urged greater action by WHO and other United Nations agencies to implement drug abuse 
control programmes. 

In response to that resolution, WHO had developed a global programme in collaboration 
with Member States. One of the principal strategies in developing the programme was 
cooperation with other United Nations agencies and with WHO collaborating centres on 
research and training on drug dependence and alcohol -related problems. Excellent cooperation 
had been established. In the past three years an ad hoc interagency coordinating meeting 
had been held regularly; the next meeting would be held at WHO headquarters in Geneva in 
August of the current year with the participation of the United Nations Division of Narcotic 
Drugs, UNFDAC and other specialized agencies such as ILO, FAO and UNESCO. 

The WHO global programme on alcohol and drug abuse had two major components: the first 
was the integrated multisectoral drug abuse control country programmes currently being 
implemented in Burma, Pakistan, Thailand and other countries. The health elements of these 
programmes were executed by WHO; other elements were vocational rehabilitation executed by 
ILO, crop substitution by FAO and UNDP, law enforcement and supply control by the 

- 119 - 



120 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

United Nations Division of Narcotic Drugs and, occasionally, educational preventive measures 
by UNESCO. The second major component of the programme was the development of technologies, 
including research to support the country programme. 

In the integrated multisectoral drug abuse control country programmes the major emphasis 
was placed on the development of effective treatment and preventive programmes in the 
framework of existing social and health care systems using operational health service 
research to optimize resources. As countries could not afford to develop a vertical 
programme, those activities were integrated into the primary health care and basic social 
and health services of the country programme. 

Details of the development of the technology component of the programme were described in 
the programme statement on page 169 and included the development of guidelines and strategies 
for the prevention of drug dependence, for the evaluation of treatment programmes and 
for reviewing and revising national legislation. Manuals for teaching in health 
institutions about the problem of drug and alcohol dependence problems were being developed, 
and the role of primary health care in the prevention and management of drug- and alcohol - 
related problems were being defined. The assessment of the role of methadone in the 
management of drug dependence was an example of a project in the area of the development of 
treatment techniques. Most of those projects had already been started and would continue 
during the 1984 -1985 biennium. 

The programme was partly financed from the WHO regular budget, which was very limited, 
but most of the financial support came from extrabudgetary resources, principally from 
UNFDAC. In implementing the programme, WHO staff at headquarters, regional and country level 
were actively cooperating with national authorities and other international agencies. 

The delegate of Egypt had referred to the need to include measures for the prevention 
and management of drug abuse in primary health care. In 1983 WHO was implementing a 
project on the role of primary health care in that field. A WHO advisory group would meet 
during the coming week to discuss the topic with representatives of countries from various 
regions, including Egypt. He was sure Egypt's rich experience in the Fayoum project on 
the extension of mental health care to the community, including drug abuse prevention and 
control, would be of value to participants in the meeting. 

Dr DIETERICH (Director, Division of Environmental Health) said that the Committee's 
discussion had clearly shown that the promotion of environmental health involved problems 

ranging from very old to very new. No country had only one environmental health 

problem to deal with, as had been illustrated by the statements made by the delegates of 

Sri Lanka, Nigeria, Kenya, Yemen and others on the subject of toxic chemicals, which could 

no longer be ignored, either in the industrial world or in developing countries. 

The other important aspect of a general nature which had been recognized during the 

discussion was the intersectoral nature of environmental health. The delegates of Egypt, 

United States of America and others who had referred to the need to promote environmental 

health in urban and rural development projects had made it clear that health agencies had a 

vital role to play vis -à -vis many other agencies - an advocate role, but also a role of 

technical cooperation. No meaningful environmental impact assessment of such development 

projects could be prepared without the health agencies; nor could assessment be translated 

into preventive programmes without competent environmental health staff in health agencies, 

the need for whom had been stressed by the delegate of Romania and others. He confirmed 

that WHO would pursue the intersectoral concept in implementing the new programme 11.2 

(Environmental health in urban and rural development and housing). 
Regarding the control of environmental hazards (programme 11.3), three sets of activities 

were now in the forefront of the work of the Organization: the evaluation of the effect of 
chemicals on health as part of the International Programme on Chemical Safety; human exposure 
assessment; and use of the resulting information in planning and implementing preventive 
control, of which a good example was the safe disposal of toxic wastes, as mentioned by 
several delegates. 

In reply to the delegate of the USSR, he confirmed that WHO was assuming a central role 
in the programme which was concerned primarily with monitoring the health aspects in the 

control of environmental hazards. But in order to enable the Organization to play that role, 

and keeping in mind that the programme was heavily dependent on national resources and 
national scientific research, it was important that those Member States having such scientific 
information at their disposal should make a commitment vis -à -vis WHO and confirm - also when 

collaborating with other, non- health international organizations in matters of the 

environment - that WHO would be the Organization responsible at the international level for 
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the health aspects. It was important also that ministries of health stimulate ministries 

for labour and environment to join them in support of the programmes of chemical safety and 

human exposure assessment as, at the international level, UNDP and ILO joined WHO. 

Again in reply to the delegate of the USSR, the International Programme on Chemical 

Safety would depend to a large measure on extrabudgetary resources, but the Director -General 

had noted the suggestion that the contribution from the regular budget of the Organization 
was important. Nevertheless, taking into account that international trade in chemicals 

exceeded US$ 50 000 million annually, one could not but wonder why it should not be possible 
to raise the extrabudgetary funds to support the increasingly important International 
Programme on Chemical Safety as well as the work on human exposure assessment. 

Again it had been pointed out that food safety was a multi -faceted problem; the time 

when developing countries were faced with only biological contamination of food had long 

passed, although that was still a major cause of diarrhoeal disease. In reply to the 

delegate of Spain and others, he confirmed that chemical residues in food had become a global 
problem, among other things, because of the use of pesticides in agriculture. The delegate 
of Cuba had asked how WHO and FAO collaborated and how Member States could take advantage of 
that collaboration in respect of the safety of food. The major mechanisms for collaboration 
between the two organizations were the Codex Alimentarius Commission, the meetings of the 
Joint FAO/WHO Expert Committee on Food Additives and the joint meetings on pesticides 
residues (both annual thus far), and their activities in food and animal feed monitoring and 
food control. Member States could utilize that collaboration in three ways, namely: by 
participation in the Codex committees on specific topics and commodities, by participation 
in the regional coordinating committees of the Codex aid by accepting the standards set by 
the Codex Alimentarius. As mentioned by the delegate of Yemen, hormones were now 
recognized as an important aspect of food safety. A meeting convened by the Regional 
Office for Europe in 1982 on the health consequences of anabolic agents, and the twenty -seventh 
meeting of the Joint FAO/WHO Expert Committee on Food Additives in April 1983, had considered 
that question. 

The International Drinking Water Supply and Sanitation Decade was a programme initiated 
by the United Nations at the United Nations Water Conference, Mar del Plata, Argentina, 1977, 
but it had been reported to the Thirty -sixth World Health Assembly for the reasons explained 
in paragraph 2 of the Director -General's report (document А36/5): the opportunity of the 
Decade for health improvement must not be missed. In response to questions, as well as 
comments, by the delegates of Sri Lanka, Chile, Egypt, the United States of America, the 
United Kingdom, the Federal Republic of Germany and others, it should perhaps be reiterated 
that 1983 was not yet the time for sounding the alarm. But the Director -General had been of 
the opinion that the World Health Assembly should be informed that achievement of the target 
of the Decade would be neither automatic nor possible unless a very strenuous effort was made 
at the present time by all concerned. If the Decade was not successful, would it not be 
difficult to achieve health for all by the year 2000 and improve aspects of environmental 
health such as food safety, housing and protection against environmental hazards? Health 
agencies must not wash their hands of the Decade by saying that operational responsibility 
rested with other agencies. That would be disastrous; national health agencies had a 
critical role to play and needed to allocate manpower and resources to it. They could promote 
the Decade as part of primary health care, as had been pointed out in paragraph 34 of the 
Director -General's report. 

As the delegate of Indonesia and others had indicated, there was a problem of finance 
that could not be over -emphasized. The cooperation which had been initiated between WHO and 
UNDP was seen as an attempt to alleviate it, and the Director -General wished to take the 
opportunity to acknowledge the efforts made by Mr Arthur Brown, the Deputy Administrator of 
UNDP, in fostering coordination among international agencies so that Member States could make 
the maximum use of the resources available to them in the various international organizations 
with Decade programmes. The Director -General hoped that all bilateral and multilateral 
support agencies would continue to work with WHO, particularly with a view to maximizing 
the health benefits from their investments, and to give more support to the building of 
infrastructure and manpower for operation and maintenance. 

Finally, in response to the delegates of the United States of America, Zambia, the 
United Kingdom and others, the Director -General wished to confirm that the Organization's 
overall objective in the Decade was to improve health. The expected benefits to health 
would not automatically accrue unless certain factors were taken into account in the design 
of national programmes and projects. National health agencies and WHO had a major function 
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to fulfil in providing methodologies to other agencies on how best to ensure that that could be 
done. As indicated in the Director -General's report, paragraph 30, WHO had published a paper 
for evaluation with the aim of improving methods by focusing on sociocultural factors, but also 
taking into account factors with a direct impact on health.1 WHO was devising a method for 
appraising proposed programmes and projects in respect to the health impact expected of them.2 
That type of appraisal would supplement the traditional approach to project appraisal which 
normally dealt exclusively with engineering, finance and economics. The Centers for Disease 
Control in Atlanta, Georgia, USA, should be thanked for their cooperation in the development of 
that particular methodology. He also thanked all delegates for the many other comments and 
suggestions, which would help the Secretariat in further developing and implementing the work. 

Dr COHEN (Programme Promotion), commenting on the Action Programme on Essential Drugs, 
recalled the reference by the delegate of the Federal Republic of Germany and the delegate of 
Sweden, speaking on behalf of the Nordic group of countries, at the seventh meeting, concerning 
the report to be submitted to the Health Assembly in 1984. In 1982, the Health Assembly had 
requested the Executive Board to monitor the evolution of the programme and to provide it with 
a report.3 The Director -General would provide the Board with the information required for it 
to monitor the programme and it was therefore the Board's report which would be submitted to 
the Health Assembly in 1984. 

The delegate of Sweden, on that same occasion, had referred to the priority which the 
Health Assembly had asked to be accorded to the programme on essential drugs when it had 
discussed the matter in 1982. Reference to the proposals in the 1984 -1985 programme budget 
would show that, as compared with 1982 -1983, the appropriation for the regions had slightly 
more than doubled and that for the African Region it had slightly more than quadrupled. That 
seemed to him to be an implementation of the Health Assembly's wishes. Action was now 
required at the national level with regional support, for additional discussion at the global 
level could not take the programme further. 

The delegate of Chile had asked what was happening, especially in the countries of 

Africa. The comment by the delegate of Sweden, describing the support being given to the 
programme by the Nordic group of countries, might supply part of the answer. That support 

was an illustration of what the Director -General had called "enlightened bilateral support ", 
because the Nordic countries were supporting developing countries in carrying out policies 
agreed by the Health Assembly. This support was not only financial but included the provision 
of technical and human resources. An example was provided by the programme established by 
the Government of Kenya with the support of the Danish and Swedish Governments, WHO and the 

World Bank. That programme, to ensure the provision of essential drugs to primary health 

care, could serve as a model which others could adapt to their needs. A workshop had been 
held in Kenya with Danish and WHO support to which other countries from Africa and from all 

other regions had been invited. 

The delegate of Yugoslavia had referred to technical cooperation among developing 
countries (TCDC), and the Kenya programme was a good example of it. The experience gained 

by Kenya had been placed at the disposal of other countries and there were signs that they 

were taking it up. It should be noted that support by bilateral agencies was not only 

financial but included the provision of technical aid human resources. 

Another example of TCDC could be seen in the United Republic of Tanzania, where the 

experience of Kenya was being applied. The Danish Government was providing substantial 

support to the Tanzanian Government through UNICEF, as the executing agency, and in cooperation 
with WHO, and the four partners: the Tanzanian Government, the Danish Government, UNICEF 
and WHO were working together on the programme. In a few weeks time the results of the 

offer of members of the International Federation of Pharmaceutical Manufacturers 

Associations (IFPMA) to provide drugs at non- commercial prices for countries like the 

United Republic of Tanzania would be known. An international tender was under way, but it 

was not yet ready. 

A further example of bilateral support was provided by the help being given by the 

Italian Government in the development of essential drugs programmes in five African countries; 

1 Minimum evaluation procedure for water supply and sanitation projects (WHO document 
ETS/83.1; CDD /OPR /83.1). 

2 
Maximizing benefits to health (In preparation). 

Resolution WHA35.27. 
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the programme in Upper Volta had just started. A last example was the provision by the 

Arab Gulf Programme for the United Nations Development Organizations of three million dollars' 

worth of chloroquine for ten countries in Africa. 

The delegate of Chile had asked what the pharmaceutical industry was doing to help meet 

the needs of countries in Africa. On that point, he had nothing to add to what the IFPMA 

representative had stated the previous day; the Tanzanian experience, however, would show to 

what extent the industry was helping in the provision of cheaper drugs. The delegate of 

Chile had also asked what was being done to ensure a constant supply of drugs for countries 

which did not produce them. In theory, a sound solution to that problem was pool procurement, 
but in practice there were a number of obstacles to that solution, notably in securing the 

necessary legal, administrative and financial agreements between countries. The South 

Pacific Islands were currently attempting to operate a system of pool procurement, but 

difficulties had been encountered in deciding on the location of the central warehouse; an 

unexpected proposal had been made to use the Regional Office for the purpose. Progress was 

thus being made on a pragmatic basis, learning from experience. In the African Region there 
was an unusually ambitious programme for a system of pool procurement between 18 countries, 
and work had started with a view to overcoming the many obstacles. One of these had been 
the setting -up of a revolving fund; quite apart from the administrative and financial 

problems inherent in managing such a fund it had been found from experience that 25% of its 

annual volume (in the case of Africa a sum amounting to US$ 25 million) would need to be 

made available from the outset. 

The delegate of United Republic of Cameroon had raised the question of the purchase of 
vaccines on a reimbursable basis. Here the same considerations applied; in other words, a 

substantial amount of capital was needed to make the initial purchase, and subsequently more 
funds had to be added to replenish that capital. WHO had been able to help on one occasion, 
but its budget would not allow it to continue to do so. He believed that the solution would 
be to set up revolving funds within the countries themselves, and he appealed for bilateral 
support in helping to set up such funds. It should not be too difficult to provide developing 
countries with long -term loans, soft loans, or outright donations to enable them to raise the 
capital for revolving funds for the purchase of vaccines and then to replenish their funds. 

He pointed out that even countries which produced their own drugs faced great problems, 
chiefly in finding ways of ensuring the regular supply and proper use of such drugs. For 
example, Peru had recently asked for WHO's cooperation in that connection, and Cuba had done 
so for the dissemination of accurate information on drugs to the medical profession and 
quality control. 

In conclusion, he stressed that UNICEF was cooperating fully in the programme, and was 
fulfilling its responsibilities admirably. He had felt it right to bring that point to the 
Committee's attention so that UNICEF should get the credit it deserved. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) said that a number of delegates, 
notably those of the USSR, Yugoslavia and Sri Lanka, referring to maternal and child health, 
including family planning (programme 9.1), had pointed out that unless adequate resources, 
both human and financial, were made available, the targets of two - thirds of all births to be 
attended by trained health workers, and 80% of all children having access to essential health 
care, would not be attained. They had expressed their concern that in the table on page 148 

of the programme budget document, extrabudgetary resources for 1984 -1985 were shown as 
approximately US$ 10 million less than in the previous biennium. The explanation for that 

lay in the fact that the resources concerned came mainly from UNFPA, whose budgetary cycle for 
country -level programmes was not the same as that of WHO. It was thus quite possible that in 
the course of the coming year there would be an increase in the funds concerned. In reply to 
a further comment by the delegate of USSR, it was true that over the past few years there had 
been a tendency for UNFPA funding resources to remain at the same level; however, two points 
should be borne in mind in that connection. The first was that the UNDP Governing Council 
had recently reaffirmed that, among activities supported by UNFPA, the highest priority 
should be given to services and education and training aimed at child spacing and family 
planning. Hence while the overall budget was expected to remain at the same level, it was 
likely that family planning in the context of maternal and child health and primary health 
care would have increasing funding possibilities at country level. The second point was that 
the UNDP Governing Council had strongly recommended that by 1984 funds used at interregional 
and regional level should not exceed 25% of the total programme budget resources of UNFPA. 
Thus it was likely that expectations of interregional and regional funding from UNFPA might 
suffer, but she was optimistic, in view of the excellent collaboration that WHO enjoyed with 
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UNFPA and the priority given in the overall population field to family planning, that UNFPA 
would continue to support the maternal and child health family planning programme, and that, 
if any additional resources became available to UNFPA, WHO would receive increased support. 

Finally, the delegate of Kenya had raised a point connected with women in health and 
development. In 1985, Kenya would be hosting an international conference for the review 
and appraisal of progress made in implementing the World Plan of Action for the second half of 
the United Nations Decade for Women. The Organization would indeed be pleased to collaborate 
closely with women's nongovernmental organizations, as the delegate of Kenya had suggested, in 
helping to promote primary health care in the context of health for all. 

Dr SANКARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative Technology) 
said that on clinical, laboratory and radiological technology for health systems based on 
primary health care (programme 12.1) the delegate of Sri Lanka had made the point that in his 
country attainment of the targets defined in paragraphs 4, 5 and 6 of the programme statement 
would involve not only first -level referral hospitals but also intermediate referral hospitals. 
In preparing materials for such referral systems, care would be taken to specify the level of 
performance expected at each level of the system. In that connection, two meetings on 
identification of surgical and medical procedures for intermediate -level hospitals were 
planned, and it was expected that the recommendations would be finalized by the end of 1985 or 
early 1986. 

The delegate of India had drawn attention to the role and training of technicians at 
primary health care level to strengthen the infrastructure and provide appropriate support 
for disease surveillance. Currently, support of laboratory services and training programmes 
was aimed at developing such improved expertise through the establishment of a network of 
small, low -cost laboratories. The results of field trials of the effectiveness of peripheral 
laboratories should be available by the end of 1984, and at that time it was hoped to hold a 
meeting of directors of field studies in order to prepare guidelines for developing peripheral 
laboratories on the basis of experience acquired. 

The delegate of Venezuela had expressed his concern at the fragility of the link 
represented by the intermediate network, and had warned against the negative attitude shown 
by academics and professionals. It was in order to combat that attitude that the programme 
was seeking the collaboration of professional bodies and nongovernmental organizations, and 
was attempting to strengthen the intermediate network by building up a successive chain of 
command. Efforts were also being made to improve the managerial skills of intermediate -level 
health workers. 

The delegate of Romania had raised the question of the adequacy of budgetary support for 
the programme of clinical technology. He pointed out that for the 1984 -1985 biennium that 

support had been increased. The Organization was most grateful for a donation of US$ 406 000 
from DANIDA for the biennium 1982 -1983 for the running of courses on laboratory services. 
Similar support had been requested for 1984 -1985. 

The delegate of Egypt had highlighted two major problems at first referral level, 
sterilization and blood transfusion. WHO was in touch with manufacturers with a view to 

securing sterilizers suitable for use in developing countries, and was particularly interested 
in a low -cost model now being developed by the Department of Engineering of the University of 
Strathclyde, in the United Kingdom. As far as blood transfusion technology was concerned, WHO, 
together with the League of Red Cross Societies and the Regional Office for the Eastern Mediter- 
ranean, was planning a seminar on blood transfusion with emphasis on the peripheral level. The 
Organization, again in collaboration with the League of Red Cross Societies as well as the 

International Society of Blood Transfusion, had also published monographs, one on the setting 
up of blood transfusion units,l and the other in 1981 on specifications for blood and blood 
products.2 A training course on the management of blood transfusion services was being 
organized in Budapest with the support of UNDP, and Romania had also offered its help in 

establishing a programme of collaboration in blood transfusion services. Many Member States 
from developing countries had taken part in a symposium on blood and blood products in 1982, 

co- sponsored by UNIDO, WHO and the Government of Sweden. 

1 Rowley, C. C., Goldsmith, K. L. G. & Maycock, W. d'A., ed. Blood transfusion: a 

guide to the formation and operation of a transfusion service. Geneva, World Health 

Organization, 1971; and Cazal, P. & Maycock, W. d'A., ed. Idem. Addendum, 1978. 

2 
World Health Organization. The collection, fractionation, quality control, and 

uses of blood and blood products. Geneva, 1981. 



COMMITTEE A: NINTH MEETING 125 

The delegate of Algeria had referred to the problem of the proper use of technology for 

primary health care. Efforts were being made to design and develop equipment suitable for 

such use; in that connection, great interest was being taken in the field trials of a basic 

radiological unit using constant geometry currently taking place at Lund (Sweden). 

The delegate of the Netherlands had drawn attention to resolution WHA28.72 on the 

utilization and supply of human blood and blood products, and to the discussion thereon held 

at the seventy -first session of the Executive Board.1 The regional committees could be 

expected to discuss that question in the course of 1984, and their reports would be forwarded 

for discussion to the Executive Board in 1985, for eventual submission to the Thirty- eighth 

World Health Assembly in 1985. 

The delegate of Spain had stressed the need for an epidemiological basis for building up 

technological support for the referral hospitals; such a basis would indeed be essential for 

any referral system. 

On drug and vaccine quality, safety and efficacy (programme 12.3), the delegate of 

Sri Lanka had suggested the setting -up of a regional quality control laboratory; the Regional 

Director could perhaps respond to that suggestion. On the suggestion made by the delegate of 

the Netherlands, he pointed out that the Expert Committee on Biological Standardization met 

yearly to review information on biological standards and recommend them for dissemination to 
Member States; the reports of that Committee were reviewed by the Executive Board. In 

addition, a number of scientific groups met frequently to standardize methods of production of 
recently introduced vaccines. He assured the delegate of the Netherlands that transfer of 
information on drugs remained a high priority. In accordance with a recent recommendation by 
the WHO Expert Committee on the Use of Essential Drugs,2 work on data sheets for such drugs 
was far advanced. In addition, regular production of the WHO Drug Information Bulletin would 
recommence shortly. 

The delegate of Chile had suggested better training in the quality control of drugs, and 
further research on adverse reaction to drugs. In that connection, training of candidates 
from developing countries, with the collaboration of IFPMA, had begun. The delegate of 
Saudi Arabia had made some specific suggestions on effective control and safety measures, and 
on the exchange of information on side -effects; he pointed out that any information obtained 
was impartially presented in the WHO Drug Information Bulletin. 

WHO was grateful to the Government of Sweden for helping to sponsor the forthcoming 
third International Conference of Drug Regulatory Authorities, which he was sure would be 
attended by a large number of participants from developing countries. He also wished to 
express thanks to the Government of Italy for hosting the second of those conferences, in 
Rome; that Conference had made possible a valuable exchange of information. 

The delegate of the USSR had drawn attention to the need to avoid confusing the purpose of 
the basic tests of pharmaceutical substances with that of monographs in the International 
Pharmacopoeia. When the results of the basic tests programme were published, it would be 
clear that those tests were intended only for identifying pharmaceutical substances, and were 
in no way a substitute for specifications in the Pharmacopoeia, which were intended as 
indications of potency and purity. 

On programme 12.4 (Traditional medicine), the delegate of Ghana had drawn attention to 
a discrepancy between the aims of and allocations for the programme. Traditional medicine 
was a relatively new field, and programme activities were still in course of development. It 
was hoped to attract extrabudgetary support from donors. There had been no decrease in the 
total regular budgetary allocation for traditional medicine by comparison with 1982 -1983; 
indeed, the allocation for research activities showed an increase of US$ 42 600. 

On programme 12.5 (Rehabilitation) he pointed out that the International classification 
of impairments, disabilities and handicaps, published by WHO in 1980, referred to by the 
delegate of Sweden, had been an experimental edition, for trial purposes. It was 
intended to revise it after a certain period, probably in 1985 or 1986. The current 
classification was being tested in a number of countries, and experience gained would be 
discussed at a number of meetings; one such meeting would be the working group on standardiz- 
ation of measurements of impairments, disabilities and handicaps, which would be convened in 
October by the Regional Office for Europe. He assured the delegate of Sweden that her 
comments would be taken into account in the process of revising the classification, and 

1 
Document ЕВ71 /1983 /RЕс /2, p. 198. 

2 WHO Technical Report Series, No. 685, 1983. 
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expressed his thanks to the Swedish Government 
on disability, particularly to community -based 
element of primary health care. 

In conclusion, he thanked the delegate of 
endorsement of the rehabilitation programme. 

for the support it was giving to WHO policies 
rehabilitation, which was seen as an important 

Japan for his generous comments and for his 

(For consideration of draft resolutions, see summary record of the tenth meeting, 
page 133.) 

Health science and technology - disease prevention and control (Appropriation Section 4; 
Documents РВ/84 -85, pages 219 -297, and ЕВ71 /1983/RЕС /1, Part I, resolution EB71.R11 and 
Annexes 4 and 5, and Part II, paragraphs 42 -46) 

The CHAIRMAN, introducing the documents relating to the activities proposed under 
appropriation section 4, suggested that the draft resolution recommended to the Health 
Assembly by the Executive Board in resolution EB71.R11 be considered, together with any other 
draft resolutions, after the discussion of those activities. 

It was so agreed. (For consideration of that and other draft resolutions, see 

summary record of the thirteenth meeting, page 191.) 

Dr OLDFIELD (representative of the Executive Board) said that a common problem throughout 
the disease prevention and control programmes was how to ensure proper transfer and application 
of technology through the health delivery system based on primary health care. 

Having identified what was already known for application, it is also incumbent on WHO 
and Member States to identify what was not known but was of high priority for research. The 
Board believed that research on resistance of plasmodia to drugs and of vectors to chemicals 
should remain a priority under programme 13.3 (Malaria). 

The Executive Board commended the evaluation made by the External Review Committee of 
the first five years of operations of the Special Programme for Research and Training in 
Tropical Diseases. The Board shared the Committee's conclusions that results achieved were 
encouraging, but was worried about future funding; the need to maintain a level which would 
permit the long -term study of promising developments - for example, field -testing of a 

potential leprosy vaccine - was stressed. The Board's conclusions were reflected in 

resolution EB71.R10. 
The Board considered that programme 13.6 (Diarrhoeal diseases) was sound and the focus 

on mortality reduction appropriate; nevertheless, there was an overriding need to continue 
developing a strategy for prevention, particularly in children under five years of age; 

improved environmental sanitation coupled with appropriate health education could have enormous 
impact, and Member States were urged to intensify their efforts towards the attainment of the 

goals of the International Drinking Water Supply and Sanitation Decade as enunciated under 
programme 11.1 (Community water supply and sanitation). 

The Board endorsed the report of its Programme Committee on "Tuberculosis control in the 

world - situation analysisi1 emphasizing the fact that tuberculosis remained a major public 
health problem, particularly in the developing countries. The International Union against 

Tuberculosis was working closely with WHO in defining the main contents of control programmes, 

including BCG immunization of children as part of programme 13.1 (Immunization). Overall 

improvement in socioeconomic conditions was an essential contributory factor in the control of 

tuberculosis. The Board's recommendations were reflected in resolution ЕВ71.R11 and the draft 

resolution that it recommended. 
On the basis of its review of programme 13.16 (Cardiovascular diseases) and the report 

of the WHO Expert Committee on Prevention of Coronary Heart Disease,2 the Board agreed that the 
prevention of coronary heart disease was a matter of substantial importance both to developed 
and to developing countries, aid that there was a firm scientific basis for accelerating that 
component of the programme. It was another area where the Board felt that there might be an 
imbalance of resources available, and additional funding might be used, particularly in support 
of development of preventive strategies in countries. 

1 Document ЕВ71/1983 /REС/1, p. 54. 

2 
WHO Technical Report Series, No. 678, 1982. 
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Dr WILLIAMS (Nigeria) said, in connection with tropical disease research (programme 13.5), 

that the Special Programme for Research and Training in Tropical Diseases had achieved 

tremendous impact worldwide both within Member States and throughout the scientific 

community. He fervently hoped that the programme would soon facilitate solutions to the 

problems of major diseases facing tropical countries. He fully agreed that the review and 

evaluation mechanisms applied in the tropical disease research programme should be extended 

to other programmes. Drawing attention to a recent publication of the mass media indicating 

that a breakthrough was expected in the development of a malaria vaccine and at the same time 

warning that patent rights might hinder progress, he hoped that further information would be 

made available on the subject. 

Concerning sexually transmitted diseases (programme 13.11), he believed the plan of 

action to be realistic and was hopeful that it would result in a significant reduction in 

morbidity. It was, however, rather surprising that no mention had been made of genital 

herpes, despite the widespread publicity in the mass media and the considerable fear it was 
arousing. It would be useful to know what plans WHO had for confronting that very serious 

problem. 

Dr ROUILLON (International Union against Tuberculosis), speaking at the invitation of the 

Chairman, said that the International Union, a body grouping official and voluntary bodies 

involved in the fight against tuberculosis in 117 countries, was committed to continued close 

collaboration with WHO in its programme. The Union had been pleased to note that Member States 

were showing renewed interest in action against tuberculosis and found particularly significant 

the fact that a developing country - India - had been among the countries most active in 

developing relevant technology and had proposed in 1980 that the problem of tuberculosis should 

be reconsidered, thus expressing an unspoken concern of many countries. Such a renewal of 

interest was justified: on the one hand, the numbers of those suffering from tuberculosis in 

the world was greater than ever, 95% of them being in the developing countries where it had 

reached a level 20 to 30 times greater than in the developed countries; and, on the other hand, 

the triumphs and failures in the fight against tuberculosis had been recorded in detail and 

were well known, and they served as a basis for a model which could well be extended to other 

fields. It was of course necessary, when introducing new measures in the fight against 

tuberculosis, to avoid mere vertical action and to situate action within the concept of primary 

health care. 
Tuberculosis was a specific example of a disease which required long -term treatment and 

for which a considerable degree of expertise was necessary, but that was not to say that its 

treatment could not become part of primary health care; indeed, it provided an important 

opportunity to increase the effectiveness of the latter. For tuberculosis - unlike many other 

diseases - the cause, diagnosis, effective drugs and means of prevention were known, measures 

against it were acceptable to both the population and governments and had been standardized 

in manuals for use even by less qualified health personnel, so that the impact of measures 

both on the individual and the community could be evaluated quantitatively and qualitatively, 

and such aspects as effectiveness of the laboratory network, quality control, improvements in 

treatment, diagnosis, health education, sociological background, and improved communication 

between official and other bodies were already under study. 

Tuberculosis was a disease of which man was almost the sole source of infection, and 

specific measures could therefore be applied making possible effective and immediate action 
to a considerable extent independent of environment. Action against tuberculosis also 
provided considerable opportunity to study questions rich as provision of essential drugs, 
the creation of a pool of national and international experts, the influence of health 
education, and the role of basic and applied research. Action against the disease could, 
therefore, be a means of achieving and maintaining an effective level of primary health care. 
At the same time, the past record of international solidarity in the fight against tuberculosis 
provided additional potential for essential collaboration between developed and developing 
countries, both for research and for practical application. 

Dr ÉLIAS (Hungary) supported the objective, targets and programme activities for 

programme 13.8 (Tuberculosis). It was perhaps significant that before the second world 
war the disease had also been known also as Morbus hungaricus. In the early 1950s a 

national antituberculosis campaign had been launched with the result that tuberculosis in 
children had become only a sporadic disease and for many years there had been no cases of 
tuberculous meningitis among children. In the period 1965 -1975, the incidence of pulmonary 
tuberculosis had decreased each year by some 9% and by 1975 was 23 per 100 000. Subsequently, 
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that downward trend had come to a halt and the prograпmгe had had to be modified. Consequently, 
differences between geographical areas and age groups were closely studied with special 
reference, for example, to BCG vaccination history, previous tuberculosis infection, and 
presence of residual pulmonary lesions. Priority was given to detection of direct bacillary 
cases, particularly in men over 40 years of age and in socially handicapped population groups. 
BCG vaccination of newborn children was being continued, and revaccination of adolescents was 
to be modified to prolong protection. Early detection and treatment of contacts was to be 
intensified, while passive and active case- finding methods would be improved and intensified. 
Regular X -ray screening - which had been compulsory for some decades in the case of certain 
population groups - and tuberculin testing were to be intensified in closed communities, such 
as workers' and student hostels. Regular screening of the elderly by means of sputum 
bacteriological tests would be carried out to detect early the reactivation of previous 
infections. 

Hungary had therefore accumulated considerable experience and expertise which it believed 
could be most effectively shared to alleviate human suffering caused by tuberculosis through 
participation in the WHO programme. 

Dr GRECH (Malta) supported, in particular, programmes 13.5 (Tropical disease research) 
and 13.8 (Tuberculosis), and agreed with the Executive Board in requesting the Director- General 
to augment those activities. 

He also supported the Board's recommendation of increased funding for programme 13.16 
(Cardiovascular diseases), particularly since such diseases were fast assuming greater 
significance in developing countries. In a number of industrialized countries mortality 
rates for cardiovascular diseases had levelled off or in some cases decreased during the 
1970s - possibly because of a greater awareness in those countries of the risk factors 
involved, but rates had increased markedly in developing countries - no doubt reflecting 
improvement in socioeconomic conditions, as had been the case in Malta. While infectious 
diseases had been brought under control in his country and poliomyelitis and diphtheria had 
disappeared, chronic noncommunicable diseases, and diabetes in particular, were giving rise 
to concern calling for urgent action which was constituting a heavy drain on the resources 
of a small country. Such diseases could be expected to create tremendous problems in the 
developing countries well before the year 2000 unless appropriate plans of action were put 
into effect. 

His country had also a particular interest in other noncommunicable disease prevention 
and control activities (programme 13.17). The fallacy associating diabetes with affluent 
societies had been continued for far too long, the findings of the expert committee had 
shown that diabetes mellitus was a universal health problem in human societies at all stages 
of development, affecting at least 30 million people throughout the world. Rates tended to 
be moderate to high in urban areas particularly of Africa,Asia and Latin America and varied 
a great deal in Oceania. Prevalence studies carried out in a number of developing countries, 
including Malta, showed a rate of 7% or over. The cost of diabetes in human lives and 
disability through attendant complications was considerable. 

In chronic noncommunicable diseases, perhaps more than in any other field, the total 
integrated approach - involving promotion of primary health care, health education, healthy 
life -styles, balanced nutritional policy and physical activity - was highly exemplified and 
most likely to yield positive results. His delegation therefore fully supported 
recommendations for additional funding, particularly in relation to diabetes, with its close 
relation to heart and vascular diseases. Malta wished to be included as a co- sponsor of the 
proposed draft resolution on the prevention and control of cardiovascular diseases. 

Dr TOSКА (Albania) said that in his country tuberculosis was widespread. Following 
liberation, one of the major thrusts of the health services had been tuberculosis control. 
A series of economic, social and health measures had been introduced to improve the socio- 
economic conditions of the population, and a number of organizational, prophylactic and 
therapeutic measures had been introduced to combat tuberculosis. Tuberculosis clinics had 
been established with sufficient means and manpower to serve all areas and to undertake 
detection, chemotherapy and obligatory vaccination, which had commenced in 1952. A number 
of other health institutions in towns and villages were also involved, in close cooperation 
with the clinics, in detection of cases, to ensure follow -up of treatment and to undertake 
prophylactic and health education measures. 

The efforts undertaken from 1952 to 1960 had prevented the further spread of the disease, 
and since then there had been a gradual decline with an annual decrease in incidence of 
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10% to 12 %. In recent years there had been a significant diminution in the number of cases of 

serious forms of tuberculosis and in tuberculosis in children, and the annual risk of 

infection was now no higher than 0.3 %. In 1982 incidence of tuberculosis had been 33 per 

100 000 of the population. It was hoped to reduce incidence to 16 per 100 000 by 1990 and 

to eradicate the disease by the year 2000, using both radiological and bacteriological 

methods. It was felt that the target could be realized, since the measures being undertaken 

had a sound intersectoral base. 

Current procedures involved the selective detection of specific foci of tuberculosis in 

exposed population groups, of cases with residual infection, and among students. 

BCG vaccination was obligatory and lyophilized BCG vaccine was being produced locally. 

Although the number of hospital beds reserved for tuberculosis cases had been reduced by 

50% to 60% because of the decline of the disease, on detection each case underwent obligatory 

hospitalization with intensive treatment for a period of about three months. After that, 

follow -up treatment and observation was undertaken by the clinics. Hospital and outpatient 

treatment of tuberculosis was free of charge. 

It was recognized that there was a reservoir of endogenous tuberculosis so that, in 

view of the objectives, there would be no relaxation of the efforts to control the disease. 

Particular emphasis would be given to improving early diagnosis and treatment. 

His delegation supported the draft resolution on the control of tuberculosis recommended 

by the Executive Board for adoption by the Health Assembly, and endorsed the action recommended 

by the Board f qr the elimination of the disease. 

Dr SIDHU (India) commended the excellent documentation provided. In India malaria had 

been a major public health problem in the early 1950s. The number of cases recorded had 

been reduced from 75 million to 100 000 by 1965. At the same time mortality had been 

reduced from 800 000 to almost nil. Owing to various factors prevailing throughout the 

South -East Asia Region the incidence of malaria had started rising again from 1966 onwards, 

reaching the high level of nearly 6.5 million cases by 1976. 

On the basis of the recommendations of the consultative committee of experts and the second 
in -depth evaluation committee, the Government of India had drawn up a modified plan for the 

national malaria eradication programme in 1976, which had been implemented from April 1977. 

The objective of that modified plan was the prevention and control of morbidity and mortality 
and reduction in incidence of malaria. Areas were stratified on the basis of incidence, and 

selective spraying was undertaken in areas with an annual parasite index of two or more with 
appropriate insecticides. Fortnightly active case detection was undertaken and treatment 
given to microscopically -confirmed positive cases. As a result of such action, incidence 
had been reduced by 66% to 2.2 million cases by 1981. 

The programme now faced technical problems of vector resistance, and of Plasmodium 
falciparum resistance to chloroquine in some areas, as well as the increasing cost of operations 
and materials. The debilitating effects of the disease on production and productivity were well 
known, and it was therefore vital to reinforce eradication efforts. He appealed to WHO and 
to the developed countries to support work on the antimalaria vaccine, which was of great 
interest to the developing countries. 

The incidence of acute diarrhoeal diseases in India was estimated at 500 per 1000 in 
infants and 200 per 1000 in pre - school children; 1.5 million children under five years died 
annually. The major cause of death in all cases was dehydration, with mortality as high as 
60% to 70% in untreated serious cases. The Government of India had launched a national 
diarrhoeal diseases programme in 1982. The main approach was the distribution of packets 
of oral rehydration salts via a massive network of primary health care personnel, health 
guides and other auxiliary health workers, and health education by means of demonstrations in 
villages. 

Tuberculosis remained a serious public health problem in India with an estimated 
10 million cases of radiologically- confirmed active tuberculosis, 25% of those being sputum 
positive. The disease was prevalent in both rural and urban areas. The tuberculosis 
programme was included in the twenty -point development programme launched by the 
Prime Minister as a national charter of action. Case detection and treatment was the main 
approach, with specified targets for each year. In 1982 and 1983 the targets had been met, 
with the detection of some 1.5 million cases. Domiciliary treatment was undertaken through 
primary health care and by the network of district tuberculosis centres and clinics. 

India attached great importance to the Expanded Programme on Immunization, which had 
been introduced in 1978 with the objective of achieving 85% to 100% coverage of pregnant women 
against neonatal tetanus and eligible children with all immunizations except poliomyelitis 
by 1990, together with self - sufficiency in the production of vaccines. WHO assistance 
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was being provided in the following areas: promotion of integrated immunization services; 
expansion of coverage; development of the cold chain; organization of surveillance systems; 
addition of new vaccines where epidemiologically necessary; coordination of production, 
quality control and supply of vaccines; training of health personnel; and the preparation 
of relevant health education materials. Sample surveys to collect baseline data on 
poliomyelitis and neonatal tetanus had been undertaken, since those two diseases were 
considered to be more serious than had been indicated by routine reporting. Poliomyelitis 
immunization was now a massive programme with coverage of some 2.5 million in 1981, 5 million 
in 1982 and 7 million in 1983. It was hoped that all vulnerable groups would be covered by 
1990. 

Despite all the efforts undertaken no real impact had been made in the programmes under 

appropriation section 4, and somewhere a child was dying every two seconds from hunger, 

malnutrition or a parasitic infection. Urgent action rather than long -winded debate was 

required. 
Apart from the constraints arising from socioeconomic factors, the main problems faced 

in the control and eradication of communicable diseases were the growing parasite and vector 
resistance and the explosion in costs thus engendered. 

Tropical disease research (programme 13.5) was providing relevant support to national 
efforts, and he commended those responsible in WHO. Control programmes should be based on 
sound evaluation, with specific objectives appropriate to local situations, and would 
therefore require greater technical and managerial support. Headquarters and the regional 
offices should urgently review the situation by country and should focus attention on the 
development and application of appropriate technology so that delivery systems relevant to the 
needs and capacities of countries could be established. 

WHO should also provide timely warning of emerging problems. Worldwide travel and trade 
in human and animal foods were contributing to the spread of disease. Greater attention 
should therefore be paid to the enforcement of biosafety procedures, to the exchange of 
relevant information and to the establishment of an effective intercountry and interregional 
epidemiological surveillance system, through a network of advance warning centres. Such 
activities would require much more collaboration than was currently undertaken. 

The control of communicable diseases would be achieved through effective technical 
cooperation among countries, with organized efforts to improve national self -reliance through 
coordination of research efforts, training of manpower, surveillance and vector control 
measures. He hoped that during 1984 -1985 WHO would give due regard to the necessary 
collaborative approach, reorienting its programmes to that end. It was no longer relevant 

for individual countries to try to resolve problems of communicable diseases independently. 

Countries would have to assist one another, with WHO's help, to ensure maximum utilization of 
technical and financial resources. 

He supported the proposed budget allocations to the appropriation section under 
discussion and hoped that there would be no attempt to seek any reductions; if anything, there 
should be further increases. 

Dr NYAYWA (Zambia) said that activities in his country for immunization (programme 13.1) 

were running according to schedule. Overall coverage was some 55 %, with BCG coverage of 78% 
and measles coverage of 66 %. He expressed his gratitude for the assistance provided by WHO 
and UNICEF in the training of senior and medium -level staff and peripheral workers. Some 

2000 of the latter had been trained thus far. The major constraint was the cold chain, but 

he hoped that the situation would be improved with the aid of a two -year SIDA/UNICEF/WHO 
programme starting in 1983. Zambia welcomed WHO's objective of promoting regional self - 

reliance in production and quality control of vaccines, and wished to collaborate in that work. 

Malaria was increasing in Zambia as in other developing countries, and an urgent 
practical solution was required. Factors responsible for the increase included the worsening 
economic and foreign exchange situation and the increasing costs of drugs and pesticides, 
which had led to cuts in preventive, prophylactic and therapeutic activities. 

Many developing countries were giving priority to development projects, such as irrigation 
schemes and the building of dams. WHO should cooperate closely with the agencies involved in 

such projects, for example UNDP and the World Bank, to ensure the inclusion in them of 

programmes to prevent malaria and schistosomiasis. Unless that was done the morbidity target 
for malaria of less than 1% by 1989 was unlikely to be reached. 

He wondered whether it would be possible for WHO to set up a scheme for the purchase of 
antimalaria drugs arid pesticides on a "reimbursable procurement" basis, similar to that operated 
by UNICEF for the purchase of vaccines for the Expanded Programme on Immunization. The scheme 
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had proved of great benefit in the development of the Expanded Programme, especially to countries 

such as his own which had foreign exchange difficulties. 

He supported programme 13.4 (Parasitic diseases), and the plan of action outlined. It 

would require close cooperation between water and sanitation authorities and the health sector. 

In relation to tropical disease research (programme 13.5), his Government was 

collaborating closely with WHO and with the WHO collaborating centre in Zambia. He was 

pleased to note the emphasis given in the programme to institution- strengthening. 

Control of diarrhoeal diseases (programme 13.6) was most important, and he supported the 

plan of action proposed. His country wished to collaborate with WHO on that programme. 

He fully supported programme 13.7 (Acute respiratory infections) and he expressed his 

country's gratitude to WHO for assistance received in the control of tuberculosis 

(programme 13.8). In view of the continued increase in tuberculosis, the increase in the 

budget allocation for the African Region from US$ 62 300 in 1982 -1983 to US$ 181 000 in 

1984 -1985 was probably insufficient. 
He supported the objectives and plan of action against leprosy (programme 13.9). In 

Zambia, tuberculosis and leprosy control activities were being integrated in primary health 

care 

Zambia was working with Botswana, Lesotho, Malawi, Mozambique, Swaziland, the United 
Republic of Tanzania, and Zimbabwe in activities against the zoonoses (programme 13.10). He 

supported that programme, together with those on blindness (programme 13.14) and on cardio- 
vascular diseases (programme 13.16), which last were on the increase in his country. 

(For continuation, see summary record of the tenth meeting, page 137.) 

The meeting rose at 11h20. 
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Wednesda, 11 May 1983, at 14h30 

Chairman: Dr U. FREY (Switzerland) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda (Documents 
РВ/84 -85 and ЕВ71 /1983 /RЕс /1, Part I, resolution ЕВ71.R3 and Annex 1, and Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 
WHA33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents РВ/84 -85, ЕВ71/1983 /RЕС /1, 
Part II, Chapter II, and A36 /INF.DOC. /5) (continued) 

Health system infrastructure (Appropriation Section 2; Documents Р8/84 -85, pages 78 -118, 

and ЕB71 /1983 /RЕC /l, Part II, paragraphs 27 -33) ( continued from the fifth meeting) 

The role of nursing /midwifery personnel in the strategy for health for all - consideration 
of a draft resolution 

The CHAIRMAN drew attention to the following draft resolution prepared by the drafting 
group: 

The Thirty -sixth World Health Assembly, 

Recognizing that in all countries nursing/midwifery personnel play an important 
role in providing health services and in mobilizing public opinion for the effective 
development of primary health care; 

Recognizing that in many countries nursing /midwifery personnel play a vitally 

important part in training and supervising primary health care workers, and thus provide 
an effective example of health team work and development that could be used as a basis 
for more vigorous efforts in that field; 

Bearing in mind that in almost every country organizations of nursing /midwifery 
personnel, by virtue of their size and their close contacts with individuals and 

communities, could constitute a significant force in support of national strategies and 
plans for primary health care as part of overall development and in endeavours to 

strengthen the appropriate health infrastructure; 

Appreciating the contribution made by nursing /midwifery organizations, in 

collaboration with WHO, in directing attention to their role in primary health care and 

in pursuing the goal of health for all by the year 2000; 

Recognizing the importance of collaborative action between Member States and 

regional offices in increasing the involvement of nursing/midwifery personnel in 

primary health care development; 

Recalling resolution WHA30.48 on the role of nursing/midwifery personnel in 

primary health care teams; 

Welcoming the suggestions made by the Director -General to the seventy -first session 

of the Executive Board for the development of case studies on health manpower with 

particular reference to nursing /midwifery personnel, which could provide substantial 
information for subsequent consideration by an expert committee; 

1. CALLS UPON nursing/midwifery personnel and their organizations everywhere to 

support WHO's policies regarding promotion of primary health care and to use their 

influential position to support training and information programmes relating to primary 

health care; 

- 132 - 
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2. URGES all Member States to take appropriate steps in cooperation with their 

national nursing/midwifery organizations to develop a comprehensive nursing/midwifery 

component in their national health - for -all strategies; 

3. CALLS UPON the international nursing/midwifery organizations to mobilize the 
necessary resources to support the national organizations so that they can better take 
responsibility in partnership with national governments for furthering effective 

nursing/midwifery services as an integral component of their health - for -all strategies; 

4. REQUESTS the Director -General to ensure that WHO, at all levels, supports Member 

States in their efforts to provide nursing /midwifery personnel with adequate 
training in primary health care, its management and appropriate supportive research, so 

that they can participate effectively in the implementation of national health - for -all 

strategies; and to report on the progress made to the Thirty -ninth World Health 

Assembly. 

Miss WILL (New Zealand), reporting on behalf of the chairman of the drafting group the 

outcome of the group's deliberations, explained that the text of the proposed resolution 

represented a revision of the original text presented at the Committee's fifth meeting, with 
the following amendments: in the first preambular paragraph the words "a crucial" had been 
replaced by the words "an important "; the fifth and the seventh preambular paragraphs were 
new; in operative paragraph 2 the word "close" had been deleted before the word "cooperation "; 
in operative paragraph 4 the words "nurses and midwives" had been replaced by the words 
"nursing/midwifery personnel ", and the words "a future World Health Assembly" had been replaced 
by "the Thirt-ninth World Health Assembly ". 

Dr GLASS (Canada) said that her delegation was pleased to support the draft resolution. 

Indeed, it would be very difficult to develop a primary health care programme at global or 
country level without the knowledgeable participation of nursing personnel in all aspects of 

health care, including programme planning, health promotion, education, service delivery 

and evaluation. The draft resolution therefore represented a step forward in such an 
important aspect of primary health care. She read out certain changes made in the French 
translation of the text to bring it into line with the English original. 

Dr MAFIAMBA (United Republic of Cameroon) said that his delegation supported the draft 
resolution. The role of nurses and midwives in ensuring the complete health coverage of the 
population was highlighted in the CONS/WHO booklet entitled Health for all - a challenge to 
research in health manpower development.1 In his country nurses played a key role in the 
three -tier system for ensuring the delivery of primary health care services. Whereas the 
doctor, as the team leader, could only occasionally go out on inspection or supervision visits, 
it was the nurse or midwife who trained and supervised the middle and lower echelon personnel 
and ensured that the health care machinery functioned smoothly. The Ministry of Public Health 
was therefore giving due weight to the role which nursing and midwifery personnel were playing, 
and would continue to play, in the provision of primary health care services. 

The draft resolution was approved.2 

Health science and technology - health promotion and care (Appropriation Section 3; 

Documents РВ/84 -85, pages 119 -218, and ЕВ71 /1983/REС/1, Part I, resolution EВ71.R7, and 

Part II, paragraphs 34 -41) (continued from the ninth meeting) 

Alcohol consumption and alcohol related problems: development of national policies and 

programmes - consideration of a draft resolution 

Dr REID (United Kingdom of Great Britain arid Northern Ireland) said that his delegation, 
while considering that there was a need to tackle alcohol -related problems, wished to propose 
a number of amendments to the Board's proposed resolution with a view to concentrating on the 

1 
Council for International Organizations of Medical Sciences. Health for all - a 

challenge to research in health manpower development (Highlights of the XVIth CIOMS Round Table 
Conference, Ibadan, Nigeria, 24 -27 November 1982). Geneva 1983. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA36.11. 
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abuse of alcohol rather than on consumption in itself. It wished to avoid the implication 
that some kind of universal prohibition was required, bearing in mind the fact that there were 
various unresolved matters relating to alcohol - for example, whether moderate amounts of it 
had some positive effect on the prevention of diseases such as coronary thrombosis. 

Accordingly, his delegation proposed that in the second preambular paragraph the words 
"problems relating to alcohol consumption" should be replaced by "alcohol- related problems ". 
In the third preambular paragraph the words "alcohol consumption and" should be deleted, and 
the word "aggressive" should be replaced by "inappropriate ", which covered a wider spectrum. 
In the fourth preambular paragraph the words "alcohol consumption and" should be deleted, and 
the words "the strategy for" should be replaced by "achieving ". In the fifth preambular 
paragraph the words "explicit and" and the words "alcohol consumption and" should be deleted. 

Certain consequential amendments would therefore need to be made in the operative 
paragraphs. In operative paragraph 2(1) the words "explicit and" should be deleted as being 
tautological, and the words "alcohol policy" should be replaced by "policies ". In operative 
paragraph 2(2) the words "alcohol consumption and" should be deleted. In operative 
paragraph 4(3) the word "giving" should be deleted and the word "consumption" should be 
replaced by "misuse ". 

Dr ADANDÉ MENEST (Gabon) proposed that a further sub - paragraph should be added to 
operative paragraph 4 to assist Member States in their efforts to cope with alcohol -related 
problems. To that end the Director -General should be requested to consider the possibility 
of drawing up a draft code for the production, marketing and consumption of alcohol to be 
submitted to the Health Assembly as soon as possible, and in any case not later than the end 
of the Seventh General Programme of Work, to help countries to establish national policies 
regarding alcohol consumption. Unless the Director -General were given a specific mandate 
now, a solution might never be found. 

The CHAIRMAN replied that the proposal made by the delegate of Gabon went beyond the 
scope of the draft resolution under consideration. 

Dr AL -SAIF (Kuwait) said that his delegation supported the original draft resolution 
submitted by the Executive Board. It served to achieve the desired objectives, while the 
amendments proposed by the delegate of the United Kingdom would only weaken its force. 

Dr HUYOFF (German Democratic Republic) said that his delegation supported the original 
draft resolution. However, it wished to propose a minor amendment to operative 
paragraph 4(2), where the words "to ensure that necessary" should be replaced by "to make 
efforts to ensure that appropriate ". The reason for that proposal was that the appropriation 
of funds for the 1986 -1987 biennium was not the subject of the Committee's present 
deliberations and therefore could not be dealt with until the following programme budget 
proposals were considered in two years time. 

Dr LEPPO (Finland), commenting on the amendments proposed by the delegate of the 

United Kingdom, said that the consumption aspect could not be entirely overlooked, since WHO 
technical reports had shown that the magnitude and nature of the problem were, to a very great 
extent, determined by consumption levels. The original wording should therefore be retained, 
at least in certain key paragraphs. 

In view of the number of amendments proposed, he suggested that it might be advisable to 
establish a drafting group to reconsider the text. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) agreed with that suggestion. 

Dr ABDULLA (United Arab Emirates) said that alcohol abuse was a very important health 

matter which posed complex problems for the family and society, arid his delegation supported 

the original text submitted by the Executive Board. The amendments proposed by the 

delegate of the United Kingdom had not been very clear to him. 

The CHAIRMAN suggested that the text of the draft resolution should be reviewed by a 

drafting group consisting of delegates of Finland, Gabon, German Democratic Republic, Kuwait, 

Union of Soviet Socialist Republics, United Arab Emirates, United Kingdom of Great Britain and 

Northern Ireland, United States of America, and any other delegates who wished to take part. 

It was so agreed. (For continuation, see summary record of the eleventh meeting, 

page 161.) 
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Quality control of drugs - consideration of a draft resolution 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegation 
of Sweden: 

The Thirty -sixth World Health Assembly, 
Recognizing the importance of the availability of high- quality reference standards 

for the quality control of drugs; 
Noting the difficulties presently encountered in having reference materials delayed 

or lost in transit or held up unduly (while awaiting customs clearance) and being stored 
in conditions that could adversely affect the quality of the reference substances; 

REQUESTS the Director -General to print the following text on packages and all 
reference materials dispatched by WHO Collaborating Centres: 

"This package contains (a) sample(s) of (a) reference substance(s) authorized by 
the World Health Organization for analytical purposes. It is recommended that, 
in accordance with the resolution of the Thirty -sixth World Health Assembly, this 
package be imported into or exported from any Member State of WHO free of all tax 
or customs restriction." 

(The text should be completed with a reference to the present resolution.) 

INVITES Member States to bring this resolution to the attention of their postal 
and customs authorities with a request to handle packages of international reference 
materials so imprinted without delay. 

Dr WESTERHOLM (Sweden) outlined briefly the background of the draft resolution. WHO 

was endeavouring, through its network of international reference centres, to establish 

standard reference substances which would be internationally accepted and used in drug 

control programmes. A WHO Centre for Chemical Reference Substances had been established in 

Sweden in the 1950x, the terms of its designation being to ensure the collection, storage and 

international distribution of chemical reference substances. Those functions included in 

particular obtaining the relevant substances, their characterization by laboratory testing, 

their packing and storage, and periodical checking of their stability. The Centre was also 

required to dispatch samples in response to requests from laboratories all over the world. 

The demand for international chemical reference substances had increased in subsequent years, 

especially from the developing countries, thus confirming progress in the quality control of 

drugs. 

The Centre for Chemical Reference Substances had, however, run into difficulties when 

sending reference substances to certain countries. A number of consignments of reference 

materials had, for example, been seriously delayed or lost in transit, while others had been 

held up unduly while awaiting customs clearance. They had also been stored under conditions 

which could adversely affect their quality. The problem had been discussed some time ago by 

the WHO Expert Committee on Specifications for Pharmaceutical Preparations with a view to 

finding a practical solution. 

A number of small amendments had been made to the first operative paragraph of the 

draft resolution, so that the second part of that paragraph should now read as follows: 

This package contains (a) sample(s) of (a) reference substance(s) authorized by the 

World Health Organization for analytical and quality control purposes. It is 

recommended that, in accordance with the resolution of the Thirty -sixth World Health 
Assembly, this package be imported into or exported from any Member State of WHO free 

of all tax or customs restriction with the mínimum of administrative delay. 

Dr EL GAMAL (Egypt) pointed out that the proposed notice was intended to be read by 

non- medical personnel. He therefore suggested that the term "analytical purposes" should be 

amplified to read "laboratory analytical purposes ". The notice could also with advantage 

be printed on the shipping documents, which would normally be used for customs clearance. 

Dr MELLBYE (Norway) supported the draft resolution. 

Dr КLIVAROVÁ (Czechoslovakia) referred to the second operative paragraph, inviting 

Member States to bring the resolution to the attention of their postal and customs authorities 

with a request to handle the packages without delay. A better approach might be for the 

Director -General to approach GATT, which would have closer liaison with customs administrations. 
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Ms BELMONT (United States of America) said that her delegation supported the concept of 
the draft resolution. In the United States the Food and Drug Administration had established 
a close working relationship with the customs authorities so as to minimize any problems in 
regard to the import and export of official reference standards. She had intended to propose 
an amendment to the first operative paragraph to allow a measure of flexibility to customs 
officials, who were required by law to follow certain procedures in regard to all imports and 
exports. The proposed amendment consisted in deleting the words "free of all tax or customs 
restrictions ", and inserting in their stead: "free of delay, loss or storage under adverse 
conditions due to tax or customs procedures ". 

However, it was her understanding that reference substances en route between WHO 
collaborating centres or between WHO and the collaborating centres would in fact be free of 
customs restrictions and exempt from tax, and that the labelling proposed in the draft 
resolution was merely intended to substantiate that fact. She would be glad of confirmation 
from the Secretariat. 

Dr NAKAMURA (Japan) was generally in agreement with the aims of the draft resolution. 

His delegation would, however, find it difficult to accept the words "free of all tax or 

customs restrictions ", since the question of customs procedures was currently under 

examination in Japan. 

Mr GRfMSSON (Iceland) supported the draft resolution as amended by the delegate of Egypt. 

Dr ADANDÉ MENEST (Gabon) believed that a closer correlation was desirable between the title 
and content of the draft resolution. Reading the title would lead one to expect a draft 
resolution covering such subjects as the infrastructure, mechanism, equipment or personnel 
involved in quality control. He would prefer the following wording for the title: "Special 
procedures relating to the importation or exportation of reference substances or samples for 
purposes of quality control ". 

Dr SAVEL'EV (Union of Soviet Socialist Republics) agreed with the delegate of 
Czechoslovakia that it would be difficult for the Health Assembly to deal with complex questions 
involving national customs and tariff regulations. He therefore suggested that the whole 
matter might be handed over to GATT for examination by competent experts at government level. 
If the question were to be discussed there and then, he would be obliged to reserve his position. 

Dr CABRAL (Mozambique) strongly supported the view of the delegate of Egypt that, whatever 
wording was adopted for the notice, it should be included in the shipping documents; the task 
of those responsible for collecting the reference substances from the customs authorities would 
be greatly facilitated by clear instructions in those documents. 

Dr ABDULLA (United Arab Emirates) agreed with the delegate of Gabon that there was a lack 
of correlation between the title and content of the draft resolution. It was obviously 
desirable to facilitate the transit of reference substances between Member States of WHO, but 
he would like to see the title of the draft resolution modified so as to reflect more accurately 
its content. 

The CHAIRMAN proposed the establishment of a working group to study the whole question 
further, since there was obviously considerable divergence of opinion. The point made by the 
delegate of Gabon was highly pertinent and the view expressed by the delegates of Czechoslovakia 
and the Soviet Union that the procedure proposed in the draft resolution went beyond the com- 
petence of the Organization would need to be considered. The group would include delegates of 

Czechoslovakia, Egypt, Gabon, Norway, Sweden, Union of Soviet Socialist Republics, United Arab 

Emirates and United States of America. 

It was so agreed. (For continuation, see summary record of the twelfth meeting, 

page 181.) 
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Health science and technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/84 -85, pages 219 -297, and ЕВ71 /1983JRЕс /1, Part I, resolution EB71.R11 and 

Annexes 4 and 5, and Part II, paragraphs 42 -46) (continued from the ninth meeting, 

page 126) 

Dr SUDIONO (Indonesia) referred to programmes 13.3 (Malaria) and 13.8 (Tuberculosis). 

In paragraph 42 of its report the Executive Board had reaffirmed that research aimed at over- 

coming the growing problem of resistance of plasmodia to drugs, and of vectors to chemicals, 

should continue to be given priority under the malaria programme, and had stressed the need 

for the incorporation of antimalaria activities into those of primary health care teams. In 

paragraph 45 the Board had noted that tuberculosis was still a major public health problem, 

especially in the developing countries. His delegation was in full agreement with those 

statements. 

However, examination of the programme budget document revealed a decrease in the percentage 

of total funds allocated to those two programmes for 1984 -1985 as compared with the previous 

biennium: a reduction from 3.14% to 3.00% for malaria and from 0.47% to 0.34% for tuberculosis 
(page 44). Moreover, there was a similar reduction in the percentage of the total regular 

budget that was allocated to the disease prevention and control programme in the South -East 

Asia Region - from 2.22% in 1982 -1983 to 1.96% in 1984 -1985 (page 47). 

The total estimated obligations (shown on page 259) for the tuberculosis programme in the 

South -East Asia Region for 1984 -1985 were US$ -620 100 as against US$ 1 686 500 for 1982 -1983, a 

reduction of more than US$ 1 million. He would like some explanation of that reduction and some 
indication of whether it was likely to interfere with implementation of the programme objectives. 

Dr HOPКINS (United States of America) welcomed the generally vigorous activities under 

way or planned for disease prevention and control - which after all was the intended outcome 

of most of the other activities of the Organization, including health promotion and care and 

health system infrastructure. 
Before commenting on specific programmes he wished to emphasize the fact that, although 

the discovery of means of intervening against some diseases - as well as effective inter- 

vention against diseases for which drugs or vaccines were already available - represented a 
serious challenge, the need to integrate effectively all or most of those necessary inter- 
ventions in the context of primary health care was an even greater challenge. In that 

context his delegation welcomed programme linkages such as the joint training and evaluation 

activities referred to in paragraph 12 of the programme statement on immunization 
(programme 13.1). 

He also welcomed the increasing specificity of programme objectives and evaluation 
criteria as set out in the proposed programme budget, even though it was not equally in 

evidence in all programmes. By including objectives and evaluation criteria related to the 
impact on disease incidence WHO could do much to avoid activities such as immunization, oral 
rehydration therapy or health education being viewed as ends in themselves rather than as 

means to the desired end of reducing morbidity and mortality. 
Even while work was going on to develop new tools in the struggle against some diseases - 

as illustrated so well, for example, by the Special Programme for Research and Training in 
Tropical Diseases, which currently envisaged eventual testing of vaccine against malaria and 
leprosy - some of the tools already available were being destroyed by negligence, or lost for 

want of vigorous action. In that connection, he referred to the spread of drug -resistant 
strains of falciparum malaria, dapsone- resistant leprosy and penicillin- resistant gonococci, 
and the transmission of multiple -resistant bacteria in hospitals. His delegation shared 
fully the Executive Board's concern about the indiscriminate use of the drug rifampicin for 
diseases that did not warrant its administration. The Organization and Member States 
should consider urgently what practical steps could be taken to limit the promiscuous 
administration of such drugs while at the same time ensuring their optimal use in cases where 
they were indispensable. 

Reference was made in paragraph 15 of the programme statement on immunization to the 
quadrupling of projected costs for immunization programmes in developing countries from 
US$ 72 million in 1981 to US$ 300 million by the end of the decade. He suggested that, as a 

means of helping to mobilize the necessary funds, WHO should give some thought to promoting 
increased voluntary contributions from countries which had already reduced to very low levels 
one or more of the diseases covered by the Expanded Programme on Immunization. The 
elimination of indigenous measles transmission, for example, had been achieved or was being 
actively pursued in a large part of North America, as well as in at least four European 
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countries. Successful immunization programmes in other countries were an indirect means of 
national self -defence against importation of disease. 

The Director -General's report on tuberculosis control in the world had set out the 
situation very we11.1 Tuberculosis remained one of the most important neglected diseases, 
which required attention from the point of view both of public health and of research. He 
agreed with the Executive Board's emphasis on the need for the prevention and control of 
tuberculosis to be integrated into primary health care, forming a priority component of any 
national, regional or global plan to achieve health for all by the year 2000. He would like 
to hear the Secretariat's views on the relationship between the programme on tuberculosis and 
that on acute respiratory infections. 

Regarding parasitic diseases (programme 13.4), he was particularly pleased to note the 
intention of exploiting the opportunity presented by recent advances in schistosomiasis 
chemotherapy to help affected Member States reduce the impact of that disease, beginning in 
the next biennium. He also fully endorsed the proposed supportive efforts under the 
parasitic diseases and disease vector control programmes to control dracunculiasis - or 
guinea -worm disease - in association with the International Drinking Water Supply and 
Sanitation Decade. 

He welcomed the expansion in the programme on diarrhoeal diseases (programme 13.6) and 
the success of that programme in attracting extrabudgetary funds, and agreed with the emphasis 
on reducing mortality during the early phases of programme implementation; that approach 
should facilitate the promotion of diarrhoeal disease control activities through primary 
health care. 

In view of the appalling impact of congenital syphilis in some countries, his delegation 
felt that reduction of that disease would be a suitable specific target for the programmes on 
sexually transmitted diseases and on maternal and child health. If primary health care 
systems were not able to control diseases such as congenital syphilis or yaws, given the 
current sensitivity to penicillin of the agents concerned, those systems were unlikely to be 

able to control tuberculosis, schistosomiasis or other more complicated high priority problems. 
He understood that there had been an apparent increase in the number of cases of monkey - 

pox diagnosed in Zaire, and he asked how the Organization planned to address that situation, 

Dr TING Youhe (China) said that his delegation fully supported the disease prevention 
and control programme, which had been extremely well prepared and defined clearly the targets 
to be achieved in the fields of immunization, diarrhoeal diseases, parasitic diseases, 
leprosy, cancer and cardiovascular diseases. His delegation was happy to be one of the co- 
sponors of the draft resolution on cardiovascular diseases. 

Turning to the Special Programme for Research and Training in Tropical Diseases, he said 
that the objectives of tropical disease research (programme 13.5) had been clearly set out, and 
the anticipated targets were encouraging. He also believed that there was a good chance of 
those targets being reached. Nevertheless, the task facing the Organization still remained 
formidable, since the prevalence of disease and high morbidity rates of certain diseases 
meant that hundreds of millions of people were at risk, especially where effective counter- 
measures had not been developed. Coordination and joint efforts were required to integrate 
laboratory studies with field work. He hoped that WHO would be able to sponsor meetings for 
the exchange of experience and organize workshops on the prevention of tropical diseases. 

Dr FERNANDO (Sri Lanka) agreed with the main points laid down in the general programme 

statement for programme 13 (pages 219 -221). He also agreed with the immunization strategies 
proposed under programme 13.1, but was concerned with the extent to which bilateral financing 
was necessary to the implementation of that programme; he hoped that WHO would be able to 

act as a catalyst and support such bilateral financing. 

Under malaria (programme 13.3), reference was made in paragraph 6 to the integration of 
malaria control programmes in primary health care, particularly in countries where a national 
control system was already in operation. He wondered whether the integration of a vertical 
programme of that type into primary health care in the near future might not lead to dilution of 
efforts and consequent delays in controlling malaria, possibly leading to a resurgence of the 
disease, as had been the case in 1975 -1976. He hoped that all due attention would be paid 
to that point so as to avoid the recurrence of such a situation. 

He also approved, in general, the programme for diarrhoeal diseases (programme 13.6), 

and commended the impetus given to the use of oral rehydration salts (ORS) by both WHO and 

1 Document ЕВ71/1983/RЕС/1, p. 54. 
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UNICEF. In his own country, UNICEF had donated all necessary equipment for the Local 

manufacture of ORS, thus making them available at a reasonable price to both government and 

public. It was hoped that mortality from those diseases would thus be dramatically reduced. 

With regard to tuberculosis (programme 13.8), his delegation welcomed the global study 

on the effectiveness of BCG in tropical areas, mentioned in paragraph 6 of the programme 

statement. Some doubts had been expressed as a result of the Madras study, and he hoped that 

the matter could be clarified. In his own country, the incidence of new cases of 

tuberculosis had been static over the past five years or so at 4.2 per 10 000 population. 

Owing to the rise in oil prices, consequent transport difficulties, and lack of supervision, 

diagnosis of tuberculosis in small institutions had diminished to very low levels, the vast 

majority of cases being diagnosed at chest clinics. Sputum examination as a diagnostic 

measure had thus become less effective. Integrated twice -weekly treatment had been 

jeopardized for the same reasons. 

With respect to leprosy (programme 13.9), acknowledging the help given by EmmaUs- 

Switzerland in the implementation of the control programme in his country, he expressed his 

approval for the proposals before the Committee. 

Referring to zoonoses (programme 13.10), and endorsing the proposal to pursue the 

development of a global programme to reduce the risk of transmission of rabies to man 

(paragraph 4 of the programme statement), he expressed his gratitude for the great interest 

which the Regional Director and the Regional Office had shown in his country's rabies control 

programme. 

With regard to sexually transmitted diseases (programme 13.11), his delegation endorsed 

the proposals. In his own country, the incidence of those diseases was increasing, and 

Sri Lanka looked forward to the product of the technologies referred to in paragraph 7 of the 

programme statement. It was also anxious to have the benefit of the simplified technology 
being developed for application at the primary health care level (paragraph 11). 

Programme 13.14 (Blindness) was sound, and work on the preventive and curative 

technologies and strategies, mentioned in paragraph 4 of the programme statement, should be 

intensified even further along appropriate lines for the countries concerned. The marked 
increase in collaboration with the nongovernmental organizations in the field of blindness 
was cause for satisfaction, and the feasibility studies for the possible provision of spectacles 

at low cost, particularly after operations for cataract, (paragraph 17) were also to be 

welcomed. In his own country, the programme on blindness was funded largely from extra - 
budgetary resources, and that some type of funding had served to initiate the first ophthalmic 
auxiliaries' course, which would contribute towards improving the primary health care 
capability for the prevention of blindness. 

In the area of cancer control, his delegation agreed with all aspects of programme 13.15. 

Since specific reference was made to the cancer control programme in Sri Lanka (paragraph 10 

of the programme statement), he emphasized the primary health care approach to cancer detection 
followed in his country, and which had yielded excellent results. Primary health workers 
underwent simple training, enabling them to recognize oral lesions, the individuals concerned 
then being sent to a secondary level referral centre. The fact that 93% of such cases had 
been diagnosed as cancer was an indication of the capacities of the primary health workers in 

that regard. In his own country, early detection of cancer had been incorporated as one of 
the main areas in primary health activities. Progress was being made in cutting down the 
habit of smoking, and the necessary national bodies relating to cancer aid smoking had been 
established. He stressed that funds for cancer control and research should be procured and 
obligated globally, since cancer was an important cause of morbidity and mortality in most 
countries, developing or developed, and since it was evident, from experience in his own 
country, that a conscious and determined effort was being made by WHO headquarters in respect 
of ways and means of combating cancer. 

In connection with cardiovascular diseases (programme 13.16), he strongly approved the 

contents of the medium -term programme. Primordial prevention activities had already been 
undertaken in his country, with schoolchildren as the target group. Sri Lanka had also 
collaborated with headquarters and with the Regional Office in strategies relating to 

prevention. 

As for other noncommunicable disease prevention and control activities, covered under 
programme 13.17, he pointed out that, in connection with paragraph 4 of the programme 
statement, control of noncommunicable diseases was already integrated into primary health 
care as was also the control of communicable diseases, in a slightly different way. 

As a general comment on the presentation of the programme budget, he suggested that in 
future consideration should be given to the possibility of grouping smaller numbers of 
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closely related programmes together under a single heading, rather than having so many listed 
together. 

Dr BULLA (Romania) believed that the Director -General's report on the situation in respect 
of tuberculosis (programme 13.8) opened the way to fascinating but disquieting choices 
regarding future approaches and technologies to control the disease and its transmission. In 
fact, the disappointment felt regarding the status of tuberculosis control was today almost as 
great as the initial enthusiasm, twenty years previously, when national programmes were 
initiated. 

He would question whether the draft resolution contained in resolution EB71.R11 of the 
Executive Board indicated clearly enough how present approaches and technologies could be used 
to maximum advantage in order to solve the problem or, at least, improve the situation. It 
should stress, above all, that the integration of tuberculosis control activities in primary 
health care was the only solution. He wished therefore to suggest a number of specific 
changes in that draft resolution. In his view, the fourth preambular paragraph, reading: 
"Recognizing that improvement in socioeconomic conditions will have a beneficial effect on the 
tuberculosis situation ", was superfluous as a separate paragraph, since that related as a 
denominator common to all control activities. However, the seventh preambular paragraph could 
be amplified by the addition at the end of the words "in connection with the improvement in 
socioeconomic conditions ". The first operative paragraph should be amended along the 
following lines: "URGES Member States to intensify their efforts to extend tuberculosis 
control activities to the whole population, and to do this by promoting integrated tuberculosis 
diagnostic, treatment and prevention services." The second part of that paragraph should be 
deleted, as it contained a potentially divisive orientation. A true intersectoral approach, 
within a sole development system, should be the pivot of primary health care -based strategy, 
i.e., a new holistic approach, with only a single category of personnel responsible for 
applying the whole strategy. In many instances, national tuberculosis programmes still 
continued to act as independent programmes, thus perpetuating a situation where tuberculosis 
programmes were unjustifiably isolated within the overall health care system. 

Operative paragraph 2(1) also called for some revision, since the second part relating 
to the expertise in tuberculosis control which should remain available to the international 
and national communities, was actually closely bound up with operative paragraph 2(3) in 
support of sociological and health systems research for programme planning and evaluation, as 
well as for delivering appropriate technologies through the existing infrastructure and 
referral system, with efficient community participation. For those same reasons, it would be 
desirable also to reword operative paragraph 2(5), in respect of which a better definition of 
the real objectives and the new holistic approach could be obtained by means of the following 
text: "to promote combined tuberculosis control activities and activities concerned with the 
organization of health systems based on primary health care, health laboratory technology 
programmes, drug action programmes, and programmes in public information and health education, 
in order to reach optimal solutions for integrated teamwork; ". 

Recalling the Director -General's reference, in the Introduction to his report on the work 
of WHO in 1982,1 to the dangers of "negative impatience" with the building up of a sound 

infrastructure for primary health care and of deviation from singleness of purpose, he 

suggested that tuberculosis control could well benefit by integration with primary health care 
and make good use of the opportunities it afforded. Indeed, there was no other alternative 

in sight to make tuberculosis manageable and to align control operations with frontline 
programmes. 

In order to solve the crucial problem of the inadequacy of health infrastructures, it was 

essential to adopt a cautious approach and to advance in tandem with the primary health care 

system, rather than to pursue an independent and highly specialized course. Experience 

pointed to two possible approaches: either gradually to expand integrated tuberculosis control 

activities proceeding, district by district, along with the general progress of socioeconomic 

development of a country; or to upgrade in an orderly fashion case -finding and treatment 

activities in a logical sequence of priorities. That latter alternative had been recommended 

in the ninth report of the WHO Expert Committee on Tuberculosis,2 and had been subsequently 

largely applied in many developing countries, mainly because of its virtually unlimited 

adaptability to almost all conditions. 

1 Document WHA36/1983/REС/1, Annex 8, para. 4. 

2 
WHO Technical Report Series, No. 552 (1974). 
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In his view, by far the most important lesson to be drawn from past experience was that 

success or failure of integrated tuberculosis control programmes depended on complying with 

basic planning, programming and budgeting requirements. 

Dr SALEH (Islamic Republic of Iran) recalled that the discussions on epidemiology which 

had taken place at the meeting of the International Union against Tuberculosis, held in Buenos 

Aires in December 1982, had concluded that the incidence and prevalence of tuberculosis would 

increase in the developing countries to such an extent that, according to WHO experts, during 

the following decade the number of cases was likely to double, and the total throughout the 
world would rise to between 40 and 50 million. 

In his own country, systematic case -finding had shown, in 1975, that the rate of 

tuberculosis incidence was not very high and did not exceed 1 per 1000 population. However, 

concomitant with the increasing prevalence of the disease in developing countries and, above 

all, due to the repercussions of the war imposed on his country and its effects in the 

southern and western regions, together with the immigration of some two million refugees from 

Afghanistan into the eastern region, there had been a dramatic change in the situation and the 

increase in the incidence of tuberculosis was giving rise to concern. 

In view of those global and regional factors, WHO should give maximum financial and 

technical support to the developing countries, and more especially to those particularly exposed, 

in order to assist them in overcoming the disease. 

Professor HULLER (Netherlands) drew attention to the fact that the disease prevention and 

control component of health science and technology, which was termed the third pillar of WHO's 

programme, accounted for over 15% of the regular budget. That sizeable proportion was not 

inordinate, since reduction in mortality and morbidity was an essential element of overall 

socioeconomic development. In general, his delegation supported the statements and proposals 

formulated under that heading. He considered, however, that a slight inaccuracy had been 

included in paragraph 4, of the general programme statement (page 219), where it was stated 

that sexually transmitted diseases were on the increase everywhere. That view appeared unduly 
pessimistic since there was one developing country in the world, with a population of more 

than 1000 million, where the incidence of sexually transmitted diseases had decreased almost 

to the point of disappearance. 
With regard to immunization (programme 13.1), he expressed particular appreciation of 

WHO's immunization programme, the objectives of which, as stated in paragraph 1 of the 

programme statement made it one of the most important components of the primary health care 

strategy, along with programmes, such as maternal and child health, including family planning, 
the other aspects of disease prevention and control, and the organization of health systems 

based on primary health care which were also of special importance and with which it should 

be closely linked. By giving particular attention to the training component, the immunization 
programme was also considerably strengthening the central pillar of the whole programme by 

supporting countries in building up their health infrastructure. 
The target and plan of action for disease vector control (programme 13.2), were in general 

quite sound. Emphasis was rightly placed on institution strengthening, training and 
dissemination of information, by such means as collaboration with universities, industry and 
existing centres in other countries. However, paragraph 17 on planning and evaluation remained 
somewhat vague. 

In connection with malaria (programme 13.3), he emphasized that malaria control was in a 

situation of crisis, since there were an increasing number of cases in many areas, in spite of 
past control efforts, because the parasites were becoming resistant to drugs and the mosquitos 
to insecticides. It would appear that malaria control was to become a part of wider primary 
health care systems, but it was important to bear in mind the fact that many such systems were 
not, as yet, functioning adequately. Consequently, the programme's targets appeared 
unjustifiably optimistic. He had noted that, in respect of the biennium 1984 -1985, the 
provision for the Eastern Mediterranean Region was more than three times that for the African 
Region, i.e., US$ 4.7 million as compared with US$ 1.4 million, and his delegation wondered 
whether that disparity was based on'a strategy aimed at concentrating activities on those 
areas where the problems were less overwhelming, or whether there were some other reasons for 

it. 

In respect of parasitic diseases (programme 13.4), the targets also seemed over -optimistic, 

especially in view of the limited progress achieved over the past six years. The plans of 
action for the various diseases were sound and concisely formulated, although leishmaniasis 
seemed to be receiving less attention than the others. 
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He considered that tropical disease research (programme 13.5) was well organized, well 
managed and effective. Not only through the direct support of individual scientists and of 
research institutions in developing countries, but also by means of its technical network of 
structure for coordinating the programme and to some extent research on the six target diseases 
in general, it had exercised an influence far beyond its relatively modest financial means. 
The plan of action for the medium -term programme 1984 -1989 was ambitious but realistic, 
assuming that donors would be prepared to provide increasing support. The Netherlands 
delegation felt some concern, however, as to the likelihood of that increase amounting to the 
US$ 9 million or so required to bring the extrabudgetary support for the programme to the 
US$ 70 636 000 estimated for the 1984 -1985 biennium. Collaboration with the pharmaceutical 
industry in the field of drug development was explicitly mentioned in the plan of action for 
schistosomiasis (paragraph 12 of the programme statement), but was touched upon only in 
somewhat vague terms elsewhere in the programme budget, and he would welcome more specific 
information on that point. 

Programme 13.6 (Diarrhoeal diseases) consisted of a sound combination of health services 
and research activities. It ensured that control activities were facilitated by the 
development through research of new tools, while research retained its immediate relevance 
because of the confrontation with problems encountered in the field. That programme was 
particularly suitable for incorporation in primary health care systems. 

With regard to leprosy (programme 13.9) he said that the complexity of the new chemo- 
therapy regimens required as a result of increased incidence of resistance to dapsone 
constituted an additional challenge at a time when leprosy control activities needed to be 

standardized to permit their integration into primary health care systems. They also 
demanded very well organized basic health services, with support by senior staff working in 
the field who were knowledgeable regarding leprosy and leprosy control. The programme aimed 
at bringing 60% of estimated multibacillary cases under effective treatment by the end of 
the biennium (paragraph 8). However it would appear more realistic to define such short - 
term targets in terms of registered, rather than estimated, cases. Even so experience had 
shown that it was necessary in some countries to assess critically the registered -patient 
load, since many of them might prove to be cured or not actually suffering from leprosy. 
The emphasis placed on the development of standardized and simplified diagnostic and classi- 
fication methods was most welcome. That type of activity called for continuous encouragement 
from WHO, rather than for substantial funds. The estimated obligations for the regions showed 
a considerable decrease under the regular budget and under "Other sources" and he wondered 
whether additional funds could be expected from donor agencies. 

WHO's efforts under programme 13.10 (Zoonoses) were to be encouraged. Ву developing 
guiding principles for surveillance and control, the Organization would be assembling inter- 
nationally knowledge that was in many cases available only in a few specialized centres. 
Since the impact on human health was not always clear in respect of many zoonoses, research on 

epidemiology and the development of appropriate diagnostic tools (paragraph 9) deserved 

support 
His delegation commended the lucid and concise manner in which the various programmes 

were presented. 

Mr VOIGTLANDER (Federal Republic of Germany) said that almost 30% of the total budget 
was devoted to disease prevention and control, a programme which had made a significant 
contribution to the improvement of health in large population groups. 

Tropical disease research (programme 13.5) was a major component of that programme, with 
a budget allocation totalling over 7 %. The operational aspects of the Special Programme's 

activities merited greater attention, particularly in the areas of logistics, the preparation 
of plans of action and personnel training and supervision. He expressed the hope that the 

fruitful cooperation, particularly in the control of respiratory diseases and of schisto- 

somiasis, in which his Government had been involved with WHO and developing countries would 
continue. 

In view of the growing importance of zoonoses and related foodborne diseases, the 

overall objectives of programme 13.10 deserved support. However, the regular budget 
appropriations showed an imbalance between the regions: the provision for one region being 
much higher than the sum of the appropriations for the other five. He would appreciate 
an explanation on that point. 

In the plan of action for this programme, mention was made of the increasing role of the 

network of WH0/UNDP zoonoses control centres (paragraph 7). One of those centres, the 



COMMITTEE A: TENTH MEETING 143 

Mediterranean Zoonoses Control Centre, had been in operation for five years and all partici- 

pating countries appreciated the considerable contribution made by UNDP. Yet, just when the 

first results were coming in, the future of that Centre was in question since negotiations on 
financial support had not yet come to a satisfactory conclusion. Continued uncertainty would 

jeopardize the results so far achieved. WHO and UNDP, as well as the participating countries, 
had made such significant investments in the programme that a common solution had to be found 
if the entire investment was not to be wasted. The programme was of importance not only to 
the Mediterranean countries, but also to the many other European countries which imported 
food from the Mediterranean area, whose immigrant workers came from that area and millions 
of whose citizens spent their holidays in southern Europe. UNDP and WHO headquarters, as 

well as the two regional offices involved, should provide the solid financial basis that was 
indispensable if the work was to continue. 

Turning to programme 13.15 (Cancer) he noted that coordination between WHO and IARC was 
much closer than it had been in the past. Account was taken in the programme of the unique 
potential of IARC in the identification of carcinogenic factors in the environment 

(paragraph 9). Another advantage of IARC was that through research sub -centres in developing 
countries in Africa and South -East Asia it could make systematic and standardized comparisons 
in population groups with different life -styles and exposed to different risk factors in the 

environment. 

Referring to paragraph 7 of the programme statement, he expressed his full support for 

the attention to be given to the needs of patients suffering from incurable cancer. However, 

in view of the harsh realities, it seemed inappropriate to speak of a "quality of life 

standard ". All that could and must be done was to allow patients suffering from incurable 
cancer to live their last days, and die, in dignity. That should be a target in the plan of 
action. 

Dr GONZALEZ (Venezuela), commenting on programme 13.3 (Malaria), expressed general 
agreement with the plan of action and activities proposed for the biennium. Attention was 
appropriately drawn to the precarious situation prevailing with respect to malaria, which 
justified intensification of efforts to prevent epidemic outbreaks of the disease and the 
complete technical reorientation of most national antimalaria programmes. That was all the 
more necessary in view of the threat of re- establishment of the disease facing the countries 
and zones which at great cost had succeeded in eliminating it. 

WHO and Member States should embark without delay on the difficult and time -consuming 
task of making the administrative and organizational adjustment referred to in paragraph 6 of 

the programme statement. Although an antimalaria programme included a series of very 
special activities that would call for specialized and effective technical and administrative 
machinery, its integration into the general health services, however basic, was a sine qua non 
for success. It should be a compulsory activity for those services as, in the past the 
prevailing notion that the participation of the health services in antimalaria programmes 
consisted merely of voluntary collaboration or assistance had been largely responsible for 
the deterioration in antimalaria activities. 

His delegation would have welcomed the inclusion in the list of research activities 
mentioned in paragraph 9 of health services research on the definition of the tasks to be 
assigned to various types of primary health care institutions and personnel. 

In conclusion he said that his delegation was prepared to continue its participation in 
the antimalaria programme since it believed that the collaboration had benefited both parties. 

Dr LASCH (Israel) fully supported the appeal made by the delegate of India at the 
previous meeting for a united and coordinated international approach by WHO and Member States 
to all aspects of the prevention and control of communicable diseases. He also supported 
the basic principle acknowledged by WHO that prevention was better than cure. His delegation 
was therefore gratified to note the increase in the total provision, and that for the 
Eastern Mediterranean Region, in particular, under immunization (programme 13.1) and diarrhoeal 
diseases (programme 13.6). • 

Referring to tuberculosis (programme 13.8) he recalled that 30 years previously 
tuberculosis had been not uncommon in Israel and the construction of special hospitals had 
been considered. A vigorous campaign combining mass early detection programmes and BCG 
vaccination, and the advent of modern chemotherapy, had almost eradicated the disease. The 
experience gained had been used more recently in dealing with the problem of tuberculosis 
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in Judea, Samaria and Gaza with such good results that a consultant from the International 
Union against Tuberculosis in Paris had recently declared that the area could be classified 
with low prevalence countries. 

Turning to immunization (programme 13.1) he noted a general agreement that vaccination 
was probably the most cost -benefit and cost -effective procedure for the promotion of public 
health. Much research was still needed, however, to develop the ideal vaccines and to work 
out optimum modes of and timing for their distribution. Recent reports had shown that 
certain vaccines gave different results in different areas - a point of which he could find 
no mention in the programme statement. In the case of vaccination against poliomyelitis, 
for example, the oral vaccine which had so revolutionized the epidemiology of the disease 
in the industrialized countries had proved to be of limited value in different settings. 
In areas where diarrhoeal diseases were prevalent, oral poliomyelitis vaccination was only 
partially successful. That was why, in Gaza, Judea and Samaria, his Government had carried 
out the first programme using a combined live and killed virus vaccine. As a result of that 
programme the incidence of the disease had fallen from 10 per 100 000 inhabitants to under 
0.1 per 100 000 inhabitants, so that the disease could be regarded as under control. 
Unfortunately the new vaccine was still very expensive and more research was needed to bring 
it within the reach of the developing countries for which it could be the ideal solution. 

Another controversial question was that relating to the ideal age for vaccination 
against measles. In accordance with WHO recommendations the age of nine months had been 
adopted in Judea, Samaria and Gaza. That had not prevented an epidemic but in the outbreak 
there had been hardly any fatalities among vaccinated children. His delegation therefore 
urged WHO to sponsor research aimed at defining the lowest age at which vaccination would be 
successful in preventing death as opposed to preventing disease. 

With regard to diarrhoeal diseases (programme 13.6), the extensive oral rehydration 
salt programme that his Government had launched in Gaza had proved very effective, reducing 
diarrhoea -related mortality by 52.3% within three years. The salts could easily be produced 
anywhere at low cost, and were easily distributed by paramedical auxiliaries and the mothers 
themselves. In his opinion that was one of the most effective ways of preventing infant 
mortality and malnutrition at little cost and of ensuring high community participation. 

In conclusion he said that greater emphasis should be placed on the diseases directly 
caused, or exacerbated, by smoking, which he would like to see re- classified as a communicable 
disease. 

Dr BORGOÑO (Chile) expressed his appreciation of the emphasis placed in the programme 
budget on the integration of disease control programmes in primary health care. All the 
efforts made to that end would contribute much to the achievement of the goal of health for 
all by the year 2000. 

Where immunization (programme 13.1) was concerned, the year for the attainment of the 

current goal was 1990 and yet, so far, in the Region of the Americas only five countries, 

including his own, had achieved and were maintaining 80% immunization coverage. He would 
like to know what was the situation in the other regions - as the target date was so rapidly 
approaching an intensification of effort would probably be required - and whether WHO had 
any reservations about the possibility of attaining the goal. In that connection, he drew 

attention to the success, in the Region of the Americas, of the revolving fund for the 

purchase of vaccines. The possibility should be explored of adopting a similar, but 

appropriately adapted solution in other regions. 

Turning to the programme on diarrhoeal diseases (programme 13.6) he asked whether it 

could be clearly stated, from an epidemiological point of view, that the mortality rate 

among young children was being reduced at country level, and whether there was an information 

system by means of which it would be possible to assess the situation accurately. He agreed 

that it was also essential for the impact on diarrhoeal disease morbidity to increase 

progressively. His country was grateful for WHO assistance with field testing of live 

attenuated typhoid vaccine which was continuing during the current year. 

It would be useful if an expanded programme could be developed for the control of acute 

respiratory infections under programme 13.7. Perhaps a proposal for such a programme could 

be examined by the Executive Board in January and submitted to the Assembly in 1984. 

As regards tuberculosis (programme 13.8), he fully supported the draft resolution 

recommended by the Executive Board in resolution EB71.R11. While a degree of integration 

with primary health care was obviously desirable, such programmes would have to retain some 

measure of specificity, and therefore of independence if they were to be effective, at least 

in an important group of countries. He was therefore not in full agreement with the 

delegate of Romania on the need for the proposed changes. 
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In the matter of sexually transmitted diseases (programme 13.11) he endorsed the 

emphasis on the prevention of eye infections in the newborn of infected mothers. It would 

be possible, in his opinion, to achieve a much enhanced impact if that problem, along with 

congenital syphilis, were included in the maternal and child health programme. He would also 

like to know what was the position regarding the acquired immunodeficiency syndrome. In 

view of the relatively high mortality and increasing magnitude of the problem, he would 

suggest that WHO should undertake a study with a view to answering the questions that were 

arising in regard to that topical and important problem. 

In conclusion, he said that his delegation fully supported programme 13.16 (Cardio- 

vascular diseases). 

Professor GIANNICO (Italy) congratulated the Director -General on the extraordinary success 

of the smallpox eradication programme. For the first time in history, one of the most 

dangerous diseases had been wiped from the face of the earth. Perhaps insufficient thought 

had been given to the significance of that achievement and the hope it held out for victory 

over other diseases, using the same strategies. It was satisfactory to note that the 

programme of action for programme 13.12 showed a clear appreciation of the need to maintain 

strict international control so that swift action could be taken in an emergency. It was 

also satisfactory to note that anti -smallpox vaccination was no longer required except for 

certain categories of persons, such as research workers, exposed to risks. In that connection, 

he would be interested to know whether or not it was necessary to continue vaccine production 

in order to have a stock in case of need. Italy had always produced its own vaccine and the 

Government now had to decide whether to continue making considerable financial contributions 

for the production of reserve stocks or whether to abandon the production of vaccine 
completely. The latter course of action would necessitate legislative action in Italy. 

A formal assurance by the Organization that the reserve stocks built up by WHO would cover 
the needs of Member States could facilitate the task of Governments in making their 
decisions and enable them to make substantial savings. 

Acute respiratory infections (programme 13.7) were responsible for a high rate of 
morbidity and mortality, particularly among very young children and the elderly. Many 

factors determined the complexity of those diseases, including etiological agents, bacterial 
and viral microorganisms, the variety of clinical symptoms and the ease with which the 
infections were passed from one person to another. In order to elaborate a control 

programme it was necessary to have laboratory diagnostic services. It might be useful to 

establish internationally standardized techniques so as to facilitate a valid exchange of data. 

Epidemiological surveillance based on information systems and applicable at the primary health 
care level, was also of interest and should include surveillance of susceptibility of the 

agents to antimicrobials. 

Tobacco consumption was of course connected with acute respiratory infections as it was 
with noncommunicable diseases, such as cancer and cardiovascular diseases. Steps had been 
taken to dissuade people, particularly young people, from smoking but international 
cooperation in the matter remained very important. The support of WHO would certainly be 
very effective in stimulating and supporting the activities of Member States in that area. 

His delegation would support the programme budget proposals before the Committee, since 

the points on which he had commented were adequately covered. 

The meeting rose at 17h25. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 
(Documents PB/84 -85 and ЕВ71 /1983/RЕC/1, Part I, resolution EВ71.R3 and Annex 1, and Part II) 
(continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 
WHÀ33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents PB/84 -85, ЕВ71/1983 /RЕС /1, 
Part II, Chapter II, and A36 /INF.D0C./5) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4; 
Documents РВ/84 -85, pages 219 -297, and ЕВ71 /1983 /REC /1, Part I, resolution EВ71.R11 and 
Annexes 4 and 5, and Part II, paragraphs 42-46) (continued) 

Dr KOINANGE (Kenya) said his delegation supported the general policy on disease 
prevention and control (programme 13), in particular in regard to acute respiratory 
infections (programme 13.7). Although some of the methods used for disease control and 
prevention could be improved, it was more important that correct managerial techniques should 
be adopted by health workers, as was rightly recognized for tuberculosis (programme 13.8). 
Such techniques needed to be strengthened. 

Immunization, through the Expanded Р_ogrammc,was greatly contributing to the improved 
health and survival of many children. In paragraph 20 of the programme statement on 
immunization (programme 13.1) emphasis was rightly given to the cold - chain, and to the 
introduction of time /temperature indicators. He urged that the testing of solar -powered 
cold -chain systems should be intensified; Kenya had some experience of such systems, but at 
the moment their cost was prohibitive. Since Africa nad a large solar energy potential, 
improvements in solar -powered refrigeration were likely to be of great benefit. 

He was greatly concerned at the malaria situation and wondered whether the targets set 

in programme 13.3 were perhaps not too optimistic. The development of chloroquine- resistant 
strains was a matter of great concern, and the alternative medicines that were being 
promoted were extremely costly. 

He commended the tropical disease research programme (programme 13.5), which provided 
an excellent opportunity for Kenyan scientists to develop research techniques on a local basis. 
He was satisfied with the progress being made, and his Government intended to make a token 
contribution to the programme that year, a contribution which he hoped would be repeated in 
future years. 

On tuberculosis (programme 13.8) Kenya had been involved in research, notably in 

collaborative drug trials, for over 20 years. It should be possible to control tuberculosis 
and in that connection he endorsed the remarks of the representative of the International 
Union against Tuberculosis. Kenya had a combined approach to tuberculosis and leprosy control 
which was working well, but it was disappointing that, despite all the information that was 
now available on tuberculosis, the programme did not seem to have had the impact that might 
have been expected. 

He urged that greater efforts be made (programme 13.10) against zoonoses, in particular 
regarding control of rabies. 

Cancer was taking its toll in Africa. He therefore welcomed the proposals made on 

cancer control in the Region in paragraph 10 of the programme statement (programme 13.15), but 

the budget for the Region was the lowest of any, and in fact showed a decrease. 

- 146 - 
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Dr MGENI (United Republic of Tanzania), referring to immunization (programme 13.1), said 

that the Expanded Programme in his country had made considerable progress in coverage - and 

consequently in the reduction of morbidity and mortality among children from tuberculosis, 

tetanus, diphtheria, pertussis and poliomyelitis - thanks to the support of DANIDA, UNICEF, 

WHO and other organizations. However, there was a serious setback with regard to measles 
vaccination; measles at times assumed epidemic proportions and was causing great concern, 
particularly as many victims were children who had previously been vaccinated. The 
recommendation that nine months be taken as the optimum age for vaccination had been complied 
with. His Government was aware of the problems which were liable to affect the potency of 
the measles vaccine, notably poor cold -chain systems, transport difficulties, poor child 

nutrition; it might be difficult to overcome them in view of the economic constraints 
currently affecting African countries. He therefore urged that more funds should be allocated 
to research into a measles vaccine which would be stable and suitable for tropical conditions. 

Malaria (programme 13.3) was still a socioeconomic as well as a public health problem, 

and gave cause for serious concern in his country. Unfortunately, chemotherapy, which had 

hitherto been the most effective control method, was now being challenged by the appearance of 
chloroquine- resistant strains of Plasmodium falciparum. As part of the review of the anti- 

malarial strategy, the response of P. falciparum to antimalarial drugs was now being monitored 
in his country, and he hoped that WHO and other international and nongovernmental organizations 
would support those efforts. 

Noncommunicable diseases appeared to be on the increase, notably diabetes mellitus and 
cardiovascular diseases, including hypertension; the reasons might include new life -styles 
and eating habits brought about by the change from rural to urban life. He appreciated WHO's 
support for his country's efforts to control such diseases, and would appreciate collaboration 
with other organizations and Member countries with related experience. His Government was 
currently attempting assessment with a view to a programme for control and prevention within 
the context of primary health care. 

The programmes included under the heading of disease prevention and control were of 
great importance for many developing countries in their struggle to achieve the goal of health 
for all through primary health care, as the Executive Board had rightly stressed. 

Dr EL GAMAL (Egypt) questioned the wisdom of trying to discuss seventeen different 
programmes simultaneously. 

In immunization (programme 13.1), emphasis should be given to three points: the training 
of all staff involved in immunization programmes, particularly at the periphery; the repair 
of refrigeration systems; and the development of cold -chain procedures. 

There should be coordination between disease vector control, malaria, parasitic diseases 
and diarrhoeal diseases control (programmes 13.2, 13.3, 13.4 and 13.6) and the International 
Drinking Water Supply and Sanitation Decade. Success in eradicating those diseases and their 
vectors lay in an improved environment, and in an awareness on the part of health planners and 
the public of the need for that improvement. 

He noted that 7.21% of the total budget, or over US$ 70 million, was allocated for global 
and interregional activities under tropical disease research (programme 13.5), with no 
obligations at regional level. He hoped that the Director -General would have a convincing 
explanation for that fact. 

On diarrhoeal diseases (programme 13.6), he urged WHO to take a clear stand on its 
current and future plans regarding vaccination against cholera. Acute respiratory infections 
(programme 13.7) were the most frequent cause of child deaths, after diarrhoeal diseases, in 
the developing countries. Although the programme budget document acknowledged the 
importance of the problem, the financial allocation of only approximately US$ 500 000 for the 
regions seemed inadequate and the allocation for the Eastern Mediterranean Region was only 
us$ 33 000 for 1984 -1985. 

Referring to programme 13.8 (Tuberculosis), he said that the Government of the Netherlands 
had offered his country 50 clinical laboratories for use in tuberculosis research, together 
with 10 sets of X -ray equipment. Those facilities would form a greatly appreciated addition 
to the 340 tuberculosis centres currently operating in Egypt, and provided an excellent 
example of practical cooperation between Member States. 

The main problem with leprosy (programme 13.9) was lack of knowledge of the situation; 
more surveys were needed. From recorded cases in Egypt it could be estimated that the number 
of cases worldwide was over 5 million. Another problem was the resistance to drugs of 

Mycobacterium leprae and the high cost of combined- treatment drugs. Here WHO, together 
with donor countries and nongovernmental organizations, could play an important catalytic 
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role. He further urged WHO to intensify its efforts in making surveys and diagnoses of 
complications requiring surgery and particularly complications affecting the eyes and joints, 
and in carrying out trials of possible vaccines. Such work could not be accomplished within 
the small allocations for leprosy made in the current budget. 

His delegation fully supported programme 13.14 (Blindness), and wished to stress the 
importance of including eye disease detection, treatment and referral within the framework of 
primary health care, particularly in maternal and child health services and school health 
services. A simple manual of symptoms of common eye diseases was to be prepared for the use 
of primary health care workers, both medical and paramedical. Special consideration should 
also be given to the changing picture of eye diseases in general, and of infectious eye 
diseases in particular. Complications of trachoma were becoming less severe with improved 
hygiene and the availability of antibiotics. On the other hand, acute viral ophthalmia, 
with severe corneal complications, was on the increase, and he believed that literature on 
the subject should be reviewed and updated. 

Under other noncommunicable disease prevention and control activities (programme 13.17) 
he urged WHO to consider the increasing problem of renal failure and renal insufficiency. 
Treatment of those conditions by renal dialysis could make the difference between certain 
death and an almost normal life, but because of its high cost - as much as US$ 20 000 per year 
for an average of 10 years - it put a strain on the health budgets of most countries. 

Dr MELLBYE (Norway) asked about the mid -term targets of the tuberculosis programme. 
Many delegates had expressed grave concern at the high prevalence of tuberculosis in their 
countries. Taking into account what was known of the extent to which medical technology 
could influence tuberculosis, might not the targets set be too optimistic? 

His Government would continue to support the Special Programme for Research and Training 
in Tropical Diseases, which had proved to have great potential. He endorsed resolution 
EB71.R10 of the Executive Board. 

Dr RADMILOVIC (Yugoslavia) approved the targets set for the reduction of morbidity and 
mortality where the medium -term programme against malaria (under programme 13.3) was 
concerned. He was interested in the measures proposed for preventing re- establishment of 
malaria in areas that had been freed from the disease. 

The integration of malaria control into health systems based on primary health care was 
an important requirement for the future success of the programme, and it was also essential 
that strategies should be realistic, economically feasible, and adapted to local conditions 
and resources. Improvements in the training of health personnel were likewise an important 
requisite for the implementation of the new strategy, and such training should be coordinated 
on an international basis. He hoped that the next Expert Committee on Malaria would give 
guidance on how to select methods of malaria control that were appropriate to varying 
ecological conditions. As far as the European Region was concerned, he supported the 
proposed projects in Turkey, Morocco and Algeria, but felt there should be increased awareness 
of how to deal with imported malaria in nonmalarious areas. Yugoslavia was continuing its 

efforts to prevent the re- establishment of the disease. 

Turning to cardiovascular diseases (programme 13.16), he drew attention to the following 
draft resolution, of which his delegation was a sponsor:1 

The Thirty -sixth World Health Assembly, 
Recalling resolution WHA29.49, which invited the Director -General to prepare a 

long -term programme in the field of cardiovascular diseases, with special emphasis on 
promotion of research on prevention, etiology, early diagnosis, treatment and 
rehabilitation, as well as on coordination of international cooperative activities in 
this field; 

Recognizing cardiovascular diseases as the main cause of morbidity and mortality 
in virtually all industrialized countries, and aware of their increasing significance 
as a cause of ill health and death in many developing countries; 

Considering that appropriate technology now exists to prevent and control a growing 
number of cardiovascular diseases such as rheumatic heart disease in children, coronary 
heart disease, and hypertension resulting in cerebrovascular accident; 

1 For consideration of the draft resolution, see p. 193. 
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Encouraged by the report of the Expert Committee on Prevention of Coronary Heart 

Diseasel which gives detailed guidance for the development of national 
strategies for 

the prevention and control of such disease; 

Concurring with the recommendation of the seventy -first session of the Executive 

Board that additional funds be allocated to the cardiovascular diseases programme to 

accelerate its implementation; 

1. APPROVES the lines of action of the Organization's long -term programme in 

cardiovascular diseases, which was developed in response to resolution WHA29.49, and 

notes with appreciation the results since achieved; 

2. URGES Member States to pay particular attention to the wide possibilities for 

prevention and control of cardiovascular diseases as an integral part of their national 

health plans; 

3. REQUESTS those Member States which have the capacity to do so to provide financial 

and technical support to developing countries in implementing their programmes; 

4. REQUESTS the Director -General: 

(1) to continue and further strengthen the activities of the Organization in the 

field of cardiovascular diseases as formulated in its long -term programme and implemented 

during the Sixth General Programme of Work, and as approved in the Seventh General 

Programme of Work; 

(2) to provide additional funds required to support Member States in accelerating 

their programmes for prevention and control of nationally relevant cardiovascular 

diseases; 
(3) to promote within the Organization close technical collaboration among the 

various programmes supportive of these goals, and further coordinate the development 

and implementation of the cardiovascular diseases programme with activities carried out 

by appropriate nongovernmental organizations, other international organizations, and 

leading scientific institutes; 
(4) to report periodically on the progress achieved through his annual reports to 

the Health Assembly. 

Since the adoption of resolution WHA29.49 in 1976, the focus had been on developing and 

testing methods of prevention and control of the different cardiovascular diseases prevalent 

in different countries. Projects had been launched to apply methods for the prevention and 

control of such diseases through primary health care. In one project on rheumatic fever 

and rheumatic heart disease, in which 22 countries from five WHO regions had participated, 

results had shown that secondary prevention of rheumatic fever in schoolchildren was both 
feasible and cost -effective. Regular injections of benzathine benzylpenicillin could 

decrease the incidence and recurrence of attacks nine - fold, and thus prevent the development 
of rheumatic valvular disease. The cost per year was only US$ 15 per patient, whereas every 

valve replacement operation cost several thousand dollars. 

A recently completed hypertension control programme had shown that, in spite of 

differences in health care systems, control of high blood pressure in entire populations was 
again both feasible and effective. In the third year of the control programme, in most 

populations studied the incidence of cerebrovascular stroke had declined by 207 -307; the 

costs of invalidity and absenteeism were thus significantly reduced. 

The report of the Expert Committee on Prevention of Coronary Heart Diseasel had 
outlined a comprehensive strategy for the prevention of that disease. The new feature of 
the strategy was the "population" approach aimed at reducing risk factors in entire populations 
to a normal level. A second approach, known as the "primordial prevention" approach, which 
was highly relevant to developing countries, was also being tested. 

The programme also paid particular attention to the development of evaluation methods; 
the "MONICA" project had introduced a new type of monitoring system which should give reliable 
information on morbidity and mortality trends. It was also designed to answer certain 
scientific questions, such as the relation between the various trends, and the determinants 
of the disease in populations. It was hoped that it would provide continuous monitoring of 

mortality and morbidity not only for cardiovascular diseases but for other noncommunicable 
diseases; 46 centres in 28 countries had participated in the project. 

1 WHO Technical Report Series, No. 678, 1982. 
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The programme had also been working towards a common language in cardiology; joint 
WHO/International Society and Federation of Cardiology task forces on nomenclature, 
classification and diagnostic criteria had published results that were widely accepted. 

WHO had thus shown that prevention of major cardiovascular diseases in both developing 
and developed countries was feasible, and that appropriate technology was available. The 
time was now ripe to use experience gained in the cardiovascular programme to help in the 
prevention and control of other noncommunicable diseases. 

Dr OKWARE (Uganda), referring to parasitic diseases (programme 13.4), said that despite 
the availability of adequate technology, the incidence and prevalence of many tropical 
parasitic infections was increasing. Part of the reason might be that such technology was 
beyond the reach of many developing countries for economic reasons. Greater emphasis should 
thus be placed on appropriate technology when developing new tools for controlling those 
diseases; that would ensure that the results of any research would be utilized by those who 
needed it most. He was glad to learn from the programme budget document that simple 
technologies for the diagnosis and treatment of African trypanosomiasis would be available by 
the end of the year for use in areas where the disease was endemic. He welcomed the call for 
further applied research to identify local epidemiological characteristics of the vectors that 
still complicated control. However, he was concerned at the suggestion, in paragraph 36 of 
the programme statement on tropical disease research (programme 13.5), that research 
capabilities should be shifted away from well -established institutions and towards less 
developed institutions; such capabilities ought not to be abandoned irrespective of the 
importance of the programme or the financial situation of the country concerned. Continuity 
should be maintained as far as possible, so that programmes did not suffer. 

Uganda was a country in which human African trypanosomiasis was becoming an ever -increasing 
problem. In that connection, he wished to be added to the list of co- sponsors of the draft 
resolution on African human trypanosomiasis. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) was pleased to note the increased 
attention paid in both communicable and noncommunicable disease prevention aid control 
activities to management, evaluation and the work of collaborating centres. As far as 

immunization (programme 13.1) was concerned, the proposed programme was a realistic one for 

the control of diphtheria, pertussis, tetanus, measles, poliomyelitis and tuberculosis, but 
research should be stepped up at both the global and the regional levels. Particular 
attention should be paid to three issues: first, the development of new vaccination regimes 
for specific regions, taking into account such factors as suppression of the immune response 
through malarial and helminthic infections and nonpathological enteroviruses; secondly, the 

effects of vaccination on the immunological responses of children, and allergic responses; 
and thirdly, the maintenance of collective immunity to the six diseases following the primary 
vaccination of all newborn babies. 

As noted in paragraph 3 of the statement on programme 13 (page 219), malaria affected 
some 150 million people annually, and in tropical Africa alone about a million children died 
of malaria each year. In view of the increasing resistance of malaria parasites to drugs, 

and of vectors to insecticides, there should be further research on malaria within the 
tropical disease research programme. Paragraph 2(1) of the programme statement on malaria 
(programme 13.3) should have been worded to make it clear that by 1986 the activities should 
cover most countries where malaria existed or was a threat and where programmes were lacking. 

That for tropical disease research (programme 13.5) should also be more concrete and specific, 

and should endeavour to ensure that the results of scientific research would be made 
available for the benefit of developing countries. 

He stressed the importance of health education directed against diarrhoeal diseases 
(programme 13.6), particularly where children were concerned. Some kind of system for 

monitoring such diseases and the spread of drug resistance should be set up. Mortality from 
acute respiratory infections (programme 13.7) remained high despite the fact that great 

stress had been laid on scientific research. It would be advisable, alongside such research, 

to intensify practical measures aimed at reduction of mortality which could be implemented at 
primary health care level. Such measures should be coordinated with other programmes, such 

as the Expanded Programme on Immunization. 

He recalled that resolution WHA33.26 had called on Member States to give attention to the 

development of tuberculosis control as an integral part of primary health care. The 

Executive Board, at its seventy -first session, had noted that the prevalence of that disease 
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would not change until there was a change in the socioeconomic conditions in many countries. 
He could support the draft resolution recommended in resolution EB71.R11, but proposed that 
operative paragraph 2(8) should be amended by the addition of the words "once every four 
years" to ensure regular review. 

It appeared that an increasing number of people were suffering from monkeypox, which 
had been shown to be communicable in humans. He stressed the importance of surveillance, and 
of increasing the research effort. 

Greater attention should also be paid to hepatitis, a problem in both developed and 
developing countries. 

Concerning cancer (programme 13.15), it had become apparent that many State and other 
institutions were duplicating efforts in cancer research and control, and WHO could usefully 
coordinate activities at the international level. He suggested that a meeting on the 
international coordination of research concerning cancer might be held under WHO auspices to 

bring together those in charge of cancer centres and international organizations working in 
that field. He agreed in principle with the targets outlined for the cancer programme. 
In order to achieve them, in addition to integrating national cancer programmes into primary 
health care and introducing more effective and less expensive methods of treatment in general 
health care institutions, it was necessary to strengthen the role of specialized cancer 
institutions with regard to both research and methodology. The International Agency for 
Research on Cancer should give consideration to the question of prevention as well as the 
study of carcinogenic substances. 

Regarding cardiovascular diseases (programme 13.16), emphasis had rightly been placed 
on the implementation of preventive measures on the basis of existing health services, and on 
studies on the primary prevention of hypertension and on the precursors of ischaemic heart 
disease in children and young adults. In general, programmes for the integrated prevention 
of noncommunicable diseases should be strengthened on the basis of experience acquired 
regarding the multifactorialprevention of ischaemic heart disease. Greater attention should 
be paid to educating the public on basic measures for the prevention of cardiovascular diseases, 
and to developing more effective methods of health education. Concerning the proposed draft 
resolution on the subject, his delegation considered that the wording of the fifth preambular 
paragraph should be brought more closely into line with that used on the subject in the 
Executive Board's report on its review of the proposed programme budget. Moreover, in 
operative paragraph 4(2) it would be more appropriate to use wording similar to that contained 
in operative paragraph 3(3) of the draft resolution on African human trypanosomiasis.1 

His delegation noted that the total proposed allocations from the regular budget for 
1984 -1985 for the programmes on cancer, cardiovascular diseases, and other noncommunicable 
diseases amounted to US$ 10.7 million - which represented an increase of less than 10% over 
the corresponding allocations for 1982 -1983 (US$ 9.8 million), and little more than 2% of the 
total allocations for 1984 -1985. Taking into account the ever -growing importance of those 
programmes, related activities deserved greater attention from the Organization, and the 
provisions should be increased by allocating funds from the Director -General's Development 
Programme as recommended by the Board. 

Dr ADANDE MENEST (Gabon), expressing his support for the programmes under discussion, 
said that action against communicable - including sexually transmitted - and noncommunicable 
diseases must be maintained at all levels, from the most sophisticated research institute 
right down to the primary health care unit. An exchange of information based on data obtained 
at all levels would make it possible for WHO better to assess epidemiological problems and the 
effectiveness of current activities; a more complete picture of the situation would at the 
same time facilitate programming within the Global Strategy for Health for All. For the 
collection and processing of information WHO had elaborated a simple mechanism adaptable to the 
needs of each country and which made it possible even for non -professionals to play a part in 
health activities. It represented a considerable step towards realizing participation at all 
levels of the community in combating disease and promoting health, through vaccination in the 
context of the Expanded Programme on Immunization, and through vector control, for example. 

Malaria, which properly belonged to the group of tropical diseases, had been afforded a 
certain priority with the creation of a special malaria programme. It seemed that a new 
vaccine against malaria was in the process of being developed and it would be very interesting 
to learn what results were achieved by the companies engaged in that development. In his 
region, malaria was a serious problem and, while the importance of strengthening preventive 
measures and operational research was fully recognized, intensified action could only be 

1 
See p. 191. 
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undertaken if greater financial resources were made available in order to extend activities 
and train specialized personnel, including entomologists in particular. The associations and 
industrial companies concerned, and WHO, were urged to increase their cooperation with the 
countries. Insecticides and other vector control measures must be constantly evaluated and 
periodical reports submitted if countries were to keep up with the difficulties arising and the 
progress being made. 

Other parasitic diseases - schistosomiasis and filariasis, including onchocerciasis - 

were equally a matter for serious concern, particularly in the African Region. Recent 

research had shown that a torm of onchocerciasis or filariasis was present not only in the 

plains but also in forest areas. The recently discovered extent of the problem had not yet 

been studied in sufficient detail; in his country there had been no evidence of related eye 

disease. 

African trypanosomiasis was a matter of particular concern in the Region and its possible 

effect on tourism must also be taken into account. Resolution AFR /RC32 /R1 adopted by the 

Regional Committee for Africa was particularly relevant, and it must be emphasized that WHO 

had an important role to play in the context of international coordination of research and 

for the introduction of new measures and training of personnel. 

Dr OBIANG -OSSOUBITA (Gabon), speaking as a national expert on the effect of tobacco on 
health, said that the relationship between morbidity and tobacco was already abundantly 
apparent. WHO had established an Expert Committee on the question and an international 
conference would shortly be held in Winnipeg, Canada. However, the question had regrettably 
not been given appropriate coverage in the proposed programme budget. The only reference to 
tobacco was that contained in paragraph 4 of the programme statement on cancer (programme 13.15). 

However, cancer was not the only health problem connected with the use of tobacco; others 
included respiratory problems, harmful effects on pregnancy, mental retardation among children 
of smokers and adverse effects on human spermatozoids. 

Following a recent conference on tobacco and health, held in Mbabane, in April 1982, he 
had been approached by a representative of a large multinational tobacco company which had 
been sufficiently impressed by the resolutions of the meeting to inquire about the possibility 
of collaboration in order to decrease morbidity related to the use of tobacco in the 
developing countries. If it was considered that individual experts could make a multinational 
pause for thought, then the scope for action by WHO must certainly be very considerable. He 
therefore urged WHO to undertake energetic action in that field, bearing in mind the 

recommendations of experts. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) strongly supported 
programme 13.16 (Cardiovascular diseases) with its well thought out strategy identifying 
priority issues which were widely shared by Member States. Those diseases were a universal 
problem, but the nature of the problem varied geographically and within population groups in 
individual countries. In the light of that situation his delegation was in full agreement 
with the proposed plan of action for the medium -term programme and the range of activities 
envisaged for 1984 -1985. As pointed out by the Executive Board, there was a firm scientific 
basis for accelerating the coronary heart disease component of the programme. In that 
connection he wished to commend the previous year's report of the Expert Committee on 
Prevention of Coronary Heart Disease.l In his country a national workshop and conference was 
to be held in the latter part of 1983 which would seek to examine how the Expert Committee's 
recommendations could best be implemented nationally. His delegation strongly supported the 
Executive Board recommendation that the regular budgetary funds allocated to the cardiovascular 
diseases programme should be augmented. It also fully supported, and indeed had co- sponsored, 
the draft resolution on prevention and control of cardiovascular diseases. 

The delegation of the United Kingdom was satisfied with the progress being achieved in 
the Expanded Programme on Immunization, particularly the development of training and management 
skills at the central and peripheral levels. Emphasis on basic data collection through 
surveys and improved surveillance and reporting at all levels, provision of vaccines meeting 
WHO minimum standards and the widespread application of immunization coverage assessment, were 
all commendable. His country had given continued support to the WHO unit responsible for 
development of the cold chain and had noted with satisfaction the achievements of that unit. 
It was to be hoped that the five -point action plan approved by the Thirty -fifth World Health 

1 WHO Technical Report Series, No. 678, 1982. 
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Assembly would be implemented and the additional human and financial resources required would 

be made available, since without them the target of universally available immunization by 1990 

would be extremely difficult to achieve. 

He also hoped that critical assessment would be made of the possible advantages of new 

developments of inactivated poliovirus vaccine and aerosol measles vaccine, although they 

should not be a cause for delay in the universal implementation of the programme. 

Concerning tropical disease research (programme 13.5), he endorsed the conclusions of the 

External Review Committee on the first five years of operation that the original aims remained 
relevant and that programme management and organization had been of a high standard. To 

realize programme objectives it was important that a proper balance should be maintained 
between research and development activities on new and improved tools for the control of the 
target diseases and research capability strengthening activities. There was also a need to 
increase emphasis on field research over the coming years. He urged a broadening of the 
support base for the programme and had noted with satisfactiбn the offer recently made by the 
President of the World Bank to embark on a joint effort to mobilize additional funds. That 
offer, together with the support which the Director -General would no doubt be giving to the 
initiative, should have positive results in attracting new contributions. Resolution EB71.R10 
on the Special Programme for Research and Training in Tropical Diseases had his delegation's 
full support. 

Concerning diarrhoeal diseases (programme 13.6), his delegation was gratified to note 
that the contribution made available by the United Kingdom to launch the programme had been 
put to good effect and he welcomed the setting -up of training courses based on the principles 
of effective management and programmes involving the participation of the community in 
planning and managing its own diarrhoeal disease control services. He supported the comments 
of the Soviet delegation in relation to health education and endorsed the Executive Board's 
view that providing a hygienic environment through the supply of potable water and sewage 
disposal must form an integral part of diarrhoeal disease control. The United Kingdom was 
making substantial contributions to many developing countries for diarrhoeal disease control 
and it was pleased to support the activities of the International Centre for Diarrhoeal 
Disease Research in Dhaka, whose work was making a significant contribution to the overall 
objectives of the programme. 

Concerning tuberculosis (programme 13.8), his delegation supported the draft resolution 
as recommended by the Executive Board in resolution EB71.R11 and wished to associate itself 
with the comments of the delegate of Chile. 

Malaria (programme 13.3) remained one of the most intractable and pressing problems, and 
it might perhaps be useful in view of its urgency to bring forward the date of the meeting of 
the Expert Committee on Malaria. 

Dr CABRAL (Mozambique) said that experience in his country had shown that, when .setting 
up a control strategy for tuberculosis within the context of an integrated national health 
service, it was important to ensure discipline in the medical profession, particularly in 
respect of implementation of diagnostic and therapeutic procedures. Therefore he believed 
that the training referred to in the draft resolution recommended in resolution EB71.R11 
should be complemented by measures to ensure the availability of different drugs in accordance 
with the level of the various health units and by therapeutic schemes of a compulsory nature in 
relation to clinical and laboratory activities. It was also important to ensure the 
establishment of an organizational structure throughout the various levels of the health 
services in order to control and provide technical and logistic support at the implementation 
stage. Experience in his country had also shown that the participation of provincial and 
district supervisors, even though they might not be highly qualified, was essential to the 
success of the strategy. 

The draft resolution rightly called for support to the developing countries, the most 
important forms of which were: financial, for drug procurement and improvement or extension 
of microbiological laboratory services; technological, in the form of epidemiological surveys 
on risk of infection and organization of integrated services; and personnel training at 
different levels. He congratulated the International Union against Tuberculosis on its 
continued efforts to help improve the control capacities of developing countries. 

Concerning the resolution recommended in resolution EB71.R11, and the amendments to the 
first operative paragraph proposed by the delegation of Romania, he supported the comments made 
by the delegate of Chile. Within a ministry of health there might well be separate 
departments dealing with health system infrastructure and individual disease programmes, 
although that did not necessarily mean that activities were not integrated for implementation 
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in the context of primary health care; in Mozambique they were. Moreover, although it was 
very useful to insist on the integrated approach in health systems infrastructure, it must be 
recognized that there still remained a great deal to be done in that direction, and indeed the 
effort towards integration could well be the best way of obtaining health systems based on 
primary health care. In view of those considerations, therefore, he would prefer that the 
first operative paragraph should be adopted as it stood because it represented a more pragmatic 
approach aid was more in line with reality. His delegation supported the resolution as 
recommended by the Executive Board. 

His delegation also supported the draft resolution on African human trypanosomiasis arid 

wished to co- sponsor it. 

Dr MARKIDES (Cyprus) said that for Cyprus, programmes 13.16 (Cardiovascular diseases) 

and 13.17 (Other noncommunicable disease prevention and control activities) were of 

particular interest. 

Although there had been a decrease in cardiovascular diseases in most industrialized 
countries during the 1970x, there had been a marked increase in developing countries such as 
his own, in line with accelerating socioeconomic development. The main causes of death in 
Cyprus were accidents, cardiovascular disease and cancer, and a high proportion of the 
health budget was devoted to the treatment of coronary heart disease. Many Cypriots went 
abroad to seek treatment for coronary heart disease. During 1983, almost one million pounds 
would be spent on establishing a unit for cardiovascular surgery, and a further large sum 

would be spent on sophisticated equipment for improving diagnostic techniques. The investment 
in such highly technological advances would bring its own problems in terms of maintenance 
and the training of operators. However, none of those developments would solve the problems 
of cardiovascular diseases, since the solution lay in prevention. Many of the factors that 
gave rise to cardiovascular diseases could be corrected by the adoption of healthier 
life -styles; for many of the population such a strategy would come too late. 

He strongly supported the programme and the draft resolution on cardiovascular disease 
prevention and control aid his delegation wished to be named as a co- sponsor. 

He fully agreed with the Executive Board's recommendation that additional funding be 
found for the programme, in particular for aspects related to prevention of coronary heart 
disease. He hoped that the experience gained by the developed countries in reducing mortality 
rates through prevention could be used to guide the programmes in the developing countries. 

Diabetes mellitus was widespread in Cyprus and there were thought to be many 
undiagnosed cases. A screening project was being undertaken to detect such cases and it 's 
hoped that financial or technical assistance for the project would be made available under 

programme 13.17 (Other noncommunicable disease prevention and control activities). His 

country would be happy to exchange information with others, like Malta, that had launched 

similar projects. The programme statement indicated that the programme would be developed 

to investigate the possibilities for prevention and control of the most common hereditary 

diseases. He felt that preventive aspects should be stressed. 
He was happy to report that his country had been successful in preventing thalassaemia 

(Cooley's anaemia). Ten years earlier some 100 children had been born with the disorder 

every year, most cases proving fatal. With the aid of WHO, an ambitious programme of control 

through prevention had been undertaken and, in the intervening years, the disorder had been 

virtually eradicated, only two children being born with the disease in 1982. The programme 

had been in three phases: (1) an intensive health education campaign aimed particularly at 

the young - most of whom were now conversant with the details of the disorder; (2) screening 

to find carriers of the trait, particularly among the young, and obligatory examination prior 

to marriage; and (3) prenatal examination by placentocentesis of pregnant women at risk of 

producing a child with the disease, with an option to terminate the pregnancy. In respect of 

phase two, couples wishing to marry had to present a certificate to the Orthodox Church 

indicating that examination had been undergone. The results of the examination were kept 

confidential and couples were free to decide whether they wished to proceed with the marriage. 

Those born with the disease were given free treatment and the cost of the required drug, 

deferoxamine, represented one-third of the country's total drug budget. His country's victory 
over the disease showed that, given proper programmes and planning, even small countries could 

achieve miracles. He was proud to report that Cyprus now had one of the best centres in the 

world - a centre recognized by WHO - for the study of thalassaemia. 

Dr MAFIAMBA (United Republic of Cameroon) said that malaria remained a major public 
health problem in his country and he therefore welcomed the increased attention and budget 
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allocation to the region for malaria (programme 13.3). His Government was grateful to WHO 

for the services of a consultant, sent recently to help review the national programme and 

determine how best antimalaria activities could be undertaken within the primary health care 

system. The participation of national personnel in the four -month training schemes currently 

taking place in Rome, and Adana, Turkey, and the workshop to be held later in the year in 

Nancy, France, would contribute greatly to the re- establishment of the country's malaria 

control programme on a sound footing. 

His delegation felt that measures against African trypanosomiasis were not receiving 
sufficient budgetary support in view of the alarming proportions the disease was assuming in 

the African Region. With several other African delegations his delegation had therefore 
proposed a draft resolution on the subject that would be introduced at the appropriate time.l 

The Programme Committee of the Executive Board, assessing three perspectives of the 

Special Programme for Research and Training in Tropical Diseases on the basis of the report of 
the External Review Committee to Review the First Five Years of the Special Programme's 
Operations,2 had stated that the problems facing national programmes attempting to control the 
six diseases were even more serious in 1982 than they had been in 1977. Although the Special 
Programme was making good progress, funding appeared to be running low and he supported the 
appeal made for increased voluntary contributions to the Special Programme by Member States. 

A high priority should be given to the development of simple, reliable and rapid tests 
for the field diagnosis, by primary health care workers, of sexually transmitted diseases 
(programme 13.11), including Chlamydia trachomatis infections. He noted with concern that 
there had been little increase in the budget allocation to the programme in 1984 -1985 compared 
with 1982 -1983 and that less priority seemed to have been accorded to the subject. 

In connection with diarrhoeal diseases (programme 13.6), he requested clarification 
concerning the new cholera vaccine for field testing (paragraph 9). Prior to the Health 
Assembly the Regional Office for Africa had written to Member States asking them to be 
consistent and not to order or advocate routine vaccination against cholera in outbreaks of the 
disease. That was in fact the policy followed in his country since 1981. He felt that 
some confusion might arise if field testing of the new vaccine proceeded, as positive results 
would tend to reverse the shift in emphasis the Organization was trying to achieve towards 
other measures against diarrhoeal diseases. 

Dr КLIVAROVA (Czechoslovakia) considered that programmes for the prevention, control and 
treatment of the diseases in the chapter under discussion were among the most important 
aspects of WHO's work, and supported the proposals for 1984 -1985. 

Czechoslovakia had participated in the Expanded Programme on Immunization by providing 
experts, in addition to undertaking its own immunization programmes. Thanks to a 

scientifically -based control programme that included immunization of the school -age population, 
there had been no cases of poliomyelitis in the country for two decades. In recent years 
particular attention had been given to immunization against measles and in 1982 the disease 
had been successfully eliminated. That success had been due to a scientific approach, 
organized local production of measles vaccine and total coverage of the child population. The 
details of the experience were described in the Weekly Epidemiological Record, 1983, No. 12. 

She was sure that if measles could be eliminated from one country, with a population of some 
15 million, that could also be done elsewhere and, therefore, a programme for the eradication 
of measles from the European Region could be prepared. She indicated her Government's 
willingness to share its experience by preparing methodologies, hosting meetings, etc. 

The importance attached to such work by her Government was reflected in the award, on 1 May 1983, 
of a State medal to those responsible for the successful programme. The implementation of 
such a programme, of course, was not possible without a well -balanced system of socialist health 
care available to all. 

Great progress had been made in the control of tuberculosis in Czechoslovakia over the 
last 35 years, as reflected in the current low annual risk of infection of 0.08 %. Immuniza- 
tion of children had led to the virtual eradication of pulmonary tuberculosis, particularly 
among the young. That experience was an example of how success could be achieved in the 

control of acute respiratory infections. A tuberculosis register covering the whole country 
had already been established. That was in line with the action suggested at the Executive 
Board's seventy -first session. She supported the Executive Board's conclusions, and the 

1 See p. 191. 

2 
Document ЕВ71/1983 /REC/1, p. 52. 
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draft resolution contained in resolution EB71.R11, to the effect that tuberculosis control 
should form an integral part of comprehensive health systems but that, without socioeconomic 
change, total eradication would not be possible. She also agreed that the Health Assembly 
should be kept informed of global progress in tuberculosis control. 

She welcomed programme 13.10 ( Zoonoses). Czechoslovakia had hosted a meeting on 
the subject during 1982 and was willing to host further meetings as thought appropriate by 
WHO on questions relevant to the programme during the 1984 -1985 biennium. 

Her delegation supported the programmes aimed at the prevention and control of chronic 
noncommunicable diseases. Methodological material prepared by WHO, for example, for 
the detection and treatment of hypertension and the treatment and rehabilitation of cases of 
infarction, was in use in her country. Some success had been achieved in reducing mortality 
from cardiovascular diseases. The cardiovascular diseases programme was most promising and 
would receive her delegation's support. She supported the draft resolution on cardiovascular 
diseases submitted by the delegation of Botswana and others, but wished to propose a minor 
amendment at the appropriate time. Implementation of the measures advocated would lead to 
greater attention to cardiovascular problems and to the solution of a number of specific 
questions in that area. 

Different forms of monitoring were required for different programmes and diseases and 
even the richest nations would be hard pressed to find sufficient personnel to undertake 
adequate monitoring of individual disease programmes. It was therefore essential to develop 
monitoring programmes for groups of diseases, as was being done in her country for cardio- 
vascular and rheumatic diseases, diabetes and certain oncological diseases, using both 
primary and specialist medical services. Without a national system of health care, however, 
the problems of prevention and early detection of various diseases at country and regional 
levels could not be solved. 

She regretted that the new method of work for considering the proposed programme budget 
entailed the discussion of such broad programme areas. It increased the difficulties of 
delegates wishing to speak. It would, for example, be far better to consider communicable 
and noncommunicable diseases as separate items. 

Dr HUYOFF (German Democratic Republic) said his delegation supported in principle the 
policies outlined for the programmes under discussion and was pleased to note the direction 
taken with respect to the control of communicable diseases, stressing as it did the need for 
concerted action in the context of primary health care rather than single disease -oriented 
programmes. The experience gained in his own country with such a comprehensive approach, 
including immunization schemes, environmental sanitation, well -organized treatment activities 
and social support for the handicapped, had enabled considerable progress to be made, for 
instance, in the control of diseases such as tuberculosis. 

With regard to noncommunicable diseases, he supported the views outlined in the general 
programme statement (paragraph 15 on page 221). An approach that considered the influence 
of exogenous risk factors related to more than one disease would indeed contribute to the 

development of new strategies and give rise to a more effective link between primary and 
specialized medical services. That approach would be supported by the simultaneous actions 
of physicians, health educators and others. 

There were two aspects that had not received sufficient attention. First, in relation 
to life -style, there was a danger that over -emphasis on individual behaviour patterns would 

lead to the neglect of other risk factors and mask factors that often determined life -style. 
It would be better to speak of both objective and subjective risks, as well as protective 
factors, thus providing more clear -cut opportunities for prevention and assisting in 
determining responsibilities for health -promotion activities. That would, for example, 

prevent sickness among the unemployed being attributed to their unhealthy life -styles when 
the unemployment itself was probably the major factor. Secondly, although he was in favour 
of community participation in combating noncommunicable diseases, reflecting as it did the 
reorientation of programmes in the context of primary health care, previous methods that had 
proved valuable and successful should not be entirely abandoned. Such methods could be 

summarized as dispensary services comprising a set of vertically designed institutions with 
room for both highly professional skills and community involvement. 

He expressed his delegation's continued support of all the measures proposed for 

tuberculosis in programme 13.8, especially as regards health manpower training, the provision 
of expertise and assistance for planning and management, and cooperation in basic biomedical 

and clinical research. 
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There was certainly no doubt about the overwhelming importance of research coordination 

in cancer. The dimensions of the problem were such that his delegation thought it should be 
placed on a level with nuclear energy research or space research, which consistently required 
international cooperation. His delegation believed, therefore, that the medium -term programme 
for cancer (programme 13.15) should be accelerated and expanded in the following respects: 
a search for new possibilities for primary prevention, and more effective techniques and methods 
of early detection; and the further sophistication and economization of curative measures 
in the form of therapeutic standards which then should be recommended for use in Member 
countries. 

Finally, cardiovascular diseases (programme 13.16) were prominent among the health 
problems faced by his country which, consequently, paid great attention to that major cause 
of death, disease and invalidity. At present efforts were focusing on simultaneous action 
against cardiovascular diseases, diabetes mellitus, cancer and lung diseases involving 
coordinated measures in case -finding, diagnosis, treatment and follow -up. A multi -centre 
survey was being undertaken for testing and evaluating alternative approaches to the task, 

including cost -benefit analysis. Epidemiological analysis and monitoring had been improved 
in recent years by the establishment of registries for myocardial infarction and stroke. 
All the activities in the field of cardiovascular diseases were being coordinated by a national 
research institute and advice was being disseminated through all administrative levels down 
to the general practitioners who were finally responsible for integrating purposeful measures 
into their overall preventive and curative concern. 

His delegation was therefore interested in cooperating in the development, testing and 
evaluation of methods for the prevention of cardiovascular diseases; in research aiming at 
the establishment of epidemiological methods and therapeutic standards; in the development 
of national surveillance systems; in the training of both scientific and medium -level man- 
power working in the field; and in the evaluation of intervention trials including health 
education. 

Obviously, therefore, his delegation supported the draft resolution on cardiovascular 
diseases and would like to be included in the list of its co- sponsors. 

Dr VIOLAKI- PARASKEVA (World Federation of United Nations Associations), speaking at the 
invitation of the Chairman, said that she had been impressed by the efforts made in the 
programme budget to ensure that the programmes for communicable and noncommunícable diseases 
and environmental health were maintained and that preventive aspects were emphasized. She 
wondered, however, in what ways WHO could adopt a more realistic approach to helping Member 
States achieve the goal of health for all by the year 2000. The Technical Discussions at 
the current Health Assembly had had as their subject "New policies for health education in 
primary health care" and, in her view, that aspect should be reflected to a greater extent 
in the draft resolutions. For example, in the draft resolution on the prevention and control 
of cardiovascular diseases, there appeared to be nothing on the need to promote programmes on 
public information and health education. During the Technical Discussions there had been 
much talk of community involvement but, again, that draft resolution made no mention of it. 
However, the draft resolution on tuberculosis control, contained in resolution ЕВ71.R11 of 
the Executive Board, in operative paragraph 2(5), did request the Director -General to promote 
collaboration between tuberculosis programmes and others including programmes in public 
information and health education, but that subparagraph should be formulated as a separate 
paragraph and place greater stress on community involvement in public information and health 
education programmes. 

Like the delegate of Czechoslovakia, she welcomed the programme proposals on zoonoses 
(programme 13.10). She had been impressed by the statement in the plan of action that the 
Organization would cooperate with Member States in the planning and implementation of 
comprehensive national programmes for the surveillance, prevention and control of major 
zoonoses and related foodborne diseases (paragraph 3) and that the network of WHO/'UNDP zoonoses 
control centres would assume an increasing role (paragraph 7). 

Dr HASSOUN (Iraq) thanked Dr Oldfield for his interesting presentation of the chapter of 
the programme budget under discussion. He had two comments to make. The first concerned 
the disease which the Netherlands delegate had cited as receiving less attention than the 
others, namely leishmaniasis. Since the 1930x, cutaneous leishmaniasis had been prevalent 
over a large part of Iraq and had even reached the Baghdad area. With the use of insecticides 
in the antimalaria campaign in the 1950s, the incidence of the disease had diminished and it 
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had disappeared towards the end of the 1960x. Its place had, however, been taken by visceral 
leishmaniasis (kala -azar), which attacked children between the ages of one and four years. 
During the last three years the disease had spread, perhaps imported from neighbouring 
countries. He would like to have any further information WHO could provide on that 
phenomenon; on whether there was an immunological link between the two forms of the disease; 
and on any cross immunity. He also wondered whether there was any possibility of developing 
a vaccine as the disease was difficult to treat; prevention would be preferable. 

In regard to cardiovascular diseases (programme 13.16), he noted that they were a problem 
not only in developed countries, but also in developing ones and, especially, in those under- 
going rapid industrialization or experiencing migration from rural to urban areas. When 
peasants who had previously lived in the open air and in peaceful surroundings where trans- 
planted to an urban environment, the change in their life -style and diet and, possibly, abuse 
of tobacco and alcohol, led to increased tension and, apparently, increased those diseases. 
In the large cities of the developing countries malaria and typhoid were no longer as prominent 
as cardiovascular diseases, which had become a source of concern among the population. He 
therefore urged that studies on their prevention and cure be accelerated. 

As regards the draft resolution on the subject aid in view of the importance of having 
health workers in that area, he supported statements made by the delegates of Yugoslavia, 
Union of Soviet Socialist Republics, United Kingdom of Great Britain and Northern Ireland, 
Cyprus, German Democratic Republic, and the representative of the World Federation of United 
Nations Associations. His delegation would like to be added to the list of co- sponsors. 

Dr WARD -BREW (Ghana) expressed his delegation's full support for the chapter of the 

programme budget under discussion. 
Many Ghanaians died prematurely of diseases that were preventable and which had been 

reduced significantly in many developed countries as the technology for controlling them was 

well known. It was estimated that of Ghana's 200 000 deaths annually, 120 000 of them in 

children under five years of age, 130 000 were preventable through simple interventions which 
could be applied at the community level. Over 70% of those child deaths were due to 

infectious diseases, such as measles, tuberculosis, pertussis, malaria, tetanus and hepatitis. 

It was therefore natural that his delegation should support the expansion of activity on 

immunization as outlined in programme 13.1. There were indications that immunization coverage 
in Ghana was improving, but it was necessary to intensify activity if every child in the world 
was to be provided with immunizations against the six target diseases by 1990. The major 

constraint in Ghana's immunization programmes had been, together with unreliable logistic 
support, supervision. His delegation therefore hoped that WHO would continue to organize 
workshops, particularly for middle level personnel, on the implementation of activities 
connected with the Expanded Programme on Immunization. 

As regards disease vector control (programme 13.2), he was happy to report that his 

Government was actively supporting the application of pesticides as a principal control 

method. The Head of State had recently launched a national anti -mosquito campaign and had 

watched a demonstration of spraying and larviciding. 
In view of the seriousness of the malaria problem and the complex nature of its 

control, his delegation appreciated the efforts made by the Regional Office in collaboration 
with the UNDP/World Bank/WHO Special Programme for Research and Training in Tropical 
Diseases in the field of malaria control and hoped that before long it would be possible to 

produce a safe and effective vaccine against the disease. He would appreciate hearing the 

latest information on what would certainly be one of the greatest scientific milestones of 

the century. He expressed his country's appreciation of the cooperation it had received 

from WHO in research being undertaken in Ghana, under the Special Programme, on the 

chemotherapy of onchocerciasis. 

His delegation supported the activities on blindness prevention envisaged in programme 
13.14. He appealed to the Regional Director for Africa to use his good offices to obtain 
extrabudgetary funds for that very important programme. In 1982, Ghana had hosted a successful 
workshop on blindness prevention which had been supported by WHO and attended by all English - 
speaking West African countries. Its recommendations had been communicated to the Regional 
Director and the Director -General. 

His delegation recognized the importance of diarrhoeal diseases (programme 13.6) and 
supported WHO's efforts to encourage local production of oral rehydration salts, as that 
would cut down foreign exchange expenditure in countries of the Third World where diarrhoea, 
particularly in children, was a serious problem. 
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Another communicable disease of concern to the health authorities in Ghana was yaws. 

His country was currently engaged in a national yaws yellow fever control programme, the 

results of which had so far been encouraging. He would like to know when the manual for the 

yaws worker, that WHO was preparing in collaboration with other organizations and institutions, 

was expected to be available. 
Finally, his delegation supported the objectives, targets and plan of action of 

programme 13.16 (Cardiovascular diseases) and requested the Director - General to continue WHO's 

collaboration with and financial support of the cardiovascular research centre in Accra. It 

would like to be included in the list of co- sponsors of the draft resolution. 

Dr BATCHVAROVA (Bulgaria) said that, as regards cardiovascular diseases, she hoped that 
account would be taken of her intervention at the Committee's second meeting.1 

As regards the zoonoses (programme 13.10), she was concerned to note the disproportionate 
share of the funds allocated to the Region of the Americas and wondered what was the reason. 

Certain zoonoses had become a serious problem in other regions also; for instance, in 1982 
there had been a serious rabies situation in the European Region as the Health Assembly had 
heard from the delegate of Luxembourg at the fourth plenary meeting.2 

She was also surprised to see that there was not even a token allocation for the 

European Region under sexually transmitted diseases (programme 13.11). Did that mean that 
Europe no longer had any problems in that area? If so, there was every reason for rejoicing. 

Dr JOHNSEN (Iceland), referring to noncommunicable diseases prevention and control, said 

that, as in so many countries, cancer aid cardiovascular diseases were the most important 
causes of death in his country. A number of important successes in technology had made it 

possible to treat many of those diseases effectively, but the world was still awaiting sound 
large -scale preventive measures which could be integrated into existing primary health care 
systems. The main reasons for the delay in developing prevention programmes were the 
controversy as to their causes and inability to interrelate with multifactorial situations. 
Over the years it had become accepted that the causes of noncommunicable diseases were 
multifactorial and the concept that risk factors could be common to many diseases, as well as 

relevant to single diseases, had been firmly established. It was therefore a generally 
recognized fact that there were now sound scientific grounds on which to base -plans for the 

prevention of the most prevalent noncommunicable diseases. Most approaches, however, were 
hesitant and lacking in intersectoral cooperation at the primary health care level and there 
were too few demonstrations of concerted action, integrated with existing primary health care 
systems and incorporating the necessary intersectoral cooperation and multisectoral 
activities. The idea that there were common and interrelated factors in the etiology of 
such conditions as cardiovascular diseases, cancer, mental diseases, accidents and diabetes, 
made an integrated programme approach especially relevant. 

The lack of sound plans, successfully implemented, could also be explained by the 
inadequate infrastructure of the health system in many countries, including his own. 
Existing infrastructures had been conceived without due emphasis on prevention and general 
health development. His delegation therefore welcomed the emphasis given to the development 
of health system infrastructures in the Seventh General Programme of Work. 

His Government had recently decided, in principle, to participate, along with a number 
of European countries, in an intercountry pilot programme, which had been prepared by the 
Regional Office. The programme was countrywide and based on the integrated approach he had 
described. One of its aims was to test the most recent methodology such as the managerial 
process for national health development and integration into primary health care systems. 

At global level, of course, programmes necessarily had to retain a vertical character, 
but it was now realized that, at national level, it was more appropriate to adopt a 
horizontal approach in programme formulation. 

In conclusion, his delegation wished to be included in the list of co- sponsors of the 
draft resolution on the prevention and control of cardiovascular diseases. 

Dr MUREMYANGANGO (Rwanda), referring to programme 13.1, said that his country attached 
great importance to the Expanded Programme on Immunization, which had produced excellent 
results in his country over the last five years, thanks to the inclusion of vaccination 
against measles among the vaccinations offered. Those results would have to be maintained 
and, in that connection, he welcomed the cooperation between WHO, UNICEF and his Government. 

1 See p. 27. 

2 
See document WHA36/1983 /RЕС/2. 



160 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

As regards parasitic diseases (programme 13.4), he expressed his appreciation of WHO's 
efforts in the dissemination of information and in research and, particularly, the emphasis 
on the inclusion of preventive measures in development projects in order to minimize the risks 
to human health and the environment. Those measures included ensuring continuous surveillance 
of vectors and the treatment of diseases while they still occured sporadically. His country 
intended to take that approach to trypanosomiasis and schistosomiasis. In view of the 
scarcity of appropriate drugs, countries where those diseases were endemic would have to 
maintain reserve stocks. 

Malaria (programme 13.3) was a priority area for Rwanda, which welcomed the budget 
allocation for it. He was particularly pleased with the activities proposed for the African 
Region in paragraph 13 of the programme statement. However, the problem of chloroquine 
resistance was causing concern as it appeared to be increasing in the Region; further studies 
of it should be undertaken. For that purpose, the subregion would have to train national 
personnel in in vitro micro -techniques and receive appropriate supplies and equipment, so that 
it could provide the necessary information. 

He approved the appropriation proposed for tropical disease research (programme 13.5). 
Programme 13.6 (Diarrhoeal diseases) was particularly important because of the lives it 

could save and his delegation wholeheartedly supported the budget appropriation for it. In 
that connection, he thanked WHO, UNDP, nongovernmental organizations and friendly countries 
which had helped his country to establish drinking -water supply infrastructures. Much more 
needed to be done in that area, and his Government intended to make further efforts aid to 
educate the population in preventive measures such as the use of boiled water. His 
delegation welcomed the emphasis placed on case -finding and control of epidemics, especially 
of cholera and bacterial dysentery which were common in Rwanda. As regards the latter, there 
was concern about the resistance of Shigella to the antibiotics currently available in the 
country. 

Dr JEANES (Canada) commended the reports on tuberculosis annexed to resolution EB71.R11 
of the Executive Board and the draft resolution contained therein, which his delegation fully 
supported. He also expressed his appreciation of the informative statement made by the 

representative of the International Union against Tuberculosis (IUAT). There was a long 
history of cooperation between WHO and IUAT. Dr Johannes Holm and Dr larder himself, when in 
charge of WHO activities in the field of tuberculosis, had laid the foundations of a 

cooperation which had continued when Dr Holm became Executive Director of IUAT. That 
cooperation had made possible the highly successful chemotherapy trials, particularly in 

India, Hong Kong and Kenya. The whole world and, in particular, Canada had benefited from the 
results of those trials and so owed a debt of gratitude to those countries. 

It had now become apparent that short -term treatment (6 -8 months) of tuberculosis with 
drugs was very effective provided that rifampicin was used and that the patient took the drugs 
regularly for the full period. But that treatment necessitated a well -organized health 
infrastructure, and well - trained staff, and the high cost of that drug was an impediment to 

its use in countries with small budgets for health. 

About 10 years previously, when the incidence of tuberculosis was falling rapidly in 

Canada, it had been thought that the disease would virtually disappear but that had not 

happened and over 2000 new active cases were still being found each year in a population of 
23 million. From the statements made at the Health Assembly it was apparent that, in most 

countries, there was still great concern about tuberculosis. It was therefore timely that it 

had been brought up once again. 

The Canadian delegation would like to express its full support for the Special Programme 

for Research and Training in Tropical Diseases, which was well managed and had important 
potential for improving the health of millions of people. Canada intended therefore to 

increase its voluntary contribution to the Special Programme by 20 %, which would bring it in 

1983, to 1.3 million Canadian dollars. In view of the Executive Board's request, in resolution 

EB71.R10, that the Director -General should study means of increasing the level of financial 

contributions to the Special Programme, his delegation proposed that funds be allocated from 

the Director -General's Development Programme for that purpose in the 1984 -1985 biennium. 

His delegation also supported the Executive Board's recommendation that the Director - 

General's Development Programme be used to help support the programmes for the prevention of 

alcohol abuse and coronary heart disease. 

(For continuation, see summary record of the twelfth meeting.) 
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Health science and technology - health promotion and care (Appropriation Section 3; 

Documents Рвг84 -85, pages 119 -218, ЕВ71 /1983 /RЕС/1, Part I, resolution EB71.R7, and 

Part II, paragraphs 34 -41, aid А36/5) (continued) 

Alcohol consumption and alcohol -related problems: development of national policies and 

programmes - consideration of a draft resolution (continued from the tenth meeting, 

page 133) 

The CHAIRMAN invited the Committee to consider the following draft resolution prepared 

by a drafting group: 

The Thirty -sixth World Health Assembly, 

Recalling previous resolutions, particularly resolution WHA32.40, concerning the 

development of WHO's programme on alcohol -related problems; 

Reiterating the firm conviction that alcohol -related problems rank among the world's 

major public health concerns and constitute a serious hazard for human welfare, and that 

it is therefore necessary for Member States and for WHO to intensify their efforts 

to reduce these problems; 

Seriously concerned by the worldwide trends in alcohol consumption and alcohol - 

related problems, and by the promotional drives to increase the consumption of 

alcohol, especially in countries and in population groups in which its use was not 

previously widespread; 
Believing that increasing alcohol consumption and alcohol -related problems are 

incompatible with achieving health for all by the year 2000, and hence policies to 

reduce them must form an integral part of the strategy for health for all; 

Recognizing that an effective strategy to tackle alcohol -related problems 

necessitates comprehensive national alcohol policies; 

Mindful that effective national alcohol policy requires a concerted effort 

consisting of a wide variety of measures for prevention, appropriate services for 

management with emphasis on the primary health care approach, and supporting research 

and evaluation, giving high priority to prevention by reducing the availability of and 
demand for alcohol; 

Noting with satisfaction that the report of the WHO Expert Committee on Problems 
related to Alcohol Consumption) provides a thorough and authoritative summary of current 

knowledge applicable in this field and contains a number of important recommendations 

for WHO and Member States; 
Appreciating the work already carried out by WHO, and recognizing the important 

contribution of the Technical Discussions held at the Thirty -fifth World Health Assembly 
on "Alcohol consumption and alcohol -related problems" for future developments; 

1. URGES Member States to identify the actual and anticipated problems associated with 

alcohol consumption; 

2. RECOMMENDS that Member States: 

(1) formulate comprehensive national alcohol policies, with preventive 
measures as a priority, and with attention to populations at special risk 
within the framework of the strategy for health for all; 

(2) develop mechanisms to coordinate programmes and activities for reducing alcohol - 
related problems on a planned, continuous and long -term basis; 
(3) give serious consideration in their national alcohol policy to all measures 
suggested in its report by the WHO Expert Committee on Problems related to Alcohol 
Consumption; 

(4) implement the policy adopted and evaluate its effectiveness with a view to 
further policy development; 

3. REQUESTS the Executive Board to monitor and evaluate the development of WHO's 

alcohol programme; 

1 WHO Technical Report Series, No. 650, 1980. 
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4. REQUESTS the Director -General: 

(1) to continue and intensify WHO's programme on alcohol -related problems as an 

integral part of the strategy for health for all through a primary health care 
approach, as envisaged in the Seventh General Programme of Work, and, in accordance 
with resolution WHA32.40; 

(a) to strengthen further_WHO's capacity to respond to requests from Member 
States to support their efforts in dealing with alcohol -related problems; 

(b) to carry out studies on factors affecting alcohol consumption patterns 

and on measures to influence these patterns; 
(c) to promote further joint consideration by the organizations of the 

United Nations system and nongovernmental organizations of the problems 

associated with alcohol and their alleviation; 
(d) to seek additional funds from relevant United Nations bodies as well as 

governmental and nongovernmental sources; 

(2) to ensure that necessary organizational, staffing and budgetary implications 

for the Organization are taken into account in the preparation of the programme 

budget for 1986 -1987; 
(3) to use all possible mechanisms for drawing attention and giving publicity to 

health problems related to alcohol consumption, for example by selecting this topic 

as a theme for a future World Health Day; 

(4) to report on the progress made to the Thirty- eighth World Health Assembly. 

Professor OZTURK (Turkey), Chairman of the drafting group, said that all the participants, 

of whom there had been many, had made significant contributions to the drafting of the 

resolution before the Committee. Many of the amendments proposed by the delegate of the 

United Kingdom of Great Britain and Northern Ireland, Dr Reid, concerning rewording had been 

accepted as proposed or with slight modification. The most crucial point had been the term 

"alcohol consumption ". It had been decided to retain the term in the text where deemed 

necessary. In other contexts it had been deleted or the text had been rephrased. The 

essence of the draft resolution proposed by the Executive Board had been retained, but 

several points had been added, in particular to include high -risk or special population 

groups. The final version of the draft resolution had been unanimously accepted by the 

drafting group. 

The draft resolution proposed by the drafting group was approved.1 

International Drinking Water Supply and Sanitation Decade - consideration of a draft 

resolution 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by 

the delegations of Barbados, Brazil, Canada, Chile, China, Egypt, Gabon, Federal Republic of 

Germany, Indonesia, Morocco, Philippines, Swaziland, Thailand, United Kingdom of Great Britain 

and Northern Ireland, United States of America, and Yemen. 

The Thirty -sixth World Health Assembly, 

Noting with appreciation the report2 of the Director -General relating to the 

International Drinking Water Supply and Sanitation Decade (1981 -1990); 

Recalling resolution WHA34.25 and particularly its emphasis on the Decade approach 

and its recommendation to Member States that they concentrate water supply and sanitation 

programmes on their priority health problems; 

Noting with concern that, despite the progress made, including the increased 
external technical and financial support, and although almost a quarter of the Decade 

has already gone, countries are still encountering difficulties in achieving the goals 

they and the Decade have set and in accelerating their Decade programmes; 

Considering that in this respect the national health agencies have a special role 
to play in promoting the Decade and in contributing to the attainment of its aims as 

part of primary health care activities, and particularly the training and use of 

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

resolution WНАЗ6.12. 
2 
Document А36/5. 
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community -based workers, health education and public information, and the strengthening 
of the health infrastructure; 

Noting that, despite the general acknowledgement of the importance of intersectoral 
cooperation and action, many national and international agencies have not yet taken 
steps to introduce the changes of approach that the Decade requires; 

Recognizing that it is essential to seize now the opportunity of improving health 
through the provision of safe drinking -water supplies and adequate sanitation services; 

1. CALLS for a vigorous effort by all concerned to ensure substantial progress towards 
the goals of the Decade; 

2. URGES Member States to pursue the following plan of action: 

(1) to accelerate the adoption of national policies and the drawing -up of sound 

plans through which priority can be given to underserved urban and rural populations, 

bearing in mind that improved sanitation should go hand in hand with the provision 
of safe water; 

(2) to ensure that their health agencies take practical steps, as proposed by the 

Director -General, to promote the concept of safe drinking -water supply and sanitation 
as an essential component of primary health care and to allocate the necessary 

resources and manpower; 
(3) to ensure that all agencies with operational responsibility for water supply 

and sanitation, including, where applicable, ministries of health, develop: 

(a) programmes to extend coverage to the whole population, with priority to 
underserved urban and rural groups; 
(b) institutional structures that will enable communities to assume 

responsibility for important tasks in planning and implementation, aid, more 

particularly, in operation and maintenance; 

(c) human resources with particular emphasis on middle -level and basic manpower; 

(d) the use of the health system's capacity for community and public health 

education; 
(e) low -cost technology for drinking -water supply and sanitation; 

(f) arrangements for drinking -water quality surveillance and control; 

3. INVITES the regional committees: 

(1) to review the Decade's progress, at their 1983 sessions if possible, in the 

light of the regional health - for -all strategies, to propose measures that 

national health agencies can take to ensure the adoption and implementation of the 
above -mentioned national plans of action, and to include relevant parts of these 
plans in country reviews of the utilization of resources for primary health 
care; 

(2) to adopt regional measures to support countries in strengthening their Decade 
activities; 

4. URGES the multilateral and bilateral agencies concerned: 

(1) to support health -oriented national Decade plans in accordance with resolution 
WHA34.25; 
(2) to participate in efforts to coordinate external contributions to Decade 
activities at country level; 
(3) to pay particular attention to supporting infrastructural improvements and 
measures to enable countries to absorb external support more fully and use it more 
effectively; 

5. REQUESTS the Director -General: 

(1) to continue to collaborate both with health agencies and with other agencies 
concerned in carrying out their tasks and activities in support of the above - 
mentioned plan of action, paying special attention to obtaining the greatest possible 
benefits for health, extending coverage to the underserved, and ensuring that 
sanitation develops pari passu with water supply; 
(2) to strengthen the Organization's technical cooperation, particularly in regard to 
human resources, evaluation, research, information exchange and technological 
development, and, in collaboration with all the bilateral and international agencies 
concerned, to try to obtain a substantial increase in support for Member States in 
these respects; 
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(3) to continue to cooperate with multilateral and bilateral agencies by keeping 
them informed on needs for external cooperation, persuading them to direct more of 
their resources towards the crucial needs of Member States in regard to infra - 
structural improvement, and ensuring that their support is of the greatest possible 
benefit to health; 

(4) to continue to collaborate with the other agencies of the United Nations 
system in the Steering Committee for the Decade, and specifically with Resident 
Representatives of the United Nations Development Programme in their focal role 
at country level, and to use these means to ensure that the Decade has the 

greatest possible impact on progress towards health for all; 

(5) to prepare a mid -Decade review of progress for submission to the Thirty -ninth 
World Health Assembly. 

Dr BORGONO (Chile) said that the draft resolution proposed by his delegation and the 
fifteen co- sponsors was based on the Director -General's report on the Decade (document А36/5). 
They considered it essential that a resolution be adopted by the Health Assembly for the 

following reasons. The importance of the subject was not in question, it had been 
acknowledged repeatedly. But it was felt that despite the progress achieved, in view of the 
great technical and financial aid requirements if the goals of the Decade were to be attained, 
and as almost a quarter of the Decade had passed, it was worthwhile highlighting that important 
subject, especially since the intersectoral cooperation aspect was of outstanding importance 
for all of the Decade's projects. The draft resolution was therefore addressed to Member 
States, regional committees, multilateral and bilateral agencies, and the Director -General. 

The draft resolution had been carefully reviewed several times over by the co- sponsors, 
with assistance from the Secretariat and he hoped that the final version could be approved 
rapidly without giving rise to any major problem. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) agreed that the matter was of utmost 
importance. However, as the agencies responsible for the implementation of the activities 
of the Decade were not the health agencies in all countries, the words "health agencies" in 
paragraph 2(2) should be replaced by the words "national agencies ". The subparagraph might 
then be divided into two parts to read as follows: 

(2) to promote, as proposed by the Director -General, the concept of safe drinking - 

water supply and sanitation as an essential component of primary health care; 

(3) to ensure that their national agencies take practical steps and allocate the 

necessary resources and manpower to implement the above concept; 

the remaining subparagraphs being renumbered accordingly. 

The draft resolution, as amended by the delegate of the Soviet Union, was approved.' 

(For consideration of further draft resolutions, see summary record of the twelfth 

meeting, page 179.) 

The meeting rose at 12h30• 

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

resolution W136. 13. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85 and ЕВ71/1983/REС/1, Part I, resolution ЕB71.R3 and Annex 1, and Part II) 

(continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WНА33.17, para raph 4(1), 

WHА33.24, paragraph 3, and WHА35.25, paragraph 5(3); Documents PB/84 -85, ЕВ71 /1983/REС/1, 

Part II, Chapter II, and A36/INF.DOC./5) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/84 -85, pages 219 -297, and ЕВ71 /1983 /REС/1, Part I, resolution EВ71.R11 and 

Annexes 4 and 5, and Part II, paragraphs 42 -46) (continued) 

Professor CHINTU (Zambia) was pleased to see, in paragraph 2 of the programme statement 
for programme 13.11, that a target had been given for reducing morbidity due to sexually trans- 
mitted diseases through the provision of early and appropriate treatment to 70% of treatable 
cases and through the establishment of a human environment less conducive to disease transmission. 

He welcomed the intention of WHO, as set out in paragraph 7, to continue to support epidemio- 
logical, clinical and etiological studies of various sexually transmitted diseases, the factors 
leading to complications and sequelae and those favouring perinatal and congenital transmission. 
He was pleased that WHO's intentions had been reflected in increased budgetary provisions, 
particularly for the African Region. 

In his country a programme on sexually transmitted diseases had been launched with the 
cooperation of the International Development Research Centre of Canada; it had provided useful 
information that had served as a basis for activities for the control of sexually transmitted 
diseases (especially syphilis) at the primary health care and other levels. 

Commenting on programme 13.15, he said that cancer was becoming increasingly prevalent 
in the African Region, and that the statistics from the Region underestimated the real extent 
of the problem. He would like to see more activities in connection with training in cancer 
detection and epidemiological aid treatment aspects. He was concerned to see that the budget 
allocation for the African Region had been reduced by US$ 53 900. He would have liked to 
have seen the activities described in the programme statement adequately reflected in budgetary 
terms. 

His delegation supported the draft resolution on cardiovascular diseases, and wished to be 
included among the co- sponsors. 

In connection with programme 13.17 (lather noncommunicable disease prevention and control 
activities), he noted with satisfaction the attention being paid to research and training on 
health aspects of hereditary diseases, Sickle cell disease was a major health problem in his 
country, and his delegation welcomed activities such as the seminar to be held in Nicosia later 
in the year on the prevention of hereditary haemoglobinopathies. 

Dr BELLO (Malawi) noted with satisfaction the objectives and plan of action for 
programme 13.1 (Immunization) and the increase in budgetary allocations for that programme. 
Malawi attached great importance to the Expanded Programme on Immunization as one of the pillars 
of primary health care, He wished however to reiterate the concern expressed by other 
delegations in regard to the problem of the cold chain in relation to unstable vaccines, such 
as measles and oral poliomyelitis vaccines. There was a great need for vaccines capable of 
standing up to tropical conditions, and efforts to develop them should be encouraged. The 
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development of refrigerators using energy sources other than electricity or kerosene was also 
an urgent matter. In Malawi, after some mass control campaigns against specific diseases 
such as measles and poliomyelitis, immunization activities had been integrated into the maternal 
and child health programme. By the end of 1982 1020 regular delivery points for immunization 
were functioning throughout the country, the coverage figures being 86% for BCG, 65% for 
measles, 66% for third -dose DPT and 68% for third -dose poliomyelitis. Mid -level management 
courses and courses on cold -chain logistics and repairs had been very useful in increasing the 
knowledge of health workers in Malawi, and his delegation looked forward to continuing support 
for such activities from WHO and others in the future. 

His delegation shared the concern expressed by previous speakers regarding malaria 

(programme 13.3); the situation required further attention. In Malawi malaria ranked high 

on the list of the top 10 killer diseases among children; unfortunately the only line of 

attack was to attempt to suppress malaria in children and pregnant mothers through the clinics, 

but that was not making much impact. More research was required on effective methods and 

approaches for control. WHO's efforts through the Special Programme for Research and Training 

in Tropical Diseases were to be commended and encouraged. 

In connection with diarrhoeal diseases (programme 13.6), his country had learned some 

valuable lessons during the cholera epidemics between 1973 and 1975. It was obvious that the 

health services alone were insufficient and ineffective in controlling the disease; community 

involvement was essential. Other diarrhoeal diseases could certainly be controlled in the 

same way. Diarrhoeal disease was a major killer in children, even though it was now known 

that simple procedures such as teaching people about the preparation and administration of 

oral rehydration fluids could save thousands of lives. His delegation welcomed all efforts 

by WHO and other agencies to draw the attention of all concerned to the targets and plan of 

action on diarrhoeal diseases as set out in the proposed programme budget. 

It was impossible to discuss diarrhoeal disease control without referring to the question 

of community water supply and sanitation. Malawi regarded the availability of safe drinking - 

water as a priority target. With the cooperation of UNICEF and others, the Government had 

launched a very successful community -based programme of gravity -fed piped water schemes for 

rural populations wherever possible, at the same time exploiting the use of ground -water and 

arranging the protection of shallow wells. A master plan on sanitation had been prepared with 

WHO collaboration and within the framework of the International Drinking Water Supply and 

Sanitation Decade. 
Malawi was one of the countries still trying to come to grips with the problem of 

tuberculosis (programme 13.8). He therefore welcomed the studies and trials of shorter 

regimens reduce the rate of defaulters. Assistance was also required for activities in 

connection with tracing and case -finding. A pilot project had been started in one district 

in Malawi with the assistance of Medicus Mundi Internationalis to try out control methods using 

the primary health care approach; the experience and knowledge thus gained would provide a 

basis for application to the whole country. 

His delegation wholeheartedly supported the proposed programme on disease prevention and 

control. 

Dr SRIYABHAYA (Thailand), referring to programme 13.1 (Immunization), said that in Thailand 

the expanded programme on immunization had only been started in 1977, but considerable progress 

had been made during the past five years, thanks to the collaboration of DANIDA, UNDP, UNICEF 

and WHO, particularly with regard to training, planning and management, logistics and the 

cold chain. By 1981 about 70% of all infants under 12 months of age had received BCG vacci- 

nation and the first doses of DPT and poliomyelitis vaccine. That had been confirmed both 

by coverage assessment surveys - which were now carried out as a regular feature of programme 

evaluation - and a survey undertaken by a joint Government/WHO /UNICEF review team in 1982. 

There was still a considerable drop -out rate between doses of DPT and poliomyelitis vaccine, 

and the coverage of pregnant women regarding tetanus vaccination was inadequate reflecting a 

low level of community involvement. With the collaboration of WHO a demonstration and training 

programme on immunization had been underway in Thailand since 1981. It included firstly, a 

training course for mid -level health management personnel, making use of the relevant WHO 

training course modules which had been translated and modified; as a result it had been 

possible to complete the training of about 700 district health officers and 72 assistant 

provincial health officers, with training in diarrhoeal disease control later being included. 

Secondly, demonstration and training areas were being established, particularly for WHO fellows 

from overseas. Thirdly, an epidemiological study was being carried out on the incidence of 

measles and subsequent complications, the resulting data serving as a basis for a decision as 
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to the inclusion of measles in the immunization programme for 1984. Fourthly, with a view to 

increasing the level of community involvement, sociological research was being undertaken to 

ascertain the causes of failure to attend immunization sessions. 

Malaria (programme 13.3) constituted the most important communicable disease problem in 

Thailand, where there had been a resurgence of the disease since the 1960s, and it now 

received top priority among communicable disease control programmes. The situation had been 

further aggravated by the influx of refugees from neighbouring countries, resulting in a 

reported increase of some 100 000 confirmed cases during 1981 and 1982. The problem of the 

refusal of the population to accept insecticide spraying was being combated by encouraging 
community involvement, training village health volunteers in surveillance and involving 
the community in the hiring of villagers to carry out the spraying. The resistance of 
malaria parasites to chloroquine and subsequently to the sulfadoxine -pyrimethamine combinations 
had aggravated the problem, and there was the question of how long it would be before they 
became resistant to new drugs. It was gratifying to note the degree of interest shown by WHO 
and various technical institutions in research on malaria. He expressed his delegation's 
gratitude to WHO, USAID and the Japanese Government for their support for the malaria programme; 
it had also welcomed the statement by the delegate of Canada that the Canadian Government 
intended to increase assistance to the Special Programme for Research and Training in Tropical 
Diseases in 1984 -1985. 

Regarding tuberculosis, he welcomed the Director- General's report on the global 
situation, and expressed gratitude to the International Union against Tuberculosis for its 
support to control programmes, particularly in developing countries. His delegation was 
concerned regarding the possibilities of achieving the second target listed in paragraph 2 

of the programme statement on tuberculosis (programme 13.8) - namely, that by 1989 all 
developing countries would have formulated and implemented national tuberculosis control 
programmes as an integrated component of primary health care, and that BCG vaccination and 
effective diagnostic and treatment facilities would be readily available to all requiring 
them. Progress in implementing tuberculosis control programmes had in fact been very slow 
in the developing countries - although there was, of course, no doubt that the WHO approach 
was the only meaningful way of tackling the problem. Problems included inadequate diagnostic 
facilities (for example, for sputum microscopy) and failure to complete treatment. Progress 
achieved in the past 15 years had been very meagre, mainly due to shortages of staff and 
facilities. Although effective treatment regimens were available for curing 70% of patients, 
in Thailand it was very difficult to maintain regular treatment for a whole year, largely 
owing to lack of progress in integration and to socioeconomic problems and the tendency of 
people to migrate to find seasonal work. Use of short - course regimens had been well accepted 
aid yielded good results; however, the price of the drugs suitable for such use prevented 
application on a large scale. At the World Conference of the International Union against 
Tuberculosis, held in Brussels in 1978, the hope had been expressed that the cost of drugs such 
as rifampicin and pyrazinamide would be reduced - but it seemed that that hope was far from being 
fulfilled. 

The key to successful control of disease was the implementation of the strategy for 
health for all and, in particular, the organization of health systems based on primary health 
care. There was the problem of planning and management - how to integrate all the various 
components of primary health care - the programmes on immunization, diarrhoeal diseases, 
acute respiratory infections, malaria, tuberculosis, and leprosy - into comprehensive health 
services, with very limited resources. Suitable work systems had to be devised for health 
workers, who were faced with the challenge of dealing with an increasing number and variety 
of programmes. There was also the vital question of training. Primary health care and 
community workers had to be trained to cope with a variety of duties; in that connection, 
integrated training modules should prove valuable. 

Dr BRITO EVORA INOCÉNCIO (Cape Verde), expressing her support for the programme as a whole, 
said that communicable diseases were the most important cause of morbidity and mortality in 
the developing countries, but she also wished to stress the importance of noncommunícable 
diseases such as diabetes, cancer aid cardiovascular diseases, the incidence of which was 
increasing. The proposed primary health care approach and the application of appropriate 
techniques within a well -structured health management system should make an effective contri- 
bution to the various programmes described in the proposed programme budget. Malaria 
(programme 13.3) remained a terrible scourge in tropical and subtropical countries and consumed 
a large part of the available health resources. She was therefore pleased to see the emphasis 
on malaria research, especially in the field of vaccine production. Diarrhoeal disease was 
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the number one cause of infant mortality in her country. Hence the extreme importance of 
implementing the oral rehydration technique, bringing in the community, and carrying out 
further research. Tuberculosis was a costly public health problem, necessitating an improvement 
in the socioeconomic conditions of the population; in that connection there had been fruitful 
cooperation with the International Union against Tuberculosis. 

Dr LEPPO (Finland) said that one issue which had not received the attention it deserved 
in the proposed programme budget was smoking control. He had been pleased to see the 
emphasis placed on "primordial" prevention in the cardiovascular disease programme (paragraph 3 

of the programme statement in programme 13.16), and also the approach toward a combined control 
of noncommunicable diseases by modification of life -styles. Smoking control could be a 
significant element in that approach, but no budgetary allocation appeared to have been made 
for global or interregional activities in connection with the WHO programme on smoking and 
health or with the international clearing -house for information on smoking and health. An 
allocation of US$ 500 000 had been made to those two programmes during 1982 -1983. Was the 
failure to fund smoking control due to the uncertainty over extrabudgetary funds at the time 
of preparation of the programme budget, or had global and interregional activities been 
dispersed to regions? He would like clarification on the total amount allocated to smoking 
control from the regular budget and extrabudgetary funds in 1984 -1985. WHO's leadership in 

worldwide activities on smoking control should be strengthened, and delegates should be given 
information on the status and funds of WHO's programme on smoking and health. 

Dr LÊ DIEN HONG (Viet Nam) expressed his country's gratitude for the effective help being 
extended by WHO to the Vietnamese people. His delegation supported the proposed programme 
budget for 1984 -1985. 

For many years past, Viet Nam had concentrated its endeavours on communicable disease 

control. In connection with the Expanded Programme on Immunization his delegation felt that, 
under programme 13.1, WHO should devote increasing attention to ensuring effective functioning 
of the cold chain, especially at the lower levels, in view of the many practical difficulties - 

for example, shortage of energy and lack of technical competence on the part of personnel. 
In Viet Nam the problem was being solved through coordination between basic health services 
and planned community participation. 

Regarding vector control, in the tropical areas of South -East Asia and the Western 
Pacific particular emphasis should be placed on the problem of misuse of insecticides and 
the development of insecticide resistance in vectors, and the need for research in that area. 

In Viet Nam disease control called for the increasing use of insecticides, and pesticides 
were also being used to an ever - growing extent in agriculture - giving rise to serious public 

health problems. The use of biological methods of vector control was very limited. 

It was essential to integrate the achievements of the main primary health care programmes, 
particularly on the periphery, so as to ensure maximum effectiveness and the most efficient 

use of funds. In his own country, as a pilot project the Expanded Programme on Immunization 
had been integrated with diarrhoeal disease control and child nutrition, and diarrhoeal 
disease control programmes had been linked with activities for the International Drinking 
Water Supply and Sanitation Decade. 

Education and training were clearly of the utmost importance, and medical faculties had 

been oriented towards the preparation and recycling of medical and health cadres, health 

education of the public, the establishment of pilot projects, and evaluation. 

Professor NÁJERA (Spain) said that, since the time available was not sufficient to permit 
delegations to propose specific changes adducing sound scientific and economic arguments in 
support, he would confine his comments to a number of general points. 

He warned against the risk of maintaining vertical programmes, since that could not 

achieve maximum effectiveness. Progress should be aimed at the total integration of 

activities into primary health care, and past experience should be the subject of critical 

analysis rather than be followed as a routine. A measure of general pessimism had been 

expressed by a number of delegations regarding the general health situation, and more 

particularly with regard to a number of diseases, such as tuberculosis and malaria. The 

utmost caution should, therefore, be exercised before recommending measures which could not 

be efficient if carried out on a large scale or in respect of which there was still some 

difference of opinion. The concept of integration of primary health care was in a number of 

cases the only common denominator between countries with vastly differing per capita incomes. 

Stress had already been laid on the imperative need to ensure that primary health care 

had full epidemiological support, based on comparable data. Proper evaluation was also vital. 
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Only truly effective measures directed towards the individual should be integrated into 

primary health care, it being borne in mind that treatment was the best form of prevention 

where many of the problems were concerned. 

He also stressed the need, in environmental measures, for an integrated intersectoral 

approach with the departments of agriculture and community development as that would make for 

efficiency in dealing with diarrhoeal diseases, malaria, other parasitic diseases, zoonoses, 

vector control and so on. Joint action on a regular basis should be initiated, as that was 

vital to success. His delegation supported the proposed programme budget on disease prevention 

and control, but hoped that the proposals for the following biennium would show more clearly 

that activities were integrated, and how they were integrated, within the framework of primary 

health care. 
He commended the presentation of activities on cardiovascular diseases (programme 13.16) 

and stressed the desirability of strengthening the training of epidemiologists, who should not 

be specialized solely in cardiovascular diseases, so as to ensure that activities were evaluated 

on the basis of a more general scientific methodology, within the broader context of community 

health. 

Dr OLDFIELD (representative of the Executive Board) noted that, in the course of the 

discussion both on the present and on the previous chapter, several delegations, including 
those of India, Egypt and Czechoslovakia, had expressed concern that far too many topics had 
been included in those two chapters, and had expressed the view that it would be desirable for 
them to be broken down further in future budgets. Naturally, the intention of the Executive 
Board, which had been responsible for an examination of the proposed programme budget, was to 

serve the Health Assembly to the best of its ability. At the end of the present session of 
the Health Assembly the Board would be evaluating the Assembly's proceedings and making 
suggestions as to how they could be made even more effective in the future. He therefore 
assured the Committee that those suggestions would be taken fully into account. 

The DEPUTY DIRECTOR- GENERAL expressed appreciation for the clear and constructive 

appraisal which had taken place. All suggestions would be noted, and the Director -General 
would make every effort to be guided by them. 

The requests made by delegations for zero growth in the Organization's budget had 
necessarily been adhered to. However, through restructurization of programmes and the best 
utilization of scarce resources, it was felt that much could be done to ensure expansion in 

some of the most important programmes, the value of which had been particularly stressed. 

Various members of the Secretariat would reply to the specific points raised. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked delegations for the 

support they had expressed for the Expanded Programme, not only on behalf of the WHO Secretariat 

at headquarters and at regional and country levels, but, even more important, on behalf of the 

health workers at the national level who were ensuring the success of the Programme. He also 

acknowledged the valuable help extended by UNICEF, working in partnership with WHO. The 

various remarks made by delegations would be taken into account. 
On certain specific points, he noted that reference had been made by several delegations 

to the need for further research. That was certainly a continuing concern of the Expanded 
Programme, which was interested in improving the cold chain, vaccine stability and 
immunization schedules, and which was closely following developments with respect to 
inactivated poliomyelitis vaccine and measles vaccine administered by aerosol. 

In reply to the delegate of Israel's inquiry whether there was a particular age for measles 
immunization which might permit optimal prevention of deaths, although it might not optimally 
prevent cases, he said that WHO looked forward to reviewing the new data mentioned, but that 
observations to date had shown that the optimal age for measles immunization would be similar 
both from the viewpoint of preventing deaths alone or considering deaths and cases together. 

In reply to the comments by the delegate of the United Republic of Tanzania on the need 
for further improving the stability of measles vaccine, he said that, while some further 
improvements could be expected, no dramatic breakthroughs were in view. WHO was instead 
investing in the development of a time temperature indicator which could be applied to individual 
vaccine vials to warn workers if the vaccine had lost potency. Another type of indicator, 
which showed whether vaccines had been shipped and stored under appropriate conditions, was 
already being used. 
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The question raised by the delegate of Chile regarding current levels of immunization 
coverage had touched upon concerns about programme progress and the transfer of international 
resources also mentioned by the delegates of the United States, Sri Lanka, and the United 
Kingdom. Time was indeed short, and much remained to be done. An intermediary target had 
been set: to cover 50% of the world's children with immunization services by the end of 1983. 

It was encouraging that three regions - namely, the Americas, Europe and the Western Pacific 
- would probably meet that target. However, the challanges still appeared formidable for the 
African, Eastern Mediterranean and South -East Asia Regions. There was reason for pride, but 

certainly not complacency, regarding joint programme efforts. 

It had been gratifying to note Czechoslovakia's achievements in the elimination of 
measles, and the Regional Director for Europe would welcome Czechoslovakia's offer to support 
measles elimination in other countries of the Region. 

Dr GRATZ (Director, Division of Vector Biology and Control) expressed appreciation for 
the comments made on the disease vector control programme. 

Replying to some of the questions raised, he agreed with the delegates of India, 

Indonesia, the Union of Soviet Socialist Republics, Gabon and Viet Nam that vector resistance 
to insecticides was a serious and growing problem for many disease control programmes. It 
had been reported in 1980, at the time of the latest meeting of the WHO Expert Committee on 
Vector Biology and Control convened to consider the resistance of disease vectors to pesticides, 
that 51 different species of anopheline mosquito vectors of malaria were resistant to one or 
more insecticides, that figure including 34 species resistant to DDT. Among the culicine 
mosquito vectors of disease, including Aedes aegypti, the vector of dengue, dengue haemorrhagic 
fever and yellow fever, 42 species had been reported as being insecticide resistant. Shortly 
before that latest expert committee meeting, the first ever report had been received of 

resistance in a sandfly vector of leishmaniasis, Phlebotomus papatasi, in Bihar, India. Since 
then, two important new reports of insecticide resistance had been received - namely, that of 
Simulium soubrense and Simulium damnosum to temephos within the Onchocerciasis Control Programme 
area in West Africa. Even resistance to the anticoagulent rodenticides had appeared in a 

number of rodent reservoirs of disease, though that appeared to be still limited geographically. 
To counter the spread of vector and reservoir resistance to pesticides, the disease 

vector control programme was working along a number of parallel lines. So as to maintain 
effective control of those vectors against which the use of pesticides was still necessary, 

considerable efforts were being made in close conjunction with pesticide industries in many 
different countries to develop effective insecticides with little toxicological hazard to 

man or to the environment and which led to no cross -resistance to existing compounds. 
Furthermore, considerable resources were being placed in the development of alternative methods 
of control - primarily, biological and environmental. However, the use of pesticides would 
continue to be the basis of disease vector control programmes for the foreseeable future, as 
had been indicated by the delegate of Ghana. The delegates of India and Zambia had referred to 
the explosive increase in the costs of vector control. That was in great part due to the 
increased cost of developing new pesticides which was now reported as between US$ 8 and 12 million 
for each new compound. Nevertheless, the industry was providing between б and 8 new compounds 
each year, and they were in the process of being tested in the field, mainly through national 
collaborating centres, as suggested by the delegate of the USSR. 

Emphasis had been placed by the delegates of Zambia and Egypt on the relationship between 
water resources development schemes and increased breeding of vectors of disease in those cases 
where drainage had been inadequate. The newly formed panel of experts on environmental 
management for vector control was stimulating greater understanding and concern on the part of 
development agencies of the dangers potentially inherent in water development schemes. 

Considerable resources had been devoted both from the regular budget and especially from 

the Special Programme for Research and Training in Tropical Diseases to the development of 

biological control agents - some of which, such as larvivorous fish, had been known and used 

for many decades. One of the achievements of the programme, however, had been the develop- 

ment and growing use of the bacterial toxin produced by Bacillus thuringiensis serotype H -14, 
also known as Bacillus thuringiensis, var. israelensis. Considerable research was continuing 
on that species in order to improve its formulations, and an extensive research programme 

was being carried out on other biological control agents through grants under the Special 

Programme to laboratories in many different countries. 

He concurred with the emphasis laid by the delegate of Kenya on the importance of 

improving management techniques, since more effective application of methods and materials 

already available could make possible far greater progress than hitherto. Regrettably, there 
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was a severe shortage of the well- trained professional staff necessary for that task, and 

that was apparent most often in precisely those endemic countries where the need was greatest. 

Accordingly, the disease vector control programme was placing great emphasis on the training 

of professional staff in the endemic countries, and he expressed appreciation for the support 
of the delegates of India, the Netherlands, and Gabon, who had stressed the importance of 
that aspect. With both bilateral support and the support of the Special Programme for Research 

and Training in Tropical Diseases, WHO had instigated a number of university courses for a two - 

year master of sciences degree in medical entomology and vector control in Indonesia, Ivory 

Coast, Kenya, Nigeria, Sudan and Thailand, and other such courses were in an advanced planning 
stage in Brazil, India and Panama. Such graduates would be able not only to advance the study 

of vector control problems in their own countries, but could also effect an improvement in 
planning and evaluation, which the delegate of the Netherlands still considered as being too 

vague. 

The disease vector control programme would continue its efforts to support the programmes 
for the control of vectors of malaria, parasitic diseases and such diseases as plague, typhus, 

yellow fever, dengue and dengue haemorrhagic fever, Increasing attention was being paid to 

the development of vector control methods which could be applied at the village level by 
the community itself, and an example of that was the use of traps against riverine species of 
tsetse flies in a number of areas in Africa, as well as the improvement of housing for the 

control of the triatomine vectors of Chagas disease. 

Dr NAJERA- MORRONDO (Director, Malaria Action Programme) expressed appreciation to all 
delegations for their comments and for the information they had provided on national plans 
of action and on collaboration with WHO. 

He fully shared the concerns voiced by several delegations regarding the intensification 
of problems which were diminishing the effectiveness or applicability of traditional control 
methods. Most speakers had indicated their alarm at the recent spread of drug resistance 
in Plasmodium falciparum and had stressed the need to monitor its impact on malaria control 
and to develop ways of containing it. WHO would continue to provide support and training 
as needed. 

The delegate of Thailand had referred to the problem of multiresistance to successive 
antimalarial drugs. In that respect, a scientific group meeting in September 1983 would 
study and provide guidance on the development of drug use policies aimed at reducing 
resistance development potential. 

An increasing number of malaria programmes, as had been mentioned by several delegations, 
were experiencing a growing divergence between the increase in the costs of conventional 
control activities and diminishing returns. As stressed particularly by the delegates of 
Venezuela and Yugoslavia, those trends might not be reversed until such time as the 
specialized antimalaria services were relieved of the operational costs of those activities 
that could progressively be taken over by the developing general health infrastructure, by 
organized community participation, and by intersectoral cooperation, within the strategy 
of primary health care. 

The delegates of Sri Lanka and the Netherlands had advocated caution in the 
implementation of integration of malaria programmes within primary health care. It should 
be borne in mind that hasty attempts at integration of services in the past had often 
failed, since the capacity to deal with malaria had baen dismantled before the capacity to 
deal with health problems had been developed. The serious malaria outbreaks arising out 
of that unfortunate experience had in some cases forced a return to vertical approaches and 
had hampered the smooth development of the health services infrastructure. In view of 
those risks, it was now recognized by most countries that the integration of antimalaria 
services into a developing primary health care system should be approached cautiously and 
its progress synchronized with local conditions and resources. Evaluation of country 
experiences and health services research in key issues would play an essential role, as had 
been recommended by the delegate of Venezuela and others. 

Intercountry and regional workshops had been meeting since the previous year in order 
to review experiences and study constraints in the control of malaria through primary health 
care. A study group meeting in Geneva in November 1983 would review global experience and 
attempt to extract pragmatic guidance on feasible processes and their conditions of 
applicability. That, together with other meetings on malaria chemotherapy in 1983 and 
on the biology of malaria parasites in 1984, would provide the basis for an expert committee 
meeting, to be convened as soon as possible. 
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The delegates of Gabon, Rwanda and India had recommended the strengthening of training 
as a key instrument for achieving the required ability to develop locally adapted strategies 
of control. WHO was promoting and supporting the creation of coordinating mechanisms at 
country, intercountry, regional and global levels to optimize the use of existing resources, 
with a view to strengthening them and improving their suitability to meet programme needs. 

In cooperation with the Special Programme for Research and Training in Tropical Diseases, 
the malaria action programme was promoting and supporting research for new control tools, 
and was giving particular attention to field research aimed at better utilization of 

existing tools. He was grateful to the delegations of the United States, United Kingdom, 
Gabon, Malawi, and others which had supported those activities. 

If those steps were pursued successfully, all countries would be able to develop 
adequate antimalaria activities, the need for which had been stressed by the delegate of the 

Soviet Union and the targets of the Seventh General Programme of Work would become attainable. 
The impact on socioeconomic development had been referred to by several delegations. 

The malaria action programme, in collaboration with the Special Programme for Research and 
Training in Tropical Diseases, was stepping up research on the social, cultural and economic 
factors which determined particular epidemiological situations and their amenability to 

control, as had been pointed out by the delegate of Thailand. 

The interrelation of those factors with ecological changes and their potential relevance 
to control made them essential elements for the selection of control methodologies. 

Particular attention was given to economic development projects, to which the delegates of 

Zambia and Egypt had referred, and where malaria control needed to be developed in a spirit 

of intersectoral and interagency cooperation. 

Dr DAVIS (Director, Parasitic Diseases Programme) welcomed the comments and suggestions 
made and the questions raised regarding the parasitic diseases programme. He would comment on 
the general programme of parasitic diseases, and Dr de Raadt would deal with specific points 
raised on African trypanosomiasis and leishmaniasis. 

He fully agreed with the delegate of India who had drawn attention to the fact that high 
morbidity and mortality rates in children existed where major causal factors were a variety of 
parasitic diseases superimposed on a background of undernutrition or malnutrition. The 
importance of intestinal parasitic infections should not be underestimated; in that connection, 
the parasitic diseases programme had reactivated a programme of teaching, training, research, 
and control - through primary health care mechanisms - of intestinal protozoan and helminthic 
infections. 

He also agreed with the delegate of India that control should be area -specific, based on 
local epidemiology, using appropriate technology through delivery systems based on the primary 
health care approach. Collaboration between regional offices and headquarters was increasingly 
and continuously close, and technical cooperation between countries with similar ecologies 
and epidemiological conditions would surely follow. 

The delegate of Zambia had referred to water -resource development and the resultant 
increase in schistosomiasis. That was of particular interest to the parasitic diseases 
programme, where the programme of disease prevention and control in water -resources development 
schemes had a long history. In that context, the importance of the International Drinking 
Water Supply and Sanitation Decade was well appreciated and, in general, the work of the 

Decade - if successful - would, by being of such fundamental public health importance, 

materially assist in the control of parasitic diseases in general. The parasitic diseases 

programme worked closely both with the programme for the promotion of environmental health and 

with that for disease vector control through the panel of experts on environmental management 
for vector control in the area of water resources development and health. 

The delegate of Egypt had also stressed the environmental background to many parasitic 

diseases. That factor, together with human behavioural variables and unchanging socioeconomic 

circumstances, made it probable that the time phase for control would have to be measured in 
the long term, rather than in the short term. 

Despite the well - publicized problems of parasitic diseases - which should not be under- 

emphasized - it should be realized that many profound advances had taken place in the previous 

15 years. Conceptually, parasitic diseases could be divided into two broad areas. First, 

there was the group of infections where an appropriate technology and delivery system to control 

morbidity had almost been achieved. That group included schistosomiasis, gastrointestinal 

protozoan and helminthic infections and African trypanosomiasis, where it was hoped that 

peripherally applicable simple diagnostic measures would shortly be available so that 

population coverage could be achieved and epidemics predicted and forestalled. 
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Secondly, there was the group of infections where progress in control was slower - or 

even non -existent - and it was evident that accelerated research inputs were necessary. The 

chemotherapy of Bancroftian filariasis and onchocercíasis and that of the leishmanial 

infections came into that group. Of course, the treatment of African trypanosomiasis was by 

no means satisfactory, but there were faint signs of light at the end of that particular tunnel. 

The delegate of the United States of America had referred to schistosomiasis and 

dracontiasis, or guinea -worm disease. In few other areas in tropical infections had there been 

as many productive advances as had occurred in the chemotherapy of schistosomiasis in the past 

15 years. With the advent of three factors - namely, highly effective orally -administered 

antischistosomal drugs, simple technical means of quantitative diagnosis applicable at the 

most peripheral level, and a delivery system at the primary health care level - the strategy 

for the control of schistosomiasis had undergone a radical change and was now based on 

morbidity control in children through population -based chemotherapy. As mentioned by the 

delegate of the Federal Republic of Germany, close collaboration between that country's Agency 

for Technical Cooperation and the parasitic diseases programme had resulted in the 

implementation of schistosomiasis control activities with considerable success. 

In guinea -worm infections, the activities of WHO, through the combined work of the 

programmes on the promotion of environmental health, disease vector control, and parasitic 

diseases, had been numerous. He would be pleased to communicate a list of specific details to 

the delegate of the United States. 
The delegate of the Netherlands had suggested that the targets of the parasitic diseases 

programme were optimistic. In view of what had just been said, however, the Secretariat would 

be inclined to argue, amicably, with him. The targets listed were achievable by 1989 in those 

countries where operational programmes were in existence. 

He agreed with the delegate of the Netherlands that leishmaniasis was the Cinderella of 

the programme. That was due to staff constraints. It was, however, of interest to note that 

in November 1982 the first WHO Expert Committee on Leishmaniases had laid down the principles 

of epidemiology and control on a global basis. The report of the committee would be placed 

before the Executive Board at its next session and then before the Health Assembly. In 

addition, the African trypanosomiasis programme could be expected to be transferred almost 
wholly to country level by the late 1980s and the leishmaniasis activities would increase in 

parallel with that. 

Another question raised by the delegate of the Netherlands had related to the relationship 

between the parasitic diseases programme and the pharmaceutical industry. That story had 

started 21 years previously when WHO, in collaboration with the United Republic of Tanzania 
and the scientific staff of the United Kingdom Medical Research Council, had formed a 

Bilharziasis Chemotherapy Centre at Tanga to investigate the methodology of clinical trials in 

parasitic diseases. Three parasitic diseases had been chosen - schistosomiasis, filariasis 

and hookworm - which could all be treated within a common methodological framework. For many 

years that Centre, under WHO and national government auspices, had pursued that type of work. 

Liaison with industry had been obvious then and, since the old staff of the United Republic of 

Tanzania were now the old staff of WHO, that liaison had continued and the parasitic diseases 
programme continued to deal with the pharmaceutical industry on a basis of mutual technical 
interest without commercial considerations. The bases of common interest were the methodologies 
of clinical trials in parasitic diseases, of research and development for anti -parasitic drugs, 
and of optimal toxicological and pharmacological techniques. Multicentre trials of 

praziquantel in schistosomiasis had recently been concluded, and multicentre trials of oltipraz 
were under way with a French company, as were multicentre trials of albendazole, a broad - 
spectrum anthelmintic, with an American company; trials of benzimidazoles in echinococcosis 
with a Belgian company and trials of praziquantel for neurocysticercosis with a German company. 
All trials were performed to an agreed protocol drawn up by the WHO parasitic diseases programme 
and the company and central data -processing and analysis were ensured by a very close 
cooperation with the Epidemiological and Statistical Methodology unit. In that way there were 
major advantages to industry, to WHO and to Member States in acquiring information quickly, with 
maximum accuracy and minimal variation in technical methods. 

Dr DE RAADT (Parasitic Diseases Programme) said that the Secretariat had been gratified 
by the many encouraging comments made by delegates on the trypanosomiasis programme. A number 
of spectacular advances had been made in trypanosomiasis methods. New tests had been developed 

recently relating to the systematic screening of Trypanosoma brucei gambiense disease, the 

clinical assessment and treatment of patients, and vector control through self -help systems. 
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The delegate of Uganda had asked whether in the development of new techniques sufficient 
attention was paid to feedback from those persons who worked daily with those techniques. 

In 1980 a meeting had been held at the Regional Office for Africa, attended by representatives 
of the health services of the T. b. gambiense countries and by laboratory scientists involved 
in the development of new techniques; at that meeting the strategy for new techniques had 
been worked out. A summary report of the meeting, entitled "Control of sleeping sickness due 
to Trypanosoma brucei gambiense", had recently been published in the Bulletin.1 The 
development of the new techniques had been greatly stimulated by the generous donations made 
to the Special Programme for Research and Training in Tropical Diseases. The tests had been 
carried out to the stage that the techniques were now applicable on a large scale. 

Responsibility for control of application of the techniques lay with the countries 
concerned. The WHO programme would contribute in terms of coordination, training, the purchase, 
quality control and distribution of reagents and drugs, and the distribution of simple manuals. 
The two regional offices concerned and headquarters were ready to undertake those tasks. 

The delegate of the United Republic of Cameroon had expressed concern about the financing 
of the programme. Obviously, once trypanosomiasis research had resulted in the development of 
new techniques for control, their implementation by the health services could not be funded 
from a specific research fund such as that for the Special Programme. The amounts allocated for 
the control aspect of the trypanosomiasis programme were shown in the table on page 240 of the 
programme budget. The sum of almost US$ 325 000 available for the current biennium had been 
provided through the generous voluntary contributions of two Member States, supplemented by a 
donation from the funds of the African Regional Director's Development Programme. For the 

biennium 1984 -1985 some US$ 625 000 had been estimated. That sum was still under negotiation, 
and had not yet been guaranteed.' 

The delegate of Iraq had raised a number of questions concerning leishmaniasis. The 

resurgence of leishmaniasis after the interruption of malaria control was very common - as a 

result, usually, of the reappearance of sandflies. That meant that, inevitably, the parasite 
would be reintroduced through a human carrier or through one of the animal reservoirs. It was 
generally assumed that those who had been naturally infected could remain immune for the 

remainder of their lives. However, artificial immunity still caused problems. Much 
encouraging research was under way in that field, but so far trials in man had been restricted 
to deliberate infection under controlled conditions, and experience with such trials of 

vaccination had been limited to cutaneous leishmaniasis and were not yet ready for general 
application. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
thanked those delegates who had commented on the Special Programme. 

Several of the questions raised had related to the budget. In that connection, he wished 
to say that the budget figures shown on pages 248 aid 249 of the programme budget represented 

projections which would be refined as the various Scientific Working Groups finalized their 
plans. The final budget would be submitted to the Joint Coordinating Board in June. 

It was difficult to answer the question put by the delegate of Egypt concerning 

allocations to regions because under the Special Programme funds were not allocated in advance 
to regions or countries. They were allocated for the performance of specific tasks to be 

carried out by scientists working in their national institutions. Since the beginning of the 

Programme, a total of over 1700 grants had been made to scientists in 92 countries. The 

Secretariat could report to the Health Assembly on how the funds had been distributed region 
by region, in previous years but could not forecast for the coming biennium. Grants were made 

on the basis of decisions taken by scientists who met periodically. So far over 2800 

scientists from 126 countries had been involved in those periodic meetings. 

Collaboration with industry had proved very valuable. It was conducted in accordance 

with the guidelines and policies laid down by the governing bodies of WHO with regard to 

patents and protection of the public interest. 

The field component of malaria research had sponsored the training and the mapping of 

resistance to chloroquine in collaboration with the regional offices. The staff of malaria 

control programmes in endemic countries had been trained and equipped to continue monitoring 

the distribution of that phenomenon. 

1 Bulletin of the World Health Organization, 60: 821 (1982). 
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The Scientific Working Group on Chemotherapy of Malaria had made remarkable progress in 

the development of the drug mefloquine, which had been discovered over a decade ago by the 

Walter Reed Army Institute of Research, in the United States of America. The drug was being 

developed in collaboration with industry and it was hoped that within the next year or so it 

would be registered and available for use where indicated. 

It was satisfactory to note that as a result of the research on African trypanosomiasis 

sponsored by WHO with the support of the Special Programme, some new tools had reached the 

point at which they could be applied in the field. In that connection it would be recalled 
that an objective of the Special Programme was that the results of scientific work should be 

transformed into action in the field, with particular emphasis on simple, effective, safe and 

affordable tools. 

Significant scientific progress had been made in various fields (for example, regarding 

leprosy vaccine), but time would not permit a detailed description. 

In the matter of the strengthening of research capability and research institutions, the 

suggestion by the delegate of the United Kingdom - that a proper balance should continue to be 

maintained between research and development on the one hand and institution - strengthening on 

the other - had been noted. In that connection he was pleased to report that the Centre in 

Zambia, which had formerly been run by WHO under the Special Programme, had been taken over by 

the Government and was making a valuable contribution to the research and development 

work of the Special Programme in, for example, the testing of mefloquine and field work on the 
epidemiology of African trypanosomiasis. In 1982 the Government of Zambia had invested over 
US$ 1 million in support of the activities of the Centre. There were other examples of 
national authorities progressively assuming responsibility for activities that had been started 
by the Special Programme; those strengthened institutions were now in turn strengthening other 
institutions in their region as examples of technical cooperation among developing countries. 
The Centre was receiving trainees from other developing countries. 

The delegate of the Netherlands had suggested that the budget for 1984 -1985 might not be 
achieved through funds from voluntary donations, and had asked what would then happen to the 
Programme. It was to be hoped that sufficient funds would be received to make it possible to 
keep the Programme on course. If there was a shortfall in contributions, some of the 
activities planned would have to be curtailed. For example, the number of research and 
training grants would have to be reduced and the testing of malaria and leprosy vaccines would 
have to be slowed down. 

Finally, he expressed appreciation to those who had indicated that their Governments 
would provide additional financial support to the Special Programme. 

Dr WERASDORFER (Malaria Action Programme), reporting on the present status of malaria 
vaccine research with particular reference to the comments made by the delegates of Nigeria, 
India, and the United Republic of Tanzania, said that immunological research in communicable 
diseases had made unprecedented progress during the past decade. That progress had also 
benefited research on malaria immunology, especially vaccine research. Several viable 
approaches had been identified, including the development of causal prophylactic vaccines 
based on sporozoite surface antigens, transmission blocking vaccines based on gamete surface 
antigens, and clinically attenuating vaccines based on merozoite surface antigens. The 
progress had been made possible by the development of in vitro culture techniques of 
Plasmodium falciparum and other plasmodia, and also by the development of cell fusion or 
hybridoma techniques which were conducive to the production of monoclonal antibodies. Those 
developments represented a very essential research tool for the identification of protective 
antigens of the malaria parasite. Again, very recent progress towards the production of 
antigens through the structural analysis of proteins, genetic engineering and the synthesis of 
immunogenic polypeptides had opened up practical possibilities which were at present being 
actively followed up with a view to the production of protective malaria antigens. 

Those methods aid lines of research were being pursued very actively by the Special 
Programme for Research and Training in Tropical Diseases, in collaboration with other funding 
organizations and agencies and with the cooperation of a large number of institutions arid 

services throughout the world. Delegates could rest assured that the development of malaria 
vaccines was accorded high priority in the Special Programme. Nevertheless, a note of 
caution should be sounded, since the development of vaccines from a suitable candidate antigen 
into a vaccine which could be applied in practice was an arduous undertaking, -vaccine safety 
and efficacy evaluation being a time - consuming task of considerable complexity. 
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On the other hand, it should also be borne in mind that malaria vaccines, useful as they 

might be as tools for strengthening malaria control and improving its efficiency, would not 

constitute a panacea. Their role was to be seen in complementing other approaches to malaria 
control, which should therefore not be neglected. In short, the present progress in research 
on malaria vaccines opened up most promising perspectives, but, in spite of the Organization's 
determination to pursue the task most fervently, it would be unrealistic to expect that 

malaria vaccines would be available in the very immediate future - although, in all probability, 
there would be a need for field trials and vaccine assessment within the next few years. 

Dr MERSON (Diarrhoeal Diseases Control) noted that the delegate of Chile had inquired 

about the impact which the diarrhoeal diseases control programme was having in reducing 
diarrhoea mortality, and had asked what system the programme had for obtaining information to 

evaluate national programmes. In that connection it should be borne in mind that in most 

countries diarrhoeal diseases control programmes had only recently been initiated; thus it 

was still too early to assess the impact of most of those programmes on diarrhoea mortality 

and morbidity. However, there had been a few encouraging signs worthy of mention. 

Firstly, in hospitals in a number of countries the use of oral rehydration therapy had led 

to a substantial decrease in diarrhoea case fatality rates. That could be attributed to the 

fact that greater attention was being paid to the overall management of diarrhoea, as well as 

to a decline in the use of intravenous fluids and their associated complications. Such a 

decline in case fatality rates had been observed, for example, in hospitals in Costa Rica, 

Haiti and India. 
Secondly, the introduction of oral rehydration therapy had resulted in a decrease in 

hospital admission rates for diarrhoea in some countries such as Tunisia, the decrease being 
due to increased use of oral rehydration salts at the community level. 

Thirdly, the use of oral rehydration therapy had resulted in as much as a 90% decrease 

in the use of intravenous fluids in large hospitals in Bangladesh, China, Jamaica, Morocco, 
Philippines, and Tunisia. As the cost of treating a diarrhoea case orally was more than 80% 

less than that of treatment with intravenous fluids, it was clear that oral rehydration 
therapy could substantially decrease the cost of care. He agreed with the many delegates who 
had noted the important role played by UNICEF in national diarrhoeal diseases control 
programmes. 

In addition, there was also information from operational research studies that had been 
carried out in Bangladesh, India arid Egypt demonstrating that the application of oral 
rehydration at the household and community levels could decrease diarrhoea mortality by 

50% to 60% over a one -year period. 

It was expected that as the decade progressed it would be possible to report further to 

the Health Assembly on the impact of national diarrhoeal diseases control programmes in 
hospitals and in community settings. In 1982 the programme had initiated a management 

information system to measure progress in achieving its impact objectives and to provide 

information on the use of recommended strategies for programme management at global, regional 
and national levels. That management information system would become fully operational in 

1983 -1984 and, it was hoped, would be integrated with the information systems of other health 

programmes. WHO's diarrhoeal diseases control programme and the programme on health 

situation and trend assessment would be collaborating in the implementation of the management 
system. 

In order to obtain information rapidly on the impact and operations of a number of 

national diarrhoeal diseases control programmes a sentinel system had been established whereby 

certain countries were providing WHO with more detailed information on their activities. 
One of those countries, the Philippines, had reported in 1982 that coverage of diarrhoea cases 

by treatment with oral rehydration salts in eight regions of the country had been 43%, 

resulting in an overall decrease of 167, in diarrhoea mortality. 
WHO was also collaborating with countries in the planning and implementation of morbidity 

and mortality surveys to provide essential baseline data for planning purposes and for 

measuring programme impact. So far such surveys had been carried out in 11 countries, and 

in a number of them information had also been obtained on vaccination coverage. Those surveys 

had confirmed that in children below the age of five years diarrhoeal diseases accounted for 

at least one -third of all deaths. 

Finally, it was felt that a particularly effective tool to evaluate the progress and 

impact of national diarrhoeal diseases control programmes would be provided by intensive 

reviews known as "comprehensive programme reviews ". Such reviews, which had already been 

used with much success by the Expanded Programme on Immunization arid the maternal and child 
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health programme, involved the establishment of a small team of programme staff and nationals 

and experts from neighbouring countries to obtain and analyse, over a two -week period, 

managerial, operational and epidemiological information through the review of existing data 

collected at the time of the review. Programme achievements and operational problems were 

identified, and recommendations for future activities were made. So far such reviews had 

been carried out in four countries and there were plans to carry them out in a further ten 

countries in 1983. It was envisaged that by 1984 the diarrhoeal diseases control programme 

would be able to undertake the reviews in most countries jointly with the Expanded Programme 

on Immunization and the maternal and child health programme. 

The delegates of Egypt and the United Republic of Cameroon had inquired about WHO's 

policy regarding the use of cholera vaccines, especially in the control of epidemics. The 

Organization's policy for the past decade had been to discourage the mass use of cholera 

vaccines to control epidemics, since available vaccines could not prevent the carrier state 

and thus the spread of the disease; in addition, they tended to distract attention from more 

important control measures and provided limited clinical protection for a very short period. 

Furthermore, experience had shown that most of the vaccines applied had not had the required 

potency. 
The diarrhoeal diseases control programme was currently supporting research to develop 

new cholera vaccines which could prevent the carrier state, offer prolonged duration of 

protection with a high degree of efficacy, and have little or no side -effects. Especially 

through genetic engineering, it might be possible to develop such vaccines to be administered 

orally for the purpose of maximizing intestinal immunity and, possibly, of providing protection 

against other related bacteria also responsible for life - threatening diarrhoea. 

The delegate of Thailand had raised the important issue of how to provide management 

training for primary health care workers in a number of priority areas. In that regard it 

should be stated that the diarrhoeal diseases control programme had now developed a management 

training course for first -line supervisors designed for use at national aid sub -national 

levels and emphasizing not only diarrhoeal diseases control tasks, but also other primary 

health interventions such as immunizations and malaria control. The course followed the 

methods used for the programme managers' course and the management courses of the Expanded 

Programme on Immunization. Materials for the course would be available in three months' 

time. 

Dr PIO (Tuberculosis and Respiratory Infections), replying to questions put by delegates 

with regard to programme 13.7 (Acute respiratory infections) noted that the delegate of the 

United States of America had requested the Secretariat to state its views on the 

relationship between the tuberculosis and acute respiratory infections programmes. In fact, 

they were two quite different programmes, although for historical reasons they were managed 

within a single administrative unit. The acute respiratory infections programme had been 

started with the Sixth General Programme of Work in 1978. The programme was now well 

defined in the Seventh General Programme of Work. The immediate objective was to reduce 

mortality in children in the developing countries, where the present rates were very high. 

A technical advisory group had met in March 1983 in Geneva and had concluded that enough 

knowledge and technology were already available for countries to initiate programmes for the 

control of acute respiratory infections. 
The delegate of Egypt had drawn attention to the absence of a budgetary provision for the 

acute respiratory infections programme in the Eastern Mediterranean Region during the current 
biennium. However, the Regional Office had already prepared a medium -term programme of service 

and research activities. A regional meeting was planned for 1983 to discuss the programme and 
to stimulate the interest of national authorities in it. Consequently, the lack of budgetary 
provisions did not mean that no activities were being contemplated in that field. 

With regard to programme 13.8 (Tuberculosis), it could not be reasonably maintained that 

tuberculosis was a neglected disease. Tuberculosis was still considered a health problem in 
the developed countries, although it was declining rapidly at an annual rate of 10 %. As the 

delegate of Hungary had indicated, some Central European countries had detected an increase in 

the number of cases over the past few years, and there was some concern that the downward 
trend might have been reversed. However, no increase in the risk of infection had as yet 

been reported in those countries. The data would be studied with a view to ascertaining 
whether there was a real change in the downward curve in the incidence of tuberculosis or 

whether, as was more likely, what was happening was only a transient phenomenon. 
The situation was quite different in most developing countries, where the risk had 

either remained unchanged or had declined only very slowly. Nevertheless, there was no 
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proof that morbidity rates had increased. What had increased was the absolute number of 
cases reported during the past two decades, due to the fact that the population had doubled 
over that period. 

In view of that situation the sceptical remark made by the delegate of Norway regarding 
the epidemiological target set in the medium -term programme seemed very logical. It could 
not be denied that there had been some optimism when the target had been formulated in 1980. 
Nevertheless, the target could not be considered in isolation. The reasoning had been that 
if the Expanded Programme on Immunization, the programmes of health laboratory technology, 
essential drugs, and primary health care achieved their targets by 1989, then it was very 
likely that the tuberculosis programme would make the progress which had been so elusive in the 
1960s and 1970x. In fact, the target was too modest, a mere 2% annual reduction in morbidity 
in children and in the risk of infection. The 2% figure was the minimum of what could be 
measured within an acceptable range of statistical accuracy over a six -year period. BCG 
vaccination would achieve a much greater reduction of morbidity in children than the 2% proposed. 
Case finding and treatment were the main activities which could reduce the risk of infection. 
A gradual improvement in the early detection of cases and in patients compliance with treatment 
should produce the projected reductions. 

If the target were considered from the failure side it would mean admitting that 98 out 
of 100 potential new infections would not be prevented and would highlight the fact that the 
present tuberculosis control technology was not very effective. Even in the developed 
countries it was possible to prevent only 10% of potential new infections eve /y year. Thus 
there was a justified need for research on better control methods. The most promising field 
was immunology. With the financial assistance of the Government of Norway a new programme 
of immunological research had been launched in 1983. 

The delegate of Sri Lanka had asked whether the Secretariat could clarify the legitimate 
doubts regarding the efficacy of BCG. The well -known Indian study had provided no information 
concerning the prevention of tuberculosis in children because the case -finding method used had 
been designed to detect a sputum -positive pulmonary tuberculosis, whereas in children the 

common forms were either sputum -negative or extrapulmonary. The statement to the effect that 

the efficacy of BCG varied from zero to 80% did not apply to children. The many studies on 
BCG in infants and young children had all produced very positive results. Consequently, after 
the Indian study there had been no reason to modify the present policy of BCG vaccination 
within the Expanded Programme on Immunization. Even the Government of India had decided to 

continue the vaccination of children under five years of age. 

Some concern had been expressed regarding the apparent reduction in the budgetary 
allocation for tuberculosis. In fact, however, as shown in the last column of the table on 

page 259 of the programme budget, there would be an increase of almost US$ 600 000 in the 

regular budget allocation for 1984 -1985. The great decline was in the amount of extrabudgetary 
funding. However, in that respect there was a general problem which had been discussed many 
times in the Executive Board and the Health Assembly: when the proposed programme budget was 
prepared, most donor agencies were not yet in a position to pledge the amount of funds that 
would subsequently become available to WHO programmes two years later. The gap in extra - 
budgetary funding for tuberculosis between the previous biennium and the coming biennium had, 

in fact, been largely bridged. 
The Government of Sweden had promised to renew its collaboration with the Government of 

India, through WHO, in the amount of more than US$ 1 million per year over the next five years. 
Moreover the Arab Gulf Programme for the United Nations Development Organizations (AGFUND) had 

already granted US$ 400 000 for a programme in four countries in 1983 -1984. 

With regard to training, it should be borne in mind that for the past 15 years a joint 

WHO/Japan course on tuberculosis control had been held annually in the English language in Tokyo 
for the training of programme managers. Under a recent agreement with the Government of 
France, a similar training programme in the French language would be started soon. Thanks were 
due to the two Governments concerned for their collaboration. 

Finally, the close working partnership between WHO and the International Union against 

Tuberculosis had set a very high example of what international cooperation could be. The 

Director -General would like to avail himself of the present opportunity to express WHO's deep 

recognition of the Union's support for national tuberculosis programmes sponsored by the 
Organization. The partnership had been extended to cover the field of acute respiratory 

infections and other respiratory disease programmes. 

Dr ROUILLON (International Union against Tuberculosis) expressed her thanks to WHO and 

to Member States for the confidence placed in the International Union against Tuberculosis. 
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Their positive reactions to the Union's work would be an encouragement to its member associa- 
tions to increase their efforts to support and complement the decisions made by governments and 
by the Organization. Both in the field of tuberculosis and in that of acute respiratory 
infections and other respiratory diseases the Union was placing at the disposal of Member 
States its network of direct communication to convey useful information. 

There was one point regarding tuberculosis which had not perhaps been fully dealt with. 
It concerned the cost of treatment. Both in WHO and in the Union, sometimes jointly and 
sometimes independently, an effort had been made to achieve a reduction in the cost of drugs. 
Recently the Union had obtained very preferential prices for combined rifampicin and isoniazid 
and for pyrazinamide to be used in well -assessed programmes. Many studies had been made on 
the lowest possible useful dose of rifampicin in order to reduce the cost of treatment. 
Moreover, it was impossible to over -emphasize the importance of the work being done jointly 
with WHO to increase and improve diagnostic coverage and treatment with a view to achieving a 
real epidemiological impact. 

Dr SANSARRICQ (Leprosy) said that he had noted the comments made by the delegation of 

the Netherlands regarding the ambitious nature of the targets assigned to the leprosy programme 

in terms of the detection and treatment of cases. The delegate of Egypt had also rightly 

drawn attention to the need to carry out as many surveys as possible for the purpose of 

measuring accurately the extent of the leprosy problem. In that connection a manual designed 

to make it possible to carry out sample surveys without having to resort to the services of 

specialized statisticians had just been completed.1 

The delegates of Egypt and the Netherlands had expressed concern regarding the budgetary 

resources of the leprosy programme. In that connection attention should be drawn to two 

points. 

Firstly, in recent years the main extrabudgetary contributions for the leprosy programme 

had been received under the Sasakawa Health Trust Fund at the rate of US$ 1 million to 

US$ 1.3 million per year. US$ 600 000 of the 1982 contribution had been used for multi -drug 

therapy. Also, the International Federation of Anti- Leprosy Associations (ILEP) had provided 

contributions ranging from US$ 400 000 to US$ 800 000 per year. 

Secondly, a meeting on action plans for leprosy control had taken place in New Delhi in 

August 1981; the meeting had been attended by representatives of bilateral and voluntary 

organizations and all the officers responsible for leprosy in the regional offices. As a 

result of the meeting, substantial progress had been made. The ILEP member associations 

had decided to give priority to the implementation of multi -drug therapy in accordance with 

WHO recommendations in all projects receiving direct financial support from them, covering a 

total of approximately 1.5 million patients. The Damien Foundation of Belgium had established 
a drug fund with an initial endowment of US$ 400 000, designed to support projects receiving 

WHO's technical approval; it was hoped that other associations would also contribute to it. 

The prospects of obtaining further extrabudgetary contributions were believed to be reasonably 

good. In any case the Organization was extremely grateful to the bilateral and voluntary 
organizations mentioned, and to others which had provided assistance. 

(For continuation, see summary record of the thirteenth meeting, section 2.) 

Health science and technology - health romotion and care (Appropriation Section 3; 

Documents РВ/84 -85, pages 119 -218, ЕВ71 /1983 /RЕС(l, Part II, paragraphs 34 -41, 

and A36/INF.DOC./2) (continued from the eleventh meeting, page 161) 

Oral health in the strategy for health for all - consideration of a draft resolution 

The CHAIRMAN drew attention to a draft resolution on oral health in the strategy for 

health for all, proposed by the delegations of Maldives, Mozambique, Nigeria, Norway, Sweden 
and the United Arab Emirates. The delegations of Iceland, the Islamic Republic of Iran, and 

Lesotho had expressed the wish to be added to the list of sponsors. The text of the draft 

resolution read: 

The Thirty -sixth World Health Assembly, 
Recognizing that oral health is deteriorating in developing countries, despite the 

availability of effective preventive methods which have markedly improved, and continue 

to improve, oral health in many industrialized countries; 

1 
Sample surveys in leprosy: an introductory manual (in preparation). 
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Recognizing further that bilateral cooperation focused on measures to arrest the 

deterioration in oral health in developing countries and to ensure permanent maintenance 
of any improvements achieved is not only possible but is particularly called for at the 
present time; 

Appreciating the clear and practical strategy available for achieving better oral 
health on a worldwide scale; 

1. CALLS upon all Member States to follow the available strategy when developing their 
national oral health strategies; 

2. URGES all Member States to use the facilities for coordination and collaboration 
available through WHO and in particular its international collaborative oral health 
development programme mentioned in the attached strategy; 

3. REQUESTS the Director -General: 

(1) to mobilize available resources in setting up the International Collaborative 
Oral Health Development Programme in order to respond effectively to requests from 
Member States regarding all aspects of their national oral health strategies, thus 
taking advantage of a special opportunity to redeploy human and other resources to 

achieve health for all; 

(2) to report on progress to future Health Assemblies through his biennial 
report. 

ANNEX 

Four -point Country Action Programme 

1. Establish a coordinated planning process in oral health, using the standard WHO 
system for analysing oral health situations. 

2. Within national plans thus formulated, emphasize prevention at the primary health 
care level, and integrate oral health into the general health infrastructure, 
including a relevant referral system. 

3. Identify obstacles to achievement of national plans. 

4. Use the WHO international collaborative oral health development programme mentioned 
below to overcome those obstacles. 

Role of WHO in Support of Country Action Programmes 

1. Establish a WHO international collaborative oral health development programme, as 

outlined by the Director- General,1 incorporating the optimal deployment of all 

resources available to the Organization. 

2. Collaborate with Member States in performing situation analyses, in developing 

national policies, goals, plans and programmes in the light of these analyses, and in 

identifying obstacles to achievement of those goals. 

3. Participate with governments in identifying the activities required and support 
needed through the WHO international collaborative oral health development 

programme. 

4. Promote and coordinate health services research and other research required to 

ensure the achievement of national goals in oral health. 

Miss DEBEY (France) said that her delegation would have to abstain in the vote on the draft 

resolution. As stated at the Committee's eighth meeting, it did not consider the proposed 

redeployment of personnel an appropriate solution to the problem of staffing - firstly, because 

the personnel to be redeployed would not have sufficient training in preventive work and, 

secondly, because it was a substitution measure, and ran counter to the notion of countries' 

self- reliance. Her delegation had also expressed concern at the financial aspect of the oral 

health programme, based on financing from extrabudgetary funds, and the tendency to establish 

a secretariat which would duplicate the existing secretariat. 

1 Document WHA36/1983/REС/1, Annex 3. 
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Dr ROSDAHL (Denmark) said that his delegation shared the reservations expressed by the 

delegate of France. Nevertheless, it would follow the majority of the Committee and vote in 

favour of the draft resolution. 

The draft resolution was approved.1 

Reference substances for quality control of drugs - consideration of a draft resolution 

(continued from the tenth meeting, page 135) 

The CHAIRMAN drew attention to a draft resolution on reference substances for the quality 

control of drugs: facilitation of their departure from and entry into Member States, proposed 

by the drafting group. It read as follows: 

The Thirty -sixth World Health Assembly, 

Recognizing the importance of the availability of high - quality reference substances 
for the quality control of drugs; 

Noting the difficulties at present encountered when reference substances are 

delayed or lost in transit or held up unduly, while awaiting customs clearance, and 

are stored in conditions that could adversely affect their quality; 

REQUESTS the Director -General to study the question and to take appropriate measures, 
in the light of the Organization's constitutional functions and related practices, and 

to inform Member States of such measures. 

Dr WESTERHOLM (Sweden), Chairman of the drafting group, said that the text had been 
accepted by all 15 countries represented on the drafting group. 

Dr ZAKI (Egypt), referring to the operative paragraph of the draft resolution, asked 
whether the information would be sent to each Member State individually, or whether Member 
States would be informed at the Health Assembly of the measures taken. 

Dr WESTERHOLM (Sweden) said that the information would be sent to Member States. 

Dr DE SCHOUWER (Belgium) said that it was not clear from the text how and when the proposed 
measures would be put into effect. 

Dr ADANDЁ MENEST (Gabon) said that in many countries the entry of certain products was 
governed by legislation, and the purpose of the text was to facilitate the entry of such 
products. Many countries which did not have control laboratories needed to import reference 
products from other countries. Provided those concerned were informed of the importance of 
the products, they would take the necessary steps to facilitate their entry and departure. 

The draft resolution was approved.2 

The meeting rose at 17h30. 

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

resolution WHA36.14. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA36.15. 
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Friday, 13 May 1983, at 9h00 

Chairman: Dr J. M. SOTELO (Peru) 

1. FIRST REPORT OF COMMITTEE A (Document А36/35) 

Dr MAKUTO (Zimbabwe), Rapporteur, read out the draft first report of the Committee. 

The report was adopted (see document A36/1983/REC/2). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 
(Documents РВ/84 -85 and ЕВ71/1983 /RЕС /1, Part I, resolution ЕВ71.R3 and Annex 1, and 
Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolution WHA33.17, paragraph 4(1), 
WHA33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents PВ/84 -85, EВ71/1983/REC/1, 
Part II, Chapter II, and A36 /INF.DOC. /5) (continued) 

Health science and technology - disease prevention and control (Appropriation section 4; 
Documents PB/84 -85, pages 219 -297, and ЕВ71 /1983/RЕС (1, Part I, resolution EB71.R11 and 
Annexes 4 and 5, and Part II, paragraphs 42 -46) (continued) 

Dr EHRLICH (Regional Office for the Americas), in reply to requests for information 
concerning the large provision of funds to the Region of the Americas for programme 13.10 

(Zoonoses), said that the Region had been allocated a proportionately large amount of funds 
as a result of the special interest shown by the countries of the Region. The Regional 
Office had a special programme for veterinary public health and also provided substantial 

support both to the Pan American Foot-and-Mouth Disease Control Centre, in Rio de Janeiro, 

and to the Pan American Zoonoses Center, in Buenos Aires, which was paying particular attention 
to rabies, tuberculosis, brucellosis, hydatidosis, leptospirosis and equine encephalitis. 
A reduction of approximately US$ 500 000 it the regular WHO budget for 1984 -1985, as 

compared to 1982 -1983, had been possible as a result of: (a) the decision in 1982 by the 

Regional Committee to reduce the programme at the Centre in Buenos Aires; (b) additional 

funds which would be made available from the proposed РАНО regular budget for 1984 -1985 and 

from the two host governments, and (c) changes in the exchange rates of the United States 

dollar/Brazilian cruzeiro and the United States dollar/Argentine peso. 

Dr МАТУAS (Veterinary Public Health) said that WHO had recently intensified its 

collaboration with Member States in planning and implementation of comprehensive national 

programmes for the surveillance, prevention and control of major zoonoses and foodborne 

diseases of animal origin, including particularly rabies, salmonellosis, echinococcosis/ 

hydatidosis, and brucellosis. During the Sixth General Programme of Work, practical 

projects had been planned and initiated in over 20 countries in all regions except the 

Americas, where national and international control programmes against zoonoses and related 

foodborne disease were already well developed. Collaborative programmes on rabies control 

had already resulted in a reduction of case incidence in several countries, particularly 

in Latin America, South -East Asia and Europe. Zoonoses control centres, such as the 

Pan American Zoonoses Center, the Mediterranean Zoonoses Centre and the Pan American Foot- 
and-Mouth Disease Control Center and other mechanisms - all based on the concept of 

technical and economic collaboration with and among Member States - had become powerful 

instruments in the development of the programme. 

- 182 - 
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The delegate of Zambia had highlighted that approach and, indeed, the programme on rabies 

control on which Eastern and Southern African States had recently started to collaborate was 

showing very promising results. For example, local production of a simple but effective rabies 

vaccine for dogs had been started in one of the participating Member States. 

The delegate of the Federal Republic of Germany had stressed the need for continuation 
of the activities of the Mediterranean zoonoses control programme, a programme which had been 
supported financially by UNDP (in particular by its European office) from 1978 to 1982. 

Sincere thanks were due to UNDP for that support, without which the programme would not have 

been possible. However, it had not yet been decided whether or not support would be continued. 

Notwithstanding the multiple successful activities of the programme over the past five years 

with the cooperation of a number of participating countries and the UNDP European office, it 

had not succeeded so far in mobilizing the necessary support from the UNDP Arab States Bureau 

in complementarity with the European element. The Director -General of WHO and the Administra- 

tor of UNDP had recently sent out a mission to current and potential participating countries, 

aid its report was currently under consideration in WHO and UNDP, New York. Although an 

intergovernmental meeting of Arab States had taken place in Riyad in January 1983 under UNDP 

auspices to decide upon priorities for the UNDP regional programme, it had not discussed 

project priorities. The matter was also further complicated by the fact that UNDP was 

currently under particularly stringent financial limitations. 
The delegate of the Netherlands had highlighted the need for the elaboration of manuals 

destined for planning and implementation of specific zoonoses control programmes. Moreover 

there was evidence that the idelines drawn up by WHO on rabies, l echinococcosis/hydatidosis, 

brucellosis,2 leptosрirosis,JRift Valley fever,4 and prevention of public health risks 

associated with animals in urban areas,5 were largely used in Member States for formulating 

their national control projects. Work was continuing and several other manuals - on various 

aspects of food hygiene (food of animal origin, salmonellosis, food virology, surveillance for 

control of foodborne diseases, etc.) - were to be issued during 1983. 

With the eradication of smallpox and the introduction of efficient preventive measures 

against the six diseases covered by the Expanded Programme on Immunization, zoonoses and food - 

borne diseases must receive an even higher priority nationally and internationally, as they 

were serious and widespread communicable diseases. 

The budgetary limitations of the zoonoses programme meant that a real extrabudgetary input 

from Member States and donating agencies would be necessary if the expectations of Member States 

were to be met. 

Dr GAUSSE (Bacterial and Venereal Infections) said, in reply to a request for information 
from the delegate of Nigeria, that WHO was paying particular attention to the growing problem 
of genital herpes, especially in the industrialized countries, where it was the main cause of 
genital ulcers. In some of those countries the incidence rate had increased by 5 % -6 %. In 
most developing countries the problem was evolving more slowly, although in some African 
countries it was the cause of 2 % -13% of genital ulcers. The seriousness of the disease, 
which tended to recur, was apparent from the risk of transmission to the newborn and from its 
apparent association with cancer of the uterine cervix. WHO was encouraging research into 
drugs which, although not yet proving to be fully effective, were reducing the frequency and 
degree of recurrence. The Virus Diseases unit was organizing a consultation on herpes virus 
infections later in 1983 at which genital herpes would be duly discussed. 

The serious problem of growing resistance to antibiotics, to which the delegates of India 
and the United States of America had referred, had been receiving high priority. The main 
cause of resistance and, in some cases, multiple resistance of bacteria was inappropriate 
therapeutic, prophylactic or other use or misuse of antibiotics in human and veterinary 
medicine. Recourse to new and often costly antibiotics was therefore becoming increasingly 
necessary. Another consequence was the frequency and gravity of hospital infections due to 

1 Documents WHO /Rab.Res /80.8, WHO /Rab.Res/81.12 and WHO /Rab.Res /82.16. 
2 
WHO documents VPH/81.28 and VPH/81.31 Rev.1, respectively. 

WHO Offset Publication No. 67, 1982. 
4 

Rift Valley Fever: an emerging human and animal problem. 
Organization, 1982 (WHO Offset Publication No. 63). 

5 WHO document VPH/81.29. 

Geneva, World Health 
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multi -resistant bacteria. WHO had organized a number of scientific meetings on the subject 
and was proposing to countries standardized surveillance programmes on bacterial sensitivity 
to antibiotics in an effort to keep health personnel up to date on the most effective treatment 
and on measures by which to avoid further development of resistance. Programmes applicable 
at all levels of health services for the prevention and control of hospital infections had 
also been elaborated. Manuals and training courses were also being proposed to countries in 
an effort to develop new attitudes to hospital infections. 

The delegates of Chile and the United States of America had stressed the seriousness of 

congenital and perinatal transmission of sexually transmitted diseases, an aspect which WHO 
also regarded as of particular concern. There was evidence of congenital transmission in 30% 
to 40% of mothers with syphilis. Ophthalmias, both chlamydial and gonococcal, were transmitted 
by mothers to infants with the same frequency and the latter was frequently the cause of 
permanent blindness. A programme for prevention of perinatal transmission was being carried 
out in close collaboration with the WHO prevention of blindness programme. That action was 
being developed at the primary health care level especially through information and education 
programmes for medical personnel, midwives and nurses, and, in particular, mothers. A working 
group was to meet in Geneva at the end of 1983 to discuss the problems and propose measures for 
implementation at all levels of health services. 

The delegate of the United Republic of Cameroon had stressed the need to develop and apply 
techniques for rapid diagnosis of sexually transmitted diseases. While it remained true that 
methods of diagnosis providing the basis for effective treatment often required specialized 
laboratories and personnel, research was being carried out on the antigenic components - 

gonococcal, chlamydial and treponemal - responsible for infection and on monoclonal antibodies 
to the causal agents in an effort to develop rapid and simple diagnosis which could be under- 
taken at the primary health care level, and some methods were already being successfully applied. 
Such research into biotechnologies was also producing techniques for specific immunization. 

Concerning the question by the delegate of Ghana on the date of publication of the 

training manual on the control of yaws and other endemic treponematoses, such as endemic 
syphilis and pinta, revision was under way and the manual was due to be published, all being 
well, by the end of 1983. A number of organizations had already expressed the intention of 
ordering large numbers of copies.' 

Concerning the extension of action to combat sexually transmitted diseases to the primary 
health care level - a question raised by the delegates of Gabon and Sri Lanka - a simplified 
approach had been developed, applied and evaluated to achieve that end. Workshops to train 
personnel were being organized for 1984 -1985 and were included in the proposed programme 
budget. The comments by the delegate of Zambia on the development of programmes to combat 
sexually transmitted diseases in his country, involving primary health care services, had been 
very constructive. 

The delegate of Chile had requested information on WHO action in relation to the acquired 
immune deficiency syndrome. The syndrome had been identified in 1981 in the United States of 

America and was causing serious concern in a number of countries in view of the detection of an 

increasing number of cases, high mortality rate and the uncertainty surrounding its etiology, 

early diagnosis and treatment. The progressive immunodeficiency characteristic of the syndrome 
had proved to be irreversible in many cases and the lowered resistance and diminished natural 
or acquired immunity left sufferers open to the development of many opportunistic diseases - 

including pulmonary infections due to Pneumocystis carinii, aspergillosis of the nervous system, 

atypical mycobacterial infection, viral infections and cancers, which caused death in 40 to 60% 
of such cases. Since 1981 and up to April 1983, some 1500 cases had been identified; in 

the United States an average of one case had been detected daily in 1981 but by early 1983 that 

average had risen to between two and three cases daily; 1361 of all cases had been identified 
in the United States and the others in 15 to 20 countries on the continents of America, Europe 
and Africa. The syndrome had first been noted among homosexuals, a large number of whom had 
been receiving drugs intravenously, then among women having had sexual relations with subjects 
having subsequently developed the syndrome, or having received drugs intravenously, and also 

among immigrants of Haitian origin without any background of homosexuality or of having received 
drugs intravenously, among children having lived with subjects presenting the above -mentioned 
risk factors, and in several children suffering from haemophilia regularly requiring blood 

products administered intravenously - those products having been identified in several cases 

as having come from the blood of high -risk subjects. Etiological and epidemiological studies 

1 Perine, Peter L. et al. (in preparation). 
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carried out by several groups of research workers, and particularly in the United States of 

America, suggested that the origin of the syndrome was viral and that it could be transmitted 

sexually, intravenously, or perhaps by other forms of direct contact. 

As a result of the considerable concern expressed by high -risk groups and health personnel 

and in order to orient and coordinate research and make known methods of diagnosis and investi- 

gation and preventive measures, WHO was planning to organize a special working group in late 

1983. Several units at WHO headquarters and in the Regional Offices for the Americas and 

Europe were in close contact for the coordination of that approach. 

Dr ARITA (Smallpox Eradication) said that monkeypox was a zoonosis occurring in tropical 

rain -forest areas of West and Central Africa. The reservoir of infection was unknown. Human 

monkeypox had first been seen in Zaire in 1970. The most important features of the disease were 
that its clinical picture resembled smallpox and that the causative agent termed "monkеуpoх 
virus" belonged to the orthopoxvirus family that included cowpox, vaccinia and variola viruses. 

When, in 1980, the World Health Assembly declared smallpox eradicated it had also endorsed 
the recommendations of the Global Commission for the Certification of smallpox Eradication 
regarding policy for the post -eradication era. Those recommendations had included the 
statement that, because human monkeypox was caused by a poxvirus distinct from variola virus 
and had a limited capacity to spread between humans, monkeypox virus did not constitute a 
threat to the permanence of smallpox eradication. The Global Commission recommended that 
surveillance of monkeypox be continued in West and Central Africa and that research on it 
continue. 

In answer to the request for further information from the delegates of the United States 
of America and the USSR, he said that continuing epidemiological surveillance conducted from 
1970 to 1981 had revealed that the disease had been infrequent. Only 61 cases had been 
recorded throughout that period with an annual incidence ranging from one in 1974 to 13 in 
1978. Person -to- person transmission had been assumed on eight occasions throughout those 
years and no tertiary transmission had been found. Thus the data available indicated that 
person -to- person transmission was limited. However, from January 1982 to the present time, 
the relatively large number of 37 cases had been recorded, 32 in 1982 and 5 so far in 1983. 
All the cases were detected in the tropical rain - forest areas in Zaire with person -to- person 
transmission being assumed on five occasions, including one tertiary transmission. 

In 1981, hospital -based surveillance in Zaire had been intensified, involving 154 
hospitals and dispensaries in three regions of high incidence. Although the intensification 
of surveillance had probably contributed to the increase in the number of cases recorded, 
there also seemed to have been a real increase. 

The Committee on Orthopoxvirus Infections had met in Geneva in March 1982 and, inter alia, 
had reviewed the new findings. The Committee had reconfirmed that monkeypox would not 
constitute a public health problem; however, it was clearly a matter of greater concern than 
had previously been anticipated. The Committee had felt that in order to keep a close watch 
on the situation it was vital to sustain special surveillance on monkeypox virus. The report 
of the Committee would be published in a forthcoming issue of the Weekly Epidemiological 
Record.l 

WHO collaborating centres were assisting the investigation. Suspected cases in West and 
Central Africa other than in Zaire were also being investigated thoroughly by the joint 
efforts of country health services and WHO. The regular budget allocation assigned to 
programme 13.12 (Smallpox eradication surveillance) would probably not be adequate to sustain 
all those activities. 

In answer to the delegate of Italy, he said that WHO had access to substantial reserves 
of smallpox vaccine that could be made available to any country at any time once an emergency 
had been confirmed by laboratory investigations. The reserves were sufficient to vaccinate 
300 million persons. He would be happy to consult with the delegate of Italy on the question 
of smallpox vaccine production in that country. 

Dr BEKTIMIROV (Virus Diseases) recalled that the remarks by the delegate of India had 
highlighted the importance of technical cooperation in developing national self -reliance in 
simple and rapid laboratory techniques. Realizing that simple techniques were most important 
to countries with limited resources, WHO was paying great attention to that question, and one 
of the major thrusts in the communicable diseases programme was the development of such 

1 Weekly epidemiological record, 58: 149 -154 (1983). 
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techniques. Further, WHO had designated a number of collaborating centres for rapid techniques 

through which the Organization supported competent laboratories in the developing world in 
reference services and to some extent in the production of working reagents. WHO was also 

conducting a number of working groups on rapid diagnosis in all the regions. He expressed his 

gratitude to the Government of India, which had hosted several WHO intercountry workshops. The 

application of rapid techniques was highly dependent upon the availability of diagnostic 

reagents, and WHO was therefore giving particular attention to regional and subregional pro- 

duction of diagnostic reagents, as well as to training. The establishment of regional, sub - 

regional aid national centres for the production and quality control of reagents through 

technical cooperation was one of the main targets of the programme. 
In answer to questions raised by the delegates of the USSR and Ghana on viral hepatitis, 

he said that WHO had been the leading coordinating authority in that field since the break- 
through in the early 1970s with the identification of the hepatitis B surface antigen. He 
assured Member States that WHO would maintain that leading role by making optimal use of the 
rapidly evolving techniques in assisting countries, particularly developing ones, that faced 
major problems in that area. 

Dr THYLEFORS (Programme for the Prevention of Blindness), in reply to the delegate of 
Sri Lanka, who had stressed the need to provide spectacles for patients undergoing surgery for 
cataract, said that the provision of spectacles at low cost to certain population groups had 
recently been the subject of preliminary feasibility studies in several countries, focusing 
on schoolchildren and on patients operated on for cataract. Further, a promising pilot project 
was under way in one country in the Eastern Mediterranean Region. A simple screening procedure 
to detect deficient vision in schoolchildren had been developed for use by teachers and was 
being further tested. An evaluation of the psychosocial effects of correcting vision in 
schoolchildren was being planned in collaboration with the Division of Mental Health. The 
available technology for production and assembly of spectacle components might prove suitable 
for cottage industry projects and it appeared likely that spectacles made from standardized 
components could be made available at an approximate cost of US$ 2 in most countries concerned. 

The delegate of Egypt had stressed the need for training aids in eye care for primary 
health care personnel. Some training material would become available shortly through the 

programme for the prevention of blindness, mainly to illustrate the management at the primary 
level of common blinding disorders. The aids would be distributed widely, inter alia through 
nongovernmental organizations. Guidelines for manuals in primary level eye care had been 

elaborated and such manuals had been developed for some Member States taking account of local 

conditions. Increasing emphasis would be given to the elaboration of such training aids in 

future years. 

The delegate of Egypt had also raised the question of the changing pattern of causes of 

blindness in the world, in particular, problems encountered with epidemics of viral 

keratoconjunctivitis. It was true that several countries had been able to control trachoma 

as a cause of blindness, but the disease was still quite serious in several developing 

countries. The approach of the programme for the prevention of blindness, with its objective 

of making essential eye care available to all, lent itself to the prevention and control of a 

variety of diseases. The simple but early treatment of disorders such as keratoconjunctivitis 

was of the utmost importance in order to avoid the subsequent appearance of blinding compli- 

cations. Such treatment could be given by various categories of personnel at the peripheral 

level, within the framework of primary health care systems. 

He expressed his gratitude for the many supportive comments made, which would be taken 

into account in the further development of the programme. 

Dr GLASUNOV (Director, Division of Noncommunicable Diseases) said that the many cuшшеnts 

made by delegates reflected their great interest in activities for the prevention and control 

of noncommunicable diseases. He shared the concern expressed by the delegates of Malta, 

Zambia and Cape Verde at the growing problems of ncncoimnunicable diseases in developing 

countries, and agreed with the delegate of the United States of America that global control of 

oral diseases, cancer and cardiovascular diseases would become more important in the countdown 

for health for all by the year 2000. During a recent visit to the United Republic of Tanzania, 

a health official had remarked that it was high time that control activities for noncommunicable 

diseases were started in the developing countries and that it was necessary to find a proper 

balance between control activities for communicable and noncоmmunicable diseases in the 

development of primary health care. 
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Several delegations had stressed the need for an integrated approach to the prevention 

and control of noncommunicable diseases, in particular their integration into primary health 

care. There was clearly a need for scientifically based strategies to tackle the prevention 

and control of more than one disease at a time through primary health care - examples had been 

mentioned by the delegates of Gabon and Iceland. A number of suggestions had been noted: the 

development of noncommunicable disease surveillance systems, suggested by several delegates; 
the development of comprehensive prevention and control programmes starting with multifactoral 
prevention of coronary heart disease, suggested by the delegate of the USSR, starting with 
diabetes, suggested by the delegate of Malta, and starting from integrated health examinations, 

suggested by the delegate of Czechoslovakia; and integrated cost -effective action on life -style 

changes and risk factors as well as anti -risk factors, as mentioned by the delegate of the 
German Democratic Republic. WHO was actively pursuing such ideas. A steering group that had 

met in November 1982 had concluded that an integrated programme for prevention and control of 

noncommunicable diseases was a feasible operation, combining in a flexible and practical manner 

the resources and approaches currently being devoted to selected noncommunicable diseases and 

related conditions, and permitting a unified management of a set of preventive actions for the 

overall management of noncommunicable diseases and the promotion of health in communities. 
Headquarters was collaborating closely with the regional offices in that area. There was 

vigorous development of a programme of that type in the European Region, and activities were 
also progressing in the Region of the Americas, and in the South -East Asia and African Regions. 

He noted the concern expressed by the delegates of Israel, Gabon, Italy and Finland on 

smoking control programme development. Dr Masironi (Division of Noncommunicable Diseases) 

would give an account of programme status and development. 
He expressed his gratitude to the many delegates who had underlined the importance and 

approved the present direction of programme 13.15 (Cancer). Dr Stjernswdrd would answer 
specific questions. With regard to the concern expressed at the decrease of US$ 53 900 in the 
budget allocation to the African Region, he said that it was due to some decrease in inter - 
country activities and to the fact that those funds were being used to support other programmes 
which were currently considered to be more important in the African Region. 

He welcomed the support that had been expressed for the cardiovascular diseases programme. 

Dr Pisa, the Programme Manager, would describe new perspectives for the development and 

expansion of the programme. Dr Pisa had been one of the principal architects of the 

programme and it was hoped that he would continue to be associated with its development after 

his rapidly approaching retirement. 

Several delegates had expressed support for the diabetes programme and had underlined 

its importance. WHO welcomed their support and would continue to collaborate with countries 

in the development of the programme. 

The control of hereditary diseases was also of importance, and he expressed his 

gratitude to the delegates of Cyprus and Zambia for their interest in the programme. He 

hoped that their countries' experience in that area could be used to ensure further progress 

in the prevention and control of hereditary disorders at the community level. 

Dr STJERNSWARD (Cancer) welcomed the helpful comments made by delegates, all of which 

would be taken into account in the development of the cancer programme. Some 50% of 

the delegates who had taken the floor were from developing countries, which indicated that 

the long -held misconception that cancer was a problem only for industrialized countries was 

at last declining. 

The delegate of the Federal Republic of Germany had welcomed the improved coordination 

between WHO and IARC and had commended IARC's work on carcinogenesis. The delegate of the 

USSR had appealed for increased international coordinating activities, to include 

nongovernmental organizations, and for ‚ARC to undertake more preventive activity. The 

delegate of the German Democratic Republic had stressed the importance of research coordination 
and had urged that the WHO medium -term programme be expanded and accelerated, emphasizing 
standardization of therapy and epidemiological methods. 

The Director of IARC was unfortunately no longer able to remain in Geneva, but before 
leaving he had requested Dr Stjernsw�rd to reply on behalf of IARC too. 

The Programme Committee of the Executive Board in its report to the Board on "Long -term 
planning of international cooperation in the field of cancer" (document EB69/1982/REC/1, 
page 111) had stated that it appreciated "the brevity and the clarity of the document outlining 
the division of responsibilities between the cancer unit in WHO headquarters and IARC ". It 
continued: "The proposals for the reorientation of the programme were found realistic and the 
plan to concentrate on those cancers which could be prevented was commended ... It was 
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emphasized that the Cancer unit, the regional offices and IARC did in fact work very closely 
together, particularly on some field projects. While IARC concentrated on carcinogenesis and 
epidemiology, headquarters and the regions focused attention on cancer control (prevention, 

early diagnosis, therapy, after -care and operational research). In fact, by their very nature, 
the two programmes were interdependent and complementary." 

IARC was undertaking work of outstanding quality in epidemiology and carcinogenesis and 
also had activities in the field of prevention, for example, on oesophageal cancer in China, on 
cervical cancer, for which a scientific data base was being prepared for optimal screening 
intervals, and in the important new field of nutrition and cancer, for which US$ 100 000 had 
been allocated. The headquarters Cancer unit together with the regions was concentrating, 
in the reoriented cancer control programme, on primary prevention whenever possible, e.g., 

in measures against the most important carcinogens in Member States, against tobacco 
smoking and chewing, and in prevention of liver cancer; and on secondary prevention, e.g., 

screening for cervical cancer in Member States and early detection and referral of common 
forms of cancer. 

As the delegate of Sri Lanka had pointed out, sufficient knowledge was available to 

tackle the enormous question of tobacco abuse at national level and, as exemplified by him, 
what was needed now was the will to take appropriate action by means of national programmes. 
As the delegates of Gabon and Finland had pointed out, tobacco - induced diseases were one of the 

greatest avoidable health hazards. Thus one -third of all cancers were tobacco - induced in 

many western countries, and an estimated one million cancers could be avoided by the single 
action of elimination of tobacco misuse. Further, as an Expert Committee had concluded in 

1978, smoking control would do more for public health than any other single measure in the 
field of preventive medicine.1 It was therefore surprising that so few action programmes with 
monitored impact had been implemented. 

Primary preventive measures were being sought against liver cancer. Primary hepato- 

cellular carcinoma was one of the eight most common tumours globally, and one of the most 

prevalent diseases in the African, South -East Asia and Western Pacific Regions, with an 

estimated 250 000 new cases annually. Chronic hepatitis in itself was a major health problem, 

with an estimated 200 million carriers globally. The Regional Office for the Western Pacific 
had held a very good workshop to plan primary preventive measures, and at headquarters a WHO 

meeting had recently been held with participants from the African and the Western Pacific 

Regions and IARC -. It was stated that a unique time in the history of cancer had been reached, 

as one of the major cancers might be preventable by immunization. Hepatitis B virus was 

second only to tobacco among known carcinogens. Vaccines existed but were too expensive for 

large -scale use. The search for second - generation vaccines that might be used on a wide 

basis in all areas of the world where control measures were urgently needed was continuing and 
seemed promising. 

He assured the delegate of the USSR that collaboration with nongovernmental 

organizations was constructive and was continuing. A meeting had been planned for 1984 
to discuss strengthening such collaboration even further. 

The delegates of Sri Lanka, Kenya, Gabon, Zambia, Cape Verde and China had drawn 
attention to the alarming emergence of cancer in the developing countries. The problems 
were likely to increase with the increase in life expectancy. In that connection, he noted 
that the life expectancy of the population in Sri Lanka had already reached 68 years. 
Further, in Shanghai county, China, cancer had already emerged as the main cause of death. 
In addition to existing cancers, there was also likely to be an epidemic of tobacco - induced 
tumours in the developing countries. 

Answering the delegate of Kenya, Dr Glasunov had already commented on the level of the 

budget allocation to cancer for the African Region. He would only add an assurance to the 
delegates of Kenya and Zambia - who had expressed concern at the decrease of US$ 53 900 in 
the allocation to the African Region - that the regional programme had been designed to 
provide the best possible value for the remaining money available and he was sure that the 
right priorities had been set. 

It could not be denied that earlier there might have been an element of complacency in 
many developing countries about the cancer problem. For several numerically important 
cancers it was still not too late to implement appropriate preventive measures. By the 

1 See WHO Technical Report Series, Ni. 636, 1979 (Controlling the smoking epidemic: 

report of the WHO Expert Committee on Smoking Control). 
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year 2000 the battle might be lost. Time was passing and the matter required urgent 

attention. 
It was gratifying to learn of the pioneering work described by the delegate of Sri Lanka, 

demonstrating that the technology was available and could be used through the primary health 

care system and that it need not necessarily be costly. However, it must be pointed out 

that resources currently allocated for WHO cancer control activities were still inadequate for 

achieving what was clearly achievable. He was glad, therefore, that the delegates of the 

German Democratic Republic, Zambia, and Kenya had stressed out the need for resources. 

He reassured the delegates of the German Democratic Republic and of the USSR that cancer 

therapy was not being forgotten, for obviously there was no point in diagnosing cancers 

earlier if they could not then be treated. In that connection, a meeting would be held in 

October which would address the question of guiding principles for national cancer programmes 

in developing countries. It was not possible to build cancer care only on the primary health 

care system, and the role of centres of excellence should also be analysed. 

The delegate of the Federal Republic of Germany had pledged full support for the 

programme for incurable cancer patients. Unfortunately in the coming years the majority of 

the cancer patients in most developing countries would be incurable by the time they were 

diagnosed. One out of four people globally died of cancer in the developed countries. He 

reassured the Committee that the technology was available: the need now was for education 

in its correct use, for drugs to be available for the population and for Member States to 

have the will to take action on behalf of their incurable patients. 

He was happy to acknowledge the excellent collaboration with the International 

Federation of Pharmaceutical Manufacturers Associations (IFPMA), with which an active 
dialogue had been started. Extrabudgetary resources for that programme had been mobilized 

at two extrabudgetary finance meetings at which guidelines had been worked out for cancer pain 

relief. All the regions had agreed to the programme which would be tested over the coming 

three years in several countries. It was hoped that by 1986 the programme would be ready for 
global implementation. 

Dr PISA (Cardiovascular Diseases), replying to points raised in the debate on 

cardiovascular diseases, said that prevention of cardiovascular diseases in entire 
populations was and would remain the objective of the Organization's programme in that field. 
To achieve that goal, close collaboration with Member States was essential and, when Member 
States found it useful, WHO could cooperate in the formulation, development, and implementation 
of their national preventive programmes. Any increase in available funds therefore should be 
used mainly for that purpose. Cardiovascular diseases were a timely choice for that approach 
as they were a major health problem in large parts of the world, their incidence was increasing 
in developing countries and the know -how for their prevention and control was largely 

available and tested - as the North Karelia project in Finland had shown. 
Thg preventive strategy proposed by the Expert Committee on Prevention of Coronary Heart 

Disease was based mainly on a "population approach" and addressed all age groups of 
populations, including children and pregnant women. The strategy would require the 
application of principles which WHO was trying to introduce in the health field in general, 
such as community involvement, reorientation of health personnel to prevention, efficient 
utilization of health services, development of health information systems, interdisciplinary 
approach, coordination of education of health personnel and the public and the mobilization 
of national resources. Last, but not least, evaluation of progress in prevention and control 
of cardiovascular diseases was now possible by monitoring concrete and measurable end- points. 

WHO, together with its collaborating centres, would contribute to the development of 
national policy and programmes in the prevention of cardiovascular diseases at all stages 
such as: appraisal of the situation, namely, population risks and major determinants; 
definition of national objectives and of targets to be achieved in different phases of the 
programme's development; formulation of a preventive strategy and assessment of resources 
available and required; provision of exchange of technical expertise and information; 
monitoring of programme progress and outcome and promotion of research related to the 
preventive activities, including that on less identified risk factors such as occupational 
and social factors and interaction between the environment and genetic predispositions. 

Collaboration between WHO and Member States would be facilitated if interested countries 
could identify national focal points so that communication could be ensured. He had been 
most interested to hear from Dr Hyzler about the national workshop to be held in the United 

1 See WHO Technical Report Series, No. 678, 1982. 
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Kingdom in September whose objective was to formulate a national plan for the prevention of 
coronary heart disease. He hoped that its report would be made available to WHO and to all 
interested countries as it might serve as a working document for future WHO or national 
conferences. 

WHO was also co- sponsoring, with the International Society and Federation of Cardiology 
the first world congress on preventive cardiology, to be held in Moscow in 1985, whereby 
the Cardiological Society of the USSR intended to help to promote the new concepts in the 
prevention of cardiovascular diseases. 

All experts agreed that as soon as the cardiovascular diseases preventive programmes 
started to be implemented, because of their basic character of the preservation and 
promotion of healthy living habits their impact would be seen also in the decreasing 
incidence of other noncommunicable diseases. The task was enormous and the programme would 
have to continue for the rest of the century: however, its goals were realistic. 

Dr MASIRONI (Division of Noncommunicable Diseases) said that the control of smoking was 
a vital prerequisite in the prevention of major noncommunicable diseases, especially of 
coronary heart disease and certain forms of cancer. That was why WHO was carrying out acti- 
vities aimed at helping countries to assess the extent of the smoking and health problem in 
their national contexts, to develop national smoking control programmes, and to counteract 
the spread of the habit in their populations. 

The establishment of the WHO programme on smoking and health had been decided upon only 
three years earlier, in implementation of resolution WHA33.35. During those three years, 

activities had steadily increased in number, in intensity and in degree of diversification, 
since smoking control was a multidisciplinary undertaking. For example, a number of national 
and international seminars supported by extrabudgetary funds had been held recently or would 
be held shortly, in Sri Lanka, Swaziland, Nepal, India, Mongolia, Thailand and in other 
developing countries. Seminars had been held in Egypt and in Kuwait in collaboration with the 
International Union Against Cancer. The seminars had been useful in assessing the extent 
of the smoking and health problem in those countries, in increasing awareness and in stimulating 
action. 

Assistance to research on smoking habits and collection and dissemination of data on 
smoking prevalence and trends aid other documentation worldwide was an activity which the 
Secretariat called the WHO clearing -house for information on smoking and health, to which the 
delegate of Finland had referred. The clearing -house operation had been started thanks to 
an initial financial contribution from the United States Government. 

Another project was the analysis of the tar and nicotine levels of cigarettes sold in 
developing countries and assistance to some such countries in analysing their own cigarettes. 
It was known that cigarettes in developing countries usually had much higher levels of toxic 
substances than those sold in industrialized countries. 

A worldwide survey of smoking control legislation had been published in 19821 and showed 
that, while in 1976 only 19 countries had some kind of legislation restricting tobacco use, 
by 1982 about 60 countries had such legislation. That was a clear indication of the increasing 
concern of governments about the harmful health effects of widespread tobacco use. 

Studies on timely and highly controversial topics were being initiated such as on the role 
of passive smoking, and of the so- called "less harmful" cigarettes, which were inundating the 
markets, but had been shown not to decrease the harmful effects of smoking. 

WHO had co- sponsored an International Conference on Smoking and Youth as well as the 

Third, Fourth and Fifth International Conferences on Smoking and Health. The Fifth Conference 
would be held in Winnepeg, Canada, in July 1983. 

In their efforts to control the spread of the smoking habit, countries could find guidance 
in the reports of three expert committees, the latest of which had met in Geneva in 
November 1982.2 

1 Roemer, R. Legislative action to combat the world smoking epidemic. Geneva, World 
Health Organization, 1982. 

2 
WHO Technical Report Series, No. 568, 1975 (Smoking and its effects on health: report 

of a WHO Expert Committee), and No. 636, 1979 (Controlling the smoking epidemic: report of the 
WHO Expert Committee on Smoking Control). A further report of a WHO Expert Committee (Smoking 
control strategies in developing countries) is in preparation. 
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In all those activities the Organization collaborated with a number of specialized agencies 

and other bodies of the United Nations system and nongovernmental organizations, in particular 

with UNCTAD and FAO on the economic and agricultural implications of discontinuing tobacco 

growing in favour of other crops, with UNESCO on certain educational aspects, and with the 

International Union against Cancer, the International Union for Health Education, the 

International Union against Tuberculosis and a network of collaborating centres. 

He hoped that his report on those activities would allay the concern expressed by the 
delegates of Italy and Gabon that if WHO's programme on smoking and health were to lose impe- 

tus, country programmes would also suffer. It should be pointed out, however, that the 

efficacy of WHO's support for country programmes was dependent on the size of financial 

support available. The concern expressed by the delegate of Finland about the adequacy 
of the budget for the programme might be mitigated by the information that smoking and health 

had been included in the programme budget for 1984 -1985 for the European Region as a new 

programme. The allocation for it was US$ 200 000, half of which would come from the regular 

budget and half from other sources. Smoking would also be discussed during the technical 

discussions at the Regional Committee on the subject of "healthy life -styles ". 
The outlook for 1984 -1985 for activities at the global level was not so promising. 

Reference to page 297 of document РВ/84 -85 showed that the only allocation for smoking control 

research was US$ 33 000 from the regular budget. The only steady source of funds so far 

(Us$ 25 000 per year) had come from the Director -General's Development Programme, although 

contributions had been received over the last three years from Austria, Finland, Japan, Kuwait, 

Saudi Arabia, Sweden and the United States of America to a total of about US$ 400 000, which 

had been used to carry out the activities he had described. 

The delegate of Gabon had rightly emphasized the pressure exerted by the tobacco industry 
in his country - and that was the case in most other countries too - and urged WHO to do what 
it could to counteract it. Compared with the US$ 2000 million annually spent by the tobacco 
industry on advertising and promotion, the level of yearly funding for activities at the global 
level represented no more than 0.001% of that amount. With that sort of constraint, it would 
be difficult for WHO to effectively support countries in their efforts to prevent smoking - 
related diseases. 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the 
Executive Board in its resolution EB71.R11 on tuberculosis control. He reminded the Committee 
that the delegate of Romania had proposed amendments at the Committee's tenth meeting and that 
several delegates had spoken against them. He asked the delegate of Romania if he wished to 
maintain his proposals. 

Dr BULLA (Romania) said that the proposals had been aimed at strengthening adherence to 
the principles of a comprehensive health system based on primary health care along the lines of 
the Global Strategy for Health for All. His delegation had placed strong emphasis on the 
further development of integrated services at all levels, through an interdisciplinary approach 
in addition to the present multidisciplinary approach, in order to prevent any potential 
divisive development towards vertical tuberculosis programmes. It had also considered it 
desirable that matters such as the designation of responsible personnel at country level for 
specific control of programmes should be left to countries themselves to decide. 

None the less, out of respect for the opinions expressed by a number of delegates, his 
delegation would not insist further on those aspects. The proposals had been meant as 
suggestions and not as formal amendments to the draft resolution. 

The draft resolution recommended by the Executive Board in resolution EB71.R11 was 
approved.l 

The CHAIRMAN drew the Committee's attention to the following draft resolution proposed by 
the delegations of Ivory Coast, Sudan, United Republic of Cameroon, United Republic of 
Tanzania and Upper Volta, on African human trypanosomiasis: 

The Thirty -sixth World Health Assembly, 
Having noted with satisfaction that the Regional Committee for Africa, in pursuance 

of resolution WHA33.17, has taken an active part in considering the national, regional 
and global tasks of the Organization in the control of African human trypanosomiasis; 

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

resolution WHA36.30. 
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Sharing the concern of the Member States in the affected zones, where a recrudescence 
of sleeping sickness is imminent and appears to be a persistent threat to the health of the 
populations; 

Recalling that increased efforts on research over recent years have resulted in the 
development of simple means of control that are eminently suitable for use in primary 
health care programmes; 

Appreciating the valuable support to coordination and training given by the World 
Health Organization, the Food and Agriculture Organization of the United Nations and the 
Organization of African Unity, and the substantial contributions made by some Member 
States and the Development Programme of the Regional Director for Africa in 1982 aid 1983. 

Noting with concern the decrease since 1978 in the regular budget provisions for 
controlling the disease, 

1. ENDORSES resolution AFR /RC32 /R1 adopted by the Regional Committee for Africa at its 
thirty -second session, in 1982; 

2. URGES Member States in the endemic areas to take all necessary steps to ensure 
effective use of the recently developed control methods and to coordinate their action 
through intercountry cooperation; 

3. REQUESTS the Director -General 

(1) to take adequate measures to strengthen the programme of international 
coordination and technical support for the implementation of the new control methods and 
the training of the necessary manpower; 

(2) to study ways and means of making available and distributing to the Member 
States concerned diagnostic kits for simple and rapid case - finding in the field, 
drugs for treatment, and manuals to disseminate new and effective low -cost control 
techniques; 

(3) to take appropriate action to further mobilize extrabudgetary support for 
the programme and, if necessary, to use seed money from the Director -General's 
Development Programme or from the Development Programmes of the Regional Directors 
concerned. 

Dr MAFIAMBA (United Republic of Cameroon) introduced the draft resolution and welcomed 
the delegations of Mozambique and Uganda as co- sponsors. 

As stated in the Director -General's biennial report for 1980 -1981, human trypanosomiasis 
was spreading in Africa. Previously extinct or quiescent foci in Sudan, Uganda, Central and 
West Africa were again becoming active. As an article in a recent issue of the WHO Bulletin) 
had stated, it was among the leading public health problems in many countries of tropical 
Africa. Paradoxically, there had been a progressive scaling down of regular budget allocations 
to African human trypanosomiasis in WHO in the past four years. Yet, thanks to research 
carried out in the context of the tropical disease research programme, progress had been made 
involving rapid screening and diagnostic tests for the disease. 

In submitting the draft resolution, the sponsors did not intend to indulge in a polemic 
with the Director -General but to call for increased commitment on his part to the fight against 
trypanosomiasis, to accord it higher priority than at present and to mobilize supplementary 
regular budgetary and extrabudgetary resources for disseminating information on recent 
advances in the diagnosis and treatment of the disease, which the sponsors believed could be 
reduced to manageable proportions by energetic coordinated action. 

In order to rectify certain inadvertent omissions from the draft resolution, he proposed 
the following amendments to the fourth preambular paragraph. In the first line, the word 
"research" should be inserted between the words "to" and "coordination "; at the end of the 

second line, after the word "Organization ", the word "aid" should be deleted and the words 
"the United Nations Development Programme, the World Bank, and the" should be inserted. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to operative paragraph 1 

of the draft resolution, asked whether it was legally admissible for the Health Assembly to 

"endorse" a resolution adopted by a regional committee. 

Dr SHUBBER (Office of the Legal Counsel) said that the Health Assembly was the plenary 
organ of the Organization and under Article 18 of the Constitution had the power to endorse 

� Bulletin of the World Health Organization, 60: 821 (1982). 
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a resolution of a regional committee; therefore, from a legal point of view there was no 

objection to its doing so. 

The draft resolution as amended was a roved.l 

The CHAIRMAN invited the Committee to consider the draft resolution on prevention and 

control of cardiovascular diseases, proposed by the delegations of Botswana, Bulgaria, China, 

Malaysia, Mauritius, Sri Lanka, Swaziland, United Kingdom of Great Britain and Northern 

Ireland, United Republic of Tanzania, Yugoslavia and Zaire, which had been introduced by 
the 

delegate of Yugoslavia at the eleventh meeting. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) suggested that in the fifth preambular 

paragraph, following the word "programme ", it would be better to use the same wording as in 

paragraph 50(ií) of the Executive Board's report, namely "with particular reference to 

accelerating implementation of the programme strategy for the prevention of coronary heart 

disease ". He further suggested that operative paragraph 4(2) should be replaced by the 

following: "to take appropriate action to further mobilize extrabudgetary support for global, 

interregional, regional and national activities within the programme, and to use, when 

necessary, funds from the Director -General's Development Programme and from the Development 

Programmes of the Regional Directors concerned ". 

Dr KLIVAROVA (Czechoslovakia) supported those amendments. 

The amendments were adopted. 

The draft resolution, as amended, was approved.2 

Programme sup ort (Appropriation Section 5; Documents РВ/84 -85, pages 298 -314, and 

ЕВ71 /1983/RЕС /l, Part II, paragraph 47) 

Dr OLDFIELD (representative of the Executive Board) said that programme support represented 

some 23% of the WHO effective working budget; within that 23%, 6% represented health 

information support and 17% represented support services. Programme 15 (Support services) 

covered personnel, general administration, budget and finance, and equipment and supplies for 

Member States. Those programmes provided support for all programmes and projects, whether 

financed from regular budget or extrabudgetary sources, and they represented some 11% of the 

total funds available to WHO. 

The Board appreciated the high quality of the publications and documents produced under 

programme 14 (Health information support). However, it would like to have the views of 

delegates on the value of producing printed verbatim records of the proceedings of Health 

Assemblies, at least in their present form. The Director- General had told the Board he 

intended to prepare a report on the implications of discontinuing verbatim records and on 

making alternative arrangements, such as having cassettes available to Member States on 

request. The Board would keep the Assembly informed of its deliberations on the subject. 

Mr REZA (Bangladesh) noted that many delegates had expressed great concern that there 

should be a more rational use of available resources, and he shared that concern. On 

programme 15.1 (Personnel), he supported the objectives outlined in paragraph 1 of the 

programme statement and hoped efforts would be made to achieve a better balance among staff, 

both geographically and in terms of the ratio of men to women. Stricter standards should be 

applied in recruitment to ensure a higher calibre of personnel. Greater efforts were required 

to make the maximum use of the services of consultants in order to justify the high cost. 
Participation by a consultant in a programme should result in substantial improvements both 

in that programme's content and in its implementation, and he suggested that in order to 

achieve that, a detailed job description should be prepared for the consultant concerned in 

consultation with country programme authorities, as well as methods for monitoring the 

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

resolution WHA36.31. 

2 
Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA36.32. 
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programme. A consultancy could only be meaningful as a complement to a country's manpower 
development programme, either through fellowships or through strengthening of national 
training institutes. 

He welcomed the inclusion in programme 15.2 (General administration and services) of 

management surveys in the objectives listed. As a primary health care system infrastructure 
became established, management became crucial to the quality of the services delivered. Since 
it was unlikely that the share of the health sector within national planning as a whole could 
be improved within the foreseeable future, greater stress should be laid on improving such 
health programmes as already existed. The programme budget should have given greater 
recognition to the vital role of management in attaining the goal of health for all. 

On programme 15.3 (Budget and finance), he stressed that monitoring of programme 
implementation should be carried out jointly with the authorities at country level. There 
was ample scope for using existing monitoring mechanisms, as well as for introducing new ones. 

Dr EL GAMAL (Egypt), referring to programme 14 (Health information support), said that, in 
view of the large number of publications put out by WHO, the WHODOC: an index to WHO technical 
documents, as well as the Handbook of Resolutions and Decisions of the Health Assembly and the 
Executive Board, were extremely useful. He urged that the manuals prepared for primary health 
care workers should be couched in simple language if they were to be effective. He endorsed 
paragraph 8 of the programme statement; the main thrust of health literature services should 
indeed be towards the promotion of national policies and action. However, health documentation 
such as guiding principles, guidelines, manuals, and curricula were also of great importance. 

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

the invitation of the Chairman, said that confusion over the nomenclature of diseases was a 

severe barrier to communication and to the storage and retrieval of biomedical information. 
Only a few diseases had a single recognized name; some had as many as 20, and similar names 
could be used in different senses in different languages. At a time when health was increasingly 
a matter of concerted international effort, such confusion led to difficulties in communication 
and to wastage of scarce resources. 

It was for that reason that CIOMS, jointly with WHO, had begun preparation of an 
International nomenclature of diseases (IND), which aimed to provide a definition for every 
disease or syndrome. IND was being prepared in collaboration with international professional 
associations, and revised by as many as one thousand experts. The names recommended in 
IND would be used in the next edition of WHO's International classification of diseases. 

Although nomenclature of diseases might not appear at first sight an effective tool in 

the achievement of health for all, it was nevertheless greatly needed, and could only be 
achieved through international bodies such as CIOMS and WHO. So far, three volumes of IND 
had been published and distributed, namely those on mycoses, viral diseases, and diseases of 
the lower respiratory tract. The nomenclature of bacterial and parasitic diseases was well 
advanced and would be published in 1984, and the nomenclatures of neurological and psychiatric 
disorders were in various stages of preparation. IND was now being translated into Arabic 
and German, and he hoped that other countries would undertake its translation into other 
languages. 

IND should facilitate communication between health workers throughout the world by 
providing a truly international language of diseases. He wished to thank all those 
organizations and institutions, particularly WHO, which had collaborated with CIOMS on that 

joint venture. 

Professor WYSOCKI (Poland), referring to programme 14 (Health information support), 

expressed his high regard for the scope and quality of WHO publications. His delegation 

welcomed the plan for progressively adapting those publications to the needs of Member States 

in the context of national strategies for health for all. That plan should facilitate the 

production of practical material for use in primary health care systems. In that connection, 

regional publications programmes, producing material of special relevance to individual regions, 

would be of the greatest importance. 
R.,ferring to paragraph 2 of the programme statement, he asked how it was proposed to 

evaluate the impact of WHO publications on health activities at national level. 

The meeting rose at 11h15. 
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1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85 and ЕВ71/1983/RЕС/1, Part I, resolution ЕВ71.R3 and Annex 1, and 

Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 

WHA33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents РВ/84 -85, ЕВ71/1983/RЕС /1, 

Part II, Chapter II, and A36 /INF.DOC. /5) (continued) 

Programme sup ort (Appropriation Section 5; Documents РВ/84 -85, pages 298 -314, 

and ЕВ71 /1983 /RЕС/1, Part II, paragraph 47) (continued) 

Dr SAVEL'EV (Union of Soviet Socialist Republics) recalled that, during the Board's 

discussion on programme 14 (Health information support), some members had queried the value of 

producing printed records of the proceedings of the Health Assembly; he also noted that 

paragraph 47 of the Board's report stated that the Director -General would prepare a report 
on the implications of discontinuing the production of verbatim records and on alternative 

arrangements, such as the production of cassettes available to Member States on request. 
The subject had, in fact, been considered by the Thirty -first World Health Assembly (1978), 

which, after discussion, had adopted resolution WHA31.13, deciding to maintain the status quo 
in that regard in 1979 and future years. 

It seemed to his delegation that that resolution did not require any further review. 
The statements made in plenary sessions by the heads of national health services and other 

important personalities from Member States, and their assessment of the Organization's work, 
were of great interest to the general public. Consequently, there appeared to be no 
justification for discontinuing the printed records. 

Dr SADRIZADEH (Islamic Republic of Iran) expressed his delegation's full support for 
programme 14 (Health information support), which should play an invaluable role in the 
attainment of the goal of health for all by the year 2000. 

Since the problem of communicable diseases related mainly to children under five years of 

age, WHO practical material on the subject - including manuals, guiding principles and 
guidelines - should be sent to the maternal and child health departments of Member States. 
Furthermore, those departments should be kept informed as to developments in the field of 

immunization and changes in vaccination schedules. Regarding the establishment of 
literature services, technical cooperation among developing countries, as well as financial 
support from affluent countries and agencies to countries in need of it, should be encouraged. 

In the Islamic Republic of Iran the translation and distribution of WHO publications had 
facilitated the retraining of health workers and managers keeping them informed of the most 
recent scientific knowledge. 

Dr MAFIAMBA (United Republic of Cameroon) emphasized the need to ensure that the English 
and French versions of WHO documentation were uniform. At the previous Health Assembly, for 

instance, his delegation had noted a discrepancy between the two versions of the 
Director -General's biennial report, in the section on African trypanosomiasis. Furthermore, 
there were sometimes long delays before the French version of some English documents of great 
interest was available. In some cases it was never forthcoming. For instance, the studies 
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on Family formation patterns and health,1 relating to countries in Asia, the Middle East and 
the Americas, was only available in English so far, thus depriving French- speaking health 
workers of an excellent working tool. That question was of particular importance in the 
United Republic of Cameroon, where two of the official languages of WHO were used, and where 
consequently the delicate problems of translation were fully appreciated. However, it seemed 
to him that WHO had the means at its disposal to ensure uniform versions of its documentation, 
and he hoped that that would be the case in future. 

His delegation supported the programme and budget proposals. He would nevertheless 
appeal to the Organization to remain faithful to the spirit of resolution WHA31.13, and to seek 
to ensure that the English language did not gradually take precedence over the other main 
working languages. It was also desirable, particularly where the African Region was concerned, 
to make every effort to speed up the publication in French of the main documents and 
publications, particularly those issued from headquarters. 

In respect of the remarks made by the representative of the Executive Board regarding 
the production of cassette recordings instead of printed verbatim records of Health Assembly 
proceedings, his delegation felt that such a step would result in a marked increase in 
expenditure. He considered that the purpose envisaged was best served by the production of 
records in their present form, which represented a substantial saving in both words aid money, 
while at the same time remaining faithful to speakers' statements - as had been decided in 

1978, at the Thirty -first World Health Assembly. It seemed to him that no new developments 
had since taken place to justify re- opening that discussion. 

Dr GONZÁLEZ (Venezuela) said that his delegation was in general agreement with the 

Executive Board regarding the high quality of most of WHO's documentation and publications. 
Referring to the programme statement on health information support - in particular, 
paragraphs 4 and 17 - he welcomed the emphasis laid on the production of essentially practical 
material - manuals, guidelines and learning texts - to support the development of health 
system infrastructures. 

It was also good to promote the development of documentation services at the national 
level, mainly through training programmes for professional and auxiliary personnel, particularly 
in the field of librarianship. 

He also stressed the importance of all existing and future measures aimed at ensuring 
the highest possible standard for language services in WHO. It was important to ensure 
standardized terminology in all WHO publications, and he considered that the adoption of a 

standardized list of the most commonly used public health and medical terms could serve to 
avoid possible ambiguity or lack of clarity. 

Professor NAJERA (Spain) felt that it would be useful if the information provided on 
the geographical distribution of WHO staff also contained information as to distribution by 
professional categories among the various nationalities, with a reference also to the duty station 
of the staff member. He suggested that that information be published in the form of an adden- 
dum to the Director -General's report on the recruitment of international staff in WHO 
(document ЕВ71 /1983 /REС /1, Part I, Annex 7), and that such information be published regularly 
in the future. 

Dr КLIVAROVA (Czechoslovakia), commenting on paragraph 47 of the Executive Board's 
report, said that some members of the Board had in fact expressed doubts regarding the value 
of the printed verbatim records. In the opinion of her delegation, however, those records 
were among the most important of all the Health Assembly documents. They made it possible to 

ascertain, many years later, the position of a delegation on any particular issue. The 
production of cassettes would increase the cost -or would prove to be a complicated procedure, 
if delegates had to request each time any particular recording they required. The present 
form of records presented the advantage of giving a complete account of the proceedings in the 
various official anguages. 

Dr ADANDE MENEST (Gabon) said that programme support was of vital importance for the 
achievement of the strategy for health for all. Many and varied aspects of support were 
covered under that general programme, and a thorough understanding of those aspects was neces- 
sary to ensure that WHO was in a position to fulfil its role with maximum effectiveness. The 

1 Omran, A. R. & Standley, C. C., ed. Geneva, World Health Organization, 1976. 
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Organization's programme activities were increasingly being transferred to the regional and 

country levels, so that the role of WHO in supporting regional and country activities was 

growing in importance. 
First of all, in regard to health information support (programme 14), the records of the 

Board's discussion on the question of the retention of verbatim records were available for all 
to read. He would merely add that the importance of those records, as described by the 

delegate of Czechoslovakia, was undeniable in so far as they provided valuable additional 

information that the Organization needed, the better to comprehend health problems at country 
level and in order to feel itself more surely guided along the paths that would lead to health 
for all by the year 2000. In his opinion, the verbatim records should be maintained, for the 

following reasons. As members of the Committee were aware, delegations addressing the plenary 
session on the reports of the Director- General and of the Executive Board were invited to 

concentrate their interventions on matters related to those reports, on the understanding 
that they had ample opportunity elsewhere to make fully clear their national concerns and the 

guidance that they wished to give the Organization regarding activities to be conducted at 

the national, regional and even interregional levels. But while it was entirely proper at 

the Assembly to refer, or relate comments, to those reports in order to provide the 

Organization with guidance aid, in so doing, other Member States with advice, the substance of 
the statements by heads of delegations to the Health Assembly should have special significance. 
At present they consisted largely of repetition of things already said at regional level - 

which was why some members of the Board considered verbatim records useless, as no -one read them 
- but they would have all their intended importance if they reflected perceptive views based on 
a thorough assessment of the situation and of desirable future action, and would become an 
appropriate source of reference concerning the opinions of each Member State, for the 
Organization and for the Member States themselves. 

On the possibility of producing cassettes of plenary sessions, he pointed to potential 
difficulties due to the fact that many countries did not as yet have the practical possibilities 
for storing such cassettes and ensuring their widest possible distribution; the procedure 
accordingly seemed premature in the present state of progress. The practice of having those 
records in writing should be continued, in view of ease of handling such documents and other 
advantages such as the possibility of making photocopies. 

In regard to support of all types, and all the activities proposed under appropriation 
section 5, he stressed the need for WHO to be more vigilant in its efforts to facilitate the help 
given by other United Nations agencies and by governmental and nongovernmental organizations to 
countries in connection with health projects. At present the gross national product (GNP) was 
being used as a sole criterion in relation to certain requests for assistance, and some 
countries, including his own, had been refused participation in training courses on the basis 
of having a high GNP. He strongly emphasized the fact that the contributions of all African 
countries south of the Sahara were extremely low, and he felt that if, in future, any such 
requests did not meet a positive response, the refusal should in no event be based on consider- 
ations of GNP. All African countries attached enormous importance to the training of cadres, 
and were eager to receive cooperation in the training of personnel, which represented their 
main need. In that connection, many of the organizations and bodies of the United Nations 
system, signatories of the Alma -Ata Declaration, with which Member States of WHO intended to 
cooperate, wished to work through bilateral programmes. As their programmes did not always 
conform to the criteria adopted by Member States within WHO, problems arose. WHO should 
therefore increasingly exercise its coordinating role, intervening with those organizations to 
ensure that such programmes did so conform. Failure to do so would create difficulties for 
Member States as, unlike WHO, which had a programme coordinator in most countries, many of those 
organizations were not represented at country level. 

Dr WARD -BREW (Ghana) believed that all were agreed on the need for programme support, 
whether in health information, personnel or general administration services. 

There was a vital need for health information - from whatever level of the health delivery 
system - that could be used by health administrators for purposes of planning and evaluation. 
Often, however, data on births, deaths, communicable diseases, etc., were most unsatisfactory 
and rudimentary, particularly at the community, village or district level. He would urge 
the Secretariat to consider designing standard reporting forms, preferably of a pictorial 
type, which could be modified for particular communities if necessary, and could be used by 
village or district health workers without much training or formal education for reporting 
vital events. 
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His delegation supported the objectives and programme activities for 1984 -1985 under the 
section on programme support and, in particular, requested the Director- General to intensify 
his efforts to increase the proportion of posts in the Organization in the professional and 
higher -grade categories occupied by women. 

The DEPUTY DIRECTOR- GENERAL expressed the Director -General's appreciation for all the 
comments made, particularly in regard to health information support, which would be noted. 

The question of the geographical distribution of staff had been intensively studied by 
the Director -General, and the situation in that regard was more satisfactory than some years 
previously. The subject had been extensively discussed in Committee B. Conditions regarding 
cooperation with the United Nations agencies were also more favourable than had been the case 
some years ago. He urged delegations to endeavour to assist in the improvement of co- 
ordination at the country level also. The question of employing women in the upper echelons 
of the Organization was also receiving attention. 

Health literature services were second to none in the United Nations system in their 
quality. He appealed to countries to make better use of those publications; that would 

encourage WHO to make still greater efforts towards their improvement. 

Dr COOPER (Director, Health arid Biomedical Information Programme) said that the comments 
of delegations on the health information support programme (programme 14) were both useful and 
encouraging. 

The delegate of Egypt had referred to the need to list WHO publications and documents. 
The Secretariat fully agreed that it was necessary not only to produce documents and 

publications but also to make sure that people were aware of their existence. Technical 
documents issued by WHO were listed in WHODOC: an index to WHO technical documents, to which 
reference was made in paragraph 14 of the programme statement. Publications were listed in 
the catalogue of WHO publications, the most recent supplement to which listed all those issued 
up to the early months of 1983. The texts of resolutions and decisions adopted by the Health 
Assembly and the Executive Board between 1973 and 1982 were contained in the Handbook of 
resolutions and decisions of the World Health Assembly and the Executive Board, volume II, 

fifth edition. 
The delegate of Egypt had also referred to the need to produce manuals for public health 

care workers in simple language. The Secretariat was well awáre that the production of such 
manuals was essential and considered that they should be adapted to the conditions of the 

country in which they were to be used. The persons adapting the manuals must be familiar with 
the people doing the work, with the type of work done, and with the conditions in which the 
work was done. 

Т!.е delegate of Egypt had referred to paragraph 8 of the programme statement, and asked 
why the major thrust in the area of health literature services would be on the promotion of 
national policies and action, rather than on guidelines and manuals. The importance of 

elaborating national policies was stressed because many countries had resources in the field of 

library and health literature services that were under-developed, and it was essential that 

those countries should have policies aimed at encouraging the use of neglected resources. 
The delegate of Poland, referring to paragraph 2 of the programme statement, had suggested 

that it would be difficult to evaluate the impact of WHO publications and documents on a global, 

regional and national basis. The Director -General agreed, but considered that it was incumbent 
on WHO to monitor continuously the impact of its programmes. The methodological difficulties 
had not been under -estimated. The Organization was in the process of assessing the results of 
a readership survey made on WHO technical documents. The results of a questionnaire which had 
been sent to 3000 recipients of WHO documents were being analysed, and it was hoped that they 

would reveal the extent of the impact of WHO documents at country level and also make it possible 
to determine whether the nature and style of the documents met readers' needs. In the biennium 
1984 -1985 a similar survey would be carried out on the WHO Chronicle and World Health Forum. 
It was also possible to form an idea of the impact of WHO publications through book reviews and, 

of course, the comments made by delegates at the Health Assembly and by members of the Executive 
Board. As stated at the end of paragraph 2, an advisory panel would be created to provide an 
independent view of the effectiveness of the programme. 

Several delegates had raised the question of the records of the Health Assembly. It 

should be understood, in that respect, that at its seventy -first session the Executive Board had 

merely questioned the need for verbatim records. There had been no question of criticizing 
the summary records which were prepared of the discussions of the Executive Board, and of 

Committees A and B and other committees of the Health Assembly. The report that the Director- 



COMMITTEE A: FOURTEENTH MEETING 199 

General would be submitting to the Executive Board would be confined to the question of verbatim 

records; it would not deal with summary records. In his report the Director -General would 

take account of the comments made by the delegates of Czechoslovakia, Gabon, the Union of Soviet 

Socialist Republics and the United Republic of Cameroon. 

The comments of the delegate of the Islamic Republic of Iran on the need to transmit 

information materials on communicable diseases and immunization to maternal and child health 

centres had been noted. 

The delegate of the United Republic of Cameroon had also drawn attention to mistakes in the 

translation of documents. Mistakes did sometimes occur, but when they did every effort was 

made to correct them and to draw them to the attention of all concerned. The delegate of the 

United Republic of Cameroon had also said that publications were not always available in French. 

In that connection it should be noted that the vast majority of publications were issued in 

English and French simultaneously. 
The delegate of Venezuela had stressed the importance of standardized terminology in public 

health. Steps were being taken to that end, and WHO was engaged in the preparation of an 

international nomenclature of diseases, in cooperation with CIOMS. 

(For discussion of financial policy matters, see summary record of the fifteenth meeting, 

section 2.) 

2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT BY THE DIRECTOR - 

GENERAL AND REPORT BY THE EXECUTIVE BOARD ON THE METHODOLOGY AND CONTENT OF THE SEVENTH 

REPORT ON THE WORLD HEALTH SITUATION IN RELATION TO THE MONITORING AND EVALUATION OF THE 

GLOBAL STRATEGY) : Item 21 of the Agenda (Resolutions WHA29.22, paragraph 1(4), WHА34.36, 

paragraph 7(2) and WHA35.23, paragraphs 5(3) and 6; Documents ЕВ71 /1983 /RЕС 1, Part I, 

Annexes 10 and 11, А36/30, A36/INF.DOC./1aпd Corr.l, A36/INF.DOC./8 and A36 INF.DOC./12) 

Dr OLDFIELD (representative of the Executive Board), introducing the item, said that the 

report by the Director -General on the methodology and content of the Seventh Report on the 

World Health Situation (document А36/30)1 came at an interim stage in the global process of 

monitoring and evaluating movement towards health for all by the year 2000. In March 1983 

countries had reported on the implementation of their national strategies. Those reports, 
after consideration by the regional committees in the autumn, would come before the Executive 
Board in January 1984 and be submitted to the Thirty -seventh World Health Assembly in May 1984. 

The progress report by the Director -General to the seventy -first session of the Executive 
Board (document ЕВ71/1983 /RЕС/1, Annex 10), indicated some of the action taken in individual 
countries to develop and update national strategies and what support WHO could provide to that 
end in such areas as new models of relationships, development of primary health care, and 

training and mobilization of resources. A summary review of developments in primary health 

care, entitled Assessing the march towards health for all, was available separately (document 
A36 /INF.DOC. /1). 

The reason for the process of monitoring and evaluation was the need continuously to 

strive to develop the most appropriate and fruitful expressions of interaction between WHO and 
its Member States and between WHO and other organizations and institutions, since the Global 
Strategy could be implemented only through the effective preparation and implementation of 
national strategie3. 

In the discussion in the Executive Board emphasis had been placed on the need to continue 
and strengthen support to countries in the mobilization of resources for national health 
development in terms of health for all by the year 2000. Such support included encouraging 
countries to devote a large proportion of their own resources to health activities. It also 
involved the essential and wider issue of the use of the world's resources, with reference to 
expenditure on armaments, and the creation of the necessary conditions for implementation of 
the Strategy, namely conditions of peace. 

Dr HAMON (Assistant Director -General) said that, at its session in November 1982, the 

Programme Committee of the Executive Board had briefly evaluated the format and content of the 

Sixth Report on the World Health Situation so as to take them into account when drawing up 

its recommendations for the Seventh Report. In the course of that evaluation the Programme 

Committee had taken account of the opportunity of having relevant information on the health 

situation in the world arid its trends provided by the process of continuous monitoring 

1 Document WHА36/1983/REС/1, Annex 7. 
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and evaluation of implementation of the strategy for health for all at the level of countries, 
regional offices and the Organization as a whole. The Programme Committee's report to the 
Board was reproduced in extenso in document ЕВ71/1983/RЕС/1, Annex 11 (pages 119 to 130). 
At its seventy -first session, in January 1983, the Executive Board had noted the Committee's 
views and recommendations; the summary records of the Board's discussions were to be found 
in document ЕВ71/1983/RЕС/2 (pages 267 to 269). On the basis of the documents in use 
concerning continuous monitoring of implementation of the Strategy, and on the basis of 
documents in course of preparation concerning evaluation of implementation of the Strategy, 
the Secretariat had considered how to give practical effect to the Programme Committee's 
recommendations on the Seventh Report on the World Health Situation. The recommendations of 
the Executive Board concerning the need to rationalize the use of the resources of Member 
States of the Organization had also been taken into account so that a report could be prepared 
within the framework of activities already approved relating to the monitoring and evaluation 
of the strategy for health for all. The relevant proposals were contained in the Director - 
General's report (document А36/30).1 

Dr SIDHU (India), on behalf of the delegations of Afghanistan, Cuba, Democratic People's 
Republic of Korea, Mozambique, Yugoslavia and his own, proposed the adoption of the following 
draft resolution: 

The Thirty -sixth World Health Assembly, 
Noting with satisfaction the decision by a group of Member States - the non- aligned 

countries - concerning the implementation of the Strategy for Health for All by the Year 
2000,2 contained in the Economic Action Programme in the sphere of health adopted at the 
Seventh Summit Conference of the Heads of State or Government of Non -Aligned Countries 
held in New Delhi in March 1983; 

Stressing the importance of the decisions adopted at the Seventh Meeting of Health 
Ministers of the Non - Aligned Countries in their resolutions on: 

(i) implementation of the Strategy for Health for All by the Year 2000; 
(ii) technical cooperation among developing countries to attain the goal of health 
for all by the year 2000; 

1. CONGRATULATES the non -aligned countries on their continuing political commitment 
and vigorous efforts to attain the goal of health for all; 

2. REQUESTS the Director -General to ensure that the Secretariat at all operational 
levels provides the necessary support with the means at its disposal for the implementa- 
tion of the measures contained in these resolutions and to report to the Thirty -seventh 
World Health Assembly on progress made in this respect. 

The sponsors of the draft resolution were the coordinating countries of the Non -Aligned 
Movement in the sphere of health. Members of the Assembly already had before them 
information document A36/INF.DOC./12 containing the texts of two resolutions adopted by the 

health ministers of the non - aligned countries at their seventh meeting which had been held on 
4 May 1983 under the chairmanship of the Minister of Health and Family Welfare of India.2 

The two resolutions set out the policies adopted by the non -aligned and other developing 

countries to promote technical cooperation among themselves in the field of health and health 
services. During the meeting of the health ministers a number of delegations had enumerated 
the various practical steps which had been taken by those countries in order to foster 
technical cooperation amongst themselves. Such cooperation came within the overall framework 
of the philosophy of collective self -reliance adopted by the Non -Aligned Movement. 

The non -aligned and developing countries were doing their best to meet the challenges 

facing them in the field of health and health services, but it had to be recognized that their 

resources were limited. They therefore needed multilateral assistance and support in 

meeting their objectives, particularly that of health for all by the year 2000. WHO, as a 

specialized agency devoted to the cause of promoting the health and welfare of all the 

peoples of the world, could play an extremely important role in that regard. The draft 

resolution therefore requested the Director -General to ensure that necessary support was 

provided to the non- aligned and developing countries in the implementation of the measures 

set forth in the two resolutions to which he had referred. It should be noted that since 

1 Document WНАЭ6/1983/REС/1, Annex 7. 

2 See document WHA36/1983/REС/1, Annex 6. 
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the non- aligned countries formed nearly two - thirds of the entire membership of the Organization, 

the goal of health for all by the year 2000 could hardly be achieved unless those countries 

made significant progress in the field of health. 

The sponsors hoped that the draft resolution, which showed the determination of the 

non- aligned and other developing countries to achieve the goal of health for all by the 

year 2000, would receive the unanimous support of the Health Assembly. 

Professor SHEHU (Nigeria) said that the summary review of developments in primary health 
care (document A36 /INF.DOC. /1) gave a good idea of the progress being made. In perusing it 

he had been primarily interested in identifying where Nigeria stood by comparison with other 

Member States in respect of the policies and plans of action it had been able to evolve. 

His country was making reasonably steady progress but somehow the pace had to be accelerated. 

One of the shortcomings identified was the failure to follow up or to support policies and 

plans of action with a more rational and more equitable system of resource allocation. 

Of course, the allocation of resources was one thing and their utilization quite another. 

There appeared to be strong resistance to the preferential re- allocation of resources in 

favour of the health sector, mainly based on the argument that a balance had to be maintained 
between the various sectors. For some it was anomalous to suggest increasing the health 
sector allocation in the context of primary health care, because that was not the responsibility 
of the health sector alone; increased allocation of resources to the agricultural, water, 
housing and public works sectors might well prove just as important and satisfactory 

indicators of the desire to achieve public health for all by the year 2000. In Nigeria 
there had been an enormous increase in allocations to health -related sectors, such as 

agriculture, water and housing, during the past three or four years. 

It had always been his conviction that even a cut in the health budget could be tolerated 
if it was based on a rational decision arrived at after close consultation between the 
different economic sectors. For example, funds allocated for the purchase of sophisticated 
and inappropriate high -technology equipment or the construction of incongruous and complex 
structures in the rural areas could perhaps be better utilized in developing the water supply 
in the area. That type of decision would be justified under the country's existing socio- 
economic conditions. 

The second problem concerning resource allocation was intrasectoral in nature: it was 
to shift resources deliberately and progressively from urban to rural areas so that a more 
equitable distribution of services could be achieved in the shortest possible time. There 
was still a great deal of resistance from urban -based curative - oriented institutions, which 
continued to absorb a disproportionately large share of the country's scarce funds. 
His Government was in the process of devising a way of making those institutions take an 
interest in the welfare of the disadvantaged sections of the community. It believed that 
if it could minimize some of the existing constraints, such as poor transport and communica- 
tions, it would be possible to find the gaps in the system and to try to close them whether 
they were in infrastructure or actual services. It was true that most of them were in 
rural areas, but there were pen-urban, and even urban, areas where the living conditions 
of the people were harsher than in some rural locations. The drift of the population from 
the rural to the urban areas had aggravated the latter's problems. Somehow the process had 
to be reversed by making the rural areas more healthy and, therefore, more attractive. 

The crucial role of manpower in all those initiatives could not be over -emphasized. 
That was why, prior to the adoption of the primary health care strategy, his country's 
national health development policy had laid emphasis not only on the development of physical 
infrastructure but also on the training of community health workers, by establishing schools 
of health technology in every State of the Federation. Furthermore, the training of doctors, 
nurses, midwives and other health workers had been significantly expanded. A number of 
incentives, such as provision of housing, transport arid continuing education facilities, were 
being introduced in order to encourage a fairer distribution of manpower throughout the nation. 
The National Youth Service Corps Scheme also ensured that all graduates from universities and 
other institutions of higher learning served for at least one year in rural areas. In that 
way some 20 000 young men and women were available each year for community service. It was 
intended to extend the scheme to cover post - secondary institutions in the not too distant 
future. 

Emphasis must be placed on the importance of oral rehydration therapy in the control of 
diarrhoeal diseases in the Third World; that was perhaps the single most important step in 
reducing morbidity and mortality in the child population. Furthermore, it was simple arid 
easily acceptable, even to peripheral populations. His delegation would like to see the 



202 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

health education of communities, particularly mothers, intensified to promote the adoption 
of that simple but highly effective technology, while efforts were continued to improve the 
production and distribution of oral rehydration salts. 

The question of the supply of essential drugs had to be thoroughly re- examined. In the 
less developed countries large quantities of expired, ineffective or even harmful drugs were 
still being marketed. Some of them were being sold at 100% to 400% of their ex- factory 
prices. The only lasting solution was for Member States to intensify their efforts at 
self -reliance and self -sufficiency, at least in respect of those drugs which they had decided 
to include in their lists of essential drugs. 

In the field of traditional medicine a national committee had been set up consisting of 
Government officials and modern and traditional medical practitioners as a first step towards 
rationalizing the practice of traditional medicine. Unfortunately there was some resistance 

among both categories of practitioners. His Government was therefore trying to encourage a 
dialogue which, it was hoped, would minimize the present mutual suspicion. Its efforts should 
lead to the standardization of training and the recognition and registration of different 
categories of traditional practitioners. At the moment it was not realistic to aim at the 

complete integration of the two systems. Even to reach the stage of full cooperation would 
need a drastic change in the attitude of both western -style medical and other practitioners 
and of traditional practitioners. 

One of the most difficult challenges which governments were facing in their efforts to 

work towards the goal of health for all by the year 2000 was that of introducing appropriate 
mechanisms for interdisciplinary and intersectoral cooperation in the spirit of primary health 
care. His Government had set up multisectoral technical support groups for primary health 
care, on which ministries, universities and nongovernmental organizations were represented. 
If the support groups could demonstrate that each of the sectors represented had a vital role 
to play and that its own programmes would benefit from the arrangement, then continuing 
collaboration could be assured. 

It must, however, be understood that intersectoral cooperation of the type which his 
Government was seeking to introduce in primary health care had never been a strong feature 
of the administrative and management structures which many Third World countries had inherited 
from the colonial powers after varying periods of direct or indirect rule. Consequently, with 
all the good will in the world, it would take time to achieve such cooperation with a minimum 
of disruption of the entire system. 

In his country there were many institutions which included national socioeconomic 
development among their specific fields of activity. Attempts would be made to develop 
linkages between them on a more formal basis, while at the same time a national focal point 

was being established for a national health development network. Exchanges were at present 
taking place on an ad hoc basis between some of the institutions concerned through the 
exchange of teachers and other personnel, and the organization of workshops and seminars. 

The Director -General should intensify his efforts to document the experience of 
Member States so that their experience could be pooled, for the benefit of all. Sometimes 
personal contacts were more productive than questionnaires or other forms of correspondence. 

His country's commitment to primary health care and to the goal of health for all by 
the year 2000 was not in doubt, but it faced the predicament of how to measure that commitment 
in terms of comparable indicators. It needed to develop an appropriate organizational 

framework and appropriate managerial processes to facilitate the introduction and utilization 
of a few selected indicators for the peripheral primary health care facilities and to train 

community health workers in their use. At the higher levels more expertise was already 

available and more complex issues could be covered. 

Workshops had been held and handbooks which had been prepared were currently being used 
on a trial basis at the primary health care level. What was absolutely essential but lacking 

at present was the multisectoral cooperation that would permit the introduction of a whole 

range of indicators to monitor all aspects of socioeconomic development. Each sector was 
taking some action in that respect, and the next step would be to foster closer interaction 
between the various sectors. 

In any case, for his country there was no turning back in its efforts to develop a just, 

free and egalitarian society, and primary health care and health for all by the year 2000 would 
no doubt be the centrepieces of the health sector's contribution to that effort. 

Dr Frey took the Chair. 

Dr SIККEL (Netherlands) commended the review of developments in primary health care 
entitled Assessing the march towards health for all, which rightly focused attention on the 
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underserved section of the world population. Hе agreed that community involvement in primary 

health care could begin effectively only after communities 
had reached a certain level of 

economic, social and educational development. That requirement provided further evidence of 

the close relationship between health and development and the need for an integrated 

multisectoral approach in the primary health care strategy. However, as experience in the 

Netherlands aid in other industrialized countries had shown, even when such a level of 

economic and social development had been reached, intersectoral action was still extremely 

difficult to achieve. 

His delegation agreed with the conclusions reached at the meeting on intersectoral action 

held in Trivandrum (India) in November 1982 - namely, that for intersectoral interventions to 

be successful, it might be necessary for the national health sector to make internal adjustments 

both in its traditional approaches to health problems and in its organizational structure. 

Such adjustments might include the reordering of priorities, greater decentralization, and 

community involvement. However, as had been proved in a number of countries, intersectoral 

action at the community level could not be effective without a strong political commitment. 

Noting the great disparities persisting in access to water supply and sanitation, both 

between countries and, within countries, between urban and rural areas, as shown in Annex 2 

to the review, he recalled his Government's long -standing commitment to improving standards 

and levels of services by the year 1990, in accordance with the aim of the International 

Drinking Water Supply and Sanitation Decade. The presence in the country of the 

International Reference Centre for Community Water Supply (IRC), supported mainly by his 

Government, might serve as evidence of its active interest in the matter. IRC was working 

closely with WHO in the area of development and exchange of technology and related information 

as a follow -up to the recommendations made at the United Nations Water Conference (1977). 

IRC was also engaged in a number of demonstration projects in various countries on slow sand 

filtration, public standposts and community education and participation. Those activities 

were fitting in very well with the action programme for the Decade, as described in 

section 7.3.1 of the review. For that reason, and because of its clearing -house functions, 

IRC deserved continuing international financial support. 

Despite the many constraints mentioned in the review it could be concluded that much 

progress had been made since the twenty - second session of the UNICEF/WHO Joint Committee on 

Health Policy in 1979. The usefulness of developing health indicators had been proved. Since 

the review focused on countries, it would be useful to add, in the tables in Annexes 2 and 4, 

data regarding the percentage of population covered, as had been done in the case of 

immunization coverage in Annex 3; in fact, if such information had been given, a more 

encouraging picture would have emerged. 

Many obstacles still had to be overcome in the implementation of the Global Strategy for 

Health for All by the Year 2000. His delegation hoped that WHO would continue to support 

those whose strength might temporarily fail on the long and vigorous march ahead. 

Dr CHAMOV (Bulgaria) said that the document prepared for the twenty- fourth session of 

the UNICEF /WHO Joint Committee on Health Policy, represented a first and successful attempt 

to review developments in primary health care since the Alma -Ata Conference. It placed the 

necessary emphasis on positive trends and national developments to provide a stimulus for the 

further development and implementation of the Strategy at the country, regional and global 

levels. The preliminary results obtained so far were reassuring. The methodological approach 

for the successful long -term evaluation of results on the basis of appropriate monitoring 

criteria and indicators was commendable. 

Several conclusions could be drawn from the information submitted. Firstly, the 

strategy for health for all by the year 2000 had fallen upon fertile ground and had won adepts 

at the national level; it was being correctly interpreted in differing degrees by national 

health administrations and national health systems were taking steps to implement it in accor- 

dance with their capacities. Secondly, at the broadest level WHO was extending its coordina- 

ting activities and support for national systems through the dissemination of positive 

experience and the necessary comparable information. Thirdly, the Organization appeared to 

be displaying a reduced interest in the implementation of the strategy in the developed 

countries. There was a fair amount of information regarding the health crisis in several 

countries of that group, whose qualitative and quantitative parameters probably differed from 

those of the developing countries - a point which WHO should take into account; a more suitable 

method of evaluating progress and analysing primary health care problems in those countries 

might therefore be needed. Fourthly, the basic problems involved in transforming 

primary health care into a decisive instrument for implementing the strategy were not new. 
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In fact, most of them had remained unsolved throughout the Organization's 35 years of existence. 
The new approach adopted in the strategy required coordination of the efforts made by all 
countries and by all sectors involved in national social and economic development if successful 
results were to be obtained. In any case, the first encouraging attempt to utilize the 12 

proposed indicators for evaluating progress in implementing the Global Strategy for Health for 
All was most praiseworthy. 

Dr RAM (Christian Medical Commission), speaking at the invitation of the Chairman, recalled 

that the Christian Medical Commission of the World Council of Churches had enjoyed a fruitful 

consultative relationship with WHO for the past decade. It fully supported the Organization 

in its efforts to implement the Global Strategy for Health for All by the Year 2000 aid, in 

collaboration with other nongovernmental organizations, had helped to work out the role of the 

latter in implementing the Strategy. The relevant publication was available in several 

languages.1 

The Christian Medical Commission had managed the church medical programmes around the 

world for the past 15 years. It had always sought to go beyond the traditional hospital -based 

medical programme and to adopt a community -based primary health care approach. In fact, many 

innovative primary health care projects had been initiated by the church medical programmes. 

In more recent years an increasing number of church medical programmes had included primary 

health care as a part of their ongoing activities at the grass roots level. It was therefore 

felt that the time had come to embark on large -scale implementation, in which WHO could count 

on the partnership of church medical and health programmes. 

The Christian Medical Commission fully supported the efforts of several Members of WHO to 

affirm the importance of the spiritual dimension in providing health care. It had in fact 
been involved in that aspect of health for more than 100 years. For example, hospital chap- 
lains had helped to bridge the gap between patients and their families and hospital medical 
teams - a factor of proven importance in the healing process. Chaplains had also helped to 

provide follow -up in the community and had assisted patients to build up their faith and hope, 
which also played such a key role in the healing process. 

The teaching of human values and medical ethics at Christian medical colleges, nursing 
schools and other health training units had been important elements in the church training 
programmes for young medical personnel and other health workers. Unfortunately, the human 
touch in treatment appeared to be diminishing, mostly because of the overdependence on 

medical technologies. 
Since 1977 the Christian Medical Commission had participated in 10 regional meetings 

convened around the world as part of an oecumenical global study on Christian understanding 

of health, healing and wholeness. Participants had come from a variety of backgrounds and 

faiths, and had included Moslems, Hindus, Buddhists and Christians. One clear factor had 
emerged from the study: body, mind and spirit were inseparable and, consequently, all dimen- 
sions, including the spiritual, had to be taken into consideration in the provision of health 
care. 

It had also been ascertained that a balanced relationship comprising the individual 
harmony of the personality and the right relationship of the individual to his family, to 

the community, to God and to the environment was extremely important in health. Any distur- 
bance of any of those relationships could cause ill health. Immunization and the satisfaction 
of other basic health needs were important, but the equilibrium of relationships and the 
spiritual dimension were also key elements for the attainment of the goal of health for all 
by the year 2000. 

Professor WYSOCКI (Poland) informed the Committee that in 1982 his country's Ministry of 
Health and Social Welfare had invited a number of experts in epidemiology, the organization 
of health care, medical statistics and environmental health to form a permanent working group 
for the implementation of the strategy for health for all by the year 2000. In 1982 the 

group, together with scientists from medical research institutes, had reviewed the global and 
regional health indicators proposed by WHO for monitoring progress towards health for all and 
had evaluated the possibilities of using them in Poland. The values for 1980 and 1981 for 
Poland had been reported to the Regional Office for Europe. In that connection it should be 
borne in mind that information on many of the indicators concerning the health status of the 

1 The role of non- governmental organizations in formulating strategies for health for all 
by the year 2000: a position paper elaborated by the Non -governmental Organizations Group on 
Primary Health Care, Geneva, 1981. 
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population and the availability of health services was already collected and published in 

Poland as a matter of routine, so that his country was well advanced in that respect. 

His country's strategy for health for all by the year 2000 was in the preparatory stage 

and would be formulated by the end of 1983. Meanwhile, further consultations with WHO might 

be necessary. The main aims would be similar to the objectives of the Global Strategy and of 

existing national health policies. The strategy would be designed to reinforce primary health 

care, to reduce the incidence of preventable diseases, and to promote conduct and life -styles 
conducive to health. 

The summary review entitled Assessin the march towards health for all and the Director - 

General's progress report (document ЕВ71 /1983 /RЕС/1, Annex 10) were of considerable didactic 

value. The introduction and strengthening of primary health care services in the developing 
countries was a task of the highest priority for governments, ministers of health and WHO, but 

the reshaping of existing primary health care structures in developed countries was also an 

important objective. In many developed countries primary health care mainly meant the treat- 
ment and prevention of infectious diseases in the form of vaccination and, in some cases, social 

assistance. Very often the fundamental element of primary health care - health education - 

was overlooked. Furthermore, in the developed countries there was a need to reorient primary 
health care towards the elderly, who were the most frequent recipients of medical care. 

Dr TING Youhe (China) said that his delegation, having carefully studied the Director - 

General's progress report on the global strategy for health for the year 2000, was gratified 

to note that, over the past year, regional committees and many Member countries had been 

actively involved in efforts to implement resolution WHA35.23 and that some satisfactory 
progress had been made. 

In China primary health care had already been incorporated in overall national social and 
economic development plans. A national congress held in December 1982 had adopted a new 
Constitution which included a special article on health. The same congress had adopted the 
sixth five -year plan for economic and social development, in which health development and 
improved health care services were featured as priority objectives. 

The sixth five -year plan for health services covering the period 1981 -1985 and the new 
health development plan for the period 1986 -1990 now in the process of preparation emphasized 
the need to strengthen health services in urban and, especially, rural areas. Since 1980 
efforts had been made to restructure and consolidate the health services on a step -by -step 
basis in more than 2100 districts of the country. As the result of a three -year effort, 
encouraging progress had been recorded in the first stage, covering some 300 districts. 
The second stage which would involve 400 districts, was due to be initiated in 1983 and 
completed in 1985. 

Restructing and consolidation were being carried out in four main areas of activity. 
Firstly the professional and technical component in local groups was being strengthened with 
a view to achieving further improvements in institution management. Secondly, technical teams 
were being trained or substantially retrained with a view to improving their qualifications. 
Thirdly, as the result of reformsin hospital, district and community administrations, greater 
emphasis was being placed on professional activities in disease control. Fourthly, management 
and organizational restructuring had taken place with a view to promoting different types of 
medical services. Hospital services in towns were being strengthened and an active attempt 
was being made to develop community hospital services. Doctors were being encouraged to set 
up individual or collective practices. Urban hospitals were also being encouraged to provide 
out -patient or domiciliary treatment, thereby extending coverage with a view to meeting the 
needs of the entire population by the year 2000. In addition, a patriotic public campaign 
was under way to improve environmental health and sanitation on a nation -wide basis. 

Thus health conditions had been improved in both urban and rural areas, disease control 
had been intensified, and mortality and morbidity rates had been reduced, with consequential 
improvements in public health. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) pointed out that two years had passed 
since the Thirty -fourth World Health Assembly had adopted the Global Strategy for Health for 
All by the Year 2000, and one year since the Thirty -fifth World Health Assembly had adopted 
the plan of action for implementation of that Strategy; progress in the implementation of 
national strategies would be discussed in detail at the regional committee sessions later in 
1983. Despite the problems arising in many countries re arding the establishment of primary 
health care, the Director -General's report (document А36 /30) and the review of developments 
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in primary health care indicated a geniune determination to develop primary health care in 
accordance with the Alma -Ata concept. 

The Soviet Union itself had not found it necessary to make any great modification of its 
health system to bring it into line with the primary health care principle, since the latter 
was already an integral part of the system. Concrete measures to improve hospital and 
out -patient care and epidemiological services, disease prevention, and the provision of 
medical equipment and supplies were all included in state economic and social development 
plans, which had the force of law. Additional measures for the development of health 
protection, medical science and environmental protection were passed by the Central Committee 
of the Party and the Council of Ministers; several such measures had been taken during the 
past few years. The whole population of the Soviet Union had access not only to primary 
health care but also to all types of specialized medical care. Constant efforts were made to 
ensure standard quality of the health care delivered in both rural and urban areas, and in each 
rural district qualified medical care was available in at least 10 specialized fields. The 

cardiological services that had been established had made a significant impact, and during 
the Tenth Five -Year Plan the special measures taken to prevent cardiovascular diseases had 
reduced by 11.5% temporary incapacity for work, and by 8.3% primary invalidity due to 

cardiovascular diseases. Implementation of a national programme against cardiovascular 
diseases had led to a fall in the essential hypertension mortality rate and a stabilization in 
the number of deaths due to acute myocardial infarction. The Soviet Union was cooperating 
closely with newly independent countries in the field of socioeconomic development, including 
health; he would not go further into that as it was reflected in his delegation's communication 
to the Health Assembly (document A36/INF.DOC./8). In his opinion, the Director -General's 
report could be noted and the Director -General should be requested to report to the Thirty - 
seventh World Health Assembly on further progress in that field. 

Regarding the Seventh Report on the World Health Situation, his delegation considered 
that the best solution, from all points of view, including the financial aspects, was the 

publication of the report by headquarters; that would be consistent with resolutions F857.R46 
and WHA29.22, which also related to the content and format of the report. The reports should 
of course be in line with the targets for health development, and special emphasis should be 
placed, in the Seventh Report, on the implementation of the Strategy for Health for All. 
Although from one Report to the next different degrees of emphasis would have to be placed on 
different aspects, depending on the development of the particular sector and the activities 
of the Organization as a whole, it was important to maintain a consistent general approach in 
order to enable progress to be evaluated and proper conlusions to be drawn. That requirement 
had not always been fully met on previous occasions. In the preparation of the Seventh 
Report every effort should be made to ensure the maximum degree of uniformity and comparability 
of the material received and published and, in laying emphasis on the implementation of the 

Global Strategy, it was important not only to analyse progress but also to outline the ways in 

which the results had been achieved. The second part should preferably be fuller and contain 
a more detailed analysis of the health situation in the various countries. A report on the 
world health situation was a unique publication, and his delegation believed that it should be 
issued by headquarters in two main parts - a general review and a country -by- country review - 

which could be amplified by specific statistical information. 

As regards the draft resolution on the spiritual dimension in health care programmes, his 

delegation had every respect for delegates' religious views; religious aspects certainly 

played an important role in the organization of health services in some countries - although 
he would stress that that was not universally the case. A request of that nature to the 

Director- General could involve him in serious problems, since there was a wide variety of 

religious teachings in the world and it would be extremely difficult for him to take them all 

into account in the preparation of primary health care programmes. A better solution might be 
for the Member States concerned to take action themselves when they planned their national 

programmes for primary health care, He would be submitting a number of amendments which, 

without altering the substance of the draft resolution, would render it acceptable to his 
delegation and better reflect the position of various countries and regions on the question. 

Dr SIDHU (India) welcomed the review of developments in primary health care, as the 

initial stage of the necessary monitoring of the progress to be made by all countries in the 

time remaining until the year 2000, It was the responsibility of each country, using 

reasonably specific indicators and criteria, to monitor and assess, in quantifiable terms, 

the progress achieved in the various crucial sectors under its national health plans. 

Various indicators and targets had been adopted in India, by which to measure progress 

towards the social goal which all countries were committed to achieve. 
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The Constitution of India had from the earliest days provided the right of Indian 

citizens to health services for better health care. Each successive five -year plan had 

accordingly been progressively establishing the framework within which the States and Union 

Territories could develop their health services in terms of infrastructure, related medical 

education and research. A turning point in the public health history of the country was 

the Sixth Five -Year Plan (1980 -1985), which had set new directions for the community -based 

development of services for health, welfare, nutrition and environmental improvement by 

adopting primary health care as the key to its national strategy. The strategy for health 

for all by the year 2000 and its interrelationship with the Prime Minister's 20 -point 

programme for total development had led to the drawing up of a long -term comprehensive health 

plan covering the broad spectrum of health, social welfare and education. 

Another major milestone had been the statement on national health policy of November 1982, 

which dealt realistically with various dimensions of health policy (political, cultural, 

socioeconomic, nutritional, environmental, educational, preventive and curative), and outlined 
the required reorganization of the health services' infrastructure and the revision of the 

approaches to education and training, so that medical and health personnel could become 
relevant to the needs of the community and be provided at a cost that the people could 
afford, thus ensuring involvement and participation of the community and voluntary organizations 
in primary health care adapted to the Indian context. A national population policy was 

shortly to be brought out, followed by a draft national medical and health education policy, 
to cater for the current phenomenal growth of the health services aid the required reform of 
undergraduate and postgraduate curricula and training to give them a community bias. The 
policy would cover also the relationship between the allopathic and Indian systems of 

medicine and homeopathy in the delivery of primary health care. 

Not only was India's strategy for health for all by the year 2000 in conformity with the 

Alma -Ata Declaration on Primary Health Care and United Nations General Assembly 

resolution 3458 which recognized health as an integral part of development, but the 

implementation of primary health care programmes had launched the country on the global "march 

towards health for all ". 

India placed great importance on its collaboration and co- partnership with WHO at 

country level. In common with other Member States, his country was firmly resolved to pass 

from the developmental phase of health for all strategies to their implementation "in the 

spirit of the policies, principles and programmes ... adopted collectively in WHO" 

(resolution WHA33.17). His Government had endorsed the Director -General's analysis of the 

study of WHO's structures in the light of its functions submitted to the sixty -fifth session 

of the Executive Board (document WHA33/1980 /RЕС/1, Annex 3, Appendix). Quoting from 
paragraph 27 of that analysis on the importance of what countries could do for themselves, 

with WHO cooperation, and from paragraph 29 on the need for a mechanism for continuing 
dialogue between each Member State and WHO to enable countries to absorb and implement WHO 
policies and principles, he informed the Committee that, in the spirit and context of those 
considerations, his Government had recently shaped the main directions for WHO's role and 
functions at country level. The co- partnership with WHO at country level would be based on 

the provision of collaborative support for India's technical and managerial capabilities in 
the implementation and evaluation of its national strategy and on the sharing of the heavy 
coordination responsibilities deriving from the positive response to its health strategy from 

all national, multilateral and bilateral sources. 

Dr HUYOFF (German Democratic Republic) said that his delegation recognized that the 
implementation and monitoring of the Global Strategy and the preparation of the Seventh 
Report on the World Health Situation should go hand in hand. He would like to know in what 
way the results achieved so far concerning the Seventh Report would be introduced into the 
discussion of the proposed programme budget for 1986 -1987 at the Thirty- eighth World Health 
Assembly. There was no reference to that point in the outline attached as Annex 2 to the 
Director -General's report, although it was implicit in paragraph 9 of the report itself. It 
would be a great help if essential information could be provided for the Thirty - eighth World 
Health Assembly, possibly by the advisory group whose activities had been included in 
previous proposed timetables (document ЕВ71/1983/REС/1, Annex 11) in order to assist in 
identifying priorities, progress achieved and obstacles encountered in working towards the 
overall objective. He fully agreed with comments made by the Soviet delegation on the draft 
resolution concerning the spiritual dimension in health care programmes. 
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Dr CABRAL (Mozambique) expressed his appreciation of the summary review of developments in 
primary health care. It would provide a useful baseline for assessing progress in the 
implementation of health for all strategies based on primary health care, which should, of 
course, include any shortcomings, obstacles or deviations from the Strategy. It would have 
been helpful, however, if the differences in pattern between countries could have been 
mentioned in every individual section. He strongly recommended anyone who had not read the 
full review on which the summary had been based, to do so. 

Referring to control of communicable diseases (section 7.5), he noted the forceful 
comment on the verticalization of programmes and activities. Recalling the discussions 
during the review of the proposed programme budget, he emphasized the importance of a clear 
integrated approach towards primary health care in all WHO technical programmes, so that 
they could not be an additional element in aggravating the present situation and slowing down 
the movement towards primary health care. 

The question of action on essential drugs (section 7.7.1) was most important, since the 
availability of drugs in rural areas was an indicator of genuine commitment to primary health 
care and health for all at country level. The figures quoted reflecting a rather poor 
availability of drugs in rural areas in many countries, showed just how far there was still 
to go in practice. They also showed the decisive importance of measures at national level 
for the implementation of policies on essential drugs and the urgent and, in his opinion, 
priority need for WHO assistance to countries in the distribution of essential drugs. 

In the light of his country's experience so far in the implementation of the Strategy, the 

setting up of national health services was decisive for the coordination and proper 

exploitation of scarce resources in developing countries. 

Two areas in which improvement was required were health information systems and health 

service management. In his country general guidelines for a national health information 

system had had to be drawn up and the system was now on trial in a number of pilot districts. 

Cost -efficiency studies of various types of health units and forms of health training were 

also being carried out. In view of the low technical and managerial standard of most 

peripheral personnel, workshops had been held for district health directors and guidelines 

had been issued, and were being tried out, on the activities and evaluation of health centres. 

Another important concept which had been introduced in his country was community 

involvement (Chapter 6 of the review). That necessitated a change of attitude on the part 

of health workers themselves, discarding some of the traditional ideas on discipline and 

hierarchy inside health units. The concept had been implemented, for example, in the form 

of collective management in hospitals and health units. He fully agreed with the delegate 

of the Netherlands that community participation could not be improvised or introduced 

haphazardly. In his country, working agreements had been concluded with the mass democratic 

organizations, such as women's organizations and trade unions, two years previously in order 

to provide as many channels as possible for disseminating health information and health 

education among the public and motivating them to use the health infrastructures. It was 

hoped thus to bridge the gap between the "technocrat" and the public, so that science could 

become an accessible domain. 
As regards the preparation of the Seventh Report on the World Health Situation, his 

delegation agreed with the main lines of the proposals put forward in the Director -General's 
report. He agreed, in particular, with the proposed linking of the strategy monitoring and 
evaluation reports, to be submitted to the regional committees in 1983 and 1985 respectively, 
with preparation of the Seventh Report. It was important, both in the global analysis and, 

particularly so in the regionalized country reviews, to have specific information and a very 
clear differentiation and classification of countries, so as to show clearly which countries 
were translating their declarations of intent into practice. His Government had made its 
view clear at different levels in the Organization that the ability of countries to put into 

practice primary health care policies and to implement health - for -all strategies should be the 

major criterion determining the direction of flow of international resources for health. 

The compilation of objective reports on health - for -all strategies would call for precise 
and compatible multisectoral information from countries. Few developing countries yet had 

information systems capable of collecting and collating such data. Cooperation with them 
on the establishment and improvement of health information systems would therefore be one 

of the most opportune and urgent tasks for WHO and he was glad of the priority given to it 

both in the proposed programme budget for 1984 -1985 and in the Seventh General Programme of 

Work. 

(For continuation, see summary record of the fifteenth meeting, section 3.) 

The meeting rose at 17h45. 



FIFTEENTH MEETING 

Saturday, 14 May 1983, at 9h00 

Chairman: Dr U. FREY (Switzerland) 

1. SECOND REPORT OF COMMITTEE A (Document А36/40) 

Dr MAKUTO (Zimbabwe), Rapporteur, read out the draft second report of the Committee. 

The report was adopted (see document A36/1983/REС/2). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85 and ЕВ71/1983/1, Part I, resolution ЕВ71.R3 and Annex 1, and Part II) 

(continued from the fourteenth meeting, section 1) 

Financial policy matters: Item 20.3 of the Agenda (Documents РВ/84 -85, ЕВ7 1 1983/REС/1, Part I, 

resolution EВ71.R9, and Part II, Chapter III, sections (a) and (c), and А36 32) 

The CHAIRMAN introduced the item. Pursuant to the recommendation in the report of 

Committee B to Committee A, concerning the appropriation of casual income to help finance the 

programme budget for 1984 -1985,1 and to the recommendation in the report of the Executive 

Board on the proposed programme budget for 1984 -1985, concerning the use of savings resulting 

from the shortening of the World Health Assembly in 1984 to two weeks, a number of 

adjustments were required in the proposed Appropriation Resolution as recommended to the 

Health Assembly in resolution EB71.R9. 

The new text read as follows: 

The Thirty -sixth World Health Assembly 

RESOLVES to appropriate for the financial period 1984 -1985 an amount of 

US$ 581 739 900 as follows: 

A. 

Appropriation 
section 

Purpose of appropriation 
Amount 
US$ 

1. Direction, coordination and management 60 938 600 

2. Health system infrastructure 170 226 000 

3. Health science and technology: health promotion and care . 91 576 700 

4. Health science and technology: disease prevention and 

control 78 525 700 

5. Programme support 118 833 000 

Effective working budget 520 100 000 

6. Transfer to Tax Equalization Fund 52 000 000 

7. Undistributed reserve 9 639 900 

Total 581 739 900 

B. Amounts not exceeding the appropriations voted under paragraph A shall be available 

for the payment of obligations incurred during the financial period 1 January 1984 - 

31 December 1985 in accordance with the provisions of the Financial Regulations. 

1 See document WНA36/1983/REС/2. 
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Notwithstanding the provisions of the present paragraph, the Director -General shall limit 
the obligations to be incurred during the financial period 1984 -1985 to sections 1 -6. 

C. Notwithstanding the provisions of Financial Regulation 4.5, the Director -General is 
authorized to make transfers between those appropriation sections that constitute the 
effective working budget up to an amount not exceeding 10% of the amount appropriated 
for the section from which the transfer is made, this percentage being established in 
respect of section 1 exclusive of the provision made for the Director -General's and 
Regional Directors' Development Programme (US$ 9 772 000). The Director -General is 
also authorized to apply amounts not exceeding the provision for the Director -General's 
and Regional Directors' Development Programme to those sections of the effective 
working budget under which the programme expenditure will be incurred. All such 
transfers shall be reported in the financial report for the financial period 1984 -1985. 
Any other transfers required shall be made and reported in accordance with the provisions 
of Financial Regulation 4.5 

D. The appropriations voted under paragraph A shall be financed by assessments on 
Members after deduction of the following: 

(i) reimbursement of programme support costs by the United Nations 

Us$ 

Development Programme in the estimated amount of 5 000 000 
(ii) casual income in the amount of 54 500 000 

59 500 000 

thus resulting in assessments on Members of US$ 522 239 900. In establishing the amount 
of contributions to be paid by individual Members, their assessments shall be reduced 
further by the amount standing to their credit in the Tax Equalization Fund, except that 
the credits of those Members that require staff members of WHO to pay taxes on their WHO 
emoluments shall be reduced by the estimated amounts of such tax reimbursements to be 
made by the Organization. 

Dr LAW (representative of the Executive Board) said that the level of the effective 
working budget called for one of the more important decisions of the Health Assembly. 

In carrying out its function of reviewing the Director -General's programme budget proposals 
for 1984 -1985, the Executive Board had paid particular attention to the changes in the 

effective working budget proposed for 1984 -1985, in comparison with that already approved for 
the current biennium. The details of the proposed budgetary increases and decreases had 
been spelled out in the Director -General's proposals and many aspects of them had already been 
reviewed by Committee A. She drew attention to the report of the Executive Board on its 

review of the proposed programme budget for 1984 -1985 (document ЕВ71/1983/RЕС/1, Part II), in 

particular to paragraphs 16 -23, which summarized its views on budgetary policy and some of the 
significant changes in the programme budget for 1984 -1985 compared with that for 1982 -1983. 

The proposal was for an effective working budget level of US$ 520 100 000, i.e. an increase of 
US$ 51 200 000 or 10.9% over the approved programme budget for 1982 -1983. 

That increase consisted of cost increases representing 17.47., partly offset by a decrease 
of 6.2% due to revised budgetary rates of exchange and a real programme decrease of 0.37.. In 

terms of real programme increases and decreases, allocations to countries would be increased 
in real terms, whereas there would be programme decreases in intercountry and regional office 
activities as well as in global and interregional activities. That reflected a deliberate 

financial policy of shifting resources towards regions and countries. 
As a result of its examination, the Board had concluded that the Director -General's 

proposals were well balanced, both in terms of real increases and decreases, as well as in 

terms of cost increases and decreases. Accordingly, it was in a position to recommend to 

the Health Assembly the adoption of the Appropriation Resolution as recommended in 
resolution EВ71.R9. As the Chairman had pointed out, the text before the Committee took 
account of the recommendation by Committee B concerning the appropriation of casual income. 

Mr FURTH (Assistant Director -General) confirmed that the revised draft resolution under 

consideration incorporated amendments that took account of the recommendation of Committee B 



COMMITTEE A: FIFTEENTH MEETING 211 

in respect of the amount of casual income to be appropriated in order to assist in financing 

the programme budget and the recommendation of the Executive Board contained in paragraph 24 

of its report on the proposed programme budget in respect of savings resulting from the 

reduction in duration of the Thirty - seventh World Health Assembly in 1984. 
The recommendation contained in the report of Committee B to Committee A to appropriate 

US$ 54 500 000 instead of US$ 50 000 000 from casual income to help finance the budget for 

1984 -1985 had resulted in the following amendments to paragraph D. In section (ii), the 

casual income figure was increased by US$ 4 500 000 from US$ 50 000 000 to US$ 54 500 000 and 

the total of the deductions listed therefore became US$ 59 500 000. Further, since the total 

of net contributions payable by active Members was reduced by US$ 4 500 000, the national 

contributions payable by the three inactive Members in the Undistributed Reserve would also 

change proportionally resulting in a reduction in the amount applied to Appropriation Section 7, 

Undistributed Reserve, from Us$ 9 734 100 to US$ 9 639 900, with a consequential reduction in 

the total amount of the budget from US$ 581 834 100 to US$ 581 739 900. However, that did 

not affect the amount of the effective working budget, which remained unchanged at 

US$ 520 100 000. As a result of those adjustments the total assessment on Members indicated 

in paragraph D had been revised to US$ 522 239 900. 

To take account of the recommendation of the Executive Board in respect of the reduction 
in duration of the Thirty- seventh World Health Assembly to two weeks, the amount that the 
Director -General was authorized to use in the Director -General's and Regional Directors' 
Development Programmes, indicated in paragraph C of the Appropriation Resolution, was increased 
from US$ 9 342 000 to US$ 9 772 000. Since that represented an internal transfer of 
Us$ 430 000 within Appropriation Section 1, it had not resulted in any change in the level 

of the effective working budget. 

Dr NAKAMURA (Japan) noted that the estimated cost increase in the proposed programme 

budget of 17.42% was higher than that for 1982 -1983, despite the fact that inflation was 

now declining on a global scale. The estimated inflation rate of 10% appeared to have been 
determined on the basis of past trends, and did not correctly reflect recent developments in 

the world economic situation, which had been further favourably influenced by the fall in oil 

prices. His delegation felt that a more modest inflation rate estimate should have been 

shown, especially for travel and other administrative costs, and hoped that, should the 
actual inflation rate during 1984 -1985 turn out to be below the estimate, the surplus accrued 

would be carried over to the 1986 -1987 programme budget. 
Inflation was no longer an excuse for automatic increases in expenditure. Many Member 

States were seriously exploring ways and means of holding down overall costs while protecting 
necessary programmes. At the seventy -first session of the Executive Board, the Secretariat 
had reported that, because of an underestimate in the cost increase rate in the 1982 -1983 
budget, certain cost absorption measures had been introduced. Nevertheless, the proposed 
programme budget for 1984 -1985 still included a "catching -up element" of 5 %. Such a rate 
was discouraging, particularly to those Member States seeking to achieve by all possible 
means a nominal zero growth budget. The financial situation in Japan was so severe that 
nominal zero growth budgets would probably be unavoidable over the next few years, so that 
his country might find difficulty in meeting assessed contributions. 

Mr BOYER (United States of America) said his delegation was pleased that the proposed 
programme budget did not provide for any programme growth, a realistic proposal in terms of 

existing economic circumstances. It was to be hoped that other agencies in the United Nations 
system would be as realistic when designing their own budget proposals. 

The proposed programme activity appeared to be taking a wise direction and his delegation, 
as it had already stated during the deliberations of the Committee, fully supported the 
philosophy expressed by the Director -General in his Introduction. Despite such appreciation, 
however, his delegation still had a number of concerns. For example, it considered that the 
nominal growth in the budget was still too high at 10.9 %, even with no programme growth. 
Moreover, the method of calculating programme growth was not clear from the proposed programme 
budget document, and it was not possible to see which new programmes were being added and 
which were being eliminated. He would welcome further specific information from the 
Secretariat and hoped that the proposals for 1986 -1987 would give more details in that regard. 
The method of calculating cost increases was also unclear. It appeared that the initial 
recosting of the 1982 -1983 programme had produced an increase of 17.4% that had been entirely 
incorporated into the regular budget, with no apparent attempt to absorb any of the cost 
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increases. He asked the Secretariat to say whether that impression was correct and if not 

to describe what absorption had taken place. He would particularly appreciate an explanation 
of the 5% that had been attributed to an underestimate of inflation for 1982 -1983. Had the 

delegate of Japan been correct in assuming that the 1984 -1985 budget was thus, in part, 
financing certain expenses from 1982 -1983, or was there some other explanation? 

His delegation also failed to understand why it was considered necessary to add 66 new 
posts to the staff when programme activity was supposedly being reduced. He urged that the 

Organization move slowly in filling those new posts. 
His delegation did not approve of the provision that WHO might augment the budget by 

utilizing as it wished any exchange rate gains exceeding US$ 20 million, and hoped that, as 

in the past, WHO would credit all such gains to casual income. Further, his delegation was 

not happy with the provision that Regional Directors might utilize as they wished the first 

10% of exchange rate gains. While it commended the Director -General on his proposal to bring 
under control what was currently an open -ended provision, it hoped that the Regional Directors 
would refrain from expending any of the first 10% of exchange rate gains, and would return 
such windfall profits to the membership for use as determined by the Health Assembly. 

Dr DLAMINI (Swaziland) said that his delegation was pleased that it had been possible to 

find an additional US$ 4.5 million that could be appropriated from casual income to offset 

the assessments of Member States. Despite zero growth, the proposed programme budget did 

provide for increased support to Member States. However, it was regrettable that owing to 

inflation, cost increases were still very high. Since the examination by Committee A of the 

programmes to be implemented in 1984 -1985 had revealed them to have been carefully designed to 

support priorities in the pursuit of health for all by the year 2000, the Committee should, he 

believed, approve unanimously the proposed Appropriation Resolution as submitted and should 

support the Director- General in his efforts to secure extrabudgetary resources for programmes 

requiring additional funding. 

Dr ZIESE (Federal Republic of Germany) commended the Director -General on the presentation 
of the proposed programme budget for 1984 -1985, which considerably facilitated assessment and 

analysis. 

In its own national budgets, his Government had abandoned the idea of real growth, and 

for 1983 and 1984 the national budget increases would be below the rate of inflation. In 

the light of such restrictions, which also applied to many other Member States, there should 

be a similar restrictive budget policy for the international organizations. The inter- 

national organizations must adequately take into account the existing economic situation and 

consequently limited resources in the national budgets of their contributing States. The 

international organizations were therefore being called upon to do their utmost to cut budget 

increases, with as little growth as possible and as much absorption as possible of additional 

costs due to inflation and exchange rate fluctuations, by means of savings. To that end, 

the international organizations should carefully examine existing programmes and administrative 

areas, particularly when drawing up new programme budgets, to see whether and to what extent 

they still corresponded to the concept of priorities determined politically. All measures 

and projects that gave rise to doubt should be reduced in scope, shortened, or even dropped. 

In that, medium -term plans, which should, according to the basic resolutions, lead to the 

reorientation of priorities and the elimination of inefficient programmes, should be of help. 

The reduction in outdated measures would pave the way for new real growth. 

That being said, his delegation was highly appreciative of the efforts by the Director - 

General to prepare a budget with an overall zero real growth - even a little less - which 

nevertheless contained a real increase in certain essential programmes, especially in the 

regions. He was indeed to be congratulated on achieving such a balanced result. 

Professor SENAULT (France) said that since his delegation had expressed its view on the 
proposed programme budget in both Committees A and B, it only remained for it to commend the 
Director - General on the stringency that had enabled him to propose a programme budget 
permitting a continuation of the excellent activities already under way, and at the same time 
taking account of present realities. His delegation would vote in favour of the proposed 
Appropriation Resolution. 

Dr HUYOFF (German Democratic Republic) said that, as his delegation had indicated during 

the discussion of Appropriation Sections 1 and 2 in the Committee, it firmly believed that there 

were opportunities for budgetary savings. As in recent years, his Government felt that WHO 
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should not increase its budget, and his delegation was therefore not in a position to approve 

any increase in the nominal budget allocations for 1984 -1985 over those for the previous 

biennium. His delegation regretted that it could not share the Director -General's inter- 
pretation that document Рв/84 -85 was a standstill budget with some progress in programmes. 
With regard to inflation, he drew attention to United Nations General Assembly resolution 
37130, which stated that many Member States were not responsible for the losses that the 

budget of the United Nations experienced. That proviso applied to his country, and constituted 
an additional reason for his delegation's disagreement regarding the financial impact of the 
proposed programme budget. As the delegate of India had stated the previous day, strategy began 

and ended with countries. That implied, inter alia, that the establishment of a new inter- 

national economic order was indeed essential and should have the full support of Member States. 

Mr GRIMSSON (Iceland), speaking on behalf of the delegations of the five Nordic countries, 

Denmark, Finland, Norway, Sweden and his own, said that, in their opinion, the proposed 

programme budget for 1984 -1985, which was the first one in the period covered by the Seventh 

General Programme of Work, constituted a positive advance along the road towards health for 

all by the year 2000. The main thrusts, towards the prevention of disease and the promotion 

and protection of health, were well reflected in it, and the five Governments consequently 
accepted it as a sound basis for work in the coming biennium. 

In its report to the Health Assembly, the Executive Board had expressed the view that 
the effective working budget level proposed struck the proper and necessary balance between 
the need to move forward for health for all and the need for realism. The delegations of the 
Nordic countries understood that view, although they were concerned that the needs of 
developing countries would not be sufficiently met by a zero growth budget. They 
acknowledged, however, that the proposed programme budget was an acceptable compromise in view 
of the world economic situation. 

In conclusion, the delegations of the five Nordic countries recommended the adoption of 
the proposed Appropriation Resolution before the Committee. 

Professor VANNUGLI (Italy) said that his delegation was ready to vote in favour of the 
programme budget as set out in the proposed Appropriation Resolution. It appreciated the 
efforts made by the Director -General to limit increases while conserving a rational pattern of 
programme proposals. However, although in real figures the contributions of Members showed an 
increase that could be considered reasonable, possible increases in the dollar exchange rate, 
and the additional burden that would thus fall on countries which had to buy dollars to pay 
their contributions, should be borne in mind. He therefore agreed with the United States 
delegate that any eventual exchange rate gains due to the fact that most expenditure was made 
in other currencies than the dollar should be kept in reserve, and that any decision 
concerning their utilization should be left to the Thirty- eighth World Health Assembly. The 
situation might change in any direction, but if present trends continued it should be possible 
to make savings in that way. 

i 
Dr ADANDE MENEST (Gabon) said that his delegation had carefully followed the review of 

the programme budget for the 1984 -1985 biennium in the previous meetings of the Committee and, 
taking into account the views expressed, the report of Committee B to Committee A and, 
especially, the conclusions of the Executive Board on the subject, it fully supported the 
proposed Appropriation Resolution. 

Mr FURTH (Assistant Director -General), replying to the questions raised, said that the 
delegates of Japan, the United States and others had referred to the apparently high cost 
increase reflected in the proposed 1984 -1985 programme budget of approximately 17.4% before 
currency exchange adjustments were taken into account. From the North American, Western 
European and Japanese perspectives, that might seem high, as inflation had evidently subsided 
in those parts of the world. But inflation had not slowed down in most developing countries. 
Globally, it had gone up, particularly since the beginning of 1983, and was rising in many 
countries in which the regional offices were located and in countries in which more 
than half WHO's expenditure was incurred. Bearing in mind that the estimated increase of 
17.4% was for a two -year period and thus represented between 8% and 9% per year, he did not 
think it could be considered high. For example, the estimates for supplies and common 
services in the regional offices were justifiable, since some of those costs were increasing 
by 20 -30% per year. General service salaries in the regional offices, at the lower levels in 
particular, were also increasing at a very fast rate. 
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There appeared to be some misunderstanding as to what was meant by the "catching -up" 
element of approximately 5% included in the estimated 17.4% increase. It represented the 
cost increase which had to be estimated over and above the expected inflationary increase for 
1984 -1985 as a result of not budgeting adequately in 1982 -1983, but did not represent any 
financing of expenses incurred in 1982 -1983. When the budget for 1982 -1983 had been prepared 
in 1980, inflationary increases had been underestimated since inflation was not then expected 
to be as high as it later became. Therefore, to arrive at a reasonable base for the 1984- 
1985 budget and before assuming cost increases during the forthcoming biennium 1984 -1985, the 
Secretariat had had to introduce a cost increase element to cover that underestimation; that 
element was called "catching -up". It related mainly to adjustments, or "catching -up", of 
provisions for post adjustments and salaries. For example, the estimates for salaries and 
allowances for Pl to Р3 grades set out in document РВ/84 -85, page 447, paragraph 16, showed that 
while the actual expenditure for the education grant in 1980 -1981 had been US$ 3900, only 
US$ 3000 had been budgeted for the grant in 1982 -1983. For 1984 -1985, nothing had been 
added for inflation, as all inflationary cost increases since 1981 were being absorbed, but 
the Organization had "caught uј' with 1981 by budgeting for the grant in 1984 -1985 at US$ 3900, 
the amount that had actually been expended in 1980 -1981. Another example was the estimate 
for home leave, for which actual expenditure in 1980 -1981 had been higher than the amount 
budgeted for 1982 -1983. Those examples also demonstrated how much had been absorbed in the 
budget in 1982 -1983 and would again be absorbed in 1984 -1985. 

Other examples of absorption were in increases for dependents', assignment and 
installation allowances which had been approved by the United Nations General Assembly in 
December 1982, details of which would be found in document EВ71 /1983/REC /1, Annex 6, pages 
65 -67. Budgetary implications for those items had been estimated at US$ 780 000 in 1983 and 
US$ 1 560 000 in 1984 -1985, which would have to be met from the established allocations. No 
special provision had been made for those expenditures in the programme budget for 1984 -1985, 
although it was known that they would occur under the Organization's statutory obligations. 
A further example was that, with effect from 1 January 1983, as a result of decisions taken 
by the United Nations General Assembly, all temporary staff and consultants with contracts 
of six months or more (instead of one year or more, as previously) would become members of 
the Pension Fund. The exact budgetary impact of those decisions could not yet be estimated 
as requirements would only become known during the implementation period, but additional costs 
in the form of a contribution of 14% of pensionable remuneration would have to be paid from 
existing resources and from within those budgeted for 1984 -1985. 

It would be seen on page 461 of document РВ/84 -85 that the actual average expenditure for 
1980 -1981 under global and interregional activities per consultant month had been US$ 5066, 
which was already higher than the estimated average cost - US$ 5000 - in the 1984 -1985 budget. 
That meant that the known shortfall as well as cost increases over the period 1982 to 1985 
would have to be absorbed. 

A last example was duty travel. Notwithstanding the conclusions arrived at by 
representatives of United Nations organizations in Geneva on inflation rates to be anticipated 
for 1984 -1985, in which inter alia it had been considered prudent to budget for increases in 

travel costs of 10% per annum, no cost increase had been applied to duty travel at the global 
and interregional level. All increases in air travel fares and per diem rates would thus 
have to be absorbed at the global and interregional level. 

The budget estimates contained innumerable instances of cost absorption. It was 
probably because of such absorption that WHO had shown lower budgetary increases over at least 
the last 10 years than any other organization in the United Nations system, despite the fact 
that the organizations located in Geneva had agreed on common assumptions as regards 
inflationary trends. 

The United States delegate had asked how real increases and cost increases were 
calculated. It was very difficult to explain the method in a few words, but it was clearly 
set out in document РВ/84 -85, page 444, paragraph 6. To put it simply, the proposed 1984- 

1985 activities were costed in the first instance on the basis of the same cost factors as 
had been applied in the approved 1982 -1983 budget. The difference between the 1984 -1985 
activities thus costed and the approved 1982 -1983 budget was then considered to be a real 
increase or a real decrease. For example, if a post budgeted at US$ 30 000 in the 1982 -1983 
budget and estimated to cost US$ 35 000 in 1984 -1985 disappeared in the programme budget for 
1984 -1985, there was a real decrease of only US$ 30 000. If an additional post of that type 
was included in the 1984 -1985 budget, it resulted in a real increase of US$ 30 000 and a cost 
increase of US$ 5000. After real increases or decreases had been determined, inflationary 
and currency exchange -related cost increases were then added, as outlined in paragraph 6 on 

page 444 of document РВ/84 -85. 
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The United States delegate had referred to the 66 new posts and had asked why such posts 
had been included in the budget when there had been a programme reduction in real terms. In 

the first place, the net increase of 66 posts was entirely at the regional and country levels, 
the global and interregional level showing a net decrease of 10 posts. Members would recall 
that there was a net increase in real terms in programmes at the country level of 1.7 %, and 
thus the programme at the country level was in fact expanding. As would be seen from the 
tables on pages 400 -413 of document РВ/84 -85, many of the proposed new posts were at the 
country level or directly related to expanding country activities. It should also be noted 
that only one of the new posts was a professional one and 65 were general service posts. 

He shared the hope of the United States delegate, and he was sure that the Director - 
General did so too, that all exchange rate gains as between the dollar and the Swiss franc 
in 1984 -1985 - if there were any - would be returned to Member States in the form of casual 
income. As he had stated in Committee B, it was only if the Director -General found it 
essential to cover certain unexpectedly high inflationary cost increases that any currency 
exchange savings over US$ 20 million might have to be used for that purpose. 

Mr BOYER (United States of America) thanked Mr Furth for his detailed and useful explana- 
tions. For the record, he wished to make it clear that the creation of additional posts in 
programme areas that were being expanded was not what his delegation viewed with concern. 

Rather, it was the fact that a net staff increase of 66 was being proposed at a time when 
restraint was called for that preoccupied his delegation. It seemed to him that if there were 
increases in numbers of personnel and increases in activity in certain parts of the programme, 
while the overall programme was being cut down, then there should be compensatory reductions 
somewhere else. In other words, if there were increases in staff at regional and country 
level, they ought to be balanced by decreases in staff at headquarters level. 

He hoped that the Health Assembly's support for the proposed programme budget would not be 
interpreted by the Secretariat as a diminution of the interest of Member States in effecting 
economies. His delegation trusted that staff at all levels, whether in Geneva, the regional 
offices, or at country level, would give the highest priority to finding cheaper and more 
effective ways of operating, so that existing resources could be made to go further. 

Although his delegation still had a number of reservations concerning certain aspects of 
the proposed programme budget, the overall picture that had emerged over the past two weeks of 
debate was that WHO was a very impressive organization, which was doing highly useful work to 
complement the efforts of national governments. His delegation's decision to vote in favour 
of the proposed programme budget should be seen as a reflection of specific appreciation of that 
work, and of WHO's success in proposing a realistic level of programme growth. 

While urging that every effort should be made to find new economies, the United States 
delegation endorsed the basic goals of the Organization, and was pleased to support the proposed 
Appropriation Resolution. It hoped that the vote on the proposal would be unanimous. 

The CHAIRMAN reminded delegates that, according to Rule 72 of the Rules of Procedure, 
decisions on the amount of the effective working budget must be taken by a two -thirds majority 
of the Members present and voting. He then put to the vote the draft Appropriation Resolution, 
as read out at the beginning of the meeting. 

The draft resolution was approved by 93 votes to none, with 7 abstentions.1 

Dr GONZÁLEZ (Venezuela) asked whether delegates could be informed before the end of the 

Assembly of the exact amount of their country's contribution for the 1984 -1985 biennium. It 

was important for him to be able to inform his Government as quickly as possible what that 
amount would be. 

Mr FURTH (Assistant Director -General) said that as usual an information document would be 
distributed before the closure of the Assembly which would indicate the exact amount each 
country had to pay under the scale of assessment adopted for 1984 -1985. 

The DIRECTOR- GENERAL expressed his gratitude to the Assembly on the results of the vote 
just taken. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA36.33. 
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By taming the forces of nature through science and technology, and by taming the forces 
of history, including the undesirable effects of market forces, man was endeavouring to 
attain greater freedom, freedom which would enable him to realize his full physical, mental and 
social potential. In that connection, the philosophy guiding the Organization was clear; 
priority should be given to helping those suffering from the greatest degree of social injus- 
tice. He was grateful to Member States for never having questioned the orientation of WHO 
towards trying to set right social imbalances in the developing countries. 

He was also grateful for the degree of unanimity that had been shown in the most important 
declaration of confidence in the Organization, namely the vote on the programme budget. As 

the Organization made better and better use of its own resources, so would it be able to attract 
increasing funds from external sources, in a spirit of enlightened bilateralism. He was 

convinced that if Member States lived up to the decisions they had taken in the current 

Assembly, WHO could have a remarkable catalytic effect. In the same spirit of enlightened 

bilateralism, he hoped that countries which had adopted policies of fiscal conservatism would 
nevertheless do their utmost to support those areas where the Organization's policies arrived 
at by collective consent were being applied, so that health would receive its proper share of 

bilateral transfers. 

He also wished to express his gratitude to those developing countries which could be 
described as the silent majority - those which had suffered more than any from the current 
economic recession. It was greatly to their credit that those countries had decided that, in 

order to maintain a spirit of harmony and unanimity in the Organization, they would not object 
to the measures he had judged prudent to take in the interests of Member States as a whole. 

He was grateful also to another group of countries which had expressed reservations about 
the modest growth of the programme budget at country level; those were the countries which had 
already exceeded the United Nations target for the transfer of Official Development Assistance 

(ODA). He hoped that the voice of such countries would continue to be heard in an economically 

cold world, and he thanked them for all they were doing to support WHO's programme. 

In conclusion, he was grateful, both for himself and on behalf of his staff, for the 

Assembly's expression of confidence that WHO was still faithful to the ideals set for it by its 

Member States. 

3. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT BY THE 

DIRECTOR- GENERAL AND REPORT BY THE EXECUTIVE BOARD ON THE METHODOLOGY AND CONTENT OF THE 

SEVENTH REPORT ON THE WORLD HEALTH SITUATION IN RELATION TO THE MONITORING AND EVALUATION 

OF THE GLOBAL STRATEGY): Item 21 of the Agenda (Resolutions WHA29.22, paragraph 1(4), 

WHА34.36, paragraph 7(2), and WHА35.23, paragraphs 5(3) and 6; Documents ЕВ71/1983/RЕС/1, 

Part I, Annexes 10 and 11, А36/30, A36/INF.DOC./1 and Corr.l, A36/INF,DOC./8 and 

A36 /INF.DOC. /12) (continued from the fourteenth meeting, section 2) 

Dr МАТТНЕIS (Federal Republic of Germany) said that the summary review of developments in 

primary health care (document A36/INF.DOC./1) showed, only five years after the Alma -Ata 

Conference, that primary health care had become a widely accepted concept, and that much 

practical experience had been gained. There was a great diversity in the approaches being 

used in implementing the strategy, but all of them were based on the involvement of the community 

in the development of the primary health care network. 

It was still too early for models to have emerged which could serve as examples on a 

broader scale. It had been learned, however, that if primary health services were to be 

effective, they needed to be developed on the basis of an analysis of the problems of the 

region concerned, and programme activities, resource requirements, including logistics, and 

quality control through routine and specific supervision, needed to be worked out in detail, 

Supervision was often neglected for lack of suitably trained staff and transport, yet it was 

essential for the long -term success of the primary health care concept. 

More attention should be paid to the overall costing of primary health care services. 

Health services in industrialized countries and developing countries alike were beset by 
difficulties of financing, and the assumption that any expenditure on health was justified 

regardless of the overall economic situation had proved unrealistic. Her country was supporting 

a number of others in the development of their primary health care services, and was thus 

concerned that such services should be capable of being financed within national budgets. 
Primary health care projects of the pilot type did not usually pose financing problems, but when 

the cost of such projects was extrapolated to national level, it often became apparent that 
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their extension to the whole country was not financially feasible. All possible methods of 

cost -sharing should therefore be examined. The traditional concept of free medical care for 

all might have to be re- considered, and the concept of self -help, already well established in 

primary health care, might have to be further developed. Ways should be found by which the 

community could take a share suited to its means in meeting health service costs, particularly 
the cost of drugs and perhaps also the cost of hospital services. WHO should assist by 
studying experience gained in that regard in its Member countries, and disseminating the 
information as widely as possible. 

In conclusion, she endorsed the comment made by the representative of the Christian 
Medical Commission to the effect that primary health care should aim to promote not only 
physical and social, but also mental wellbeing. 

Dr KEYNES (France) agreed that the review of developments in primary health care 

(document A36 /INF.DOC./1) showed the progress so far made and could serve as a basis for 

proposing guidelines for the future. Noting that essential needs were still not being met, 

and that many obstacles remained to be overcome in view of the wide disparity in the health 

situations, financial resources and policy approaches of different countries, her delegation 

particularly appreciated the clarity of the conclusions. The review document rightly stressed 

three points: first, the need for a policy, i.e., a definition of priorities and a strategy, 

i.e., a development plan; secondly, the need for a system for providing information and 

statistics; and thirdly, the need for a permanent evaluation and monitoring system. All 

those needs should be taken into account before any activities as such were launched, and it 

was there that her country's cooperation was directed. 

Since "community involvement" often proved the stumbling -block to the success of a health 
policy, the concept deserved more detailed analysis. Similarly, greater consideration should 
be given to the best approach to meeting the health needs of the urban poor, who were 
undoubtedly likely to present a major problem in the years ahead, as was clear from section 4.4 

of the review document. In conclusion, the fact that 60 -80% of the population had no access 
to essential drugs gave rise to great concern, and called for special efforts to set right 
the situation. 

Professor NÁJERA (Spain) said that his country, which was contributing almost 2% of the 
WHO budget, had previously, for what were basically political reasons, participated relatively 
little in WHO. The new Government in Spain, however, was promoting a basic reform of 
national health services which, in seeking to establish equality in access to those services, 
coincided almost completely with the approach adopted by WHO in its strategy of health for all. 
His country fullylsupported the WHO strategy and approved the progress report of the 
Director -General. Integrated action within the context of primary health care was the only 
way in which health for all could be achieved and was also the only manner of proceeding from 
the point of view of both economics and social justice. 

Spain was in the process of reorienting its primarily treatment -based system of care 
towards a system of integrated care which would cover promotion of health, as well as the 
prevention and treatment of disease, and rehabilitation of patients. As it had some 80 000 
doctors for a population of under 40 million, such reorientation was primarily a matter of 
promoting a spirit of collaboration and cooperation. Primary health care must be supported 
by clinical, radiological and laboratory technology, and, above all, by epidemiology, which 
should become the scientific mainstay of the health services. 

Dr WARD -BREW (Ghana), commenting on the Director -General's report (document А36/30)2 as 
it related to his country, said that after several years of experimental work in the field 
including some in collaboration with WHO, a health care strategy had been launched in Ghana 
aimed at catering for the needs of the common man. The activities under the Ministry of 
Health were being decentralized in order to allow local communities to take more initiatives 
in resolving their health problems. Health councils were being formed in villages, districts 
and regions to facilitate full community involvement in the primary health care programme. 
The district was intended to form the basic administrative unit, and all sectors of national 
and community development related to health were to be integrated within those units. 

� Document ЕВ71/1983/REС/1, p. 110. 

2 
Document WHA36/1983/REС/1, Annex 7. 
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An interim national health advisory council had also been set up and was expected to play a 
leading role in the Government's effort to bring health to all. The Government believed 
that the health of the rural population and environmental health were of immense importance 
in the general improvement of the health of the nation and had consequently embarked on a 
comprehensive rural health programme which would include both preventive and promotional 
aspects of health care and the provision of drinking -water. The reorientation of health 
services was thus under way in order to achieve the objectives set by the Ministry of Health - 

the implementation of the primary health care strategy and the enjoyment by all nationals and 
residents of the best possible level of health that resources would permit. 

Implementation of primary health care in Ghana had started in 1979 with a four -week 
management training course for district health management teams. It had originally been planned 
that primary health care activities would be introduced into one new district each year and 
it was estimated that it would take four to five years to cover one district fully. 
To emphasize the multidisciplinary nature of primary health care and ensure that all 
participating agencies fully appreciated their roles, district chief executives took part in 
the first week of the training course. A symposium had also been held to acquaint heads of 
other participating ministries and government departments with their new functions and inter- 
relationships in the light of primary health care. Subsequently three refresher courses had 
been held and a three -month management course, financed by USAID, was currently being held at 
the Accra School of Hygiene. Unfortunately, it had not in practice proved possible to 

include one new district a year in the scheme and primary health care was currently being 
implemented in only 17 of the 65 districts. Although WHO, UNICEF and EEC had provided 
support in implementing the national primary health care strategy, there had been a number 
of constraints which had delayed progress, including: a serious shortage of fuel, lack of 
office and residential accommodation for district management teams, inadequate leadership 
and guidance from many regional medical officers, and inadequate intersectoral collaboration. 
Where health manpower development for the strategy was concerned (chapter 5 of the review of 
developments in primary health care), the need to train primary health care workers, 
particularly village health workers, was recognized. 

His delegation was grateful for the financial support provided by the United States of 
America, United Kingdom of Great Britain and Northern Ireland, Japan, Federal Republic of 
Germany, German Democratic Republic, Netherlands, Canada, Australia and Switzerland. 

Dr MALONE (United States of America) said that it was very satisfying to note that in a 
period of just over five years the Organization had moved from the initial identification of 
the concept of health for all, through a process involving national, regional and global 
formulations of strategy, to the development of a plan of action for implementation of that 
strategy, and to monitoring in the form of the first progress report (document ЕВ71 /1983 /REС /1, 
Annex 10). However, a strategy was without meaning or impact unless it was implemented; 
unless the sweep and magnitude of implementation could be determined in objective and quanti- 
fiable terms; and unless all relevant components and resources of Member States were engaged 
in carrying it out. His delegation was, therefore, pleased that the Seventh Report on the 
World Health Situation, to be reviewed by the Health Assembly in 1986, would be linked with 
the strategy -implementation monitoring and evaluation process, particularly as common frame- 
works and formats for monitoring and evaluation should result in hard, critical assessments, 
regrouping and, where necessary, rapid corrective action. 

His delegation had been impressed at the cooperation and constructive help that the 
internal WHO Health for All Working Group was providing to Member States, as outlined in para- 
graphs 14 to 16 of the Director -General's progress report. It strongly endorsed such inter- 
action, as it believed that WHO had a critical role to play in helping Member States realize 
their national strategies, and it hoped that all Member States would see the wisdom of such a 
central function. It had also noted with satisfaction the preparations under way to mobilize 
universities in national strategies. The universities, together with other professional, 
religious aid private organizations, represented a most important network of action. 

The United States was approaching its goals for achieving health for all. Emphasis was 
placed on disease prevention and health promotion, 'oiomedical research, improved health care 
services, better health and financing mechanisms, and strengthening of data systems for 
adequate functioning and evaluation of health care. All of those were important components 
of a successful health care system truly responsive to individual and national needs. 

Dr FARZA (Tunisia) said that for countries like his own, whose development had been 
considerable in recent years, which had made significant progress in combating certain 
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diseases and social scourges through vertical programmes, and which had started a few years 
previously the considerable reforms required to develop primary health care, there were 
practical constraints hindering more speedy progress. They stemmed principally from the 
fact that professional institutions, particularly medical institutions, were not always fully 
aware of or motivated towards that type of development. That was due to the expansion of 
private medicine and to university concepts not yet being geared to the development of primary 
health care. To those basic constraints must be added a poor distribution of resources 
within the field of health care. 

In Tunisia, there also was a considerable increase in the number of national medical 

personnel. Each year some 300 Tunisian doctors completed their training, half of whom were 
recruited into the public health system. Those doctors, trained in the Western fashion and 
mostly clinicians, were recruited into the basic health services which represented the main 
support base for primary health care, so that if the universities were not made more aware of 

the needs of the new strategy for health for all through primary health care, further delays 
in implementation would ensue. His delegation called upon WHO through its regional offices 
to make an immediate effort - if that were done results would immediately follow - to develop 
seminars for those responsible for medical training in the universities. It was hoped that 
WHO would thus be able to promote functional integration of activities in order to achieve an 

approach more appropriate to the primary health care concept. 

Dr PICO (Argentina) said that, in order to attain the goal of health for all by the year 
2000, his country had established intersectoral machinery under a federal health council, 
whose members were high -level officials from all areas and were supported by representatives 
of universities, other government departments involved in economic and social development 
(including the Departments of Planning, Education, Economy and Social Security), the National 
Academy of Medicine, and medical associations (including the Medical Federation, the Dental 
Federation, the Federation of Biochemists and the Federation of Nurses). In the months ahead, 
ten regional seminars on the topic of health for all were to be held in different parts of the 
country, with the technical and financial support of РАНО. 

Professor RODRIGUEZ GAVALDA (Cuba) said that his country fully supported the WHO strategy 
for health for all by the year 2000. Cuba was justly proud of the development of its public 
health services, bearing in mind that it was a developing country which had still considerable 
technical, scientific and economic progress to make. In spite of that, it had achieved 
certain advances, and in July 1983 it would be organizing an international meeting on "Health 
for all - 25 years of experience in Cuba ". The country's infant mortality rate in 1982 had 
been estimated at 17.3 per 1000 live births and life expectancy was 73.4 years - a figure 
comparable to that for highly developed countries. 

The national health system was a three - tiered structure, the most important level being 
that of primary health care which took the form of a wide network of primary institutions for 
prevention and treatment in which there existed a true team spirit among doctors, nurses and 
health workers. Recently, a special department had been set up within the Ministry of Public 
Health which was responsible for development in the health field and, as such, for keeping up 
to date with progress and techniques achieved internationally. Although in 1959 Cuba had lost 
half its health personnel, it had at present some 17 000 doctors for a population of some 
10 million (i.e. one doctor per 570 to 580 inhabitants). In addition, Cuban doctors, nurses 
aid paramedical personnel had been able to contribute to the promotion of health in 27 Third 
World countries, and there were now some 2000 Cuban health workers directly involved in health 
in the developing countries. 

Dr HELLBERG (Health for All Strategy Coordination) expressed gratitude for the favourable 
comments on the Director -General's report. That was, however, only the beginning of the 
process of monitoring and evaluation which lay ahead for the countries and for the Organization. 
Their task was no easy one; they should not shrink from investigating constraints and 
obstacles. It was important to realize, as many speakers had emphasized, that the essential 
action was taking place in the Member countries (where, indeed, action both began and ended). 
It had also been important to listen to delegates' comments, in order to determine what support 
the Member States required from the Secretariat. Here there were two main points: that the 
Secretariat should collect aid disseminate information concerning the experiences of Member 
States; and that the Secretariat should provide the support which the Member States identified 
as their need. Specific points raised by delegates would be taken into account as support was 
developed. 
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One problem mentioned by many speakers, and confirmed by the experience of the Secretariat, 
was that of acquiring adequate resources to develop and run national health systems based on 
primary health care. That was basic to the whole process of health for all. To find and 
allocate the resources and to determine what avenues for reallocation were open, were decisions 
which had to be taken every day, every year. Within the totality of resources, essential 
drugs had a special place, and their availability was related to the overall credibility of 

the entire process. 

The Secretariat, like the Member States, was subject to change. It was important to 

note that change was inevitable, even if there were no primary health care, no Global Strategy, 
or even no WHO. 

Delegates had decided to control the direction of this change, both in priorities and in 
the monitoring process. The Secretariat and the Member States would be working together 
over the coming years, directing and accelerating the process of change. That had been the 
decision of the Member States themselves; countries and the Secretariat would continue as 

partners, strengthening existing relationships with Member countries and (as the Director - 

General had stated several times) developing new forms of relationships in joint planning and 
administration of resources, Member States' own, those of WHO and others. In this way it 

would be possible to move forward towards health for all. The process was indeed a 

difficult one, as the present Health Assembly had shown. Much remained to be done 
and time was running out. It was in this spirit that the Secretariat accepted delegates' 

comments and challenges. 

Dr COHEN (Programme Promotion) said that no further questions had been asked, but many 
had been raised by the discussion. Not the least of these was how the copious information 
coming in from Member States, could be summed up concisely and intelligibly, in order to 
guide the Organization in further action. The Secretariat would do its best to meet this 

need. In the following year the Director -General would provide the Executive Board with the 
information needed to monitor the Strategy, and the Board in turn would submit a progress 

report to the Health Assembly. The information provided by the Director- General would be 

based not only on formal monitoring - an important factor itself - but also on dialogues with 

Member States, as well as on statements made in regional committees and in the World Health 

Assembly. While monitoring was taking place and reports were being submitted to the 

Executive Board and the Health Assembly, the evaluation process would already be starting 

within Member States. The framework prepared by the Secretariat would, he hoped, help 

Member States to monitor and evaluate the strategies being carried out by them. He recalled 

the Director -General's opening remarks to the Health Assembly, when he had asked delegates to 

be forthright in evaluating the Strategy. He himself had heard comments from delegates to 

the effect that if it had not been possible to eradicate malaria, health for all, a much more 

ambitious project, сóuld hardly be achieved. Such comments must cause all concerned to think 

hard. What did health for all actually promise? Each country must consider what it had 

undertaken when it adopted the global policy and strategy for health for all. Bearing in mind 

this interaction between States themselves and between States and WHO, he thought that the 

Seventh Report on the World Health Situation, based on evaluation of global, regional and - 

most important - national strategies would increase in relevance. This was entirely proper, 

arising as it did from an increasingly democratic process of interaction taking place within 

the Organization. 

Dr HAMON (Assistant Director -General) said that the Director -General had noted the 
support from various delegations, including those of the Union of Soviet Socialist Republics, 
German Democratic Republic, Mozambique and United States of America, for his proposals 
concerning building of the Seventh Report on the World Health Situation around the results 
of follow -up and evaluation of the Strategy for Health for All. The Secretariat had also 
noted the suggestions made by those delegations for ensuring acceptable continuity in 
presenting the situation. Delegations might rest assured that data supplied by Member 
States would be critically and constructively examined by regional committees and the 
Executive Board, with the support of the Secretariat, before analyses were submitted to the 
Health Assembly. The delegation of the German Democratic Republic had asked an important 
and specific question concerning the repercussions of that follow up and evaluation on the 
conception and implementation of WHO programmes. Results of the follow up and implementation 
of the strategy were already available at country level and in regional offices and would, 
therefore, be taken into account in the details of the implementation of the regional, 
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interregional and global components of the programme budget for 1984 -1985 as adopted by the 

Health Assembly. Those results would have an even greater effect on the programming and 

budgeting of activities in the countries themselves and would also affect the development of 

the programme budget proposals for 1986 -1987, during their preparation by Member States and 

the Secretariat. The repercussions of the first evaluation of the implementation of the 

Strategy in two years time would be similar. 

The CHAIRMAN invited the Committee to consider the draft resolutions, beginning with the one 

entitled "Implementing the Strategy for Health for All ", introduced by the delegate of India at 
the previous meeting. 

Mr CHAUHAN (India) said that the sponsors of the draft resolution had received suggested 
amendments from several delegates. Those amendments had been discussed and it had been 
agreed that they should be incorporated. Unfortunately, owing to lack of time, it had not 
been possible to circulate an amended text. He therefore read them out, as follows: 

(1) In the first preambular paragraph, the first line after "decisions" insert "taken ": 
and after "non- aligned" add "and other developing countries "; 

(2) In the first preambular paragraph after "2000" the comma is changed to a semicolon 
and the next three lines deleted; 

(3) In the second preambular paragraph, first line, after "adopted ", delete "Seventh 
Meeting of Health Ministers ", and substitute "by "; 
(4) In the second preambular paragraph, after the words "the non- aligned" add "and 
other developing "; 

the amended sentence would then read: "Stressing the importance of the decisions adopted 
by the non- aligned and other developing countries in their resolutions on "; 
(5) In operative paragraph 1, after the words "non- aligned" add "and other developing "; 
(6) Delete operative paragraph 2 and substitute: 

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 and for technical cooperation among them, and to report to the Thirty - 
seventh World Health Assembly on progress made in this respect. 

The sponsors asked that the draft resolution be amended accordingly and approved. 

The CHAIRMAN called for comments on the draft resolution as amended. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed his support for the amended 
draft resolution. 

The draft resolution was approved, as amended.1 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) explained that, although 
his delegation had voted in favour of the draft resolution in the interests of consensus because 
of the subject matter of the Global Strategy for Health for All to which the United Kingdom 
had pledged its support, it did not agree with the second of the two resolutions of the 
Seventh Meeting of the Ministers of Health of Non- Aligned Countries (document A36/INF.DOC./12)2 
in every respect. 

The CHAIRMAN invited the Committee to consider the draft resolution entitled "the 
spiritual dimension in health care programmes" proposed by the delegations of Bahrain, 
Botswana, Chile, Democratic Yemen, Egypt, Kenya, Kuwait, Malawi, Mauritania, Morocco, Oman, 

Qatar, Saudi Arabia, Somalia, Sudan, Swaziland, Syrian Arab Republic, Tunisia, United Arab 
Emirates, Venezuela, Yemen and Zambia. It read as follows: 

The Thirty -sixth World Health Assembly, 
Pursuant to the objective of WHO spelled out in its Constitution, namely the 

attainment by all peoples of the highest possible level of health; 

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

resolution WНА36.34. 

2 
See document WHАз6/1983 /RЕС/1, Annex 6. 



222 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

Recalling the first principle in the WHO Constitution that health is a state of 
complete physical, mental and social wellbeing and not merely the absence of disease 
or infirmity; 

Considering that a spiritual dimension is implicit in such a concept of health; 
Bearing in mind the policy adopted by the Organization of ensuring primary health 

care for all peoples of the world in order to attain the social objective of health for 
all by the year 2000; 

Recognizing the major importance of the spiritual dimension in providing the 
best possible health care to peoples; 

1. AFFIRMS the importance of the spiritual dimension in providing health care to 

peoples; 

2. REQUESTS the Director -General to take the spiritual dimension into consideration 
in the preparation and development of primary health care programmes aimed at the 

attainment of the goal of health for all by the year 2000. 

Dr AL -SAIF (Kuwait) said that his delegation had joined those sponsoring the draft 
resolution because all men suffered from worry and anxiety caused by the times in which they 
lived. Material concerns dominated human life; people were lost and sought security and 
calm. Physicians must try to take account of man's spiritual nature. Materialism had 
dominated daily life to such an extent that spiritual values no longer counted and men were 
afraid of the future. That malaise could be ascribed, to a large extent, to a lack of 
respect for spiritual values, and to the denial of the spiritual dimension, which could help 
men to live with confidence in the future. Physicians were attempting to implement the 
policy of WHO in achieving health for all by the year 2000 for reasons which should also 
induce them to take account of the spiritual dimension in the work of caring for the health 
of mankind. That presupposed that health care, including both prevention and treatment, 

should take into account the mental and spiritual components of man's nature, and that in 

turn presupposed that physicians should try to rise spiritually above their material 
possessions. Whatever technological progress was made, there could be no true progress as 
long as men's bodies alone were treated. Man had both a body and a soul, and his soul must 
also be treated. 

If the concept of health, defined in the Constitution of WHO as "a state of complete 
physical, mental and social wellbeing and not merely the absence of disease or infirmity ", 
was examined, it became clear that a spiritual dimension really did exist, and must be taken 
into account. It was for that reason that his delegation hoped that the draft resolution 
would be adopted unanimously, particularly in view of the critical times which lay ahead in 

achieving health for all by the year 2000. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) observed that his delegation respected 
the religious feelings of all delegates, including those of the authors of the draft 

resolution. In his country the Church had been separated from the State from the very 

beginning, and therefore, as the draft resolution stood, his delegation could not accept it. 
He recognized that religion played a certain role in the activities of health services in 

individual countries, but that was not true everywhere. The Director -General would find it 

difficult to take religious aspects into account in elaborating and developing primary health 
care programmes, as was proposed in operative paragraph 2 of the resolution, in view of the 

numerous religious beliefs which existed. That could be successfully undertaken by the 

Member States concerned in planning their national primary health care programmes. In order 

to make the resolution acceptable to his delegation, he had a number of amendments to propose 
that would not change its content but would more correctly reflect the attitudes of the 

various regions and countries on the subject. To begin with, he did not think that the 
concept of health should be interpreted in a resolution, particularly from only one point of 
view, especially since the title of the resolution spoke of health care programmes, and not 
about the meaning of that concept. He therefore proposed that the third preambular paragraph 
should be deleted. 

Further, if he had correctly interpreted the idea underlying the words "spiritual 
dimension ", it was something that had never been of any fundamental significance in the 
provision of health care services, and particularly the best possible services. In that 
connection, he proposed that, in the fifth preambular paragraph, the words "major" and "the 
best possible" should be deleted, and the words "in some Member States" added at the end, so 
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that the paragraph would read: "Recognizing the importance of the spiritual dimension in 

providing health care to peoples in some Member States ". 
Since operative paragraph 1 was practically a repetition of the previous sentence, in 

which the importance of the spiritual dimension was already recognized, he proposed that the 

whole of that paragraph be deleted. 
Finally, in operative paragraph 2 he proposed that the words "Director- General" should 

be replaced by "interested Member States" and that, after the words "into consideration ", the 

words "where appropriate" should be added. The whole paragraph would then read as follows: 

"REQUESTS the interested Member States to take the spiritual dimension into consideration 
where appropriate in the preparation and development of primary health care programmes aimed 
at the attainment of the goal of health for all by the year 2000 ". 

If the sponsors of the draft resolution were unable to agree to those amendments, his 

delegation would have to vote against it. 

Dr KLIVAROVA (Czechoslovakia) said that her delegation was also in a rather difficult 
position, because it felt that the resolution could not be accepted by all the Member States 
of the Organization, since it was based on certain religious beliefs. There were different 
religious beliefs in different countries, as well as countries that were atheist. In 
Czechoslovakia, for example, atheists and those who had religious beliefs all had the same 
rights. It was therefore not possible for her delegation to accept the draft resolution as 

proposed. Her delegation could, however, accept the amendments proposed by the delegate of the 

Soviet Union, which she supported. 

Mr CHAUHAN (India) observed that the Director -General had been requested to take the 
spiritual dimension into consideration in the preparation and development of primary health 
care programmes; he would therefore welcome the Director -General's views on the matter. 

Dr AL -SAIF (Kuwait) said that the draft resolution was not based on any specific 
religious belief; he could not, therefore, accept the amendments that had been proposed, and 
would be interested to know whether the Director -General would have any difficulties in 

implementing the resolution. 

Dr HAJAR (Yemen) expressed his support for the draft resolution; the importance of 

stressing the spiritual dimension in health care programmes had become even greater, since 
materialism had become a dominant factor in medical care, in which all those concerned with 
public health dealt with man's most precious possession. The spiritual dimension could 
therefore rot be disregarded in training manpower in that field. The reference to the 
spiritual dimension in the resolution did not mean fanaticism but was intended simply to 

call the attention of those concerned to the fact that they had to take into account the 
spiritual aspect which was the concern of a large part of humanity. He called on the 
Committee to adopt the draft resolution as it stood. 

Dr ABDULLA (United Arab Emirates) thought that it went without saying that the spiritual 
dimension was very important for man's wellbeing, especially as regarded his sense of 
belonging to a community. The spiritual dimension was also capable of bringing health 
concepts to a large number of the inhabitants of the earth who believed in one form of 
religion or another. Since health was defined as being a state of complete physical, mental 
and social wellbeing, to stress the spiritual dimension was therefore also to stress the 
importance of prevention. One way to help familiarize people with the idea of health might 
be through religion, which could reach all those who attended religious services in mosques, 
churches and so on. The spiritual dimension was important, and a component of health. 
Modern man suffered from a kind of spiritual unease, which was due, not only to industrial 
and material development, but also to the fact that he had lost his religious beliefs; he had 
thereby become dissipated and had no firm roots in society. That drift away from belief 
had had a deep social impact, although no studies appeared to have been made of its effects; 
he would be glad to have any information on such studies if they existed. Those considera- 
tions gave the draft resolution a great deal of importance, and he urged the Committee to adopt 
it in its original form. He agreed with what had been said by the delegates of Kuwait and 
Yemen, and did not wish to add anything to it. His country, which was among the sponsors, 
never compelled anyone to take the spiritual dimension into account, but left everyone free to 
do so or not, as they wished; nevertheless, his delegation did consider it worthwhile to stress 
that dimension. 
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Dr BATCHVAROVA (Bulgaria) said that positions on the draft resolution obviously 

differed a good deal; that was quite normal. The amendments to the draft resolution 
proposed by the delegate of the Soviet Union would, however, make it possible to respect the 

religious feelings of some delegations and at the same time allow other delegations to support 
the draft resolution. She therefore suggested that a vote be taken; her delegation would 
vote in favour of the resolution as amended by the delegate of the Soviet Union. 

Mr WEITZEL (Federal Republic of Germany) said that his delegation was in the awkward 
position of no longer knowing what was really being talked about. The text of the draft 
resolution mentioned a spiritual dimension, but other delegations had spoken of a religious 
dimension; perhaps it was even the mental dimension that was meant. For that reason, his 

delegation would greatly appreciate any clarification of what was understood by "spiritual 
dimension ". 

Dr HOUÉNASSOU- HOUANGBE (Togo) was a little surprised at the discussion over the draft 
resolution, which ought to have been already voted on and approved. As a doctor and health 

worker he did not see why the idea of a spiritual dimension offended some people, or why 
some even seemed to believe that it was intended to create a special religion of primary 
health care. As had just been suggested, the spiritual dimension could be anything from 
the purest atheism to the purest fanaticism; he saw no contradiction in caring spiritually 
for human beings, and fellow -countrymen, who were the recipients of primary health care. 
He therefore requested that the debate be closed after the Director -General had spoken, so 

as to permit the rapid approval of the draft resolution. 

The CHAIRMAN said that, for his part, he thought that the question was to some extent 
one of semantics, involving the meaning of the word "spiritual ", aid invited the 
Director -General to reply to the questions that had been put to him on the subject. 

The DIRECTOR- GENERAL said he did not really know how best to reflect on the question. 

He had looked at the definition of "spirit" in the Oxford English Dictionary, and the first 

definition given was the "intelligent or immaterial part of man, soul "; under "spiritual" 
was given "Of spirit, as opposed to matter ". But it was equally true that there were many 
other definitions in the dictionary that would create a large number of question marks for 

anyone. He did think that the Health Assembly, when dealing with such an interpretation of 
health, must read the word in a spirit - and he stressed the word "spirit" - of real 

understanding and unanimity. He believed there would be a possibility of arriving at such 

unanimity if there was sufficient time for dialogue as to what was implied. For himself 

personally, he thought most would agree that there was a spiritual dimension of man, in the 

sense expressed by the Oxford Dictionary; whether there could be a spiritual dimension in 

health care programmes, according to the English language, he was not so sure. He realized 

he was not being particularly helpful, but since he had been requested to speak, he had to 

say that the Director- General obviously could not become the "driver" of that spiritual 
dimension of man as it related to man's health; that devolved on man himself, individually, 
or his family, community or representatives. The Health Assembly had done something very 

important in raising the issue; in fact it had been raised by India's designated Member of 

the Executive Board some years ago, and at that time no response had been given by the Board. 
He did not wish in any way to influence the decision by the Health Assembly, but he tended to 

believe that it would be important for the Health Assembly to express its concern about the 
issue and request the Executive Board to study the implications of that conncern and see how 
it related to the promotion of health for all. He thought it would be possible for the 

Board, if the Health Assembly so requested it, to come to the next Health Assembly with a 
resolution that all Member States could unanimously support, and he thought that would be 
tremendously important. However, he stressed that he had been asked to express himself and 
did not want to influence the final decision taken by the Health Assembly. 

Dr ABDULLA (United Arab Emirates) said that, a few years before, popular medicine or 
traditional medicine had been unacceptable in the Organization's health programmes; they had 
been rejected and considered outside the mainstream of health and trends in the development 
of health services in the world. Currently, they were widely accepted and had begun to 

assume their proper role in the medical lore of various nations. The Committee was 

discussing a subject which might seem strange, but it was necessary to look to the future. 



COMMITTEE A: FIFTEENTH MEETING 225 

He knew of one country where spiritual medicine played a role in healing. Such spiritual 

methods were even shown on television; that might or might not be appropriate. Why should 

WHO refuse to include it in its Global Strategy? Some countries depended on such spiritual 

ideas: why did WHO not try them out? 

Dr HOUÉNASSOU- HOUANGBÉ (Togo) pointed out that he had asked for the closure of the 

debate after the Director -General's statement. 

The CHAIRMAN said that he had not quite understood that at the time. Did any 

delegates, up to a maximum of two, as provided by the Rules of Procedure, wish to speak 

against the closure? 

Mr CHAUHAN (India) said that in his intervention he had asked the Director -General to 

express his views, and he would like to hear any reactions to those views. He was therefore 

against closure of the debate. 

The CHAIRMAN invited the Committee to vote on the motion to close the debate. 

The motion was adopted by 26 votes to 22, with 36 abstentions. 

The CHAIRMAN then invited the Committee to vote on the amendments proposed by the 

delegation of the Soviet Union. 

The amendments were rejected by 30 votes to 11, with 45 abstentions. 

The CHAIRMAN then invited the Committee to vote on the draft resolution as originally 
presented. 

The draft resolution was approved by 42 votes to 9, with 38 abstentions.1 

Professor RODRIGUEZ GAVALDÁ (Cuba), speaking in explanation of his delegation's vote against 

the draft resolution, recalled that the Director -General had on a number of occasions referred 

to the need for a certain decency when considering the health of the peoples of the world and 
the need for compassion in the promotion of health. The word decency had an ethical 

connotation and the word compassion a spiritual, but not necessarily a religious one. 

He wondered whether the decision the Committee had just taken was not contrary to what was 

stated in the preamble to the WHO Constitution, namely that the enjoyment of the highest 

attainable standard of health was one of the fundamental rights of every human being without 

distinction of race, religion, political belief, economic or social position. That also 

implied the right of those who practised health care to do so in accordance with their own 

mental outlook, ideology, religion or socioeconomic conditions. He wondered how far the 

Organization could incorporate the spiritual dimension in practice into the Strategy for 
health for all by the year 2000 and at the same time respect the sovereignty of each 

Member State. 

Mr TOMO (Mozambique), in explanation of his delegation's abstention from the vote, said 
that it had not felt that an adequate consensus had been reached in the discussion to enable 
a concrete strategy acceptable to all to be formulated. In his view the Health Assembly 
should not adopt the draft resolution but should transmit it to the Executive Board for further 
study of the subject. 

Dr RWASINE (Rwanda) also felt that the most acceptable compromise, which he had been 
prevented from proposing by the closure of the debate, would be to submit the matter to the 
Executive Board for study. 

The CHAIRMAN pointed out that the draft resolution just approved still had to be adopted 
by the Health Assembly in plenary. The status of the text at present was that of a draft 
resolution proposed by Committee A to the plenary. Any further comment on the subject should 
therefore be deferred until it was debated in plenary. 

Transmitted to the Health Assembly in the Committee's third report and referred to the 
Executive Board for further and detailed study (see verbatim record of the thirteenth plenary 
meeting, section 5 (document WHA36/1983/REС/2)). 
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Dr AL -SAIF (Kuwait), speaking on a point of order, said that the resolution referred to 

the spiritual dimension in health care programmes, in recognition that health depended on the 

soul as well as the body. The references that had been made during the debate to a 

religious dimension were quite irrelevant. 

Mr VAN DEN DOOL (Netherlands) said that his delegation had voted for the draft resolution 
on the understanding that the word spiritual was not synonymous with the word religious. 

Dr ROSDAHL (Denmark), speaking on a point of order, said that according to Rule 85 of the 

Rules of Procedure one -third of the members of the Committee constituted a quorum, whereas a 

majority of the Committee had to be present before a question could be put to the vote. 

Since the number of those present and voting, as defined in Rule 71, had been below those 
figures, was the approval of the resolution valid? 

Dr RAY (Secretary) said that, in accordance with Rule 71, the number of those present and 

voting referred only to those casting an affirmative or negative vote and took no account of 

those abstaining, who were included in the calculation of the quorum. 

The CHAIRMAN then invited the Committee to consider the text of the draft resolution on 

the methodology and content of the Seventh Report on the World Health Situation in relation to 
the monitoring and evaluation of the Global Strategy for Health for All, which read as follows: 

The Thirty -sixth World Health Assembly 

Noting the discussion) of the Executive Board at its seventy -first session 
on the methodology and content of the Seventh Report on the World Health Situation in 
relation to the monitoring and evaluation of the Global Strategy for Health for All; 

Having considered the report2 of the Director - General on this subject; 

Recalling resolutionsWHA23.59 and W1Á29.22, which reiterated the need for the 

Organization to publish an analysis and evaluation of the information on the state of 

health of the world population and on environmental health; 
Appreciating the opportunity to improve the relevance of the Seventh Report by 

building it on the basis of reports on monitoring and evaluation of the Global Strategy 

for Health for All which Member States are preparing in 1983 and 1985 in accordance 

with the plan of action adopted in resolution WHA35.23; 

Recognizing the need to associate WHO's governing bodies as closely as possible 

with the monitoring and evaluation of the Global Strategy as well as with the preparation 

of the Seventh Report on the World Health Situation; 

1. DECIDES that: 

(1) the Seventh Report on the World Health Situation should be prepared on the 

basis of the first global report on the evaluation of the Strategy for Health for 

All, which will be reviewed by the Health Assembly in May 1986; 

(2) one global report should be published in the six official languages in the 

second half of 1986, entitled "Evaluation of the Strategy for Health for All by 

the Year 2000 - Seventh Report on the World Health Situation "; 

(3) six regional health situation reports should be published in the respective 

regional working languages, based on the first reports on the evaluation of the 

regional strategies for health for all, including country reviews; 

(4) the other proposals contained in the report of the Director -General be 

implemented, particularly with respect to the content of the Seventh Report; 

2. URGES Member States to develop or improve mechanisms for monitoring and 

evaluating their strategies for health for all, collecting relevant information and 

using it to assess their health system, analysing the health situation and trends, and 

thus providing a sound basis for epidemiological surveillance and for decision -making for 

health development; 

3. INVITES the WHO regional committees to evaluate the action undertaken at national 

and regional levels for monitoring and evaluating the implementation of the strategies 

� Document EB71/1983/REC/2, p. 267. 

2 
Document WHA36/1983/REC/1, Annex 7. 
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for health for all by the year 2000 at these levels so as to use these processes as a 

tool for: 

(1) improving these strategies; 

(2) improving the national and regional capability in the field of monitoring 
and evaluation, assessing the health situation and trends, and generating the 

information required for national health management and WHO programme development; 

(3) guiding the WHO Secretariat in the preparation of the regional components of 

the Seventh Report on the World Health Situation; 

4. RECOMMENDS that the Executive Board, through its Programme Committee, guide the 

Director -General in the preparation of the Seventh Report; 

5. REQUESTS the Director -General: 

(1) to ensure the preparation of the Seventh Report on the World Health Situation 
in accordance with this resolution; 

(2) to support Member States in their endeavours at monitoring and evaluating their 
strategies for health for all, assessing their health situation and trends, and 

generating and using essential information to these ends. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) recalled that, during the debate on the 
subject the previous day, his delegation had expressed the view that the Seventh Report, 
including both the global report and the country reports, should be published by headquarters. 
It therefore proposed that operative paragraphs 1(2) and 1(3) of the draft resolution should 
be combined to form a new paragraph 1(2) to read as follows: 

(2) one global report together with six regional health situation reports, based 

on the first reports on the evaluation of the regional strategies for health 
for all, including country reviews, should be published in the six official 

languages in the second half of 1986, and entitled "Evaluation of the Strategy 
for Health for All by the Year 2000 - Seventh Report on the World Health 
Situation ". 

Former operative paragraph 1(4) would then become operative paragraph 1(3). 

Dr HUYOFF (German Democratic Republic) said that his delegation, in view of its statement 
the previous day and the reply made by the Secretariat, proposed that a new operative paragraph 
5(2) should be added to read as follows: 

(2) to ensure that the provisional results of the Seventh Report on the World Health 
Situation are taken into consideration in the preparation and discussion of the 

proposed programme budget for 1986 -1987. 

Former operative paragraph 5(2) would then become operative paragraph 5(3). 

The draft resolution, as amended, was approved.1 

4. THIRD REPORT OF COMMITTEE A (document A36/42) 

Dr MAKUTO (Zimbabwe), Rapporteur, read out the draft third report of the Committee, which 
included the draft resolutions that it had just approved; there had been no time to circulate 
the report in writing. 

The report was adopted (see document A36/1983/REС/2). 

5. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 13h20. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WНА36.35. 





COMMITTEE B 

FIRST MEETING 

Tuesday, 3 May 1983, at 17h15 

Chairman: Dr D. B. SEBINA (Botswana) 

1. ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR: Item 23 of the Agenda (Document А36/28) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He drew 

attention to the third report of the Committee on Nominations (document А36/28),1 in which 
Dr M. M. Pal (Pakistan) and Mr G. Vergne Saboia (Brazil) were nominated for the offices of 

Vice - Chairmen of Committee B, and Mrs C. E. Parker (Jamaica) for that of Rapporteur. 

Decision: Committee B elected Dr M. M. Pal (Pakistan) amd Mr G. Vergne Saboia (Brazil) 

as Vice -Chairmen and Mrs C. E. Parker (Jamaica) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN, pointing out that the Health Assembly's schedule was a heavy one and that 

time was short, urged members to limit the length of their interventions and to be as concise 

as possible. He drew attention to the terms of reference of Committee B, contained in 

resolution WHA31.1, and to Rules 37 -91 of the Rules of Procedure of the Health Assembly, which 

governed the work of the main committees and concerned the conduct of business and voting. 

Referring to the role of the representatives of the Executive Board in the work of the 

Committee, he pointed out that statements by Board representatives speaking as members of the 

Board should be distinguished from statements by delegates expressing the views of their 

governments. He drew attention to the decisions just taken by the Assembly concerning its 
method of work, decisions which approved certain recommendations pertaining to the present 
Health Assembly, contained in resolution ЕВ71.R3 of the Executive Board. The Assembly had 
also decided to refer to Committee B for in -depth study the item on the method of work and 
duration of the Health Assembly (item 8 of the agenda). 

He proposed that the working hours of the Committee should normally be from 9h00 to 12h30 

and from 14h30 to 17h30. 

It was so agreed. 

The CHAIRMAN explained that, during the first week of the Health Assembly, under the 
arrangements just approved by the Assembly, it would be possible for one main committee to 

meet concurrently with the debate in the plenary on the reports of the Executive Board and the 

report of the Director -General on the work of WHO. On the same basis, the plenary or one 

1 See document WНА36/1983/REС/2. 
2 
Decision WHA36(4). 
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main committee would be able to meet concurrently with the Technical Discussions. From the 
second week, Committee В could expect to meet almost continuously both morning and afternoon 
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 24 (Review of the financial position of the Organization). 

It was so agreed. 

The meeting rose at 17h35. 



SECOND MEETING 

Wednesday, 4 May 1983, at 14h30 

Chairman: Dr D. B. SEBINA (Botswana) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 24 of the Agenda 

Interim financial report on the accounts of WHO for 1982 and comments thereon of the 

Committee of the Executive Board to Consider Certain Financial Matters prior to the 

Health Assembly: Item 24.1 of the Agenda (Documents ЕВ71/1983 (RЕС /1, Part I, 

resolution EB71.R17, А36/8 and А36/24) 

Mr FURTH (Assistant Director- General) drew the attention of delegates to the interim 

financial report on the accounts of WHO for 1982 contained in document А36/8. The report 

had been prepared in pursuance of the arrangements approved by the Thirty -third World 

Health Assembly in May 1980, under which there was to be an interim financial report covering 
the first year of the two -year financial period and a final financial report covering the 

full biennium. Since WHO's biennial financial period always started with an even - 

numbered year, the report submitted in respect of 1982 was an interim financial report. 
The contents and presentation of the interim financial report were similar to those of 

the report presented two years earlier. The report contained a number of key financial 
data and, in the text of the Introduction, drew attention to the most significant financial 
developments of 1982. In addition, the report contained a substantial appendix on extra - 
budgetary resources available for programme activities during 1982. The Appendix provided 
considerable detail, in particular on the Voluntary Fund for Health Promotion, listing for 
each donation the funds obligated and the balance available at the end of 1982. Such detail 
apparently met the needs of a number of donors to the Voluntary Fund for Health Promotion, 
arid thus obviated individual reporting by WHO to such donors. The Appendix also included a 
number of summaries, notably a summary of income and expenditure during 1982 under all extra - 
budgetary funds. Cumulative figures of all donations by donor, both to the Voluntary Fund 
for Health Promotion and to other WHO funds, were also given. 

He drew attention to two significant developments described in the Introduction and 
backed up by the relevant tables of the report. 

The first was the collection of assessed contributions. Although the rate of collection 
of assessed contributions by 31 December was significantly higher in 1982 than in 1981 
(94.07% as compared to 85.49 %), the number of Members that had not paid any part of their 
current year's assessment by the year end had grown from 27 in 1981 to 42 in 1982. Moreover, 
one third of the contributions that had been paid had been received only in the last 30 days 
of the year. Delays in the payment of assessed contributions had also occurred in other 
organizations in the United Nations system, arid the executive heads of the organizations, 

meeting as the Administrative Committee on Coordination, had recorded their concern in a 

collective statement to which the attention of the Executive Board had been drawn at its 

seventy -first session in January 1983. 

The second and happier development, as indicated in paragraph 10 of the report, was the 
exceptionally large amount of casual income that had become available at 31 December 1982, 
US$ 56 286 130. That unprecedented level was largely due to two factors: unusually high 
interest rates in 1981 and 1982 on WHO's bank deposits, and a very large budgetary surplus 
for the financial period 1980 -1981 resulting primarily from favourable exchange rate 
developments during that period. As a result, the Director -General and the Executive Board 
had been able to recommend that the largest amount of casual income ever proposed, 
US$ 50 million, be used to help finance the proposed budget for 1984 -1985. That sum was 
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more than twice the sum of US$ 24.4 million appropriated for the current financial period. 
However, interest rates had already come down significantly from the dizzying heights of 
1981 and 1982 and, while the Swiss franc /US dollar relationship remained favourable to WHO, 
it was not expected that the budgetary surplus for 1982 -1983 would be as high as that 
realized in 1980 -1981. Consequently, it was most unlikely that the amount of casual income 
available at the end of 1984 to help finance the budget for 1986 -1987 would again be as high 
as US$ 50 million. A decline in the amount of casual income appropriated for a budget as 
compared to the amount appropriated for the preceding budget would, of course, result in a 
corresponding increase in assessments of Member States, even if the level of the budget 
were to remain the same from one financial period to the next. 

The interim financial report, pursuant to arrangements approved by the Health Assembly 
in 1980, was not accompanied by a certificate from the External Auditor and there was no 
separate report from the External Auditor, although had he felt the need he would have been 
free to present one. The financial reports of WHO were subject to continuous review by both 
internal and external auditors and, in accordance with the approved arrangements, the 

External Auditor would be expected to certify the final financial statements for the biennium 
1982 -1983 when they were issued in 1984. At that time he would probably also present a 

report commenting upon the financial management of WHO for the two -year period 1982 -1983. 

The CHAIRMAN drew the attention of delegates to resolution EB71.R17, which set out the 
terms of reference of the Committee of the Executive Board to Consider Certain Financial 
Matters prior to the Health Assembly. In accordance with established practice, the Committee 
had examined, on behalf of the Board, the interim financial report for 1982 presented in 
document А36/8, and its comments thereon were contained in document А36/24. 

Mr HUSSAIN (representative of the Executive Board) pointed out that in line with the 
biennial budgeting and financial reporting practices approved by the Health Assembly, neither 

an audit certificate nor a report from the External Auditor were called for in respect of 

the Director -General's interim financial report for 1982. 

In examining that report, the Committee of the Executive Board had paid particular 
attention to: delays in the receipt of assessed contributions; the amount of casual 
income available at 31 December 1982; and the apparent decline in available extrabudgetary 
resources. Its findings on those matters were reflected in paragraphs 3, 4 and 5 of 

document А36/24. 
He drew attention to the draft resolution in paragraph 6, recommended for adoption by the 

Health Assembly. 

Mr SUGANO (Japan) expressed his delegation's appreciation of the contents and 
presentation of the interim financial report. He noted that of the US$ 56 million of 
casual income available at the end of 1982, it was proposed that US$ 50 million be 
allocated to assist in financing the regular programme budget for 1984 -1985, with the 

implication that the remaining $ 6 million would be carried over to the next budget period. 
Reminding delegates that casual income came from Member States' assessed contributions, he 
suggested that if the total amount available were allocated to the regular programme budget, 
the assessments of Member States could be reduced accordingly. His delegation felt that 

in view of the obvious financial difficulties faced by many Member States, all possible 
measures should be taken to achieve such a reduction, and consequently believed that the 

maximum possible amount of available casual income should be allocated to the regular 
budget for 1984 -1985. 

Mr BOYER (United States of America) observed that the Director -General's interim financial 
report provided valuable information on the financing of WHO's activities. He shared 

the concern expressed by the Committee of the Executive Board at the volume of arrears in 
the payment of assessed contributions, noting from its report that 42 countries had failed 
to pay any part of their 1982 assessment by the end of that year. Moreover, the status 
report attached to document А36/9 indicated that 48 countries had still not paid in full 

their contributions for 1982. It was clear that many countries were experiencing 

financial difficulties, and he would therefore urge caution in considering any increases 
in the budget. His delegation had in fact already expressed its views on that issue 

during the first meeting of Committee A. 
He agreed with the delegate of Japan that the maximum possible amount of casual 

income should be used to support the regular budget and hoped that, at the appropriate 
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point in the discussion, delegates would support a recommendation that the total balance 

of casual income available at the end of 1982, i.e., US$ 56 million, be so allocated. 

Mr MAN' (India) observed that the recommendations of Committee B on a number of 

important financial matters were awaited by Committee A before the latter could finalize 

its views on the proposed programme budget for 1984 -1985. In that connexion, the 

excellent summary provided by the Director -General's interim financial report, together 

with the analysis by the Committee of the Executive Board, highlighted several major 

concerns. 

Table 1 in the interim financial report (document А36/8) showed that, as at 31 December 
1982, liquidated obligations under appropriation section 3 (Development of comprehensive 
health services) had amounted to some US$ 29.6 million, and that the balance available 

to meet the costs of obligations to be incurred in 1983 was US$ 35.4 million. Similarly, 

under appropriation section 6 (Health manpower development), liquidated obligations 

totalled US$ 20.9 million, leaving a balance of some $ 22 million. The picture was thus 

a disturbing one: of a slowing down in expenditure - and consequently of activities - in 

what were important programmes. He hoped that in 1983 the trend would be reversed, and 

that the amounts available would indeed be disbursed in a useful manner. 

He felt a similar concern with regard to the information in the Appendix to the 
interim financial report, concerning the Trust Fund for the Special Programme for Research 
and Training in Tropical Diseases and the United Nations Fund for Population Activities. 

The income of those two funds in 1982 had amounted to US$ 28.4 million and US$ 21.1 million 
respectively, of which only US$ 23.9 million and $ 19.7 million had been utilized. The 

programmes in question were most important, and he would stress again that there should be 

no slowing down of such activities. 

Of still more serious concern was the question of arrears in the payment of assessed 

contributions. The delegate of the United States of America had focused on the 

number of countries that had failed to pay any part of their contributions for 1982. 

Wondering what proportion of the total budgeted income those non- payments actually 

represented, he suggested that it was surely much more disturbing that some 30% of the 

countries which had paid their assessed contribution for 1982 had only done so in the 

final month of that year. His own country, with one of the lowest per capita incomes in 

the world, had paid its contributions promptly. Was it not to be expected that those 

better placed in terms of financial resources should do the same? Far greater stress 

should be laid on the timely payment of contributions, so that the additional burdens 

resulting from the financial adjustments necessitated by delays might be avoided. 

With regard to casual income, he felt that delegates should take careful note of 

the terms employed by Mr Furth. The amount currently available was unprecedented, aid 

the factors that had led to such an accrual were unlikely to be repeated. Interest rates 

were already falling. Although exchange rate fluctuations were currently in WHO's favour, 
the implications of current consultations between OECD countries were that some measure 
of stabilization was expected. Conditions in 1984 -1985 were thus likely to be quite 

different from those which had pertained during 1982 and the early part of 1983. He 
himself consequently felt that it was not the most prudent course to take advantage of 

such an unprecedented accrual of casual income in order to sustain a programme budget 

increase of over 10 %, as had been proposed. Moreover, it was pointed out in paragraph 11 

of the interim financial report that a major item of casual income during 1982 comprised 

some US$ 19.1 million of collected arrears. If, in future years, countries paid their 

contributions promptly, such a source of casual income would disappear. 

His delegation was therefore concerned that in 1984 -1985 the Organization might well 
be confronted with a completely different state of affairs, and might - in particular - 

have to draw heavily on casual income to cope with unfavourable exchange rate fluctuations. 
Seen in that light, the proposed appropriation to the regular budget of US$ 50 million from 
casual income was therefore probably too high for comfort. He appreciated that the 
Director -General had valid reasons for making such a recommendation - after all, 
Dr Mahler was deeply committed to programme acceleration within the framework of the 
Seventh General Programme of Work - and he noted that the Executive Board had seen fit 
to support his views. That being so, the Indian delegation would strongly resist any 
attempt to increase the amount to be appropriated from casual income still further, and 

would urge the delegations of all the developing countries to do the same. 
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Mr FURTH (Assistant Director- General) said that he would reply to the points raised 
about the use of casual income when item 24.4 was taken up in connection with the report 
to Committee A on the amount of casual income to be appropriated for 1984 -1985. 

The delegate of India had drawn certain conclusions with regard to the implementation 
of the programme from Table 1 on page 8 of document А36/8. That table was appearing 
for the first time in the interim financial report, as was indicated in paragraph 3 
of the Introduction, as a result of recommendations made to all United Nations organizations 
by the Panel of External Auditors of the United Nations system. He, personally, considered 
the table to be somewhat confusing in an interim financial report and for that reason a 
warning had been included in paragraph 13 of the Introduction, which indicated that, because 
of the way obligations were incurred (in some cases for the full 24- months period involved 
while in other cases only to the extent commitments were known and due on 31 December 1982), 
the table did not represent a meaningful financial reflection of the rate of programme 
implementation. He assured the Indian representative that the implementation of the programme 
was proceeding more or less as scheduled; nearly half of the programme had been implemented by 

the end of 1982. 

As regards the figures on page 25 of document 36/8, especially with reference to the 
Trust Fund for the Special Programme for Research and Training in Tropical Diseases (TDR) and 
the United Nations Fund for Population Activities (UNFPA), the delegate of India had 
expressed concern that expenditure on those two programmes had been less than the income. 
That was true, the reason being primarily that, while sufficient income had been received, 
it had arrived very late in the year, with a consequent deliberate slowdown of programme 
implementation, especially as regards TDR. Many of the contributions pledged for TDR for 
1982 had arrived only in the latter part of the year. When a programme was funded 
entirely by voluntary funds, one could never be sure that they would be received in the year 
in question. As there was no working capital fund for extrabudgetary programmes, it was 
necessary to ensure that expenditures were not incurred in respect of funds which were not 
available. 

The delegate of India had also referred to the fact that 42 countries had not paid 

any part of their contribution by the end of 1982 and had asked what proportion of the total 

assessed contribution that non -payment represented. Table 4 of the interim report showed 
that of the total assessed contributions of US$ 224 402 000 for the year 1982, the balance 
outstanding at 31 December 1982 was US$ 13 298 784, which amounted to 5.93%. That percentage 
included also the balances outstanding of those countries which had paid part of their 
assessed contributions for 1982. He agreed with the delegate of India that that shortfall 
was far less significant for the sound financial operation of the Organization than the delays 
in payment referred to in paragraph 6 of the Introduction. The fact that more than one -third 
of all contributions had not been paid by 30 November 1982 was a much greater problem for the 
financial health of WHO, and could have serious repercussions. 

The draft resolution contained in paragraph 6 of document А36/24 was approved.1 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 24.2 of the Agenda (Document 36/9) 

Mr FURTH (Assistant Director -General), introducing the item, said that document A36/9 

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 1983, total collections of 1983 

contributions in respect of the effective working budget had amounted to US$ 92 957 136, 

representing 41.737 of the assessments on the Members concerned. Whereas the rate of 

collection of contributions in the current year was substantially higher than in 1981 and 

1982, the Director -General was concerned about the fact that, at 30 April 1983, 48 Members 

contributing to the effective working budget still owed contributions in respect of years 

prior to 1983, a figure which reflected a substantial increase over the corresponding numbers 

of 33 in 1981 and 34 in 1982. Further, of the 48 Member States which, at 30 April 1983, 

still owed contributions in respect of years prior to 1983, 24 had made no payment at all in 

respect of the 1982 instalment, and thus owed the 1982 instalment in full. The corresponding 

figures at the end of April 1981 and at the same date in 1982 had been 10 and 16 respectively. 

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

resolution WHA36.3. 
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During the first days of May of the current year, payments totalling US$ 2 121 510 had 

been received from Members in respect of 1983 assessments, raising the percentage of current - 

year contributions collected from 41.73% at 30 April 1983 to 42.68% at noon on 4 May 1983. 

The previous year, at noon on 4 May 1982, the corresponding percentage had been 38.02%. 
During the period 1 -4 May 1983, Botswana, Hungary, Jordan, Mexico, Mozambique and Uganda 

had paid the 1983 instalment of their contributions either in part or in full. Furthermore, 
since 30 April, payments totalling US$ 354 120 in respect of arrears of contributions and 
advances to the Working Capital Fund had been received from the Dominican Republic, Hungary, 

Nicaragua, Romania and Samoa. 

He drew the Committee's attention to paragraph 5 of document А36/9 which contained the 
text of a draft resolution for its consideration. 

Dr GALAHOV (Union of Soviet Socialist Republics) suggested that the status of advances 
to the Working Capital Fund and of the collection of assessed contributions to the regular 
budget was an important indicator where the soundness of the Organization's budgetary policy 
as a whole was concerned. Noting that over the past five years an increasing number of 
Member States had fallen into arrears in the payment of their assessed contributions, and 

that almost half of WHO's membership had yet to pay their contributions for the current year 
in full or in part, he expressed his delegation's view that stabilization of the budget was 
the only sound course to adopt under the circumstances. 

The draft resolution in paragraph 5 of document А36/9 was approved with the inclusion 
of the date of 4 May 1983 in operative paragraph 1.1 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution: Item 24.3 of the Agenda (Document А36/25) 

Mr HUSSAIN (representative of the Executive Board), introducing the item, said that the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Thirty -sixth World Health Assembly had examined the situation of Members in arrears in the 

payment of their contributions to an extent which might invoke Article 7 of the Constitution. 
When the Executive Board had reviewed the matter in January 1983, 15 Members of WHO had been 
found to be in arrears in respect of their contributions for two years, i.e., 1981 and 1982, 
or more. At the time of the Director- General's report on the matter to the Board's 
Committee on 26 April, the number had happily fallen to 10; during the past few days three 
additional governments had made payments sufficient to remove them, too, from the list of 
Members in danger of losing their vote. Thus, seven Members remained, which was a larger 
number than had been the case in recent years. All seven Members had responded to the 
Director -General's entreaties to pay, and had promised payments in the near future. 

Under the circumstances, the Committee had not felt that it should recommend the 
suspension of the voting rights of any of those seven Members at the present time. On the 
other hand, it felt that should there be such a large number of Members in arrears again in the 
future, the Health Assembly might decide to suspend the voting rights of some or all of those 
Members. 

He drew attention to the draft resolution in paragraph 4 of the document before the 
Committee, which was recommended for adoption by the Health Assembly. 

Mrs PAYNE- BANFIELD (Grenada), explaining her country's position as one of the seven 
Members referred to by the representative of the Executive Board, said that the present 
Government of Grenada had inherited a bankrupt economy in March 1979. Its financial position 
had been precarious and Grenada had been indebted to almost every international agency. As 
indicated in the Annex to document А36/25, it had gone a long way, and in good faith, towards 
settling its backlog of debt. The country was still in an economically difficult situation, 
but hoped to pay its arrears for 1981 and 1982 and its assessed contribution for 1983 
according to a schedule which would be presented shortly to the Organization by the Ministry 
of Finance. She appealed to the Committee for understanding of Grenada's position and asked for 
time to be accorded for her country to honour its commitment. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA36.4. 
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Professor PINERD (Central African Republic) said that in response to a telex addressed 
by his delegation on 2 May 1983 to the Ministry of Health, the Crédít Lyonnais in Paris had 
been requested to pay into WHO's account with the Federal Reserve Bank of New York the amount 
corresponding to his country's arrears for 1981. He had transmitted a copy of the relevant 
telex, received on 3 May to Mr Furth. Unfortunately, due to its financial difficulties, the 

Central African Republic was unable at present to pay its arrears in full. His Government 
was well aware of all that WHO had done for the country, and was determined to honour all its 

commitments by the end of 1983. 

Mr BOYER (United States of America) believed that there was a feeling of general sympathy 
towards countries encountering great difficulty in meeting their obligations, and general 
recognition that they were making serious efforts to catch up on their arrears. Nevertheless, 
it seemed to him that the Committee of the Executive Board had made an important point in 
paragraph 3 of document АЭ6/25 by drawing attention to the "unusually large" number of 

Members which remained in arrears to an extent which might invoke the provisions of Article 7 

of the Constitution. He was not suggesting that the article in question should be invoked 

at the present Health Assembly; he considered, nevertheless, that if the number of countries 

in arrears continued to grow, the Health Assembly might in future have to ask itself 

seriously whether such countries should be allowed to continue to vote. 

Professor SENAULT (France) said that France was well aware of the difficulties some small 
countries were experiencing in paying their contributions and, like the United States of 
America, was opposed to penalizing them. However, the increasing number of countries in 
arrears for more than two years could have serious effects in the long term on the financial 
balance of the Organization and on subsequent contributions. It might therefore be useful 
for the Secretariat to carry out a study of those effects, in order to inform the Member States 
concerned of the consequences of their action and thereby encourage them to make every effort 

to pay their debts. 

Mr MANI (India) considered that the Committee of the Board in its report had summed up the 

situation in a very balanced way. The situation had not yet reached a stage where it called 

for a study by the Organization of the factors that had led a few countries to withold 

payments for more than two years in succession, especially as some explanations had been 

provided in a number of cases. If such a study were to be carried out, however, it should 

also look into the reasons why countries able to make their payments on a pro rata basis 

tended not to send in their contributions until the very end of the year. What was needed 

was a balanced view of the situation, which was not alarming. It should be kept under review, 

but there were no grounds for undertaking a study of what was a relatively isolated 

phenomenon. 

Mr FURTH (Assistant Director -General) said that a study of the type suggested by the 

delegate of France had been carried out in 1982 by the secretariats of all the organizations 

in the United Nations system. The Administrative Committee on Coordination (ACC), made up 

of the Secretary -General of the United Nations and the executive heads of the specialized 

agencies, had submitted a report on the results of the study to the United Nations General 

Assembly and to the governing bodies of the specialized agencies, including the Executive 

Board of WHO at its January 1983 session. The study had been called for by the executive 

heads because the non- payment of contributions was a problem that concerned all organizations 

in the United Nations system, some of which were even more seriously affected than WHO. The 

ACC report gave a picture of the deterioration of the situation that had taken place over the 

years in the organizations, detailed the legal obligations of Member States to make their 

payments at the time specified and noted the reasons countries gave for the difficulties they 

experienced in complying with those obligations. ACC considered that some of those 

reasons were not valid ones; late payment could not be justified on the grounds that it was 

caused by the domestic policies of the countries concerned since such delays resulted in an 

unfair burden on those Member States that continued to meet their obligations promptly and 

in full. A further study of the matter by WHO would merely cover the same ground as the ACС 

report and be of little additional benefit to Members. In point of fact, a relatively small 

amount in dollar terms was owed by the seven Member States in arrears for more than two years. 

The most serious threat to the orderly financial management of the Organization came from 

late payments by large contributors, which had resulted in one -third of the total assessed 



COMMITTEE B: SECOND MEETING 237 

contributions for the financial year 1982 being paid only during the last 30 days of the 
year. 

The draft resolution in paragraph 4 of document А36/25 was approved. 

Report on casual income: Item 24.4 of the Agenda (Document ЕВ71 /1983 /REС/1, Part I, 

resolution EВ71.R8 and Annex 3, and Part II, Chapter III, section (a)) 

Mr AL- SAККAF (representative of the Executive Board), introducing the item, said that, 

on the basis of a report by the Director -General, which was shown in Annex 3 to document 

ЕВ71 /1983 /REС /1, the Executive Board had considered a proposal by the Director -General to 

appropriate the amount of US$ 50 million of casual income available at 31 December 1982 to 

help finance the regular programme budget and thus reduce the assessed contributions of 

Member States. The details of how the casual income had accrued would be found in paragraph 2 

of the Annex mentioned. The effect of appropriating the unusually large sum of 

US$ 50 million of casual income would be to increase by only 5.7% on average the assessments of 

Member States for the biennium 1984 -1985 as compared with a 10.9% increase in the level of 

the effective working budget. In his report, the Director -General proposed that he again be 

given the use of a casual income facility in 1984 -1985 for the purpose of charging against 

casual income any additional costs resulting from differences between the budgetary rate of 

exchange of the Swiss franc to the United States dollar (i.e.,Sw.fr. 2.16 per US dollar) and 

the actual United Nations/WHO accounting rates of exchange used in 1984 -1985, up to a maximum 
of US$ 20 million. Conversely, any savings resulting from the existence of an accounting 
rate of exchange in excess of the budgetary rate of Sw.fr. 2.16 per US dollar would be 

credited to casual income, provided that, having regard to inflationary trends and other 
factors that might affect the implementation of the programme budget, such transfers to 

casual income need not exceed US$ 20 million. The Executive Board had reviewed the proposals 
contained in the document submitted by the Director -General and concluded that the mechanism 
proposed was a useful one enabling the Director -General to carry out the programme as 
intended by the Board 'and the Health Assembly. Accordingly, the Executive Board had adopted 
resolution EВ71.R8 recommending the adoption by the Health Assembly of a resolution endorsing 
the Director -General's proposals. 

The CHAIRMAN, noting that there were in fact two issues to be addressed under the agenda 
item, one being the amount of casual income to be used to help finance the budget for 
1984 -1985 and the other the facility to be granted to the Director -General in 1984 and 1985 
to use available casual income to help offset any adverse effects that might result from 
currency fluctuations in those years, proposed that they be discussed separately, starting 
with the first one. 

It was so agreed. 

Dr ZIESE (Federal Republic of Germany) said that his Government greatly appreciated the 
efficient and effective way WHO managed its finances and considered it to be one of the best - 
managed international organizations. However, it was felt that the proposal to use casual 
income to finance the budget could give the impression that WHO was making a gift to Member 
States whereas the fact was, as stated in Financial Regulation 5.2, that available casual 
income should automatically be used to reduce Member States contributions. For that reason, 
andbearingin mind Financial Regulations 7.1, 4.3 and 4.4 as well, his Government asked that 
all foreseeable surplus amounts and exchange rate gains, especially the latter, should be 
returned to Member States without delay, not after a gap of several years as a means of 
financing a subsequent budget, as was suggested in the report on casual income. 
His Government was also of the opinion that, since the provisions of operative paragraph 5 of 
the draft resolution contained in resolution EB71.R8 were not covered by, or in conformity 
with the Financial Regulations, that paragraph should be deleted. 

Mr LO (Senegal), speaking on the subject of casual income as a whole, said that his 

delegation shared the view that all casual income should at once be used to help finance the 
1984 -1985 regular budget. He did not altogether agree with the prediction in paragraph 12 of 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHА36.5. 
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the interim financial report (document А36/8) that casual income would probably never again 

reach the level it had attained at the end of 1982, since currency fluctuations were by their 
nature unpredictable. What was important to note was that, if the trend had been in the other 
direction, the result might have been to increase the size of contributions - a serious matter 
for the large number of countries already experiencing difficulties in making payments despite 
their willingness to pay their contributions. Prudence was therefore necessary. Another 
fact to be taken into consideration was that the budget year in many of the more deprived 

countries started in April or June so that there was still hope of receiving contributions 

from such countries in the current financial year. 

Mr MAN' (India) said that the delegate of the Federal Republic of Germany had proposed 
that all surplus amounts accruing by way of casual income should be used to reduce Member 
States contributions for the current year; if that proposal were implemented, the Board's 
recommendation for the appropriation of US$ 50 million to help finance the 1984 -1985 programme 
budget could not be put into effect. He pointed out that the principle of appropriating 
casual income to help finance the programme budget had already been endorsed by the Health 
Assembly when it had approved the appropriation of US$ 24.4 million for the regular budget 
for 1982 -1983 out of a balance of US$ 26.4 million as of 1 January 1981; the Director - General 
and the Board were thus not making any new proposal, or one which was not in conformity with 
the Financial Regulations. He wished it to be recorded that his delegation's view was that 
the proposal by the Federal Republic of Germany was unacceptable, and that there was no 

alternative to endorsing the recommendation made by the Director -General and the Executive 
Board. He warned that in any event the appropriation of US$ 50 million could deprive the 
Organization of some of the flexibility it would need to deal with the changed situation that 
might arise in 1984 -1985, a situation characterized, firstly, by lower interest rates, and 

secondly by altered exchange rates which might result from initiatives launched at Versailles 
and consolidated at Williamsburg. Hence, the small surplus which would be carried forward 
to January 1984 under casual income would require very prudent management. 

If it was the wish of the majority to delete operative paragraph 5 of the draft 

resolution contained in resolution EB71.R8, he could accept that deletion, but there must be 

no whittling down of the proposal that US$ 50 million should be appropriated to help finance 
the programme budget for 1984 -1985. 

The proposed appropriation was of the very highest importance for 1984 -1985 budget, 

since that budget constituted the first part of the Seventh General Programme of Work, a 

programme which had set specific targets for the Organization. If those targets were to be 

attained, there could be no compromise on the recommendation. 

Dr МАFIАMBA (United Republic of Cameroon) said that over the past three or four years 
the Organization had been subject to many difficulties and uncertainties associated with 
exchange rate fluctuations. In view of those difficulties, he thought it prudent not to 

accept the suggestion that all surpluses should be used for reducing the contributions of 

Member States. The suggestion was a tempting one for many countries of Africa because of the 

serious financial problems suffered as a result of the drought, but it would only mean that 
countries would have to pay more in the future. He therefore supported the views of the 

delegate of India. 

Mr BOYER (United States of America) also regarded the issue as one of the highest 

importance. However, the use of casual income to reduce assessments on Member States need 
have no effect on the targets fixed under the Seventh General Programme of Work, nor on the 

goals defined by the Director -General in his budget document, and the work of the Organization 
need not be compromised. Since many Members were not in a position to pay their contributions 
by the end of the year, ways should be sought to decrease assessments rather than to increase 
them, and since there was a large sum available in the casual income account, the opportunity 
presented should be seized. Two years ago, in approving the budget, the Health Assembly had 

agreed in principle that all the money in the casual income account at the end of December 

1982 should be used. The Board had recommended appropriating US$ 50 million because the 

Secretariat had estimated that US$ 52 million would be available at the end of 1982; 

in fact, however, it had turned out that a great deal more, US$ 56 million, was available. 

The Board had also assumed that US$ 2 million would be needed for the Real Estate Fund, but 

he questioned whether that sum was in fact required. 

As he saw it, there were a number of different options. The first was to use 

US$ 50 million, the sum proposed by the Board, to reduce assessments; the second was to use 
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US$ 54 million, since it now appeared that that sum was in fact available in the form of 

casual income. The third was to add the US$ 2 million earmarked for the Real Estate Fund to 

the total sum, making US$ 56 million. A fourth option would be to use not just the casual 

income available at the end of 1982, but that casual income currently available, say, at the 

end of April 1983; the Secretariat could inform the Committee how much that would be likely to 
be. Finally, there was the option proposed by the delegate of the Federal Republic of Germany, 

namely that all exchange rate earnings accrued during 1982 -1983 should be applied to the budget. 

Mr JENNANE (Morocco) said that the use of casual income for returning funds to Member 

States did not necessarily mean that those States would be enabled to pay their contributions 

more promptly, since the sums involved amounted to only a small proportion of the total due. 

He pointed out that programmes were financed partly by regular income and partly by casual 

income. Regular income could, in principle, be regarded as assured, provided that all 

Member States paid their contributions, but that was not the case for casual income, which 
should be put to use in ways such as that proposed by the Director -General and the Board. 
Most countries did not expect anything back on their contributions; they considered them as 
helping to pay for the running of the Organization. The use of casual income to help finance 
the regular budget would enable programmes to operate more efficiently and would thus pay 
dividends in an important sense. 

Dr LIU Xirong (China) said that much remained to be done if the target of health for 
all was to be achieved in the 17 years that remained before the year 2000. He therefore 
supported the Director -General's proposal that US$ 50 million of casual income be appropriated 
in order to help finance the programme budget for 1984 -1985. 

Mr FURTH (Assistant Director -General) said that several delegations had proposed that 
all available casual income as of 31 December 1982 should be appropriated to help finance the 
1984 -1985 programme budget, which would mean an increase of US$ 4.5 million over the figure 
of US$ 50 million recommended by the Board. As casual income belonged to all the Member 
States, the matter was one for them to decide for themselves, but the Director -General, as 

chief administrative officer of the Organization, had a duty to point out the implications 
of such a proposal on the Member States and on the sound management of WHO's resources. 

It should be realized that on the basis of the current month's accounting rate of 
exchange, WHO was short of US$ 4 million for financing the proposed programme budget for 
1984 -1985. That was because, while the budget had been prepared on the basis of the exchange 
rate of Sw.fr. 2.16 per US dollar prevailing in October 1982, the exchange rate for May 1983 
was only Sw.fr. 2.08 per US dollar. If the view was that all casual income available at the 
end of 1982 which was not required for the Real Estate Fund should be used to help finance 
the proposed budget for 1984 -1985, it might be asked, in the light of the present shortfall of 
US$ 4 million in the proposed budget, whether the remaining casual income should not first be 
used to adjust the budgetary rate of exchange to a more realistic rate before being used to 

reduce assessments of Member States. That question became particularly relevant if it was 
realized that because of the unprecedented amount of casual income (US$ 50 million) recommended 
to help finance the budget for 1984 -1985, the average increase in the assessments on Member 
States (5.7 %) was already considerably lower than the increase in the level of the proposed 
effective working budget (10.9 %). 

It might be argued that there was no need to adjust the budgetary rate of exchange, 
because if the average accounting rate of exchange in 1984 -1985 turned out to be lower than 
the budgetary rate of Sw.fr. 2.16 per US dollar, the Director - General would be authorized to make 
use of the casual income facility to make up the shortfall and thus protect the implementation 
of the programme. That was perfectly true and was precisely the reason why the Director - 
General had not proposed to adjust the budgetary exchange rate. However, if the casual 
income facility did have to be used in 1984, the Organization would be spending casual income 
as it was being earned instead of letting it accumulate until the end of 1984 in order to 
help finance the next programme budget. The availability of US$ 4.5 million of additional 
casual income carried over from 1982 would therefore help to make up any shortfall in casual 
income that might occur in those circumstances. 

Thus, the risk of having a budgetary exchange rate in 1984 and 1985 which at Sw.fr. 2.16 
per US dollar might turn out to be too high could be dealt with in one of two ways: firstly, 
by lowering the rate to Sw.fr. 2.08 per US dollar, which would mean an appropriation of an 
additional US$ 4 million of casual income to raise the effective working budget level by that 
amount or, secondly, by keeping US$ 4.5 million of casual income unappropriated, as a reserve 
in case the accounting rate of exchange stayed below the budgetary rate and casual income 
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had to be used to make up the shortfall. Of those two ways, the Director -General preferred 
the second, and believed that most Members would also prefer it to an additional appropriation 
with a resulting increase in the budget. 

Moreover, even assuming that the exchange value of the US dollar would be at or above 
the budgetary rate of Sw.fr. 2.16 during the whole of 1984, it might still be in the 

best interest of Member States not to use up all casual income now. The availability of a 
high amount at the end of 1982 (more than US$ 56 million) was an exceptional occurrence 

which was unlikely to be repeated at the end of 1984, when the next proposed programme budget 
would be issued. It had been due to two factors: firstly, unusually high interest rates 

in 1981 -1982, which had resulted in WHO earning interest on its dollar bank deposits at rates 

which at times were as high as 20 %; and, secondly, the realizing of savings of more than 
US$ 18 million in 1980 -1981, as a result of the rise in the exchange value of the dollar far 

above the budgetary rate of Sw.fr. 1.55 per US dollar - savings which had been transferred 
to casual income in 1982. The current situation was quite different. Interest rates had 

fallen sharply in the last few months., and at present WHO obtained only about 9.5% on its 
dollar deposits. Thus, interest earnings, the main component of casual income, would be 

much less in 1983 and 1984 than they had been in 1981 and 1982. Secondly, while some savings 

were being made under the regular budget for 1982 and 1983 due to the average accounting rate 
of exchange remaining above the budgetary rate of Sw.fr. 1.85 per US dollar, those savings 

which would be transferred to casual income in 1984 would be far less than the US$ 18 million 
saved in 1980 and 1981. There was thus hardly any possibility that US$ 50 million of casual 
income would again be available on 31 December 1984 for appropriation to help finance the 
next programme budget. The present estimate was that the total amount of casual income 
likely to be available at the end of 1984 would be nearer to US$ 30 million or US$ 35 million. 

There would consequently be a sharp increase in assessments for the next budget, even if the 
level of that budget was not higher than the level of the proposed budget for 1984 -1985. In 

those circumstances, the proposed appropriation of the remaining US$ 4.5 million of casual 
income in order further to reduce assessments on Members for 1984 -1985 would make the situa- 

tion only worse for Member States in 1986 -1987. Conversely, carrying over into 1983 the 

US$ 4.5 million casual income earned in 1982 would reduce the large shortfall in casual 

income that would occur by the end of 1984 and would to that extent make a very difficult 

situation a little easier for Member States. 
He reiterated that the final decision rested with Member States; however, he had felt 

obliged to explain why a proposal which might appear attractive in the short term might, if 

accepted, look very different from the perspective of 1985. 

It was impossible to give a completely accurate figure for the amount of casual income 
earned between 1 January and 30 April 1983, since some components of casual income could be 
accounted for only at the end of the financial year. Interest earnings, however, which 
represented the main component, so far stood at approximately US$ 6.5 million. In the normal 

course of events, most of the casual income earned in the biennium 1983 -1984 would go towards 
financing the programme budget for 1986 -1987. If part of it were to be used to help in 
financing the 1984 -1985 budget, the situation would become even worse in respect of the 

1986 -1987 budget than he had described. 

Referring to Mr Boyer's suggestion that anticipated exchange rate savings in 1982 -1983 

could be appropriated now to help finance the 1984 -1985 budget, he said that it was 

impossible to forecast what the exchange rates up to the end of the year were likely to be. 

Even if it were possible to make substantial savings because of favourable exchange rates, 
that did not mean that the cash would be available for transfer to casual income, since it 

was not known in advance whether, or when, Members would pay their contributions. In the 

financial period 1980 -1981, for example, there had been a substantial budgetary surplus 

arising from savings madе_as a result of exchange rate movements, but it had been necessary 
to wait for almost a year before such savings could be converted into cash, since at the end 

of 1981 many Member States had not paid their full contributions. It was thus impossible to 

transfer any savings or anticipated savings to casual income before sufficient contributions 

had been received to convert those savings into cash. 

Mr BOYER (United States of America) said that any losses in the 1984 -1985 budget resulting 

from unfavourable exchange rates could certainly be offset from the casual income 

facilitÿ of US$ 20 million. He therefore agreed that the budget should not be recalculated 

but should remain calculated at the rate of Sw.fr. 2.16 per US dollar. Mr Furth had argued 
that the amount of casual income used to help finance the budget should remain at 

US$ 50 million and that the US$ 4.5 million available as at the end of 1982 should be kept in 
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reserve to cover any losses. He had indicated, however, that there was an additional 

US$ 6.5 million in the casual income account since the beginning of 1983, which it was not 
proposed to use. That amount would more than offset exchange rate reductions. Use could 
then suitably be made of the US$ 50 million proposed by the Executive Board plus the 
US$ 4.5 million currently available. 

Referring to Mr Furth's concern to use the casual income in question towards the finan- 
cing of the 1986 -1987 budget, he said that WHO was not a bank; it was a health organization, 

not a financial organization, and it was not its duty to keep a large sum of money in the 
bank earning interest simply because that might be of benefit at some time in the future. 

Mr Furth had indicated that some US$ 30 million to US$ 35 million was likely to be 

available to finance the 1986 -1987 budget even if US$ 54.5 million was taken from what was 
currently available. He was puzzled at Mr Furth's concern that Member States might vote 
against the 1986 -1987 budget rather than the 1984 -1985 budget, which should be a matter of 
more topical concern. The reason why the Executive Board had recommended an amount of 
US$ 50 million rather than US$ 54.5 million was undoubtedly that it had been misled by the 

Secretariat into thinking that the amount of money available in the casual income account 

was lower than it was. 

He formally proposed that Committee B should recommend to Committee A that 
US$ 54.5 million of casual income should be used to help in financing the budget for 

1984 -1985. 

Mr MANI (India) observed that Mr Furth's lucid explanation should convince members of 

the Committee that, in view of the complications raised by such factors as fluctuating 

exchange rates and falling interest rates, nothing should be done to disturb the carefully 

considered view taken by the Director -General. He was startled by the fact that exchange 

rate variations had already resulted in a shortfall of US$ 4 million. The fact that 

interest of US$ 6.5 million had accrued during the period in question merely left the 

situation as it had been when the Board had considered it in October 1982. The Committee 
should therefore endorse the figure of US$ 50 million arrived at by the Director -General on 
the basis of the information he had possessed at the time. Mr Furth had rightly pointed 

out that the exchange rate, which currently stood at Sw.fr 2.08 per US dollar, was likely 

to change further. 

Mr Boyer had failed to reply to the questions he had raised concerning the discussions 

in Versailles, the forthcoming discussions in Williamsburg and the possible intervention by 

the central banks in exchange rates. In the event of such intervention, the shortfall 
would be even greater than the current US$ 4 million. In the circumstances, prudent 

budgeting was extremely important, and all the parameters on which the Executive Board had 
based itself in October 1982 should remain unchanged. He was confining himself to the 

simple issue of appropriation from casual income, although much larger issues, such as that 

of zero growth, were involved. Appropriation of US$ 50 million of casual income to the 

1984 -1985 budget was the best solution that could be reached taking account of all the 

parameters and of the necessary perspective of the goal of health for all by the year 2000 

and of the Seventh General Programme of Work. 

The CHAIRMAN pointed out that the representative of the Executive Board had given no 
indication that the Board had been misinformed by the Secretariat, as the United States 
delegate had claimed. The Committee should consider the facts as placed before it. 

Mr VERGNE SABOIA (Brazil) said that, after carefully considering the options before the 

Committee, and despite Mr Furth's competent arguments, his delegation took the view that it 
would be safe to increase the amount of casual income appropriated to the 1984 -1985 budget 

to US$ 54.5 million. Many countries were facing serious financial and economic difficul- 
ties, and efforts should be made to reduce assessments rather than increase them. 

Dr GALAHOV (Union of Soviet Socialist Republics) recalled that casual income had stood 

at some US$ 56 million at the end of 1982. The Executive Board had recommended that 

US$ 1.7 million of that amount should be appropriated to the Real Estate Fund. In view of 
the considerable financial and economic difficulties being experienced by countries, the 

total amount of casual income available should go towards the financing of the regular budget 

for 1984 -1985. 
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Mr SUGANO (Japan) said that the financial difficulties confronting developed and 
developing countries alike, together with the need to ensure that there was no negligence 
on the part of Member States in paying their assessed contributions, made it all the more 
important for international organizations to reduce the burden on Members. The fact that 
a reserve of US$ 30 million to US$ 35 million in casual income was estimated for the end of 
1984 meant that, despite the shortfall of US$ 4 million arising from exchange rate 
fluctuations, an additional US$ 4.5 million could be allocated to the regular budget without 
any adverse implications. His delegation therefore supported the United States proposal to 

that effect. 

Dr ZIESE (Federal Republic of Germany) said that he understood Mr Furth's concern for 
good budgetary financing. It should, however, be possible to use the US$ 6.5 million of 
interest earnings for the period 1 January - 30 April 1983 to compensate for any exchange 
rate losses. He shared the view of the Brazilian delegate that it would be safe to propose 
that US$ 54.5 million of casual income should be used to help finance the 1984 -1985 budget. 

Mr FURTH (Assistant Director -General), replying to the allegation that the Secretariat 
had misled the Executive Board with respect to the amount of casual income available, 
pointed out that it was stated in the report of the Director -General to the Executive Board 
(ЕВ71 /1983 /REС/1, Part I, Annex 3) that the amount indicated as the balance of casual income 
available at 31 December 1982 was a tentative estimate. Such estimates, made before the 
closure of the accounts, had invariably and naturally been conservative estimates. He was 
not in the least worried that insufficient casual income would be available to meet any 
exchange rate losses that might occur in 1984 -1985. He was, however, concerned over the 
fact that, if available casual income had to be used for that purpose, so much less would be 
available to help finance the budget for 1986 -1987. Even if no casual income had to be 

used to meet exchange losses in 1984, there would be much less casual income available by 

the end of 1984 than at the end of 1982, and Member States would thus be faced with a shortfall 
of casual income to be used to help finance the 1986 -1987 budget. While agreeing that WHO was 
not a bank, he would have thought that the Organization should do some financial planning 

parallel to its programme planning, as the Director -General had endeavoured to do. If Member 
States wished to disregard the situation that would appear two years hence, they were certainly 
free to appropriate all the available casual income, but to do so would mean that that much less 

casual income would be available at the end of 1984, with the obvious effect of increased 

assessments on Member States for the budget for 1986 -1987. 

The CHAIRMAN invited delegations to consider the United States proposal that the 

appropriation of casual income to the regular budget for 1984 -1985 should be increased to 

US$ 54.5 million. 

Dr DLAMINI (Swaziland) observed that the budget for 1984 -1985 would be cushioned to a 

considerable extent, but that would probably not apply to the 1986 -1987 budget, since 

interest rates were likely to be lower and there would not be any substantial amount of 

savings. The consequent increase in assessments would have a severe effect on countries 

with meagre resources. He suggested that any decision should be deferred until the next 

meeting to allow discussions to take place on the Executive Board's recommendation that 

US$ 50 million of casual income should be appropriated for the 1984 -1985 budget. 

It was so agreed. 

The meeting rose at 17h35. 



THIRD MEETING 

Thursday, 5 May 1983, at 14h30 

Chairman: Dr D. B. SEBINA (Botswana) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 24 of the Agenda (continued) 

Report on casual income: Item 24.4 of the Agenda (Document ЕВ71/1983 /REС /1, Part I, 

resolution EB71.R8 and Annex 3, and Part II, Chapter III, section (a)) (continued) 

The CHAIRMAN reminded the Committee that it was called upon to decide how much of 

the available casual income was to be used to help finance the 1984 -1985 programme budget, 

bearing in mind the Execiltive Board's recommendation that it should be US$ 50 million. 

The Committee's decision would be transmitted in the form of a report to Committee A, which 

would then take it into account when it considered the budget level for 1984 -1985. The 

Committee should also consider the Executive Board's recommendation concerning the facility 

to be granted to the Director- General in 1984 and 1985 to use available casual income to 

help offset any adverse effects that might result from currency fluctuations in those years. 

Mr BOYER (United States of America) said that there appeared to be some confusion with 
regard to the Committee's task. It was his understanding that Committee B's responsibility 
was limited to the preparation of a report to Committee A containing - among other things - 

its recommendation concerning the amount of casual income to be appropriated for the purpose 
referred to by the Chairman. Committee A would take Committee B's report and recommendation 
into account when it addressed itself to the proposed appropriation resolution for the 

financial period 1984 -1985. Perhaps the Chairman or the representative of the Secretariat 

would confirm that understanding? 

Mr MANI (India) recalled that in its report to Committee A at the Thirty - fourth 
World Health Assembly, Committee B had also made a recommendation concerning the rate of 

exchange between the US dollar and the Swiss franc to be used in the programme budget for 
1982 -1983. Should it not take a similar step on the present occasion? 

Mr FURTH (Assistant Director -General) reminded the Committee that at the previous meeting 

suggestions had been made that either US$ 50 million or US$ 54.5 million of casual income 

should be appropriated by the Health Assembly to help finance the regular programme budget. 

The second question before the Committee, namely, the facility to be granted to the Director - 

General to use available casual income to offset any adverse effects of currency fluctuations, 

had not yet been discussed. A decision on that question would take the form of a draft 

resolution, as recommended by the Executive Board (resolution EB71.R8). 

As regards the question put by the delegate of India, it was true that, exceptionally, 

two years previously Committee B had made a recommendation on the budgetary exchange rate. 

At the present Health Assembly there had so far been no proposals to change the budgetary 

exchange rate of Sw.fr. 2.16 to the US dollar and therefore the Committee need not make a 

recommendation on the matter. 

Dr HYND (Swaziland) asked what imlpact the appropriation of casual income to the regular 
programme budget would have on Members assessments, aid how the extra money would be used. 

Mr FURTH (Assistant Director -General) said that an appropriation of US$ 4.5 million 
above the US$ 50 million recommended by the Executive Board would reduce the assessments of 
Member States by that amount. Each country's assessment would therefore be reduced in 
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proportion to its rate of assessment. In the case of Swaziland, for example, its assessment 
rate being 0.01 %, which of US$ 4.5 million was US$ 450, that country's assessment for 1984- 
1985 would be reduced by US$ 450. 

Miss NASCIMBENE (Argentina) said that her country faced the same economic and financial 
problems as others, especially developing countries, and therefore sympathized with those 
which advocated the appropriation of the greatest possible amount of available casual income 
to the regular programme budget, so as to reduce their contributions. Her delegation had 
nevertheless been convinced by, and consequently endorsed the arguments advanced at the 
previous meeting in favour of the Executive Board's recommendation that the amount of 
US$ 50 million should be so appropriated. 

Mr HALLOWELL (United Kingdom of Great Britain and Northern Ireland) said that the 
different aspects of the matter all required careful thought. If the unusually high level 
of casual income was earmarked at once, with the aim of reducing Members' contributions in 
1984 -1985, it would obviously not be available for that purpose in a later period, when - 

moreover - a smaller amount of casual income was to be expected. Any recommendation to use 
the entire amount must, therefore, be taken advisedly, in full awareness of the implications. 

It might also be helpful if the Committee cast its mind back for a moment to the 
circumstances in which the recommendation concerning the use of casual income had been endorsed 
by the Board. He took it that at the time, it had been assumed that the total casual income 
at the end of 1982 was likely to amount to some US$ 52.5 million. Since the Secretariat's 
estimate must have been expected to be prudently conservative, the Executive Board would have 
counted on at least that amount being available. It was thus significant that, having first 
recommended the appropriation of some US$ 2 million from casual income to the Real Estate Fund, 
the Board had then recommended that virtually the whole of what remained apparently available 
should be used to assist in financing the regular programme budget for 1984 -1985. 

He believed that the Board had been well aware at that time that the expected amount of 
casual income was unprecedentedly high. In that knowledge, it might well have recommended 
that a substantially smaller amount be allocated to the budget for 1984 -1985, but it had not 
done so. It would be presumptuous for him to guess what the Board might have recommended 
had it known then that an additional sum of US$ 4 million would be available. However, it 

seemed to have been the Board's intention that what was available should be used in the coming 
biennium. If that was so, the implication, under the present circumstances, was that some 
US$ 54 million should be made available to help reduce Members contributions in the 1984 -1985 
period. In the light of that argument, the United Kingdom delegation supported the view put 
forward by those of the United States of America and other countries that the casual income 

which had accrued by the end of 1982 should be used to reduce Members' contributions during 

the financial period 1984 -1985. 

Mr SUGANO (Japan) reiterated his delegation's view that all possible steps should be 

taken to reduce the assessed contributions of Member States, and that all WHO's resources 

should be utilized to the maximum extent possible and not left unused. Pointing out that a 

considerable amount of money had already accumulated in the casual income account and that 

the level of that account was likely to remain high in the forseeable future, he submitted 

that transfers of casual income to the regular programme budget would have no bearing on any 

cutback in the Organization's programme, but would merely permit a welcome reduction of 

assessed contributions. 
For those reasons, his delegation was formally proposing that US$ 54.5 million be 

transferred from casual income to the regular programme budget. 

Mr BOYER (United States of America) observed that the table in PartII,Annex 1, of document 

ЕВ71/1983/RЕС/1 indicated in no uncertain terms what was at stake. According to the scale 

of assessments, and assuming adoption of the proposed programme budget, the net contributions 

of most Members in 1984 -1985 would show an increase - in some cases substantial - over the 

figures for the preceding biennium. The additional burden would be hard to bear, and particu- 

larly so for those countries which had so far been unable to honour their past commitments. 

If - as had been proposed - the amount of US$ 54.5 million was transferred from casual 

income to help finance the budget, all assessments would be reduced accordingly. The money 

was available: there was some US$ 62 million in the casual income account at the present 

time. 



COMMITTEE B: THIRD MEETING 245 

The United Kingdom delegate was - he believed - correct in assuming that the 

recommendation by the Executive Board, and the initial proposal by the Secretariat, reflected 

the sentiment that all the money available in the casual income account at the end of 

December 1982 should be used to help finance the regular budget. On the basis of the latest 

information, which showed that account to be richer than previously estimated, it appeared 

quite reasonable to recommend that US$ 54.5 million be appropriated for the purpose outlined. 

Mr MANI (India) said that the previous speaker had presented only one side of the 

picture. It should be remembered that some 64% of the total programme budget was transferred 
in the form of technical cooperation. He understood that WHO was one of the few United 

Nations agencies which held a mandate to transfer such a substantial part of its programme 

budget for that purpose, the beneficiaries of which were the Third World countries. The 

proposed appropriation of US$ 54.5 million might lead to a reduction in each country's 

contribution to the Organization in 1984 -1985, but it could also mean that in the 1986 -1987 
biennium higher assessments would have to be paid, or lead to a smaller programme budget. 

The execution of the Seventh General Programme of Work might well suffer unless it was 
ensured that at least a portion of the US$ 50 million in question was available for 1986 -1987. 

He urged members of the Committee not to think only of the short term but to keep in mind 
provision for the Seventh General Programme of Work. 

Dr LAW (representative of the Executive Board) felt that the issue should be seen in 
perspective and that its importance should not be exaggerated. Clearly, the Health Assembly 
was faced with a choice: did it wish to reduce the assessments of Member States in 1984 -1985, 
during a period of considerable economic difficulty; or did it wish to retain some money in 
the casual income account to enable assessments to be reduced in 1986 -1987 as well, since 
fears had been expressed that casual income would not accrue at the same rate during the next 
biennium? 

With regard to the statement by the delegate of the United Kingdom, she confirmed that 
the feeling in the Board had been that all available casual income should be used to reduce 
Members' assessments in 1984 -1985. At the time of endorsement of its recommendation, the 
Board had not been aware of the exact amount involved, as the relevant accounting had not yet 
been completed. While it was obviously impossible to say what form the Board's 
recommendation would have taken had it known the final figure, she believed that delegates 
should not feel in proposing amendments that they were overriding a hard and fast decision. 
Valid but conflicting arguments had been advanced during the Committee's discussion: 
delegates should make their decision according to their own view of the situation. 

Dr MUREMYANGANGO (Rwanda) said that it was unlikely that the world economic crisis 
would be overcome in the near future; that being so, it might be worth envisaging a 
recommendation that the amount of casual income appropriated to the 1984 -1985 regular programme 
budget be limited to US$ 40 million, and that the remainder be retained for use in the 
subsequent biennium. Such a measure would allow for flexibility and continuity should 
serious economic problems arise in 1986 -1987. 

Mr MANI (India) said that the issue had substantial implications for the entire period 
of 1984 -1987. He felt that many delegations had not fully understood everything that was 
involved; it would have been advantageous to have had Mr Furth's explanation issued as a 
document. The matter was one that should be settled by consensus, as the Director -General 
so often urged. In view of the fact that the present exchange rate was unfavourable in 
comparison with that adopted when planning the budget, it might be wise to agree to the 
recommended appropriation of US$ 50 million, and to review the situation when a 1984 
supplementary budget was considered, in order to see whether any adjustments could then be 
made to the 1985 assessments. Supplementary budgets were not just a device to be used only 
when extra appropriations were required; they should also be used to take account of incoming 
funds. The year 1984 would surely be an appropriate time to take stock when so many 
imponderables were involved, including the pressures which the OECD countries and the United 
States of America were exerting among themselves to achieve stability in exchange rates and 
reduce interest rates. 

The CHAIRMAN took note of the fact that the delegate of India was in favour of 

recommending the appropriation of US$ 50 million to the 1984 -1985 programme budget, but 
ruled that any question of providing for a 1984 supplementary budget was out of order. 
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Summing up the Committee's discussion, he said that what must be decided was whether Members 

wished to see their assessments reduced as far as possible during the coming biennium on the 

understanding that in the subsequent one their assessments might rise more steeply. 

There was a formal proposal from the delegates of Japan and the United States of America 
that the figure of US$ 50 million of casual income proposed by the Director -General and 
endorsed by the Executive Board for appropriation to help finance the 1984 -1985 regular 

programme budget should be amended to US$ 54.5 million. He invited the Committee to vote on 
that proposal. 

The proposal was adopted by 43 votes to 34 with 9 abstentions. 

The CHAIRMAN said that the Committee had thus decided to recommend to Committee A that 

US$ 54.5 million of available casual income should be used to help finance the regular 
budget for 1984 -1985. The recommendation would be included in the Committee's report to 
Committee A, which would be reviewed at the next meeting.1 

The Committee could now take up the second matter covered by the agenda item, namely 
the question of the facility to be granted to the Director -General to use available casual 
income to help offset any adverse effects that might result from currency fluctuations in 

1984 -1985. As had been mentioned previously, the Executive Board in its resolution EB71.R8 
had recommended a draft resolution on the subject for adoption by the Health Assembly. 

Mr BOYER (United States of America) noted that the facility proposed in the draft 

resolution would make it possible to protect the budget if the exchange rate fell during the 
biennium, by authorizing withdrawals from the casual income account up to an amount of 

US$ 20 million to ensure that the programme could be implemented in its adopted form. That 
was, in his opinion, a good device, ensuring as it did that if there were exchange rate 

losses there would be no need to go back to the Assembly in the following year to ask for a 

supplementary budget. However, there could be gains as well as losses and his delegation 

believed that any gains accruing from exchange rate fluctuations should be deposited in the 

casual income account, so that at the end of the biennium the sums involved could be applied 

to benefit the 1986 -1987 programme budget. 

There were, however, two indications in the documentation before the Committee that less 

than the full amount of exchange rate gains would go into the casual income account. The 

first appeared in the report of the Executive Board, where the Director -General was quoted as 

stating that the first 10% of any exchange rate gains made by a regional office might be used 

by the regional director concerned in any way he chose. For its part, the United States 

delegation believed that such a decision should not rest solely in the hands of a regional 

director, and that all the exchange rate gains made in regional offices should be put into 

the casual income account so that the Health Assembly as a whole could, at the end of the 

biennium, decide what to do with them. The second indication was to be found in operative 

paragraph 2 of the draft resolution contained in resolution EВ71.R8, which implied that if 

the Organization was fortunate and made large exchange rate gains, the Director -General would 

be obliged to put US$ 20 million into the casual income account but could utilize any 

additional amount as he saw fit. As in the previous case, his delegation considered that 

the use of the additional money should be the subject of a decision by the Health Assembly 

as a whole. 

He would therefore propose that the final part of the paragraph concerned, beginning 

with the words "provided that' in the sixth line, be deleted. Such an amendment would, he 

believed, be in line with the decision the Committee had just taken to conserve casual income 

to help finance the 1986 -1987 budget. 

Dr GALAHOV (Union of Soviet Socialist Republics) stressed his delegation's view that the 

effects of unfavourable currency fluctuations should be absorbed in the first place by 

internal savings through a redistribution of funds within the budget and - if necessary - by 

corrections in the programme budget itself. 

Dr ZIESE (Federal Republic of Germany) asked whether the Secretariat could comment on 

the points raised by the delegate of the United States of America. 

1 
See summary record of the fourth meeting, section 1. See also document 

WHA36/1983/RЕС/1 , Annex 5. 
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Mr MAN' (India) considered the recommended provision to be an important one. Moreover, 

and since it was impossible to predict the rates of inflation in different regions over a 

period of two years, he fully agreed that the only means available to the regional offices 

to offset the effects of inflation would be the power to appropriate for programme budget 

purposes up to 10% of accruals from exchange rate fluctuations. 

With regard to the deletion proposed by the United States delegate in connection with 

operative paragraph 2 of the resolution recommended by the Executive Board, he asked whether 

the Secretariat could comment on its implications. 

Mr FURTH (Assistant Director -General) said he would confine his comments to the United 

States proposal for the deletion of the final clause of operative paragraph 2 of the draft 

resolution. An identical clause had been inserted in similar resolutions on the casual 

income facility adopted for the current financial period 1982 -1983, as well as in 

corresponding resolutions for the two preceding financial periods; it would be, in fact, the 

fourth time that it had been used. If currency -related savings were regarded merely as 

"windfall" profits on exchange, which were not required to finance programmes, then they 

should indeed be returned, regardless of the amount involved. However, there could be 

situations where the return of such currency -related savings could result in some impairment 

of programmes. Whereas a rise in the value of the US dollar and a corresponding fall in the 

value of the Swiss franc was initially a development which was financially beneficial to the 

Organization, it might, if carried too far, have serious disadvantages. Some members of the 

Committee would be aware from personal experience in their own countries that a rapid decline 

in the exchange value of a national currency, or a formal devaluation of the national 

currency, and a high inflation rate were not isolated developments, but were interrelated. 

Thus a fall in the exchange value often bred inflation, and inflation in turn caused a fall 

in the exchange value of the currency. Should the value of the Swiss franc fall to such an 

extent that more than US$ 20 million could be saved simply on the difference between the 

budgetary rate of exchange and the average accounting rate of exchange - which would mean 

that the Swiss franc would fall from its present rate to about 2.75 Swiss francs per US dollar, 

thus more than 30% - that fall would in all likelihood be accompanied by very serious 

inflation in Switzerland, far above anything that had been projected in the budget assumptions 
for 1984 -1985. If in such a case (without the US$ 20 million limitation provided in 
paragraph 2 of the resolution) the Director -General had to return all currency -related 

savings, there could be the highly anomalous situation of the budget being underspent by some 
US$ 25 million or US$ 30 million, while at the same time the programme had to be drastically 

reduced because insufficient funds were available to meet the unexpectedly high cost increases. 
In such a situation it was likely that there would be increases, for example, in general 

service salaries and in the cost of utilities, which would have to be met within the budget; 

nevertheless, if the Director -General was required to return every penny of exchange -related 

savings, he would have to cut down the programme in order to meet those unexpectedly high 
costs. It was in order to avoid such a situation - or in other words, to protect the 

programme - that the Director -General had in the past not been required to surrender more 
than a given amount in savings. 

He stressed that the Director- General had in the past done all he could to return 

savings to the extent possible, and would continue to do so. He would use currency- related 
savings in excess of US$ 20 million only in order to meet any rising costs in the approved 
programme, but not to increase the programme in real terms. If the amount involved was not 
much more than US$ 20 million and if inflation was not very high, he would, as in the past, 

return the whole amount of casual income. 

His personal opinion was that such a situation was purely hypothetical; it was most 
unlikely that the dollar would rise from its present rate of 2.06 or 2.08 Swiss francs per 
dollar to a rate of 2.75 Swiss francs per dollar averaged over the whole financial period 
1984 -1985. 

Dr ZIESE (Federal Republic of Germany), referring to operative paragraph 5 of the 

resolution recommended by the Executive Board, observed that the payment of assessed 
contributions before the beginning of a financial period was not in conformity with the 
Financial Regulations. He would therefore propose that the entire paragraph be deleted. 

Mr MANI (India) suggested that, for the reasons just outlined by the Assistant 
Director -General, the existing wording of paragraph 2 should be retained. He saw no reason 
why wording which had been approved on earlier occasions should be changed now, particularly 
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when it seemed likely that the exchange rate between the US dollar and the Swiss franc would 
deteriorate in the coming months. Concerning the proposed deletion of paragraph 5, he asked 
the Secretariat whether similar resolutions in the past had included such a provision. 
If that were not the case, he suggested that the concern of the delegate of the Federal 
Republic of Germany might be met simply by the deletion of the phrase "prior to or" in the 
penultimate line. 

Mr BOYER (United States of America) said that the fact that the final clause of 
operative paragraph 2 had appeared in similar resolutions in previous budgetary periods did 
not mean that it was necessarily correct. The Assistant Director -General had stated that, 
for the clause to come into operation, there would need to be a very sizeable alteration in 
the exchange rate, which would be likely to be accompanied by considerable inflation; in 

other words, the Organization would be faced with a very serious financial problem. If 

such a problem should arise, he believed it was for the Health Assembly to decide how to deal 
with it; there was no need to make provision for the Director -General to take any particular 
action in advance. He realized that it was not likely that the problem would arise, but he 
believed that there was an important principle at stake, namely that all earnings from exchange 
rate gains should be deposited in the casual income account, so that the Health Assembly could 
decide how best to use them. 

Regarding the comments made by the delegate of India, he was surprised to note that he 
was adopting a different position from the one he had taken previously, since he was supporting 
a provision which would tend to reduce the amount of money available to help finance the 
1986 -1987 budget. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) recalled that the issue 

was one which had been discussed at length in the Executive Board. He agreed with the 
delegate of India that the existing wording of operative paragraph 2 should be retained. 

He did not think that operative paragraph 5 was contrary to the Financial Regulations, but if 
it were, the problem could be solved by the deletion of "prior to or" as proposed by the 

delegate of India. 

Mr MANI (India), in response to the point made by the United States delegate, stressed 

that there was no inconsistency between the stand he had taken earlier on the appropriation 
of casual income and his position on the issue under discussion. The Director -General had 
in the past used the powers given to him wisely, and he believed that he should be trusted 

to do so again. It was for that reason that he had supported the retention of the final 
clause of operative paragraph 2. 

The United States proposal for the deletion of the final clause of operative 

paragraph 2 was rejected by 64 votes to 4, with 14 abstentions. 

Dr ZIESE (Federal Republic of Germany) said that the Indian proposal to delete the words 
"prior to or" in operative paragraph 5 met his concern to some extent, and he could support 
it. However, the suggestion that Members should pay their entire contribution in a single 
instalment was contrary to Article 5.3 of the Financial Regulations, which provided that 
assessed contributions should be divided into two equal annual instalments, the first related 
to the first year, and the second to the second year, of the financial period. He therefore 
proposed that the words "rather than in two annual instalments" should also be deleted from 

the paragraph. 

The CHAIRMAN invited the Committee to consider the proposals by the delegates of India 

and the Federal Republic of Germany for the deletion from operative paragraph 5 of the words 

"prior to or" and "rather than in two equal instalments ", respectively. 

Dr REID (United Kingdom of Great Britain and Northern Ireland), speaking on a point of 

order, asked whether or not the Executive Board's proposal was in contravention of the 

Financial Regulations. 

Mr FURTH (Assistant Director -General) said that the delegate of the Federal Republic of 
Germany had rightly pointed out that the requirement imposed by the Financial Regulation in 
question was that contributions should be paid in two equal annual instalments. There was, 

however, nothing to prevent any Member State from paying its entire two -year contribution at 

one time. Operative paragraph 5 of the draft resolution merely called the attention of 

Members to the indisputable fact that if they were to do so, more casual income would thereby 
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be produced. The paragraph was not in contravention of the Financial Regulations. The 

amendments proposed would in no way change the sense of the paragraph, though they might make 

it a little less clear. If the paragraph were to read: "... if Members were to pay their 

entire contribution to a given biennial budget at the beginning of the financial period con- 

cerned ..." the payment would still be one payment for two years, since a financial period 

comprised two calendar years. 

In reply to a question by the CHAIRMAN, Dr ZIESE (Federal Republic of Germany) said that 

he would like operative paragraph 5 to be deleted entirely, in accordance with his original 

proposal. 

After a brief discussion, in which the CHAIRMAN and Dr REID (United Kingdom of Great 

Britain and Northern Ireland) took part, the CHAIRMAN put to the vote the proposal by the 

Federal Republic of Germany that operative paragraph 5 as a whole should be deleted. 

The proposal was rejected by 50 votes to 10, with 18 abstentions. 

Mr MANI (India) withdrew his amendment. 

The draft resolution recommended by the Executive Board in resolution ЕB71.R8 was approved. 

2. SCALE OF ASSESSMENTS: Item 26 of the Agenda 

Assessment of new Members and Associate Members: Item 26.1 of the Agenda 

(Documents А36/22 and А36/23 ) 

Mr FURTH (Assistant Director -General), introducing document А36/22 concerning the assess- 

ment of Vanuatu which, as a Member of the United Nations, had acceded to membership of the 

World Health Organization 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 7 March 1983, said that it was necessary for the Health Assembly to establish 

the assessment of that State in WHO. Its assessment had been fixed at the minimum rate of 

0.01% in the United Nations scale of assessments, and the Health Assembly might therefore also 

wish to fix the WHO assessment rate for 1982 -1983 and future financial periods at the minimum, 

as recommended in document А36/22. 

In deciding upon the assessment rate of Vanuatu for its year of admission, the Health 

Assembly would no doubt wish to take into consideration resolution WНA22.6, which provided that 

new Members should be assessed in accordance with the practice followed by the United Nations 

in assessing new Members for their year of admission. If that were done, and since Vanuatu 

had become a Member of the World Health Organization on 7 March 1983, no assessment would be 

made on that country for 1982, and the 1983 assessment would 'be reduced to one-third of 0.01 %. 

If the Committee agreed with the Director -General's proposal for the assessment of 

Vanuatu, it might wish to recommend the adoption of the draft resolution in paragraph 5 of 

document А36/22. 

The draft resolution in paragraph 5 of document А36/22 was approved. 

Mr FURTH (Assistant Director -General), introducing document А36/23 concerning the assess - 

ment of the Solomon Islands which, as a Member of the United Nations, had acceded to membership 

of the World Health Organization 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 4 April 1983, said that it was necessary for the Health Assembly to 

establish the assessment of that State in WHO. Its assessment had been fixed at the minimum 
rate of 0.01% in the United Nations scale of assessments, and the Health Assembly might 

therefore also wish to fix the WHO assessment rate for 1982 -1983 and future financial periods 

at the minimum, as recommended in document А36/23. 

2 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA36.6. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA36.7. 
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In deciding upon the assessment rate of the Solomon Islands for its year of admission, 
the Health Assembly would no doubt wish to take into consideration resolution WHA22.6, which 
provided that new Members should be assessed in accordance with the practice followed by the 
United Nations in assessing new Members for their year of admission. If that were done, and 
since the Solomon Islands had become a Member of the World Health Organization on 4 April 1983, 
no assessment would be made on that country for 1982, and the 1983 assessment would be reduced 
to one -third of 0.01 %. 

If the Committee agreed with the Director -General's proposal for assessment of the 

Solomon Islands it might wish to recommend the adoption of the draft resolution in paragraph 5 

of document А36 ,]23. 

The draft resolution in paragraph 5 of document А36/23 was approved.1 

Scale of assessments for the financial period 1984 -1985: Item 26.2 of the Agenda (Document 
ЕВ71/1983/ REС/1, Part II, Chapter III, section (b) and Annex 1; Document А36/21) 

Mr FURTH (Assistant Director- General) explained that, in implementation of resolutions 
WHA24.12, WHA26.21 and WHA27.9 referred to in paragraph 1 of document А36/21, the proposed 
scale of assessments for 1984 -1985 had been calculated on the basis of the United Nations scale 
of assessments for 1983 to 1985, as approved by the United Nations General Assembly in 
resolution 37125 adopted in December 1982. 

In the proposed WHO scale for 1984 -1985, no country was assessed at a rate higher than in 
the United Nations scale for the years 1983 to 1985. As stated in paragraph 4 of document 
А36/21, the proposed 1984 -1985 scale would have to be modified to provide for the assessments 
of the two new Members, Vanuatu and the Solomon Islands, at the rate of 0.01% each as recom- 

mended by the Committee under the previous agenda item. That would lead to a reduction by 

0.01% in the assessment rates of the two countries whose rates, when worked out to six decimal 
places, next qualified mathematically for rounding downwards by 0.01 %. Those two countries 

were France and Canada. France's assessment rate would be reduced from 6.40% to 6.39% and 

Canada's from 3.03% to 3.02%. 

A draft resolution, subject to modification for new Member States, was before the Committee 
for its consideration in paragraph 4 of document А36/21. 

Dr MAFIАMBА (United Republic of Cameroon) drew attention to a discrepancy in the scale of 
assessment shown for his country in documents А36/21 and ЕВ71/1983/RЕс/l on the one hand 

(0.01 %), and РB,/84 -85 (0.02 %) on the other. If the 0.02% rate applied, his delegation would 

welcome an explanation from the Secretariat of the factors responsible for the increase. 

Mr FURTH (Assistant Director - General) said that the scale of assessments listed in 

document А36/21 was the scale being proposed. It showed that the rate of assessment for 
the United Republic of Cameroon was 0.01 %. It was true that the rate listed in the proposed 
programme budget (document РВ/84 -85) was 0.02 %. As had been explained to the Executive 
Board and as the Executive Board had reported in paragraph 54 of its report,2 at the time the 

proposed programme budget document had been sent for printing, in October 1982, the United 
Nations Committee on Contributions had recommended a United Nations scale of assessments for 

the period 1983 -1985 for adoption by the United Nations General Assembly. That recommended 
scale had formed the basis for the scale included in the proposed programme budget document. 
However, the United Nations General Assembly had adopted the scale only after various amend- 
ments had been made to it. The WHO scale shown in document А36/21 and in the Annex to the 

Executive Board's report was based on the amended United Nations scale, modified to take 
account of differences in membership. Thus, the rate for the United Republic of Cameroon 
had not increased but had decreased from 0.02% to 0.01 %. 

Dr MAFIAMBA (United Republic of Cameroon) hoped that the lower figure would be the one 
listed in the scale adopted by the Health Assembly. 

Mr VERGNE SABOIA (Brazil) said that, together with a number of other delegations, his 
country's delegation to the thirty - seventh session of the United Nations General Assembly 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA36.8. 

2 Document ЕВ71/1983/RЕС/1, p. 141. 
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had voted against resolution 37125, which had fixed the United Nations scale of assessments 

for 1983 -1985. By its vote the Government of Brazil had wished to express its dissatisfaction 

with the criteria used by the General Assembly to assess contributions, since those criteria 

took account only of the national income of a country and a discount formula based on the per 
capita income of that country. His Government was convinced that the criteria were insufficient 
to determine a country's effective ability to contribute to international organizations and 
had proposed consideration of additional criteria to avoid excessive reliance on national 

income. The proposals had included the following: (1) measures should be taken to ensure 
better comparability of national income statistics since it was well known that differences 
in national accounting systems and rates of inflation affected comparability; (2) national 
wealth as well as national income should be taken into account since developing countries had 
to invest a large proportion of national income in infrastructure projects while developed 
countries had already passed through that stage; (3) factors such as external debt and balance 
of payment difficulties should be taken into account since they affected a country's ability 
to pay; (4) the growing gap between industrialized and developing countries should be borne 
in mind; (5) special consideration should be given to countries that derived their foreign 
income from the export of one or a few primary products and which were therefore especially 
vulnerable to the vagaries of world trade fluctuations and economic developments. 

His country considered that attention should be given to the special conditions pertaining 
in developing countries, particularly in the least developed ones, in view of their economic 
vulnerability. While his delegation appreciated that the WHO scale of assessments was a 
consequence of the scale adopted by the United Nations, it wished to place its comments on 
record and to indicate that it would vote against the draft resolution contained in document 
А36/21 were it to be put to the vote. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) said that, although the scale of assessments 
for 1984 -1985 showed a decrease in his country's rate of contribution from 0.64% to 0.55 %, 
his delegation was still not satisfied and requested a further review of that assessment. 

Professor NAJERA (Spain) said that, during discussion of the new scale of assessments 
in the United Nations General Assembly and its Fifth Committee, his country's delegation had 
expressed concern at the criteria used for its calculation and had voted against its adoption. 
However, his delegation was not formally opposed to the new scale proposed for assessing 
contributions to WHO aid would accept any consensus that emerged at the Health Assembly. 

The draft resolution in paragraph 4 of document А36/21 was approved.1 

Dr ZIESE (Federal Republic of Germany) speaking in explanation of the position taken by 
the delegations of member countries of the European Economic Community on the resolution just 
approved, said that, during discussions in the United Nations General Assembly and its Fifth 

Committee, the delegations from those countries had expressed their serious concern about, 
and disapproval of the new United Nations scale of assessments and had voted against adoption 
of that scale. The reasons for that attitude had been made known fully at that time and 

required no reiteration. Although those reasons remained valid, the delegations concerned 
would accept the new WHO scale, based on the new United Nations scale, in orderto maintain 

the good spirit of cooperation and consensus among all Member States of WHO, which would 

facilitate and foster the Organization's work. 

3. APPOINTMENT OF EXTERNAL АUDITOR: Item 27 of the Agenda (Document А36/10) 

Mr FURTH (Assistant Director -General), introducing the item, recalled that 
Sir Douglas Henley, who at the time had been Comptroller and Auditor General of the 
United Kingdom of Great Britain and Northern Ireland, had been appointed External Auditor 
of the accounts of WHO for the first time in 1978. Upon his retirement the Thirty - fourth 
World Health Assembly in May 1981 had adopted a proposal by the Director -General to appoint 
the holder of the office of Comptroller and Auditor General of the United Kingdom as 
External Auditor of the accounts of WHO for the financial period 1982 -1983. 

1 Transmitted to the Health Assembly in the Committee's first report, with the changes 
indicated by Mr Furth, Assistant Director -General, and adopted as resolution WНА36.9. See also 
document WНАз6/1983/REC/1, Annex 2. 
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Sir Douglas Henley had been succeeded in his post by Mr Gordon Downey, who had thus 
automatically become WHO's External Auditor for the financial period 1982 -1983. His current 
appointment would come to an end around 1 April 1984, when the external audit tasks related 
to the current biennium would have been completed but before the Thirty- seventh World Health 
Assembly, which would take place in May 1984. In order to avoid the possibility of WHO at 

any time being without an External Auditor, the Director - General had felt that it would be 
advisable for the Health Assembly now to decide on the appointment of External Auditor. 

With a view to allowing for greater continuity in such appointments, the Director - General 

had proposed the extension of the appointment of the holder of the office of Comptroller and 

Auditor of the United Kingdom to cover the next two biennia, 1984 -1985 and 1986 -1987. There 

was no constitutional or other reason for restricting the appointment to one financial period 

and a longer -term appointment would allow for improved planning of the external audit tasks. 

The holder of the office of Comptroller and Auditor General of the United Kingdom was also 

the External Auditor of ILO, and ILO was making a proposal to its governing body on similar 

lines to that now before the Committee. 

Mr Downey had expressed his agreement to the arrangements and, should the Committee 

agree to the proposal, it might wish to approve the draft resolution contained in paragraph 4 
of document А36/10. 

Dr GALAHOV (Union of Soviet Socialist Republics) felt that, since the holder of the 
office of Comptroller and Auditor General of the United Kingdom was known to be Mr Gordon Downey, 
his name should be included in operative paragraph 1 of the draft resolution, as had been done 
on previous occasions, with the exception of resolution WНАЭ4.9. It had only been excluded 
in the latter case because it had been known that the holder of the office would be leaving 

his post but the name of his successor had not been known. 

Mr CHAUHAN (India) said that he had not been entirely convinced by the arguments advanced 
by Mr Furth for extending the appointment of the External Auditor to cover two biennial 

periods and wondered why the Health Assembly should not be able to take up the matter once 

more in respect of the second biennium. 

Dr HASAN (Pakistan) wondered, if continuity was desired, why the appointment could not 

be made on a longer -term basis, that is, until the Health Assembly wished to change the 

Organization's External Auditor. That would have the added advantage of eliminating one 

item from the Health Assembly's crowded agenda. 

Mr FURТН (Assistant Director - General) said that the name of the present holder of the 

office of Comptroller and Auditor General of the United Kingdom had been deliberately omitted 

from the text of the draft resolution, following the precedent set two years earlier. There 

was always the possibility that the holder of that office might resign at any time and thus, 

if the External Auditor were to be appointed by name, the risk would exist that WHO might be 

without an External Auditor for several months. Experience had also shown that it was 

difficult to obtain a new External Auditor. 

He felt that an appointment for four years would improve continuity, would be more 

convenient for the Health Assembly and would give the External Auditor greater flexibility 

in planning the work of his staff in respect of visits to regional offices, WHO programme 

coordinators offices, etc. It was by no means essential for the Health Assembly to choose 

such a course but he felt it would be more efficient. However, an appointment of unlimited 

duration might lead to difficulties in future years and it was probably wiser for the Health 

Assembly to retain the opportunity to review the appointment from time to time. It was, of 

course, for the Health Assembly to decide which course it preferred. 

The draft resolution in paragraph 4 of document А36/10 was approved.1 

The meeting. rose at 17h30. 

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

resolution WНA36.10. 



FOURTH MEETING 

Monday, 9 May 1983, at 9h00 

Chairman: Dr D. B. SEBINA (Botswana) 

1. REPORT OF COMMITTEE В TO COMMITTEE A (Document А36/32) 

Mrs PARKER (Jamaica), Rapporteur, introduced the draft report of Committee B to 

Committee A. 

The report was adopted (see document WHA36/1983/REС/2). 

2. FIRST REPORT OF COMMITTEE B (Document A36/31) 

Mrs PARKER (Jamaica), Rapporteur, introduced the draft first report of the Committee. 

The dots in the first line of paragraph 1 of the proposed resolution on the status of the 

collection of assessed contributions and status of advances to the Working Capital Fund, should 

be replaced by the figure "4 ", in accordance with the Committee's decision at its second 

meeting. 

With regard to the proposed resolution on Members in arrears in the payment of their 

contributions to an extent which might invoke Article 7 of the Constitution, she said that since 

the Committee had considered the matter, the Central African Republic and Saint Lucia had made 

sufficient payments to the Organization to be removed from the list of countries in the second 

preambular paragraph and, consequently, from operative paragraph 1. 

The report, as amended, was adopted (see document WНАЭ6/1983/REС/2). 

3. REAL ESTATE FUND AND HEADQUARTERS ACCOMMODATION: Item 28 of the Agenda (Document 

ЕВ71 /l983/RЕС/1, Part I, resolution EB71.R14 and Annex 8) 

Mr AL- SAKKAF (representative of the Executive Board), introducing the item, said that the 

Executive Board had considered the report of the Director -General contained in Annex 8 to 

document ЕВ71 /l983/REС/1. The report comprised five main parts, the first of which provided 

information on the status of projects undertaken prior to 31 May 1983. The second part gave 

data on the estimated requirements of the Real Estate Fund for the period 1 June 1983 to 

31 May 1984; and in the third part the Director -General reported on developments in the 
problem of water seepage between the eighth and seventh floors of the main headquarters 
building. Part IV provided information on the status of the approved extension to the 

headquarters facilities; and finally, the fifth part summarized the estimated requirements of 

the Real Estate Fund. 
The Executive Board had noted that the approved projects for the period up to 31 May 1983 

had either been completed or were proceeding satisfactorily. The Board had also noted the 
estimated requirements of the Fund for the period 1 June 1983 to 31 May 1984 as listed in the 

Director -General's report. 
In addition, the Executive Board had noted the fact that the construction of the extension 

to the headquarters facilities, which had been authorized by the Health Assembly in resolution 
WHA34.10, had been completed. 

The Board had examined the additional information concerning the problems resulting from 

water seepage between the eighth and seventh floors of the main headquarters building, 
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254 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

contained in part III of the Director -General's report, and had noted that for technical and 

architectural reasons it had not been possible to implement the relevant decision in 
resolution WHA35.12. 

The Executive Board had adopted resolution EB71.R14, in which it recommended that the 
Thirty -sixth World Health Assembly should authorize the financing of the expenditures as 

indicated from the Real Estate Fund and appropriate to that Fund from casual income the amount 
of US$ 1 710 000. That figure differed from the amount initially recommended in the Director - 
General's report to the Board, i.e. US$ 2 231 000, because, after preparation of that report, 

the Director -General, following further detailed examination of the architectural estimates, 
had concluded that the provision therein for approximately US$ 521 000 for operating equipment 
should, more appropriately, be charged to the Special Account for Operation of Concessions at 
Headquarters rather than to the Real Estate Fund. 

Mr FURTH (Assistant Director - General) added that since the consideration of the Director - 
General's report on the subject by the Executive Board there had been developments which 
the Director -General felt would be of interest to the Committee. The first development 
related to the safety of the eighth floor of the main headquarters building immediately 
beneath the kitchen. He reminded the Committee that in paragraph б of document А35/12 the 

Ad Hoc Committee of the Executive Board had reported as follows: 

The Committee was convinced that the risk of collapse of the eighth floor was 

serious and could not under any circumstances be ignored. It therefore agreed with the 

consultant engineers that "it is of the highest importance that seepage through the 
kitchen floor be eliminated and that the structural safety of the eighth floor be 
restored ". In this context, the Committee was informed that, upon the advice of the 
consulting engineers and pending reinforcement of the eighth floor framing, a sensor - 
operated alarm system would be installed in order to monitor the behaviour of the 

structural framing so that timely safety measures could be taken in case of need. 

The sensor -operated alarm system had been installed by the consulting engineers in 

July 1982 and had been operating continuously since then. The electronic print -outs from the 

system were monitored by the WHO Building Management engineers and were also sent each week to 

the consulting engineers in the United States of America as an additional safety precaution. 

Following receipt of a recent weekly print -out, the consulting engineer, in consultation with 

WHO's Building Management engineers, had informed the Secretariat of the fact that the sensor 

readings on three of the transverse beams were unsatisfactory, and had advised the immediate 

shoring -up of the beams in question. That action had been immediately taken and, as a result, 

one of the Assistant Directors -General and his secretariat, above whose offices the beams in 

question were located, had been evacuated from their offices and moved elsewhere in the 

building. The incident appeared to confirm the findings of the Ad Hoc Committee and, in the 

opinion of the engineers, highlighted the need for urgent action to restore the structural 

safety of the eighth floor. 

The second development was that the Director- General had been informed by the Chairman 
of the headquarters Staff Committee of a resolution adopted by the Geneva Staff Association 
at its Annual General Meeting in March. In that resolution, the Staff Committee was requested 
"to urge the Director -General to recommend to the Executive Board or the Health Assembly that 
it reconsider the decision to reinstall the restaurant services on the eighth floor and to 
advocate the construction of new installations separate from the main building in the 
vicinity of the Executive Board Room ". The Chairman of the Staff Committee had informed 
the Director -General that the staff appeared to be particularly concerned about the fact that 

the proposed project, whereby the kitchen would be reinstalled on the eighth floor following 
the reinforcement work, would result in serious disruption including the closure of catering 
facilities for an extended period. 

A third development was that Mr Arthur Bugna had died the previous week. He had been 

the architect who had prepared the preliminary studies and estimates for the various options 
to deal with the consequences of the water seepage between the eighth and seventh floors of 

the main headquarters building, and whose firm had prepared the plans for the possible con- 
struction of a new building to house the kitchen and restaurant. However, his firm would 
continue to exist, and since the architectural plans and studies had actually been prepared by 

Mr Bugna's associates, who would continue with the firm, the Secretariat had been assured that 

should the Health Assembly decide that the best course of action would be the construction of 
a new building to house the restaurant and kitchen, there would be no problem for the firm to 

undertake that work. 
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Mr GIBERT (France) recalled that his delegation had from the outset argued in favour 

of a solution involving the construction of a new building to house the kitchen and 

restaurant. It continued to believe that solution to be incontestably the best one since, 

on one hand, it provided at lower cost a final solution to the problem of water seepage, 
whereas the original solution proposed by the Executive Board, by leaving the kitchen where 
it was, perpetuated the cause of the problem; and on the other hand, the transfer would make 
available a reserve of supplementary office space which could subsequently be used by the 
Organization. 

Mrs WOLF (German Democratic Republic) pointed out that the Committee was called upon to 
discuss a question on which the Thirty -fifth World Health Assembly had taken a clear 
decision. At that time, a restoration project had been approved; subsequently it had proved 
impossible to find a contractor willing to implement that project, with the result that the 
entire issue had had to be re- opened. Such a state of affairs seemed to her to be a poor 
reflection on the efficiency of the Organization. 

What was the use to WHO of expensive expert assessments and projects for the execution of 
which not even the authors would accept responsibility? No -one could deny the urgency of the 
need to remedy the water seepage; any delay would entail a further increase in costs. 
Although the Thirty -fifth World Health Assembly had approved the financing of the remedial 
measures from casual income, she firmly believed that that source of funds might be better 
used to relieve the regular budget, in other words, to implement the Organization's programmes. 

Her delegation was therefore strongly in favour of a project that would lead to the 
restoration of structural safety without expensive modernization and extensions which would 
go beyond what was really necessary. 

The Director- General had reported to the Ad Hoc Committee on 25 March 1982 (document 
WHA35 /1982/REС /1, Annex 1, Appendix 2, paragraph 7) that the space available on the eighth 
floor corresponded to operational requirements for the restaurant, and that fact should be 
taken into account in further considerations. 

Reiterating her delegation's belief that there was, therefore, no need for structural 
extensions and modernizations, she proposed that the project submitted by Suter and Suter 
be analysed once again with a view to reducing work to what was absolutely necessary. 
Her delegation advocated a principle of strict economy in the use of the Organization's funds, 
and that principle applied where the solution of the water seepage problem was concerned. 
The Secretariat should be invited to look for ways of carrying out the reconstruction work 
within the framework of the means approved by the Thirty -fifth World Health Assembly. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) recognized that the 

Organization was faced with a difficult problem. After considering the new factors which 

Mr Furth had brought to the Committee's attention, he felt that the solution proposed by the 
delegate of France was the correct one. However, some clarification was required. He asked 
first what would be the proposed cost of the new separate facility and, secondly, what the 

Secretariat proposed to do with the eighth floor as it existed at present. As he understood 
it, the eighth floor would require structural works to be rendered safe. It seemed to him 
that the security and strength of the building could be achieved without the extremely 
costly exercise of making it waterproof for a kitchen facility. Reiterating his support for 
the proposal involving the construction of a new, separate dining and catering facility and 
the repair of the eighth floor so that it posed no safety problem, he asked for an indication 
of the cost factors involved in such an undertaking. 

Dr KHALLAF (Egypt) endorsed the remarks of the previous speaker, and sought clarification 
from the Director -General as to whether the repair work envisaged on the eighth floor would 
finally solve the problems. If appropriate studies so indicated, his delegation could accept 

the proposal that a separate building be constructed for the kitchen and restaurant. 

Mr FURTH (Assistant Director -General), replying to the question on the cost of building 
a new structure near the Executive Board blcck and reinforcing the beams on the eighth floor 
but not waterproofing them so as to make possible the installation of a new kitchen there, 
referred the Committee to the table on page 104 of document ЕВ71 /1983/REС /1. On that page 
it could be seen that the implementation of the proposal of Suter and Suter, the last proposal 
in the table, would cost Sw.fr. 9 140 000, which in dollar terms, at the budgetary exchange 
rate of Sw.fr. 2.16 to the dollar, was US$ 4 231 480. The cost of the new building, which 
was the second proposal in the table, was broken down into two parts: the cost of work, 
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including the consulting engineer's fees, amounting to Sw.fr. 6 555 000 and, separately, the 

cost of rearrangement of the eighth floor into offices and meeting rooms, amounting to 

Sw . f r . 1 510 000. 

Leaving aside the cost of rearrangement of the eighth floor, and taking just the 
construction costs for the new building (which included, however, restoring the structural 
safety of the eighth floor), i.e., Sw.fr. 6 555 000 or US$ 3 034 700, the difference between 
the two figures in dollar terms was US$ 1 196 780. In other words, the construction of the 
new building for kitchen and restaurant in the park south of the Executive Board block, with 
the restoration of the structural safety of the eighth floor but without rearrangement of the 

eighth floor into office and meeting rooms, was cheaper by approximately US$ 1.2 million than 
the proposal by Suter and Suter for the reinstallation of the restaurant and kitchen on the 

eighth floor without loss of office space on the seventh floor. With regard to financing 

the new building at the least possible additional cost, he again took the cost of construction 

without rearrangement of the eighth floor, in other words, Sw.fr. 6 555 000 or US$ 3 034 700, 

and deducted from that figure the amount that had already been appropriated the previous year 

by the Thirty -fifth World Health Assembly by resolution WHA35.12 for the solution adopted at 

that time and which was no longer available, i.e., US$ 2 606 000. The difference between 

those two sums, which represented the additional amount required, was only US$ 428 700. It 

was in any case necessary to replace kitchen equipment, which was now over 15 years old, and 
the funds for that purpose normally would have to be taken from the Special Account for 

Operation of Concessions at Headquarters, as the Director -General had already stated at the 
Executive Board in January 1 °83. Since that account had an unobligated balance of over 
US$ 750 000, a reserve built up for the purpose of replacing the old kitchen equipment, it 
seemed appropriate to charge the difference of US$ 428 700 to the Special Account. 

Consequently, if the proposal were to be accepted for the construction of a separate 
building to house the restaurant and kitchen, without any rearrangement at present of the 
eighth floor, the new building could be constructed without the need to appropriate any 
additional casual income. The funds already appropriated the previous year would be 
sufficient to cover the solution proposed by the delegates of France, the United Kingdom and 
Egypt. For the time being, the part of the eighth floor represented by the present 
restaurant and kitchen would be closed off. Structural repairs would of course be made; 
all traces of corrosion would have to be eliminated. The eighth floor would have to be 
reinforced, but not waterproofed. A connection from one side to the other of the eighth 
floor might have to be made for safety in case of fire, but the major part of the floor would 
not be used. That did not mean it would never be used. In two or three years' time, 
whenever the pressing need for more office space presented itself, the eighth floor would 
probably need to be rearranged to provide offices and meeting rooms. As he had told the 
Health Assembly on previous occasions, it was thought that by 1985 the office accommodation 
situation would be so tight that additional space was likely to be required. But for the 
time being, the space was not badly needed; and if an appropriate solution could be found 
that would not require an additional appropriation of casual income, it would seem worthwhile 
to live without the additional space for the time being. 

The DIRECTOR- GENERAL said he felt obliged to reply to the remarks by the delegate of 
the German Democratic Republic, because she had seemed to imply that the Secretariat had not 
been doing its duty in the present context. He considered that, having been duly elected as 
the Organization's chief technical and administrative officer, he was responsible for 
management information within the Organization. According to the Constitution and the Rules 
of Procedure of the Health Assembly, the Director -General was duty -bound to inform that body 
whenever he felt that he had important managerial and financial information on which it should 
base its policy decisions. In the present instance, he considered that the Secretariat had 
been doing its best to study all possible alternatives, so as to permit the Health Assembly 
to arrive at whatever decision it wanted for the Organization. He certainly believed it was 
the Secretariat's obligation in the spirit of effectiveness and efficiency always to provide 
the Health Assembly with up -to -date information, even if that meant that the Health Assembly 
had to reconsider a previous position. Such had been the case at the present meeting, and 
Mr Furth had clearly pointed out that there was no intention to start expanding the 
Organization just because there happened to be a vacated eighth floor. But since he found it 
difficult not to see the Organization by the year 2000 requiring more space in a better world 
economic climate, and since there was no more land left to the Organization and it was 
virtually impossible to find land in the canton of Geneva, whatever land was left and could 
be exploited towards the year 2000 should be preserved. 
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Mr BARTLOME (Switzerland) regretted that it had proved impossible to implement 

resolution WHA35.12, but was pleased that the debate on all possible solutions, including the 

proposal for a new building for the restaurant, could be reopened. The Swiss delegation had 

not been in favour of resolution WHA35.12, and had pointed out that according to the rules of 

modern building construction, large -scale kitchen areas should be situated at ground -floor 

level: that was the only way of preventing seepage once and for all. The Swiss delegation 

had expressed its preference for the construction of a new building during the previous World 
Health Assembly; it continued to advocate such a solution, especially as it was the most 
economical one. 

The СHA7RMAN pointed out that the Executive Board's recommendations in resolution EB71.R14 
only contained proposals concerning restoration work on the eighth floor. The proposal that 
the kitchen and restaurant be relocated would entail an amendment of the resolution before 
the Health Assembly. Moreover, he had not heard the views of the delegations as to whether 
the eighth floor should be closed or repaired, and in what manner. 

He suggested that the Rapporteur be invited to draft a resolution to take account of the 
present situation, for consideration by the Committee at a later meeting. 

It was so agreed. (See summary record of the ninth meeting, section 2.) 

4. TRANSFER OF THE REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN: Item 30 of the Agenda 
(Resolution WHA35.13; Document А36/11 and Corr.1) 

Mr VIGNES (Legal Counsel) introducing document А36/11 and Corr.1,1 said that resolution 
WHА35.13, adopted the previous year, presented two important requests to the Director -General: 
(1) that the Director -General submit to the Assembly a comprehensive study on all the 
implications and consequences of a transfer of the Regional Office, and (2) that he continue 
to consult with the Egyptian Government in accordance with the Advisory Opinion of the 
International Court of Justice. The Director -General's replies to these two requests were 
presented in document А36/11. The first part of that document contained the Director - 
General's study, and the annex reported on the consultations he had carried out. In view of 
the wide range of questions that such a study raised, it was only possible to cover the 
essential points. Therefore, the Director -General based his analysis of the implications 
and consequences of a transfer on three main aspects - logistic, legal and financial. Those 
three different aspects were considered both with regard to the new site for the Regional 
Office and the Regional Office at its present site. Since the Director- General had no 
formal guidelines from the Assembly, he was obliged to make assumptions to enable him to 
supply certain data, particularly from the financial point of view. It should therefore be 
borne in mind that certain information contained in the report would have to be corrected in 
the light of any decision that might be taken by the Assembly. The consultations covered 
the whole of paragraph 51 of the Advisory Opinion; certain elements already mentioned in the 
previous consultations were raised again, and other new elements were discussed. The results 
of the consultations were to be found in the document now presented. 

The CHAIRMAN called attention to the draft resolution submitted by the delegations of 
Democratic Yemen, Djibouti, Iraq, Jordan, Kuwait, Lebanon, Mauritania, Morocco, Qatar, Saudi 
Arabia, Syrian Arab Republic, Tunisia, and Yemen, which read as follows: 

The Thirty -sixth World Health Assembly, 
Having considered resolution WHA35.13 and other 

report of the Director -General; 
Believing that all States should enjoy services 

Organization so as to attain the social objective of 

1. THANKS the Director -General for his report; 

1 Document WHA36/1983/REС/1, Annex 4. 

resolutions on this subject and the 

rendered by the World Health 
health for all by the year 2000; 
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2. REQUESTS the Director- General to continue the implementation of resolution WHA35.13 
and to report to the Thirty -seventh World Health Assembly on the action he has taken in 
this respect. 

The draft resolution was approved.l 

5. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: ANNUAL REPORT: Item 33 of the Agenda 
(Resolution WHA34.15; Document ЕВ71 /1983 /REС/1, Part I, Resolution ЕВ71.R13 and Annex 7) 

The CHAIRMAN pointed out that the item had been discussed at the seventy -first session 
of the Executive Board, on the basis of a report by the Director -General which was reproduced 
as Annex 7 of document ЕВ71/1983/RЕС/1. He invited the Committee to consider the 
recommendation by the Executive Board in resolution ЕВ71.R13. 

Mr AL- SAKKAF (representative of the Executive Board) said that the Director -General's 
report had been presented to the Executive Board in accordance with the request contained in 
resolution WHA32.37. It reviewed progress between October 1980 and October 1982 in 

improving the geographical representation of the staff, as well as the evolution of the 

situation regarding the proportion of posts occupied by women. 

Moderate progress had been made: the number of previously unrepresented countries had 
been reduced; adequately -represented countries had increased in number; and the number of 
over -represented countries had not increased. The target of 40% for appointments from 
unrepresented and under -represented countries had been met. There had been some 

improvements as regards the appointment of women, although the 20% target had not been 

achieved. The Director -General had suggested that the implied rate of progress made it 

unnecessary to review the situation every year, and that a biennial review would be adequate. 

In a supplementary report to the Executive Board, the Director -General had recalled that 
the United Nations General Assembly, at its thirty -seventh session, had considered reports by 

the International Civil Service Commission and the Joint Inspection Unit on the concepts of 

career, different types of appointment and related matters. Their findings would require 

further study, and he consequently proposed to report to the Executive Board at its 

seventy -third session in January 1984, when he would make recommendations for action; in the 

meantime, he proposed to maintain existing policy regarding career service appointments. 

The need to improve geographical representation in the staff and to increase the 

proportion of women remained important, and the Executive Board was conscious of that. It 

appreciated the progress made, and realized that implementation was a difficult matter. It 

also supported the maintenance, during the period ending October 1984, of the target of 40% 

for appointments of nationals from unrepresented and under -represented countries, and of a 

target, to be achieved by October 1984, of 20% of all professional and higher -grade posts in 

established offices to be held by women. In addition, the Board recommended that the 

Director -General continue his efforts to achieve the objectives set, with the full assistance 
of Member States, It also supported the Director -General's suggestion of initiating a 

system of biennial reports to the Board and the Health Assembly on staff recruitment, 
beginning in 1985. Finally, it agreed with the Director -General's proposal to report to its 

seventy -third session on his conclusions regarding concepts of career, tenure and other 

matters, and with his view that present policy should be maintained in the meantime. 

Mr FURTH (Assistant Director -General) said that progress in improving the geographical 

distribution of staff had continued satisfactorily since October 1982. If the two new Member 

States, Vanuatu and the Solomon Islands, which had been admitted to WHO only a few weeks ago, 

were not taken into account, there were now only 39 unrepresented States compared with the 

40 reported to the Executive Board in January 1983. The number of adequately represented 

countries had risen by 2,to 79, that of over -represented countries had decreased by 2, to 28. 

Dr ROCH (Cuba) said that her delegation considered the subject to be a most important one, 
requiring further consideration and energetic action. There was still an imbalance in 

geographical representation, which - apart from contradicting the very principles of the 

Organization - could only impair its efficiency. As long ago as 1949, the Executive Board 

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

resolution WHA36.18. 
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had drawn attention to the need for more equitable distribution. The task was a difficult 
one, calling for a high degree of responsibility on the part of the Board and the Health 
Assembly alike. The documents submitted to Committee B showed that only moderate progress 
had been made since the matter was first raised. 

The Cuban delegation could support the resolution submitted by the Executive Board but 
felt that a system of annual reporting on the situation was preferable to the biennial system 
which had been suggested. 

Dr WANG Lian -sheng (China) acknowledged that many efforts had been made to redress the 
geographical imbalance and to improve the situation as far as the number of women on the staff 
was concerned, and noted that progress had been achieved, although problems still remained. 
In the opinion of his delegation, the resolution recommended by the Executive Board deserved 
support. The Secretariat should redouble its efforts to make further progress; in 

particular, present vacancies should be filled in accordance with the principles outlined. 

Professor ISAКOV (Union of Soviet Socialist Republics) said that his delegation approved 
the efforts of the Director -General to correct the imbalances referred to, and only wished 
that substantial changes in the representation of Member States on the staff of WHO could be 
effected more rapidly. The matter was of course a complex one. While supporting the 

proposal that during the period ending October 1984 the target of 40% for appointments of 

nationals from unrepresented and under -represented countries should be maintained, his delega- 
tion wished to suggest that perhaps in future years 60% would be a more suitable figure, if 
the current imbalance was to be redressed. 

As a Member of the Executive Board he had expressed his views on the need for annual 
review of the staffing question. He had not changed that opinion, and felt that information 
on the matter should be provided every year, so that the Board and the Health Assembly might 
better appreciate the functioning of the Organization. 

Dr YAHYA (Indonesia) said that his delegation supported the proposed resolution, 
especially where the appointment of women staff members was concerned, and favoured the 

presentation of annual progress reports. 

Dr GEORGIEVSKI (Yugoslavia) agreed with those who had spoken in favour of an annual 
report. 

Mr NYAM -0SOR (Mongolia) welcomed the Director -General's efforts to correct imbalances in 
the composition of the staff, expressed his approval of the proposed resolution, and indicated 
that his delegation would also prefer annual progress reports. 

Mr BOYER (United States of America) supported the resolution recommended by the Executive 
Board. His delegation considered that progress reports should be biennial, in view of the 
time and work involved in their preparation and of the possible waste of resources. It was 
not likely that the situation would change radically in the space of a single year. Moreover, 
the demands on the time of the Health Assembly and the Executive Board were already great. 
He hoped that the resolution before the Committee would be adopted as it stood. 

Dr JOGEZAI (Pakistan) said that his delegation supported the resolution recommended by 
the Executive Board. He urged the Director -General to strive to ensure that all countries 
were represented in posts at all levels, and that where the appointment of women was concerned 
there would not be a lack of balance between developed and developing countries. 

The CHAIRMAN invited the Committee to approve the resolution recommended by the Executive 
Board. 

The draft resolution recommended in resolution ЕВ71.R13 was approved.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution W АЭ6.19. 
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6. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 34 of the Agenda 

General matters: Item 34.1 of the Agenda (Resolution WHA34.39; Document А36/15) 

Dr KILGOUR (Director, Division of Coordination), introducing the Director -General's report 
report in document А36/15, said that, as in the past, the report focused on decisions taken 
by intergovernmental bodies of the United Nations, in particular the Economic and Social 
Council and the General Assembly. 

In section 2, particular attention was drawn to two important matters which had been 
brought before the Executive Board in January. One concerned the issue of joint planning of 
intersectoral programme activities within the United Nations system. Primary health care 

had been selected as one of the areas for such joint planning, and WHO was the coordinating 
organization. A detailed inventory of current cooperative undertakings already taking place 
in various programme areas had been prepared, and interagency consultations at the programme 
level were in progress. The inventory was available to delegates on request. 

Section 3 of the document referred to the resolutions and decisions adopted by the 

Economic and Social Council, which related, among others, to the International Conference on 
Population in 1984, to the preparations for the Seventh United Nations Congress on the 

Prevention of Crime and the Treatment of Offenders, to the preparations for the 1985 World 
Conference to Review and Appraise the Achievements of the United Nations Decade for Women, to 

youth, to elderly women, and to the World Assembly on Aging. 
In section 4, the Director -General drew attention to a number of resolutions adopted by 

the General Assembly. 
The United Nations General Assembly had expressed concern over the damage to health and 

the environment that the continued production and export of products that had been banned 
and/or permanently withdrawn on grounds of human health and safety from domestic markets was 
causing in the importing countries. It had requested the Secretary -General to prepare and 
regularly update a consolidated list of products, the consumption and/or sale of which had been 
banned, withdrawn, severely restricted or, in - the case of pharmaceuticals - not approved by 
governments, and to make that list available not later than December 1983. WHO had offered 
full cooperation and had identified actions required towards implementation of that resolution. 

The resolutions adopted by the General Assembly on the questions of apartheid, 
colonialism and racism and racial discrimination called for WHO's assistance and support. 

The General Assembly had also adopted a number of resolutions dealing with the situation 
in the occupied Arab territories and with assistance to the Palestinian people. 

Document А36/15 also mentioned the Second World Conference to Combat Racism and Racial 

Discrimination, in 1983, and the International Conference on Assistance to Refugees in Africa, 

in 1984, as well as the International Year of Peace in 1986 and the International Year of 

Shelter for the Homeless in 1987. 

The World Programme of Action Concerning Disabled Persons had been adopted by the 

General Assembly, which had also endorsed the Vienna Plan of Action on Aging. In that regard, 

a new interagency initiative, involving joint cooperation between UNDP, WHO and UNICEF and 

given the name "IMPACT ", focused on primary prevention of disability at the country level. 

He was glad to report that the General Assembly had adopted the Principles of Medical 

Ethics relevant to the role of health personnel, particularly physicians, in the protection 

of prisoners and detainees against torture and other cruel, inhuman or degrading treatment 

or punishment. 
On the issue of war remnants, it would be seen from paragraph 4.9 of the document before 

the Committee that the Secretary -General had requested additional time for his study, and that 

the General Assembly had requested a report to its thirty -eighth session. In that 

connection, resolution WHA34.39 on 'Material war remnants" would be recalled. The 

Director -General would keep delegates informed of further developments. 
Other General Assembly resolutions on issues associated with war and peace concerned, in 

particular, chemical and bacteriological (biological) weapons, referred to in paragraph 4.10; 
in addition, several resolutions had been adopted on issues related to nuclear warfare, the 

arms race, and disarmament, as reflected in paragraph 4.14. 
In a wide spectrum of resolutions in other areas, the United Nations General Assembly 

had reaffirmed its decision to carry out in 1984 the first review and appraisal of the 

Implementation of the International Development Strategy for the Third United Nations 
Development Decade (paragraph 4.5); had proclaimed 1987 International Year of Shelter for 

the Homeless; had urged HABITAT to accelerate efforts to achieve greater coordination of 
human settlement activities in the United Nations system; and had invited the relevant 
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organizations of the United Nations system to integrate the major environmental trends over 

the next ten years in their action plans (paragraph 4.15). 

Cooperation between the Organization of the Islamic Conference (OIC) and WHO had been 

formalized in June /July 1982. Letters had been exchanged between the Secretary -General of 

OIC and the Director- General of WHO defining the scope and modalities of such cooperation. 

Experts of OIC Member States would meet late in 1983 in Pakistan to discuss that subject among 

other items, and WHO would be invited to express its views. 

WHO maintained contact with the Council of Ministers of Health of the Arab States, with 

the Health Department of the League and with the Executive Bureau of the Council of Ministers 

of Health. Active partnership was also maintained with the Arab Centre for Health Documenta- 

tion and Publications established in Kuwait. Kuwait had donated US$ 1 million to the global 

project, "International Nomenclature of Disease ". 

The Arab Fund for Economic and Social Development acted as the technical secretariat to 

the Arab Gulf Programme for the United Nations Development Organizations (AGFUND). It studied 

WHO proposals to AGFUND and formulated recommendations. US$ 7 465 000 had been allocated so 

far to WHO for different projects in some 40 WHO Member States. 

WHO had contacted nine Arab financial institutions in order to update the catalogue of 

external support for the International Drinking Water Supply and Sanitation Decade. 

Collaboration had been intensified between the WHO clearing -house for information on 

smoking and health and the League of Arab States, especially in the fields of smoking habits, 

legislation and toxic yields of cigarettes. 

Referring to the follow -up to the Conference on Least Developed Countries, he said that 

many of these had benefited from the enhanced collaboration by WHO in the follow -up action to 

the Substantial New Programme of Action (SNPA) for them, as described in paragraphs 5.1 to 5.4 

of the document before the Committee. In addition, certain of those countries had been 

involved in the country resource utilization review mechanism of the Health Resources Group 
for Primary Health Care, or would undertake such reviews in the near future. Those coordinated 
activities served to bring the needs for resources for the health sector to the attention of the 
international community. Since the round -table meetings under the aegis of UNDP, as part of 

SNPA, had to cover the country's overall development needs, they could not be expected to do 

more than elicit interest in broad terms in a specific sector, such as health. It then became 

necessary to convene a meeting of those partners specifically interested in supporting the 
health sector - as was being done in the case of Benin, for which those who had expressed 
their intention at the round -table meeting in early March to support health had been invited to 

meet in the Palais des Nations on Saturday, 14 May, with the Minister of Public Health and his 
officials, to discuss how best to provide the promised support in a rational manner. 

Those actions were in addition to the ongoing process of bringing the health needs of 
developing, and particularly least developed countries, to the widest possible audience, and 
also in addition to the traditional emphasis which the Organization had always accorded to the 

needs of the least developed countries and other countries in particular need. 
In paragraphs 6.1 to 6.3 the Director -General had provided a very brief summary of recent 

developments related to the serious situation of the United Nations Development Programme, 
resulting from the falling -off of voluntary contributions pledged at the United Nations 
Pledging Conferences in 1981 and 1982. The Inter -Sessional Committee of the Whole, mentioned 
in paragraph 6.2, had now completed its work, and a series of proposals would be set before 
the thirtieth session of the UNDP Governing Council, to be held in New York in June. A report 
on the results of the Governing Council would, if appropriate, be made available to the 

Executive Board in January 1984. 

At the same time, the Committee's attention was drawn to Annex 3 of document А36/15 and 
to the subject of the future report of the United Nations Director -General for Development and 
International Economic Cooperation, which would be reviewed by the General Assembly at its 
thirty -eighth session. The report was still under preparation and WHO was contributing to it. 

Relevant decisions and recommendations of the General Assembly would be brought to the 
attention of the Thirty- seventh World Health Assembly. 

In the context of strengthening cooperation and collaboration between the two Organiza- 
tions, periodical exchange of views between the UNICEF Executive Director and WHO Director - 
General continued to take place either in Geneva or in New York. The Secretariats of the two 
Organizations had met twice since the Thirty -fifth World Health Assembly. Representatives 
from regional offices, as well as the field, had also attended. The twenty- fourth session of 
the UNICEF/WHO Joint Committee on Health Policy had been held in February 1983 in Geneva. The 
main item discussed had been primary health care implementation, including the UNICEF/WHO 
support for the implementation of national strategies and primary health care issues, the urban 
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poor, the joint WHO /цNICEF nutrition support programme and the infant and young child feeding 
programme. The report of the twenty - fourth session of the Joint Committee had been reproduced 
for the seventy - second session of the Executive Board as document ЕВ72/3.1 He drew particular 
attention to section 1 of that document, which emphasized the very close partnerhsip of the 
two Organizations in promoting primary health care. 

WHO's relationship with the World Bank had continued to strengthen, particularly with 
the Department of Population, Health and Nutrition and also with the water supply and 
sanitation sector. Joint missions had been organized to open the way for World Bank loans 
to a number of countries in the health and water - supply sectors. There was particularly 
fruitful collaboration in connection with a World Bank project in China for the strengthening 
of medical education and rural primary health care services. 

WHO was also gratified by the World Bank's continuing role, as set out in document 
А36/15, in the development of special programmes of the Organization. 

WHO collaboration with UNFPA had continued throughout the year, with approximately 
US$ 20 million being provided to WHO, about 70% for maternal and child health family planning 
at the country level. Funds were also provided for regional and global WHO staff supplying 
countries with direct technical and managerial support for their national programmes in that 

area within primary health care. UNFPA had a "zero growth" perspective for the next few 

years in view of economic constraints in all parts of the world. However, with the high 
priority given to family planning by the governments in its governing body, the UNDP Governing 
Council, it was expected that the current level of funding for WHO would continue for several 

years to come. 

One additional matter not strictly in the United Nations context which he wished to 

bring to the attention of delegates was the recent advances in enhancing cooperation between 
WHO and the European Economic Community (EEC). A Memorandum of Understanding defining the 
arrangements for such cooperation had come into force through an Exchange of Letters of 

28 April and 2 June 1982, which provided for regular consultation on the execution of the 

respective health programmes to ensure mutual support in those efforts, as well as an exchange 

of relevant information. Further, arrangements had been made for reciprocal WHO and EEC 
participation as observers at each other's meetings. EEC officials had on several occasions 

visited WHO and, likewise, discussions had been held by WHO in the EEC headquarters in 

Brussels. It was also anticipated that the Director -General would meet with Mr Edgard Pisani, 

EEC Commissioner for Development, later in 1983. WHO, by virtue of the agreement, had 

pledged its technical support to EEC on request to align their respective policies in fields 

of common interest. 
He believed that to be an important step, particularly in view of the considerable 

technical cooperation that EEC was promoting for the developing countries in Africa, the 

Caribbean and the Pacific. Periodic meetings were envisaged to review specific programmes 

to strengthen the joint approach to technical cooperation, notably in the improvement and 

construction of health facilities and the provision of safe drinking -water and sanitation. 

As a practical step following the signature of the agreement, WHO's regional offices and, 

through them, the WHO programme coordinators, had been asked to establish close contact with 

EEC field offices. 

It might also be of interest to the Committee to note that the Council of Ministers of 

the European Communities had approved a research and development programme in the field of 

science and technology in December 1982. The major thrust of the programme was in medicine, 

health and nutrition in the tropics, and that research programme would be complementary to 

the efforts of the Special Programme for Research and Training in Tropical Diseases. WHO 

had participated in the first meeting of the Advisory Committee for Programme Management, 

representing 10 countries of the European Economic Community, in March 1983. 

A further area of convergence of EEC action with WHO related to infant feeding. As mentioned 
in document А36/7, paragraphs 100 -103, the EEC Scientific Committee for Food had set up a working 
party on infant food, which had met in 1982 to discuss implementation of the International Code 
of Marketing of Breast -milk Substitutes. EEC was further preparing a proposal for a directive 
on infant formulas to regulate questions concerning composition and labelling, aid a draft code 

of practice for the marketing of breast -milk substitutes was currently under consideration. 
Finally, in relation to paragraph 3.8 of document А36/15, EEC had provided, through WHO, 

US$ 1 million for emergency health assistance to the Palestinian people in Lebanon, comprising 

medicaments, laboratory equipment and dispensary supplies channelled through UNRWA. 

As he had mentioned earlier, prevention of disablement was one of the major objectives 

of the World Programme of Action Concerning Disabled Persons which had been adopted at the 

thirty - seventh session of the United Nations General Assembly. A call for decisive measures 

1 See document ЕВ72/1983/REС/1, Annex 2. 



COMMITTEE B: FOURTH MEETING 263 

in disability prevention had been further made by the Leeds Castle Declaration which called 

for an immediate programme of action to prevent disablement as a logical and essential part 

of the follow -up to the International Year of Disabled Persons. 

Following the Leeds Castle meeting, which had been attended by an international group of 
scientists, physicians, health administrators, politicians and representatives of nongovern- 
mental organizations, three organizations of the United Nations system, UNDP, WHO and UNICEF, 
had jointly initiated steps to evolve a concerted programme for prevention of disablement. 
It had been decided to use the existing manpower and financial resources of the three 
organizations in a massive attack on avoidable disability, with particular emphasis on country - 
level actions. That initiative had been termed "IMPACT" and its launching was planned for 
2 October 1983, beginning in India. Priority would be given to those disabilities which had 
a mass impact and against which there existed an appropriate and cost -effective technology for 
control. Systematic efforts would be made, in collaboration with governments and other 
international organizations, including private voluntary agencies, to include in all relevant 
health and development programmes appropriate measures of prevention focused particularly on 
communities which had an exceptionally high rate of treatment of avoidable disability. The 
Indian initiative would highlight the considerable experience of India in prevention, which 
might be useful to other countries. 

Discussions had already taken place within the divisions of the WHO Secretariat and with 
programme managers in order to formulate a concrete plan of action designed to delineate and 
strengthen WHO programme activities relevant to "IMPACT ". 

An interagency meeting to discuss interagency follow -up actions following the launching 
of "IMPACT" was planned for autumn 1983. 

Mrs WELLS (United Nations Development Programme), Project Director of "IMPACT", said that 
during the International Year of Disabled Persons in 1981 it had been generally agreed that 
the number of disabled people in the world amounted to between 450 million and 500 million. 
There was so far no reason to revise that global estimate, but population growth and the 
increasing proportion of older people might well double the number of disabled by the end of 
the century. 

A consequence of the International Year was the recognition that many of the causes of 
disability were preventable, and a call for decisive action in disability prevention had been 
issued by the meeting held at Leeds Castle, England, in November 1981. The prevention 
aspect of disablement had been included as one of the major objectives of the World Programme 
of Action Concerning Disabled Persons, adopted at the thirty -seventh session of the United 
Nations General Assembly, and the main points of the Leeds Castle Declaration had been 
incorporated in the World Programme. 

Shortly after the Leeds Castle meeting, consultations had resulted in a decision that 
UNDP together with WHO and UNICEF, as two of the organizations directly involved in prevention 
at the primary level, should join together to follow up the disability prevention recommen- 
dations made at Leeds Castle and to try to translate them into programmes at the country level. 
It was agreed that a separate structure - or rather a new vertical programme of disability 
prevention - was not only prohibitively expensive but politically unattainable. In line with 
the multisectoral approach which had been emphasized during the Leeds Castle meeting, it was 
decided to use the existing networks of staff and resources of the three organizations to 
mount a massive attack on avoidable disability. She noted that many of the views and ideas 
expressed in the Technical Discussions at the current Health Assembly were relevant to the 
efforts that would be made by "IMPACT ". It would be the aim of "IMPACT" to develop, where 
feasible, intersectoral or multisectoral approaches to disability prevention. Priority 
would be given to those disabilities which had mass impact and against which there existed 
an appropriate and cost -effective potential for control. She again stressed that the 
programme was country -specific. 

Turning to cost, she indicated that the major cost element in most health programmes 
was not specific treatment but delivery mechanism and infrastructure. The Resident 
Representatives in the 114 field offices of UNDP, and the technical staff of WHO and UNICEF 
already in the countries, were in a position to raise with governments the issues of the 
desirability and cost -effectiveness of increased prevention activity. Close coordination was 
envisaged with specialist organizations in the disability field, both national and 
international, in order to develop a more comprehensive and integrated approach to prevention 
in ongoing vertical programmes. The only costs foreseen were an estimated US$ 160 000 
per year for three years to cover the extrabudgetary cost of the Director and an Assistant 
and the travel costs involved in their advising field staff at the country level. 
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"IMPACT" was most fortunate in having Sir John Wilson, Honorary President of the Inter- 
national Agency for the Prevention of Blindness, as its Senior Consultant. Sir John was 
acting thus without a fee, and brought to the project his extensive experience in the 

disability prevention field, notably the leadership which he and his organization had given to 
the world programme for the prevention of blindness. For accounting purposes, the "IMPACT" 
project had begun on 1 January 1983. All funds to cover the extrabudgetary costs just 
mentioned were being raised through the private sector. 

In his address to the World Health Assembly, the Indian Minister of Health and Family 
Welfare had announced that "IMPACT" would be launched in India on 2 October, the anniversary 
of Mahatma Gandhi's birthday. The launching would highlight not only the primary prevention 
programmes currently under way in India, but also some simplified surgical procedures and 

forms of treatment for the relief and cure of a range of disabilities that could be delivered 
on a mass basis under camp conditions. Delegates would be familiar with the excellent work 
done in eye camps; there were also ear camps and other types of camp in India. "IMPACT" 

would be attempting for the first time to organize a multidisciplinary treatment camp, and she 

looked forward to working with some of the delegates present in organizing specifically 
tailored "impact" programmes in their own countries. 

Dr BANKOWSКI (Council for International Organizations of Medical Sciences) pointed out 
that the Principles of Medical Ethics relevant to the role of health personnel, particularly 
physicians, in the protection of prisoners and detainees against torture and other cruel, 
inhuman or degrading treatment or punishment, which were annexed to the United Nations General 
Assembly resolution on the subject, were included in the Director -General's report 
(document А36/15, Annex 2). 

The principles, which had been prepared at the invitation of the United Nations and the 
request of WHO by CIOMS, had been endorsed by the Executive Board of WHO and adopted after 
some amendments by the United Nations General Assembly in December 1982. That was the first 
time that the General Assembly had taken action on medical ethics directly affecting the 
medical and allied professions. In the six Principles of Medical Ethics, the United Nations 
provided clear guidance with weighty moral support for physicians to continue to resist any 
pressures to use their knowledge and skills for other than beneficial ends. 

СIOMS had drawn those principles to the attention of all nongovernmental organizations 
concerned, requesting them to do all they could to inform health personnel, particularly 
physicians, and the public at large, of the existence, content and spirit of that United 
Nations resolution and its annexed Principles of Medical Ethics. The next General Assembly 
of CIOMS, to be held in December 1983, would again consider the matter and the relevant 
resolution. He thanked WHO for enabling CIOMS to collaborate in the preparation of the 
Principles of Medical Ethics and assured the Health Assembly of the Council's wish for 

continued collaboration with WHO on any subject of mutual interest. 

Mrs LUND (Denmark), expressing appreciation of the Director -General's comprehensive 
report, drew attention to the health implications of an earlier United Nations decision. 
In its resolution 36151 of 16 December 1981, the General Assembly had redesignated the 
United Nations Trust Fund for Chile as the United Nations Voluntary Fund for Victims of 
Torture. That extended mandate had enabled the Fund to receive voluntary contributions for 
distribution, through established channels of assistance, in the form of humanitarian, legal 
and financial aid to individuals whose human rights had been severely violated by torture, 
and to relatives of such victims. 

At its first meeting in March 1983, the Board of trustees of the Fund had decided to 

cooperate with the International Rehabilitation and Research Centre for Torture Victims, 
which had been established in Copenhagen in December 1982. The Danish Government had 

provided free accommodation facilities close to the Copenhagen University Hospital and was 
also offering limited hospitalization facilities there. The Centre itself was an independent 
institution which would be financed from voluntary contributions. The three main activities 

of the Centre were: (1) treatment of torture victims and their families, primarily on an 

outpatient basis; (2) international teaching and training activities to disseminate the 
experience and the treatment principles elaborated by the Centre; and (3) research with a 
view to improving aid to victims. 

The Danish health team which for more than two years had been providing systematic 
assistance to torture victims and their families had now established three main principles: 
(1) psychological and physical therapy were inseparable and should be applied simultaneously. 
Emphasis was placed on informing victims about the torturer's aim of destroying the victim's 
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personality; (2) medical and social help should be offered to the spouses and children of 

victims where necessary; and (3) any procedures which might recall torture situations should 

be avoided. 

The Centre would start ambulatory treatment of torture victims not later than 

1 January 1984 and expected to be able to help some 200 victims and their families annually. 

The first international seminar on examination and treatment of torture victims aid their 

families had been held in April and a second seminar would take place in October 1983. 

That continued training activity was an outcome of the collaboration with the United Nations 

Voluntary Fund for Victims of Torture. 

Mrs WOLF (German Democratic Republic) said that having noted the increasing need for 

cooperation in solving global problems, her delegation considered it appropriate to draw the 

Health Assembly's attention to the Declaration on the Participation of Women in Promoting 

International Peace and Co- operation, adopted by the United Nations General Assembly at its 

thirty- seventh session. 

The role of women in solving global problems, specifically those within the competence 
of WHO, was constantly growing. The United Nations Declaration on the Participation of Women 
in Promoting International Peace and Co- operation demanded the implementation of the right of 

women to participate in the economic, social, cultural, civil and political affairs of society 

on an equal footing with men, and urged the specialized agencies to do all in their power to 

promote the implementation of the principles contained in the Declaration. The Declaration 
had been adopted without a vote by all United Nations Member States and its message, which 
corresponded to the decisions adopted by women's conferences in Mexico City and Copenhagen, 
had thus been endorsed by the entire international community. It was obvious that WHO in 
continuing its cooperation with the United Nations system in the implementation of the 

objectives of the United Nations Decade for Women, could make a valuable contribution. The 

health of women and their equal position in society were of crucial importance for the state 
of health of the entire population in every country. She informed the Committee that a draft 
resolution had been submitted to the present Health Assembly by the delegations of Afghanistan, 
Hungary, the German Democratic Republic and the Union of Soviet Socialist Republics which 
dealt with that subject. Since maternal and child health care were a basic element in the 
WHO Global Strategy of Health for All by the Year 2000, its adoption would be a clear 
commitment by the Organization to the implementation of the rights of women. (See summary 
record of the ninth meeting, section 3.) 

Dr SIDHU (India) said that his country attached great importance to the launching of the 

"IMPACT" programme. An estimated 8% -10% of India's total population of 685 million suffered 

from some form of disability, which gave an idea of the enormity of the problem to be tackled. 

In India the programme had certain basic aims - to restore mobility, sight, speech and hearing 

to those who lacked those faculties. Some experience had already been gained in helping the 

visually impaired, of whom there were 9 million in the country - 50% of them totally blind - 

through a major programme of eye camps, where operations to relieve cataract were carried out. 

600 000 such operations had been carried out in 1981 -1982, 1 million in 1982 -1983 and it was 

hoped to reach 1.3 million in the current year. 

India's approach to the problem of the disabled was not a vertical one but was designed 

to use existing primary health care structures, with the accent on the promotive, preventive 

and rehabilitative aspects of health care. Prevention had pride of place but its achievement 

would only be possible through a package of measures designed to break the vicious circle of 

ignorance, poverty and malnutrition. Thus a major programme for the prevention and cure of 
disability was "in the pipeline ". It included, in addition to an international workshop 

attended by international experts, a network of demonstration camps in various parts of the 

country that would in due course be expanded and strengthened. 

Draft resolution sponsored by the delegations of Algeria, Democratic Yemen, Djibouti, Iraq, 
Jordan, Kuwait, Lebanon, Mauritania, Morocco, Oman, Qatar, Saudi Arabia, Somalia, Syrian Arab 
Republic, Tunisia and Yemen, on assistance to Yemen following an earthquake 

The CHAIRMAN invited the Committee to consider the text of the draft resolution, which 
read as follows: 

The Thirty -sixth World Health Assembly, 

Noting with grave concern the consequences of the earthquake which recently 
struck the Yemen Arab Republic; 
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Aware of the assistance in the health, medical, and social fields urgently 
needed by the Government of the Yemen Arab Republic to cope with the situation 
resulting from the earthquake; 

1. CONSIDERS that the serious health, medical and social problems arising from the 
earthquake have given rise to a disaster situation constituting a continuing major 
source of concern to the international community, and thereby necessitating provision 
of the assistance in the health, medical and social fields required by the Government 
of the Yemen Arab Republic; 

2 REQUESTS the Director -General 
(1) to provide the necessary assistance in the health, medical and social fields 
to the Government of the Yemen Arab Republic and to allocate the necessary funds 
for this purpose as soon as possible; 
(2) to consult with the Government of the Yemen Arab Republic in order to 
establish a health, medical, and social assistance programme to forestall the 
consequences of the earthquake; 

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. 

The draft resolution was approved.1 

Health assistance to refugees and displaced persons in Cyprus: Item 34.2 of the Agenda 
(Resolution WHA35.18; Document А36/16) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), introducing the item, said 

that WHO's assistance to refugees in Cyprus was a continuing endeavour carried out in pursuance 
of previous Health Assembly decisions. A total of US$ 97 598 had been contributed in 1982 

from the WHO regular budget for assistance to Cyprus. Of that amount, US$ 15 922 was for 

health personnel, US$ 40 618 for fellowships (9 in all) and US$ 41 058 for supplies and 
equipment. Two consultants and regional advisers had visited the country in connection with 
the new Larnaca hospital; a follow -up visit by one of the consultants was expected to start 
in October 1983. A WHO short -term consultant had also visited the country in connection with 
the health insurance scheme. Further details of the work that had been done in pursuance of 
Health Assembly resolutions would be found in the Director -General's report on the subject in 

document А36/16. 

Mr PATERAS (Cyprus), noting that a draft resolution on the subject under discussion had 

been deposited that morning with the Secretariat, proposed that further consideration of the 

item be deferred until 11 May, or any date thereafter convenient to the Committee, to allow 

time for the necessary processing of the document in question. 

It was so agreed. (See summary record of the ninth meeting, section 3.) 

Health aid medical assistance to Lebanon: Item 34.3 of the Agenda (Resolution WHA35.19; 
Document А36/17) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), introducing the item, 

pointed out that it included a new topic. Following the tragic events in Lebanon and the 

resulting destruction of what health care systems had existed, the Minister of Health of 

Lebanon had asked the Director -General of WHO to assist in reorganizing those systems and to 

supply a considerable amount of emergency aid. In response to that request, a Planning 

Mission from WHO and the League of Red Cross Societies had visited Lebanon in February 1983. 
Their report containing recommendations for priority action was well accepted by the Lebanese 

Government and a strong commitment to the implementation of those resolutions had been 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA36.20. 
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expressed by the President, Prime Minister and Cabinet of the Republic. A number of the 

recommendations had already been put into force by Government decree. In addition, 

emergency medical, anaesthetic and theatre equipment and other related hospital supplies had 

been provided by WHO to a total value of US$ 100 000. A further US$ 100 000 had been 

earmarked by WHO for the Central Public Health Laboratory. Total expenditure in 1982 from 
the WHO regular budget came to US$ 369 388, of which US$ 154 752 was for personnel, 
US$ 102 647 was for fellowships (14 in all) and US$ 11 989 for supplies and equipment. 

WHO had also acted as a clearing house for help and assistance from other United Nations 
agencies and from bilateral aid organizations. The Organization was continuing to do all 

it could to support the Lebanese Ministry of Health. During the coming week, a short -term 
consultant was to visit Lebanon to follow up the preparation of a list of supplies and 
essential drugs and to advise on the quality control of locally manufactured drugs. 

The CHAIRMAN noted that a number of delegations had a resolution to propose on the item 
under discussion. Inviting those delegations to submit the text to the Secretariat for 
processing in document form, he proposed that further discussion on the item be deferred until 
the draft resolution was ready for consideration by the Committee. 

It was so agreed. (See summary record of the ninth meeting, section 3.) 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 

southern Africa: Item 34.4 of the Agenda (Resolutions WHA35.20, WHА35.21 and WHА35.29; 
Document А36/18) 

Dr QUENUM (Regional Director for Africa), introducing the item, said that the report by 
the Director -General contained in document А36/18, now before the Committee, described the 
action taken in 1982 -1983, in pursuance of resolutions WHA35.20, WHA35.21 and WHA35.29, to 
meet the health needs of the States concerned and of national liberation movements recognized 
by the Organization of African Unity. 

The report was divided into four sections. The Introduction reviewed the instructions 
the Health Assembly had given the Director -General in the above -mentioned resolutions. The 
section on "International collaboration" listed the main activities on which WHO, the 
Regional Office for Africa, the Organization of African Unity and the agencies and institutions 
of the United Nations system had collaborated. Attention was drawn in paragraph 2.2 to the 
contribution by various donors of over US$ 1 million for the purchase of supplies and equipment 
and to finance emergency health services. The section on "Assistance to the front -line States" 
showed how WHO had collaborated closely with the national authorities of Angola, Botswana, 
Lesotho, Mozambique, Swaziland, the United Republic of Tanzania, Zambia and Zimbabwe. In 
addition to the funds provided to each of these countries from the regular budget, mention was 
made of the extrabudgetary funds contributed by various cooperation agencies. A number of the 
countries mentioned received emergency aid in the form of drugs and supplies or for training 
health personnel. Section 4 showed how WHO, in the accomplishment of its humanitarian 
mission, continued to accord its support in the health sphere to the national liberation 
movements recognized by OAU, namely the African National Congress (ANC), the Pan Africanist 
Congress of Azania (PAC) and the South -West Africa People's Organization (SWAPO). That 
technical support had gone to the Multinational Liberation Movement Training Centre at Morogoro 
(United Republic of Tanzania). Another intercountry project covered health cooperation with 
ANC and PAC. A joint WHO national liberation movements action group had been set up to 
follow the application of the recommendations of the Conference on Apartheid and Health. 

He drew the Health Assembly's attention once again to the harm that continuation of 
racial discrimination policies in southern Africa would do to attainment of the goal of health 
for all by the year 2000. Great anxiety and concern were felt for health in Africa. 

Mr DA ROCHA VIANNA (Brazil) said that his Government, which had consistently spoken out, 
both in the United Nations and elsewhere, in support of the liberation struggle and against 
discrimination in southern Africa, wished once more to join those advocating action leading 
to the elimination of apartheid and to the ending of the illegal occupation of Namibia by the 
racist regime of Pretoria. 

Brazil also endorsed any programmes for establishing and strengthening cooperation with 
newly independent and emerging States in Africa. It had been doing all it could to 
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participate in cooperation programmes in the health field with newly independent African 
countries, especially those with which it shared a common language. The guidelines 
established for such programmes were designed to meet the specific needs of the country 
concerned and to ensure the effective transfer of knowledge; they included long -term and 
medium -term advisory services with particular emphasis in psychiatry, surgery, paediatrics and 
orthopaedics, as well as the provision of fellowships for postgraduate and technical studies 
in public health, nutrition, rehabilitation and nursing. 

Dr SAMBO (Angola) commended the Director- General's report on the item under discussion. 
He drew the Committee's attention to the fact that two draft resolutions on support for the 
front -line States aid on assistance to Namibia and the national liberation movements in 
South Africa recognized by OAU had been submitted to the Secretariat by a number of Member 
States . 

The CHAIRMAN said that when those texts had been processed in the normal manner they would 
be submitted to the Committee for consideration. 

Dr FERREIRA (Mozambique) said that the Director -General in his Introduction to the 
proposed programme budget had drawn attention to the challenge posed by the goal of health for 
all by the year 2000. Peace was a prerequisite for attainment of that goal. Southern Africa, 
however, was one of the least stable parts of the world since the Republic of South Africa had 
by repeated aggression and intimidation created a permanent state of tension and undeclared 
war there. Because of its proximity, its political outlook, and its social structure, which 
was based on the equality of all its citizens, the Republic of Mozambique was the State most 
affected aid threatened by such action. Since November 1982, its frontiers had been under 
threat from concentrations of troops; in December, South African troops had penetrated 
several kilometres into Mozambican territory. What was more, South Africa had been financing, 
arming, supplying, training and commanding armed bands that entered the country to create 
widespread destruction and institute a reign of terror in the areas under their control. 
Such action, generally causing much loss of life, was aimed at destabilizing a front -line State 
providing shelter to African National Congress refugees. 

South Africa was evidently employing similar strategies in other countries of the region, 
based on destruction, sabotage, blackmail, lying propaganda, threats, and the use of agents and 
mercenaries to achieve destabilization and eventually war. 

Although the Health Assembly was not the place for considering the political action to be 
taken by Member States, WHO did have a fundamental duty to seek ways of improving health 
worldwide and to provide information and create awareness of the subject in accordance with the 
principles embodied in its Constitution. All Member States were urged to comply with United 
Nations resolutions relating to cooperation with the racist regime in South Africa, and asked 
to strengthen their assistance to the front -line States in coping with the health problems 
attendant on South African aggression. It was hoped that resolutions would be adopted by the 
Health Assembly to strengthen cooperation with the front -line States, to give priority to 

programmes to provide health assistance in the African Region, and particularly in the front- 
line States, to strengthen support to the African liberation movements recognized by OAU 
and to use, if necessary, funds from the Director- General's Development Programme to solve 

the problems created by the presence of refugees from southern Africa and by military attacks. 
The support WHO had already given to the front -line countries and to the liberation 

movements recognized by OAU was commended. 

Professor BENHASSINE (Algeria) endorsed the commendation by the delegate of Mozambique of 
WHO's action in pursuance of the resolutions adopted by the Thirty -fifth World Health Assembly. 
The recent International Conference in Support of the Struggle of the Nambian People for 

Independence, convened in Paris under the aegis of the United Nations, had given further proof 

of the need to strengthen the assistance being given. It had also drawn attention to the 

fact that the decisions of the international community were not being effectively applied, and 
that the racist regime in Pretoria was pursuing its inhumanitarian policy of apartheid with 
impunity. Although the Organization's work was consequently hampered and its principles 
violated, WHO should continue its efforts and should strengthen its cooperation with the States 
and liberation movements in Southern Africa. Algeria fully supported the front -line States, 
which were making an important contribution to the final decolonization of Africa, a pre- 

requisite for the improvement of health there. 
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Dr OULD HACEN (Mauritania) endorsed the comments by the previous speaker. Peace and 

human dignity were indivisible; health and health development could never be achieved under 
conditions of aggression, intimidation and the flouting of human dignity. Mauritania 
forcefully condemned the objectionable attacks, both direct and indirect, perpetrated by the 
South African regime against the front -line States, its illegal occupation of Namibia and its 
disgusting policy of apartheid. The failure to respect human dignity and the failure to 

condemn such action were the real reason for the politicization of the problem. 

The meeting rose at 12h25. 



FIFTH MEETING 

Monday, 9 May 1983, at 14h30 

Chairman: Dr D. B. SEBINA (Botswana) 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 34 of the Agenda 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 
Southern Africa: Item 34.4 of the Agenda (Resolutions WHA35.20, WHA35.21 and WHA35.29; 
document À36/18) (continued) 

Dr AMATHILA (Namibia) said that Namibia was still fighting for its national independence 
from the illegal occupation by the racist regime of South Africa. United Nations Security 

Council resolution 435, which clearly stipulated the terms of Namibian independence, had been 
diluted by the Western Contact Group of Five who thought they had a better solution to 

Namibia's problems. The so- called constructive engagement with the racist regime of South 
Africa had proved a total failure because issues which had nothing to do with Namibia had been 
linked to Namibian independence. The struggle of the Namibian people under its vanguard, 
SWAPO, continued and would continue until final victory; Namibia would be liberated whatever 
the cost. 

WHO had been very sensitive to the health needs of the Namibian refugees and had provided 
assistance at the most critical moments. In accordance with resolution AFR /RC30 /R4 
adopted by the Regional Committee for Africa at its thirtieth session, in September 1980, an 

International Conference on Apartheid and Health had been held in Brazzaville in November 1981. 
That conference had completed its work with the adoption of a plan of action and strategy for 
health for all by the year 2000. 

The basic priority needs of the national liberation movement's health programme over 

the next five years had been estimated at US$ 100 000 for mental health, US$ 500 000 for 

health manpower development and US$ 600 000 for essential drugs and equipment. A total of 
US$ 42 380 had been provided from the WHO regular budget for SWAPO (Namibia) for its health 

programmes and fellowships. During 1981 eight scholarships had been awarded to students 
from Namibia, and during the same year, WHO had supplied SWAPO with emergency medical supplies 

following the bombing of refugee camps in Angola. 
WHO was currently cooperating with the health department of SWAPO in Angola, and such 

cooperation had enabled SWAPO to set up its first nursing school in the refugee camps; 
currently 82 students were enrolled in Angola and 30 in Zambia. That development was a very 

important starting point for Namibians who strongly believed in self -reliance as a 

preparation for the post-independence period. 
Health manpower was in very short supply in Namibia itself. During the past 60 years 

only 23 Namibian doctors had been trained by the racist regime. Member States would 
appreciate the enormous tasks and responsibilities confronting SWAPO in its efforts to train 

adequate health manpower for its current refugee population, estimated at over 60 000, and to 

prepare for the post - independence period, bearing in mind that even existing trained medical 

staff were being lost at the front. 

She thanked the Scandinavian countries, in particular Sweden, which had built new 

hospitals in the refugee camps. Special thanks must also go to the front -line States which, 

notwithstanding the terrible destruction wrought on their countries, had opened their doors to 

refugees from Namibia, sharing with them their meagre resources as well as death and 

destruction at the hands of the racist regime of South Africa. Finally, she wished to thank 

all Member States for their moral aid material support. Namibia counted on their continuing 

support in the vote on the draft resolution on assistance to Namibia. 

- 270 - 



СOMMITTЕЕ B: FIFTH MEETING 271 

Dr ARSLAN (Mongolia) expressed the hope that WHO would continue its effective action to 

implement resolutions WHA35.20, WHA35.21 and WHA35.29 and the corresponding United Nations 

resolutions. In total disregard of those resolutions and of the interests of the peoples 

of southern Africa, the South African regime stubbornly continued to pursue its policy of 

apartheid., which was a crime against humanity, as shown by the fact that it was escalating 

tensions in the region, increasing the harshness of its policy of racial discrimination, 

trampling on human rights, using inhumane methods of torture and persecuting African fighters 

against injustice, racist oppression and exploitation. South Africa had become a large 

concentration camp in which hundreds of thousands of patriots were languishing in racist 

torture chambers. Condemning the vast plan of apartheid, and the continued illegal 

occupation of Namibia by the racist Pretoria regime, accompanied by agression against the 

front -line States, his delegation supported the people of Namibia under the leadership of 

SWAPO in their struggle for the independence of their motherland, self -determination and 

sovereignty. His delegation also supported the struggle of the African National Congress and 

associated itself with all those who had appealed to Member States to strengthen the measures 

they were taking to implement the provisions of the resolutions to which he had referred. 

Mr SANTANA CARLOS (Portugal) recognized that the continuing struggle in southern Africa 

had serious implications for the health conditions of the populations of the area. That 

struggle was due mainly to the apartheid policy of which his country disapproved. He hoped 

that a balanced solution, which would make it possible to bring about a cease -fire and a 

peaceful settlement of the war, could be achieved through negotiations. In the meantime, and 

in order to help alleviate the pain and suffering of the populations of southern Africa, 

Portugal, to the extent possible, had been providing health assistance to certain front -line 

States, in particular Angola and Mozambique. In the near future, Portugal intended to expand 

such assistance both bilaterally and multilaterally and to pursue such cooperation with other 

countries, notably the Portuguese - speaking States, within the framework and with the support 

of WHO. 

Dr RICH (Cuba), thanking the Director -General for his report on the measures taken by 

WHO to implement the resolutions of the Thirty -fifth World Health Assembly on cooperation with 

the front -line States under attack from South Africa and with the people of Namibia and South 

Africa struggling for their independence, considered it essential that such cooperation 

should be increased and strengthened and that further support should be given to the 

legitimate struggle of the peoples of southern Africa for their national liberation and self - 

determination. Her delegation reiterated its full support for the struggle of the African 

peoples to eliminate the odious regime of apartheid and to attain full freedom for the 

Namibian people under the leadership of its legitimate representatives. 

Mr AВВASSI TEHRANI (Islamic Republic of Iran) endorsed the comments of those speakers who 

had emphasized the importance of expanding WHO's cooperation with the newly independence and 

emerging States associated with the liberation struggle in southern Africa. His delegation, 

in accordance with Islamic ideology and inspired by the Koran, had constantly supported the 

oppressed nations and all liberation movements struggling for their independence and integrity; 

it equally condemned any form of racial discrimination. His delegation accordingly reiterated 

its plea to WHO for greater collaboration and cooperation with the newly independent States and 

the liberation struggle in southern Africa. 

Mrs WOLF (German Democratic Republic) said that the newly independent States and national 

liberation movements in southern Africa would continue to need the undivided assistance and 

solidarity of the international community. Her delegation welcomed the substantial 

allocation which WHO proposed to devote to health activities in the period from 1983 to 1987. 

Compared with actual needs, however, the allocation was quite inadequate. Her delegation 

therefore deemed it necessary to strengthen further the efforts to coordinate the activities 

of WHO with those of other parts of the United Nations system so as to develop further support 

for the newly independent States and national liberation movements in southern Africa. The 

moral support of world public opinion was also of major importance. 
Southern Africa was currently a zone of action as a consequence of the policy of 

confrontation and destabilization. The German Democratic Republic severely condemned the 

constant acts of aggression perpetrated by the South African racist regime against the 

People's Republic of Angola, Mozambique, and other front -line States; such acts constituted 

a serious threat to international peace and security as well as an obstacle to peaceful 

development in those countries. 
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The German Democratic Republic endorsed the view that it was imperative to grant to the 
Namibian people their inalienable rights to self -determination, freedom and national 
independence; it also supported the position taken by the non- aligned countries at their 
recent Summit Meeting in New Delhi and by the front -line States, the African National Congress 
and SWAPO at their conference in Harare, when they had called for the immediate settlement of 
the question of Namibia on the basis of United Nations Security Council resolution 435. The 
concerted action of all those committed to the elimination of all remaining vestiges of 
colonialism, racism and apartheid was of particular importance and, in that connection, the 
International Conference in Support of the Struggle of the Namibian People for Independence 
had made an important contribution. 

Her delegation wished to reaffirm that the German Democratic Republic would continue to 
side firmly with the oppressed peoples of the newly independent States and the national 
liberation movements of southern Africa, and to extend active solidarity in the field of 
health through the treatment of wounded fighters, the supply of medicines and other material 
support, and the education of urgently needed experts. 

Mr NGUYEN VAN TRONC (Viet Nam) said that the Vietnamese people had known 30 years of war 
against colonialism and imperialism and therefore sympathized with the sufferings of the 
peoples of southern Africa struggling for their independence. His delegation would like to 
affirm its total support for the national liberation movements in southern Africa, and 
particularly for the front -line States, and condemned the fascist regime in South Africa. 

Dr WANG Lian -sheng (China) expressed support for the liberation movements in southern 
Africa and welcomed the efforts made by WHO to support those movements in raising the level 
of health. He shared the view of African delegations that it was only when the peoples of 
southern Africa had been freed from the racist regime of South Africa and had achieved their 
national independence that they would be able to make progress towards the goal of health for 
all by the year 2000. His delegation deplored and condemned the crimes perpetrated by the 
South African regime, which continued to prevent Namibia from achieving its independence and 
carried out acts of aggression along its borders. 

As in the past, his Government would do its utmost to support Namibia in both material 
aid moral terms and would extend similar support to the front -line States. In particular, 
it would provide further support in the form of medicines and medical assistance. It 
supported the recommendation of the African sister countries which condemned the South African 
racist regime, as well as the struggle of the peoples of the front -line States for their 
national independence. 

Mr BOYER (United States of America) wished to make it clear that his Government fully 

shared the interest of WHO in improving the health conditions in southern Africa, and its 

concern that apartheid and violence in the area was inhibiting progress towards improved 
health. His Government did not, however, support all the tactics for providing health 
assistance that were discussed in the Director -General's report, and believed that WHO regular 
budget money should not be provided directly to, or through national liberation movements; 
it had no objection, however, to the provision of health assistance through national 
governments, including the front -line States, or through nongovernmental organizations, such 

as the Red Cross or church groups, or through bilateral assistance programmes or through other 

United Nations agencies. In all other respects, his delegation supported the general goals 

and programmes described in the Director -General's report. Since his delegation would like 

to support the draft resolutions being presented by Angola, Mozambique and others, he hoped 

that those draft resolutions could be tailored in a way which would avoid the narrow problem 

of tactics and permit all to join in the final consensus, as had already been accomplished in 

the case of certain other difficult issues. 

Mr KWON Sung Yon (Democratic People's Republic of Korea) said that while, during 1982- 
1983, WHO had taken a number of measures to implement the resolutions regarding assistance to 
the front -line States and other African countries with a view to improving the health situation 
of the populations of those countries and of the refugees from South Africa and Namibia, 
nevertheless, in southern Africa, the people's dignity was still being trampled under foot and 
the sovereignty and building of a new society in many countries which had already gained their 

independence continued to be gravely menaced by armed intervention and by the repressive 
measures taken by racist South Africa. Such outside intervention was a major factor which 
hindered the solution of the health problems in the region. 
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In order to achieve the goal of health for all by the year 2000, including the population 

of southern Africa, WHO should continue to pay great attention to the health of the population 

in the region and give its full support to the liberation movements in southern Africa. He 

hoped that WHO would divert substantially greater funds to the solution of the health problems 

of the region and take steps to ensure that they were used more effectively. 

Mr SOKOLOV (Union of Soviet Socialist Republics) said that his delegation had carefully 

studied the Director -General's report and the information contained therein on the measures 

taken by WHO to implement the resolutions adopted by the Thirty -fifth World Health Assembly. 
His delegation understood the problems which had arisen in the newly independent African 
countries as well as in those on the road to independence. His Government had always 

supported their struggle for national and economic independence against neo- colonialism, 

racism and apartheid. The policy of apartheid and racism followed by the regime of 

South Africa threatened the free and independent development of the African countries and 
created a whole range of problems, including some in the health field. The USSR condemned 
the treacherous South African aggression against the front -line States. His delegation 

wished to affirm its full support for SWAPO, the only genuine representative of the Namibian 
people and expressed its complete solidarity with the struggle of the African National 
Congress for the complete elimination of apartheid; it also associated itself with those 
delegations which had called for the condemnation of the racist regime of Pretoria. It was 
for that reason that his delegation had expressed full support for the work of WHO in 

providing health care for the peoples of southern Africa and for the national liberation 
movements recognized by OAU. He hoped that increased assistance by WHO, together with 
bilateral assistance, would contribute to improving the health conditions of the peoples of 

the front -line States. His delegation would vote in favour of the draft resolutions calling 
for further WHO assistance along those lines. 

Mr BIRIDO (Sudan) joined other speakers in thanking the Director -General and his staff 
for the assistance they were rendering to national liberation movements and the front -line 
States in southern Africa. The racist regime of South Africa was launching fierce and 
aggressive attacks against the peoples of South Africa and Namibia and against their 
recognized national liberation movements. In those circumstances, his delegation wished to 

reiterate its unswerving support for the just struggle of SWAPO and the liberation movements 
of South Africa to liberate their homeland from the colonial racist regime of South Africa. 
He urged WHO to increase its assistance to the liberation movements and the front -line 
States. His delegation would vote in favour of the two draft resolutions on the subject. 

In 1982 the World Health Assembly had adopted resolution WHА35.29 on health assistance 
for refugees in Africa and he wished to commend the Director -General for the assistance which 
had been provided. In that connection he referred to United Nations General Assembly 
resolution 37197 which had called for the convening of an international conference on 
assistance to refugees in Africa in May 1984. His delegation had noted with pleasure that 
the Seventh Conference of Heads of State or Governments of Non - Aligned Countries, held in 

New Delhi in March 1983, had urged all Member States as well as the United Nations 
specialized agencies, to provide full support for the 1984 Conference. He was confident that 
WHO would continue its support for refugees in Africa and participate actively in the prepara- 
tion and follow -up of the Conference. The African Group had submitted a draft resolution on 

the Conference and he was certain that the Committee would give it its unanimous support. 

Miss BETTON (Jamaica) said that her Government had consistently supported the struggle 
for liberation and the elimination of apartheid and racism in southern Africa, both at 
international meetings and in terms of material assistance. Her delegation therefore 
thanked WHO for the measures which it had taken to implement resolutions W1А35.20, WHA35.21 
and WHA35.29, through assistance to the front -line States and the peoples of Namibia and 
South Africa. Jamaica wished to express its firm support for intensified assistance by WHO 
and its Member States to those countries and to the national liberation movements recognized 
by OAU, with a view to assisting them to obtain their freedom as well as social and economic 
justice. 

Dr SIDHU (India) said that his country had consistently and steadfastly supported the 
just struggle of the people of South Africa against the oppressive racist regime, as well as 
that of the people of Namibia for liberation. He wished to be associated with previous 
speakers in expressing the view that the socioeconomic progress as well as the health and 
welfare of the people of South Africa and Namibia could only be ensured when the peoples 
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struggling against apartheid and the racist regime of Pretoria had won total liberation and 
independence. The Director -General's excellent report on the health and welfare of the 
peoples of the region recognized that inescapable fact. 

The CHAIRMAN announced that further consideration of the item would be postponed until 
the texts of the draft resolutions had been distributed. 

(For continuation, see summary record of the sixth meeting, section 1.) 

2. METHOD OF WORK AND DURATION OF THE HEALTH ASSEMBLY: Item 8 of the Agenda (Resolutions 
WHA34.29, para. 3, and WHA35.1; Document ЕВ71 /1983 /REC/1, Part I, resolution ЕВ71.R3 
and Annex 1) 

The CHAIRMAN invited the Committee to consider item 8, on methods of work and duration of 
the Health Assembly, an item which had been referred to Committee В by the World Health 
Assembly on the recommendation of the General Committee. In essence, the Committee would be 
concerned with the draft resolution recommended by the Executive Board for adoption by the 
Health Assembly in resolution EВ71.R3, which was contained in document ЕВ71/1983/REС 1. 

Dr LAW (representative of the Executive Board) said that, as foreseen in resolutions 
WHA34.29 and WHA35.1, the Executive Board at its seventy -first session had reviewed the 
experience of the previous year's Health Assembly with the changes in its methods of work 
which had been introduced on a trial basis to facilitate implementation of the decision to 
limit the duration of Health Assemblies in even -numbered years to not more than two weeks. 

That review had been undertaken on the basis of a comprehensive report by a Working Group 
established by the Board for that purpose. The Working Group's report was contained in 

Annex 1 to Part I of document ЕВ71 /1983 /RЕС/1. The Board had also considered a number of 
other possibilities for further rationalization in that area, and had once again discussed 
the Assembly's and its own procedures for the review of the proposed programme budget. 

After careful consideration of all the points made in the report of the Working Group, 
the Board had decided to make a series of recommendations to the present Health Assembly, 
which were contained in resolution ЕВ71.R3 (document ЕB71/1983 /RЕС/1). The plenary had 
already accepted some of those recommendations for implementation at the present Health 
Assembly on the understanding that those and all other recommendations contained in that 

resolution would be reviewed by the Committee. 

There had been general agreement in the Board that the changes in the methods of work 
introduced at the Thirty -fifth World Health Assembly the previous year on an experimental 
basis had proved satisfactory in that they had resulted in significant savings of time and 

had greatly assisted the Assembly in completing its work within the two -week time limit. 

The Board had consequently decided to recommend that those changes be implemented at all 

future Health Assemblies to enable the work in even -numbered years to be completed within the 

maximum duration of two weeks previously decided upon, and to limit the duration of sessions 
in odd -numbered years to as near to two weeks as would be consistent with the efficient aid 

effective conduct of business. In that connection the Board had also decided to recommend 
that the formal opening meeting of the Health Assembly be held at 12 noon on the first day of 
the session rather than the usual 15h00, since as much as half a day could be saved as a 

result. 

The Board's recommendation to amend Rule 52 of the Rules of Procedure of the Health 

Assembly had resulted from its consideration of a number of issues, described in the report 

of its Working Group, concerning possible ways of overcoming such problems as might 

occasionally be caused by the late introduction during the Health Assembly of draft 

resolutions on important policy matters. In order to allow delegations a little more time 
for reflection and consultation on such draft resolutions, the Board had considered it 
desirable and feasible to extend the advance notice of draft resolutions required under 

Rule 52 from the present one day to two days, although the President would still have the 

discretion in special circumstances to allow resolutions to be accepted in less than two days. 

Another key recommendation concerned the procedures for the review by the Health 

Assembly of the proposed programme budget. That recommendation was linked to certain 

changes which the Board had introduced in January 1983 with respect to its own review of the 

proposed programme budget and to its report to the Health Assembly thereon. Committee A 

was currently trying out the new procedures for programme budget review as recommended by 

the Board, and they appeared to be facilitating the work of the Health Assembly. 
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Although the Board had considered at some length the question of the Technical 
Discussions at the Health Assembly, it had decided to make no recommendation in that respect 
at the present time, but to take the matter up again at a future session on the basis of a 

further study by the Director -General. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that a considerable saving in 
time had been achieved by holding plenary meetings at the same time as committee meetings, 
a method already employed at the Twenty -eighth World Health Assembly. The Thirty -second 
World Health Assembly, however, had altered that method of work and he wondered what the 
reasons had been for that change. Those reasons might still be valid and might dispel the 
doubts about the present suggested method. As far as the Technical Discussions were 
concerned, his impression was that the Director -General had been asked by the Board to 

consider possible improvements in the methods of conducting them, but there had been 
unanimity within the Board that such discussions should be held every year. 

Dr RICH (Cuba) said that her delegation considered it premature to take any decisions 
such as that contained in subparagraph (1) of operative paragraph 1 of the draft resolution 
contained in resolution ЕВ71.R3, since the changes introduced on a trial basis at the 

Thirty -fifth World Health Assembly should remain experimental in character. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) said that, as the Chairman 
of the Working Group, he felt that a number of preliminary remarks might be useful to the 

Committee in its deliberations. As far as the duration of the Assembly was concerned, the 
main factors to be considered were the saving in time, particularly for countries whose 
administrations were greatly burdened by sending delegates to Geneva, the question of 
continuity, bearing in mind that few delegations were able to retain the same composition for 
the entire session, and the saving in costs, which was particularly important when set against 
the cost of field activities, for example. Changes had been discussed in the past, but 
the present review by the Executive Board was the first comprehensive review ever made. The 
Board's suggestions that the method of work be changed were based on the experience of previous 
Health Assemblies, the opinion of the great majority of members of the Executive Board, the 
advice of the President of the previous World Health Assembly, and many other consultations. 
The Board had decided not to accept the advice of the Working Group that Technical Discussions 
should not be held in those years when the budget was discussed, and the Secretariat had 
consequently been asked to consider how Technical Discussions should best be conducted, rather 
than whether they should or should not be held, as the delegate of the Soviet Union had 
rightly said. 

Dr PÁROVÁ (Czechoslovakia) said that her delegation considered that any attempt to 
achieve the maximum reduction in the duration of the Health Assembly might adversely affect 
its function as the programming and decision -making body of the World Health Organization. 
According to resolution WHA33.17, all the functions of the Health Assembly should, on the 
contrary, be strengthened. While her delegation was in favour of internal economies, it 
wished to remind the Committee that, at the end of the Thirty -fifth World Health Assembly, a 
number of Member countries had drawn attention to the adverse effects of reducing the 
duration of meetings. The resolution before the Committee should therefore be accepted on a 
trial basis only. 

Dr WANG Lian -sheng (China) said that, at a time when WHO was undergoing considerable 
organizational reform, its methods of work should be changed accordingly. Those methods had 
to be improved if the efficiency of the Organization was to be increased and if it was to be 
able to concentrate its efforts on major problems within the time limit allocated. The 
immediate benefit of reducing the duration of the Assembly was a saving in both time and money. 
Furthermore, it was not only theoretically possible but practically feasible to set a two -week 
time limit, as had been seen in 1982, thanks to the joint efforts of the Secretariat and 
Member States alike. The experiment was still in progress at the current Health Assembly and 
appeared to be as successful as it had been the previous year. In view of all those 
considerations, his delegation fully supported the draft resolution before the Committee. 

Mr THABANE (Lesotho) said that his delegation had been apprehensive when suggestions had 
first been made for biennial Health Assemblies and had been concerned about the extraordinarily 
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long inter -sessional gap. Later, however, it had welcomed the ideas put forward by the 
Executive Board for an annual Assembly with a specific time frame. Those ideas were perfectly 
acceptable to his delegation, and the experiment had been a good one which merited formal 
acceptance. If in the future the method proved to be unworkable, then as a sovereign body 
the Health Assembly would be in a position to change it. 

Dr BLACK (Canada) fully supported the Executive Board's recommendations, in particular 
the concept of a shortened Assembly, and endorsed the ideas expressed by the delegate of 
China concerning methods of improving the Organization's efficiency, particularly by focusing 
on policy issues and programme direction when carrying out the programme budget review. 

Dr ROSDAHL (Denmark), speaking on behalf of the Nordic countries, said that the most 
obvious result of the efforts of the Working Group to make the work of the Health Assemblies 
more efficient, was the proposed shortening of the Health Assemblies to two weeks in 
even -numbered years, and in odd -numbered years to as near to two weeks as was consistent with 
the efficient and effective conduct of business. The proposed changes in the method of work 
entailed a number of significant advantages, such as more rational work procedures, savings 
in costs for the Organization and Member States, and the continuity of delegations. Long 
Assemblies put a strain on the functioning of the political and administrative management of 
the health sector, particularly in small countries, and the shortening of the Health Assembly 
in 1982 had resulted in serious efforts by all delegations to concentrate on the most 
important topics on the agenda. 

The proposed changes would make even greater demands on participants than in previous 
years. All participants would be responsible for thorough preparation well in advance, and 
in that context the regional committees and the Executive Board, in particular, would have 
important roles to play. The provisional agenda for the Health Assemblies would have to be 
prepared on a much more selective basis, and with increased responsibility placed on the 
Executive Board it was of the utmost importance to ensure that it was as representative as 
possible of Member States. The Nordic countries had noted that in January 1983 the Board 
had requested the Director -General to submit to its seventy -third session in January 1984 
a proposal to increase the global membership of the Board and extend the term of office of 
Board members. The Nordic countries found it appropriate in that context to reconsider the 
role of the Executive Board and of Member States, especially in the procedures concerning 
the preparation of the programme budget. 

Facilitation of governments preparation for the Health Assembly was an integral part of 
the Health Assembly's work rationalization programme, and in that respect the Secretariat had 
an important role to play. The Director -General had frequently stated that the central 
health authorities should collaborate with other sectors in all matters of health. The Nordic 
countries considered that that same collaboration should take place as far as the preparation 
of Health Assemblies was concerned. In that connection an early distribution of documents 
prior to a Health Assembly was essential. Another way of facilitating the work of the Health 
Assembly, including the work of the committees, would be to improve the physical surroundings, 
particularly the space in committee rooms. The Secretariat might usefully look into the 
possibility of obtaining more reasonable accommodation for meetings. 

On the basis of the experience of the Thirty -fifth Health Assembly, the Nordic countries 
believed that shorter Health Assemblies would encourage debates which would highlight the most 
important and pertinent health problems and make all delegates more appreciative of the 
importance of the major issues on the agenda. As far as the programme budget review was 
concerned, they foresaw a more streamlined process in the future. 

As far as resolutions were concerned, the Nordic countries were not in favour of 

establishing special review mechanisms but remained concerned about the large number of 

resolutions being adopted. Where important health considerations did not call for a 

resolution, the more informal acceptance of a decision might be a more appropriate way of 

closing a debate. 

In supporting the proposed changes in the method of work of the Health Assemblies, the 

Nordic countries did not underrate WHO's global obligations but, on the contrary, were of the 
view that such changes would provide the Health Assemblies with an even greater opportunity 
to concentrate on important questions and principles. 

Without wishing to comment extensively on the details put forward, the Nordic countries 
had noted that the proposal to hold Technical Discussions only in even -numbered years had not 
been endorsed by the Executive Board. According to the summary records of the Board's 
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January 1983 session, there appeared to have been a divergence of views within the Board on 

that question. It had finally been decided that the Secretariat would study various aspects 

of the Technical Discussions including that of periodicity, and that the January 1984 session of 

the Executive Board might decide whether or not Technical Discussions should be continued on 

an annual basis. The Nordic countries were in favour of holding Technical Discussions only 

in years where there was no programme budget to be considered. However, the Nordic countries 

supported the draft resolution before the Committee. 

Mr HASSAN (Bahrain) agreed with the proposed method of work of the Health Assembly and, 

in view of the considerable costs involved, strongly recommended reducing the duration of 
Health Assemblies in all years to two weeks. 

Dr ARSLAN (Mongolia) was not against subparagraph (1) of operative paragraph 1 of 

the draft resolution contained in resolution ЕВ71.R3, but considered that it was impossible 

to shorten the duration of Health Assemblies and at the same time maintain and increase their 

effectiveness. Undue haste in debating sоme items already testified to the fact that 

reducing the duration could have serious adverse effects on the quality and leading role of 

the Health Assembly. His delegation therefore associated itself with previous speakers who 
had been in favour of maintaining the previous practice or, at the most, adopting the draft 
resolution on a trial basis. If the draft resolution were adopted, however, due 

consideration should be given to the important question of the timely distribution of 

documents, particularly to countries remote from headquarters, to enable them to prepare 
adequately for Health Assemblies of shorter duration conducted at a faster pace. 

Dr SIDHU (India) congratulated the Board on its very comprehensive review and the 

efforts it had made to evolve systems and ideas for reducing the duration of the Health 
Assemblies while at the same time providing opportunities for the discussion of important 
subjects. The subjects discussed at the Health Assemblies were of vital interest to all 

countries, particularly the developing countries, and the Health Assemblies provided an 
important opportunity for an exchange of views at a time when the Organization was 
approaching its goal of health for all. Furthermore, it was essential, in view of the 
commitments of all delegates, that the duration of Health Assemblies be kept to the bare 
mínimum. As the Thirty -fifth World Health Assembly had proved that it was possible to finish 
the work in less than two weeks, he suggested that Technical Discussions should be held 
each year but that some method should be evolved whereby they could be completed in a single 
day. 

Consideration might also be given to timing the meetings of the Health Assembly to begin 
at 9h00 and to end at 18h00. All delegates were at Geneva for the specific purpose of 
participating in the Health Assembly. Most receptions began at about 18h30 and it would be 
convenient for delegates to go to such functions directly from the meetings. 

It should be possible both in odd -numbered and even -numbered years to complete the work 
of the Health Assembly within two weeks, with the budget divided up into the three broad 
aspects covered in the Board's report. 

Subject to those observations, he supported the Executive Board's recommendations. 

Dr LEBENTRAU (German Democratic Republic) observed that the proposals made in 
resolution ЕВ71.R3 were highly complex and could have far -reaching consequences. Careful 
consideration should therefore be given to them. While it could support the recommendation 
that the Thirty -sixth World Health Assembly should decide to implement, again on a trial 
basis, the changes in the methods of work introduced on that basis at the Thirty -fifth World 
Health Assembly, his delegation was unable to endorse the proposal that the programme budget 
should be reviewed only by Committee A, in accordance with the procedures recommended by the 
Board, for the following reasons. 

First, the Health Assembly's role in such important matters as the draft programme budget, 
which largely determined the work of the Organization for the forthcoming two years, should 
not be restricted, and steps should be taken to ensure that the Health Assembly reviewed that 
document in detail in the future. 

Secondly, the proposal was liable to lead to major changes of competence as between the 
Health Assembly and the Executive Board, whose annual report served to assist the Health 
Assembly in its examination of the draft programme budget. To enhance the importance of that 
report as suggested by the Executive Board was likely to reduce the freedom of the Health 
Assembly itself to take decisions. 
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Thirdly, every Member State of WHO had a right to express its opinion on any item of the 

proposed programme budget, and a change in the current practice would mean a limitation of 
that right. 

Fourthly, the basis for the Health Assembly's examination of the Director -General's 
programme budget proposals should be the draft programme budget itself. In accordance with 
article 18(f) of the Constitution, the function of the Health Assembly in the matter was to 

review and approve the budget, and not to review and approve the report of the Executive 
Board. That constitutional principle should be maintained as the basis for the work of 
Committee A, in which Member States were represented and were in a position to submit a 
well -considered document to the Health Assembly and to conduct a broad -ranging analysis of 

the programme budget. 

Fifthly, his delegation shared the view that measures liable to reduce the Health 
Assembly's effectiveness and impair its work should be avoided. It was therefore important 
not to take any premature decision. 

Dr ABDULLA (United Arab Emirates) said that, provided that the quality of the work was 
in no way impaired, any reduction in the duration of the World Health Assembly would be 

advantageous. Efforts being made to improve the method of work were a race against time. 
Now that the countdown for health for all by the year 2000 had begun, time was more important 
than ever. The useful experiment carried out in 1982 had made it possible to secure savings 

in money and time, both for the Health Assembly itself and for delegations. The Organization 
should accept the challenge of health for all by the year 2000; his delegation therefore 

supported the Executive Board's recommendations and hoped that other Member States would do 

likewise. 

Dr LAW (representative of the Executive Board), replying to the question raised by the 

delegate of the USSR concerning the Technical Discussions, explained that she had merely 

indicated that the Executive Board would review the question at a future session. She had 

not intended to imply that the review would be solely or primarily concerned with the 

periodicity of the Technical Discussions; it would, in fact, focus mainly on their quality 

and the methods employed. 
The question of hours of work, to which the Indian delegate had referred, had been 

discussed by the Board, which had concluded that the limit in extending the hours of work as 
a routine matter had probably been reached. Some time was required for other types of 
meeting to be held, for the Secretariat to prepare papers and for delegations to meet among 

themselves. Chairmen nevertheless had some flexibility for extending the hours of work 
beyond 17h30 in cases where it was necessary to complete the discussion on a particular item. 

Replying to the comments of the delegate of the German Democratic Republic concerning 

the programme budget, she emphasized that the document that was the basis of the discussion 
of the programme budget in Committee A was the draft programme budget itself, and not the 

report of the Executive Board, which was merely intended as an aid to the Health Assembly's 
review. The proposals which the Executive Board had endorsed in the Working Group's report 
with respect to the programme budget were simply intended to provide a framework to 
facilitate discussion, and not to prevent the draft programme budget itself from going to the 

Committee, or to inhibit any members of the Committee from raising any points they considered 
important. 

Mr FURTH (Assistant Director -General) said that the Soviet delegate had correctly pointed 

out that some of the methods of work now being proposed by the Executive Board had been 

applied by the Health Assembly for some years and subsequently suspended or rejected. In 

1975, the Board had recommended, and the Twenty- eighth World Health Assembly had decided, in 

resolution WHA28.69, that one main committee should meet while the general discussion on the 

reports of the Executive Board and the report of the Director -General on the work of WHO was 

taking place in plenary meetings of the Health Assembly. That procedure had been tried out 

from 1976 to 1978 inclusive, and although there had been an increasing workload during that 

period, it had been possible to keep the duration of the Health Assembly well within three 

weeks, one session having ended as early as Wednesday of the third week. In 1979, the 

Thirty-second World Health Assembly had decided to return to the procedure, provided for in 

resolution WHA32.36, whereby neither of the main committees of the Health Assembly met during 

plenary meetings of that body. It was difficult for the Secretariat to give the reasons for 

that decision, since the text of the resolution itself gave no indication of those reasons. 
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Some of the arguments put forward in the Executive Board and the Health Assembly for and 

against the decision had, however, been summarized by the Director -General in 1982, when the 
Executive Board had again considered the matter. A number of delegates had felt that the 

slower pace of the Health Assembly during the general debate under the former procedure had 

provided time that could usefully be spent on background work. Some delegates had emphasized 
that smaller delegations had difficulty in covering plenary meetings concurrently with one 
main committee, although other delegates had pointed out that the same difficulty arose when 
two committees met concurrently - a practice that had never been questioned. Some delegations 
had expressed concern at the low attendance rate during the general debate in plenary under 
the new procedure, while other delegations had noted that the attendance had not been any 
higher under the former procedure. Opinions on the question had thus been very divided. The 
arguments on both sides of the question had again been fully considered by the Executive Board 
in 1982 and 1983. 

Dr SOTELO (Peru), speaking as the Vice -Chairman of Committee A, informed the Committee 
that the application of the programme budget review procedures in Committee A was proceeding 
satisfactorily and in accordance with the Executive Board's expectations. Although it would 
be somewhat premature to make any final judgment as to the effectiveness of the new 
procedures, Committee A had formed a good impression of the results so far, which it hoped 
would be confirmed in a few days' time, when its work on the programme budget review had been 
completed. It was currently reviewing, under agenda item 20.2, health science and 
technology - health promotion and care, after having completed its consideration of direction, 
coordination and management and of health system infrastructure. The new review procedure 
had so far proved most helpful. 

After a short procedural discussion, in which the CHAIRMAN and Dr GALAHOV (Union of 
Soviet Socialist Republics) took part, the CHAIRMAN explained that, since a number of 
delegates had already spoken on the draft resolution as a whole, delegates were free to 
continue to do so, or to discuss it paragraph by paragraph, or subparagraph by subparagraph. 

Dr GALAHOV (Union of Soviet Socialist Republics) observed that the Working Group, and 
the Executive Board at its seventy -first session, had devoted a great deal of time and work 
to the draft resolution before the Committee. His delegation had no substantive objections 
to the draft resolution, but he wished to make a number of comments. 

The method of work of the Health Assembly, as the major body of the Organization, was 
so important that it had been considered on more than one occasion in the past on the basis 
of the experience that had gradually been acquired. The United Kingdom delegate had 
observed that the current exercise was the first comprehensive study of the method of work. 
While the approach adopted had been a broad one, it had not, in his view, been comprehensive 
since a number of questions of principle had been omitted. During the discussion by the 
Board at its seventy -first session, and in the current debate, the opinion had been expressed 
that the new procedures in the work of the Health Assembly should be applied on a trial basis. 
There was some discrepancy between the report of the Working Group aid the statement by the 
Vice -Chairman of Committee A. The Working Group had warned that discussion of the programme 
budget was a complex matter, and had requested the Executive Board to refrain from any 
premature judgements, since only after two biennial programme budgets had been considered 
could any appropriate conclusion be reached. 

Although, as he had said, he had no objection in principle to the new methods of work, 
they would adversely affect delegations from small countries; delegations with only one or 
two members could obviously not take part simultaneously in the work of two committees. 

The extremely limited experience of the Thirty -fifth World Health Assembly had shown 
that it was possible to condense the Health Assembly's work, but at the cost of undue haste: 
there had been insufficient time to adopt the draft resolution on the use of alcohol, while 
discussion of the question of tuberculosis control had been postponed for a year. 
A cautious approach should therefore be adopted. With reference to the half a day that 
would be saved by opening the Health Assembly at 12 noon and that had previously given time 
for heads of delegation to meet the Director -General and for delegates to discuss matters 
with the Secretariat, it was very important for the smooth opening of the Health Assembly. 

He had no objection to the amendment of Rule 52 of the Rules of Procedure, although 
the period of 24 hours previously adopted was that used in many organizations. 

He shared the concern of a number of previous speakers concerning the method of review 
of the programme budget. The question had given rise to considerable discussion in the 
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Executive Board, where no unanimity of views had emerged. The programme budget document 
called for a comprehensive review. A reason advanced for changing to the new method had 
been that of avoiding duplication between the Executive Board and Committee A. In his view, 
there could be no such duplication because of the complete difference in the legal character 
of the two bodies. The Board was composed of thirty members speaking in their private 
capacity, whereas Committee A was composed of representatives of Member States who spoke 
for their governments. 

Since the matter had been considered by the Executive Board and the programme budget 
review method had been amended as suggested by the Working Group, it might be hoped that 
the discussion would cover not only the major questions but all possible topics. It was 
repeatedly stated that detailed consideration of the programme budget was unnecessary since 
that had already been undertaken by the Board. It did not appear to him, however, that 
the Board had gone into great detail. It had certainly considered the programme budget 
page by page, but the summary records showed that it had failed to comment on considerable 
parts of the material. That might indicate that the appropriate experts had not been 
present or just that Board members had been tired. Such programmes as the control of 
harmful environmental factors, food safety and communicable disease control had not been 
the subject of any comment at all. Nothing could replace the detailed consideration of the 
entire programme. He supported the views of those delegates who had said that the new 
method of work should be adopted only on a trial basis, but he did not know how that should 
be incorporated in the draft resolution. Operative paragraph 1 of the draft resolution 
should be formulated in a flexible manner, but he was convinced that the duration of the 
Health Assembly in odd -numbered years should be two - and -a -half weeks so as to ensure that 
the discussion of the programme budget was both effective and productive. 

Mr BOYER (United States of America) supported the Chairman's decision to permit discussion 
of the matter as a whole; many of the previous speakers had dealt with issues touching 
upon the resolution in its entirety. His impression was that there was a general consensus 
that the proposals put forward by the Executive Board should be accepted. He saw nothing 
in the draft resolution to preclude minor adjustments in the proposed programme budget review 
procedure. The detailed questions before the Committee had been reviewed by the Working 
Group and by the Executive Board and, although he appreciated the observations made by the 
delegate of the Soviet Union on certain issues, he thought that those issues had been fully 

discussed. He therefore endorsed the views expressed by the delegate of China and also by 

other delegates as to the acceptability of the draft resolution before the Committee. There 

was no need to devote any more time to that question and the Committee should adopt by 

consensus the draft resolution submitted by the Executive Board. 

Dr CHAMOV (Bulgaria) wished to speak on three main issues. First, he was in favour 

of any change which aimed at improving the effectiveness of the Health Assembly, but he 
wondered whether the proposals before the Committee did in fact do so. The Thirty -fifth 

World Health Assembly had concluded its work in two weeks, but he had the impression that, 
as compared with the agendas of previous Health Assemblies, fewer technical questions had 
been discussed, and in his view that was hardly conducive to greater effectiveness. He had 
serious doubts whether the proposal to reduce the duration of the Health Assembly was backed 
by what he would consider well - founded arguments. Furthermore, the need to extend the 

functions of the World Health Assembly in surveying progress made in the implementation of 

the strategy of health for all by the year 2000 should not be overlooked. His second point 

was that the role of the Executive Board and that of the Health Assembly were interdependent. 

The effectiveness of the one depended largely on that of the other and that factor should be 

taken into account in dealing with the financial items on the agenda. In addition, no 

mention had been made, during the discussions, of the working methods of the Executive Board. 

Thirdly, he could not agree with the Working Group's proposal that a list of items to be 

discussed should be drawn up, as the Health Assembly provided a forum where delegates of all 

countries could bring up questions affecting the health of their own country, and that would 

make it possible for help to be given where necessary. It would also supply the Secretariat 
of the Organization with a wealth of information that would be useful to it in guiding the 

work of the programmes concerned through the next financial period. 

Dr CABRAL (Mozambique) laid great emphasis on the vital need for the smaller countries to 

receive the necessary documentation in good time before the Health Assembly took place. 

Smaller countries encountered certain difficulties in remaining for long periods in Geneva,and 
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consequently everything should be done to enable them to play their full part in the work 

of the Health Assembly; that was not possible without the necessary background documentation. 

Those documents were usually received only a few weeks beforehand and sometimes only in 

Geneva after the Health Assembly had begun. The proposed reduction in the duration of the 

Health Assembly made it all the more necessary to concentrate on essentials. In that 

connection, the programme budget review procedure recommended by the Working Group seemed 

logical, but both those who had taken part in the Executive Board discussions and those who 

had not been able to do so felt that they were in a transitional stage, and both the review 

procedure in Committee A and the Executive Board's report on the programme budget needed to 

be improved if the Working Group's aims were to be attained. 

The view was quite rightly expressed in paragraph 48 of Annex 1 to Part I of document 

EB71 /1983 /REС/1 that the programme budget review process should not be judged prematurely 

but that at least two programme budget reviews should be completed before final conclusions 

were drawn. That was the reason for his concern over operative paragraph 3 of the draft 

resolution under discussion, whereby the Thirty -sixth World Health Assembly would decide 

that the proposed programme budget review by Committee A should be undertaken in accordance 
with the procedure recommended by the Executive Board. The matter, in his opinion, should 

be clarified by adding a proviso to that paragraph to the effect that no final decision 
should be taken until this review process had been undertaken on an experimental basis by 
at least the Thirty -sixth and Thirty- eighth World Health Assemblies. 

Finally, he thought that the Technical Discussions should be held annually at the end 

of the first week of the World Health Assembly, with adequate attention being paid to the 
choice of items to be discussed and the organization of the discussions. 

Professor VANNUGLI (Italy) said that more time had been spent discussing the duration 

and methods of work of the World Health Assembly than on any other technical item or one 

relating to the programme. That discussion had started as long ago as 1956 or 1957 and had 

since then been the subject of innumerable resolutions and proposals. Those discussions 

had not been entirely useless as some results were beginning to emerge. He thought that the 

World Health Assembly should last two weeks or, if a programme budget was to be discussed, 

slightly longer but not as long as the three weeks of previous Health Assemblies. In his 

view, the delegate of the United States of America had proposed, though perhaps not formally, 

the closure of the debate and, since no fundamental criticisms of the draft resolution had 

been made, he would invoke Rule 63 of the Rules of Procedure of the World Health Assembly and 
call for the closure of the debate. 

Mr CHRISTENSEN (Secretary) then read out Rule 63 of the Rules of Procedure. 

In the absence of any objections, the motion was carried. 

Dr GALAHOV (Union of Soviet Socialist Republics), speaking on a point of order, asked 
the Chairman for his ruling on what proposals were before the Committee, in what order they 
would be voted on or whether the Committee was to vote on the resolution as a whole. 

The CHAIRMAN explained that the only proposal before the Committee was the draft 
resolution contained in Executive Board resolution EB71.R3 and he would suggest that the 
vote be taken on that resolution as a whole, unless the Committee wished to vote on each 
subparagraph separately. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that he understood that the 
delegate of Mozambique had made certain proposals concerning one of the paragraphs of 
the resolution. 

The CHAIRMAN replied that the delegate of Mozambique had suggested adding to paragraph 3 
a proviso to the effect that the review procedure was to continue on a trial basis for two 
Health Assemblies, and that it would then be for the Health Assembly to decide whether to 
reverse that decision. 

Dr CABRAL (Mozambique) said that what he had proposed was a clarification of the 
wording of the draft resolution, which, he pointed out, would be a legally binding instrument 
if it was approved by the Committee. What he had in mind was to make paragraph 3 more 
concise and more objective in specifying that the review process would be carried out on a 



282 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

trial basis during the Thirty -sixth and Thirty- eighth Health Assemblies. That was what the 
Working Group had recommended. 

Dr LAW (representative of the Executive Board) said that her impression was that the 
Board was recommending the procedure which had been recommended by the Working Group, but 
that it did not necessarily involve any time limit. The question of a trial period was a 

separate issue. 

Dr CABRAI (Mozambique) said that he would still like specific mention to be made of a 

trial period of at least two Health Assemblies, the Thirty -sixth and Thirty -eighth, before 
any final conclusions were drawn. 

Mr CHRISТENSEN (Secretary) then read out the text of operative paragraph 3 of the draft 
resolution amended in the light of the comments made by the delegate of Mozambique: 

3. DECIDES also that the review of the proposed programme budget by Committee A of 
the Health Assembly shall be undertaken on a trial basis at the Thirty -sixth and Thirty - 
eighth World Health Assemblies in accordance with the procedures recommended by the 
Board. 

The draft resolution, as amended, was approved.1 

The DIRECTOR- GENERAL believed that the Secretariat had been doing its utmost in getting 

out Health Assembly documentation on time in spite of all the difficulties involved. 

There was certainly still room for improvement and the Secretariat would be looking into 

other measures to ensure that all delegations would receive the necessary documents in ample 

time in the future. 

The meeting rose at 17h40. 

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

resolution WHA36.16. 



SIXTH MEETING 

Tuesday, 10 May 1983, at 9h00 

Chairman: Dr D. B. SEBINA (Botswana) 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 34 of the Agenda (continued) 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 

southern Africa: Item 34.4 of the Agenda (Resolutions WHA35.20, WHA35.21 and WHA35.29; 

Document А36/18) (continued from the fifth meeting, section 1) 

Draft resolution on'health assistance to refugees in Africa 

The CHAIRMAN called attention to a draft resolution on health assistance to refugees in 

Africa, which was sponsored by the African Group. The text read as follows: 

The Thirty -sixth World Health Assembly, 

Taking note of the United Nations General Assembly resolution 37197 of 
18 December 1982 on the convening of a second International Conference on Assistance to 

Refugees in Africa in 1984; 
Noting that the General Assembly appealed, in operative paragraph 9 of its 

resolution 37197, to the international community, all Member States and the specialized 
agencies to provide the utmost support for the Conference with a view to offering 
maximum financial and material assistance to refugees and returnees in Africa; 

Noting further that the Seventh Conference of Heads of State or Government of 

Non- aligned Countries, convened in New Delhi in March 1983, urged all Member States and 

the United Nations specialized agencies to provide full support for the International 
Conference on Assistance to Refugees in Africa; 

Recalling its resolution WHA35.29 on health assistance to refugees in Africa; 
Taking note with appreciation of the reports of the Director -General on health 

assistance to refugees in Africa; 

Bearing in mind the heavy sacrifices that the countries of asylum are making, 
despite their limited resources, to alleviate the plight of those refugees; 

Expressing appreciation of the assistance provided to refugees and voluntary 
returnees in Africa by the donor countries, United Nations specialized agencies, and 

intergovernmental and nongovernmental organizations; 

1. REAFFIRMS its resolution WHA35.29 on health assistance to refugees in Africa; 

2. REITERATES the need for WHO to give high priority to the assistance provided to 
refugees and voluntary returnees in Africa in the area of its competence; 

3. APPEALS to the international community, all Member States, intergovernmental and 
nongovernmental organizations to provide full support for the Conference; 

4. REQUESTS the Director -General: 

(1) to continue and intensify his cooperation, within his field of competence, with 
the Office of the United Nations High Commissioner for Refugees and other relevant 
organizations in the preparation and follow -up of the implementation of the 
conclusions of the forthcoming International Conference on Assistance to Refugees 

in Africa, which is scheduled to be convened in May 1984; 
(2) to keep the health situation of the refugees in Africa under constant review 
in order to ensure immediate and effective assistance to them; 

- 283 - 
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(3) to submit a comprehensive report to the seventy -third session of the Executive 

Board and the Thirty- seventh World Health Assembly on measures taken by the 
Organization to implement this resolution. 

He proposed to invite the Chairman of the African Group to introduce the draft resolution 

at once; the Committee would then discuss its contents at a subsequent meeting. 

It was so agreed. 

Mr OSMAN (Somalia), Chairman of the African Group, said that the draft resolution was 

designed to affirm and to ensure the follow -up to resolution WHA35.29, through the mobilization 

of assistance to refugees, to the extent that WHO was competent to do so. At the International 

Conference on Assistance to Refugees in Africa held in 1981 in Geneva, all the organizations 

of the United Nations system, together with other bodies, had been requested to provide help 

and support for African refugees within their respective fields of competence. The draft 

resolution before the Committee was submitted in the spirit of that Conference. 
Presenting successively the contents of the operative paragraphs, he expressed the hope 

that the draft resolution would be favourably considered by the Committee at an appropriate 

time. 

(For continuation, see summary record of the ninth meeting, section 3.) 

2. INFANT AND YOUNG CHILD NUTRITION, INCLUDING NUTRITIONAL VALUE AND SAFETY OF PRODUCTS 

SPECIFICALLY INTENDED FOR INFANT AND YOUNG CHILD FEEDING AND THE STATUS OF COMPLIANCE 

WITH AND IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES: 

Item 22 of the Agenda (Resolutions WHA34.22 and WHA34.23; Document А36/7) 

The CHAIRMAN pointed out that the item had been transferred by the General Committee 

from Committee A to Committee B. Part III of the Director -General's report contained in 

document Аз6/7, covering the status of compliance with and implementation of the International 

Code of Marketing of Breast -milk Substitutes, had been discussed by the Executive Board at its 

seventy -first session; the Board's comments would be found in document ЕВ71 /1983 /RЕС /2. 

Dr OLDFIELD (representative of the Executive Board), introducing document А36/7, said 

that the first two parts of the Director -General's report, dealing with the present global 

nutritional situation, with particular reference to infants and young children, and with the 

steps taken to give effect to resolution WHA34.23,on the nutritional value and safety of products 

specifically intended for infant and young child feeding, were being presented for the first 

time. Part III of the report, however, had been presented to the Executive Board in 

January 1983. It summarized information on the implementation of the International Code, and 

had been prepared in accordance with resolution WHA34.22. The information contained therein 

should be read together with section VI of the Director -General's biennial progress report,1 

whereby the Thirty -fifth World Health Assembly had been informed of action taken by WHO and 

Member States in the field of infant and young child feeding, in more than 100 countries and 

territories and in all WHO regions. 

The Executive Board had commented favourably on the variety of actions being taken at 

the national level to protect and promote breast - feeding and to ensure appropriate marketing 

of breast -milk substitutes. Since only 16 months had elapsed between adoption of the Code 

and the Director -General's report, the advances made by countries in implementing the Code 

were most encouraging. 

The Executive Board had agreed unanimously with the Director -General that it would be 

premature to proceed to a revision of the form or content of the Code: more information was 

needed from Member countries on the effects of the measures taken and on problems of 

implementation. The members of the Board therefore looked forward to the further reports 

from the Director -General which were called for in resolution WHА33.32 and Article 11.7 of the 

Code. 

1 Document WHA35 /1982 /REC /1, Annex 5. 
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Dr GONZÁLEZ (Venezuela) said that the Ministry of Health and Social Welfare of his 

country, in compliance with resolution WHA34.22, had, on 16 July 1982, promulgated a 

resolution based on the provisions of the International Code. This resolution included 

requirements that the superiority of breast milk must be stated on the labels of infant 

formulas; that the advertising of substitutes must be examined in advance by the Ministry; 

that no words or illustrations must be used to encourage the use of substitutes to the 

detriment of breast - feeding or to promote their consumption in the absence of medical 

supervision. 

As long ago as 1980, the Sociedad Venezolana de Puericultura y Pediatria had adopted a 

code of ethics concerning the use of breast -milk substitutes in the first six months of life. 

The code contained a number of basic principles to be followed by manufacturers of substitutes 

in the information they provided for the public. They were: that breast milk was the most 

suitable and complete food for the first six months of life; that no substitute was as good 

as or better than breast milk; that where a substitute had to be used, it should be used only 

under medical supervision; that advertisements must avoid the use of such terms as 

"humanized" or "maternalized ". Further details of that code would be made available to the 

Director -General in a communication to be sent shortly. 

Dr ZAANG Jing (China) said that infant and child nutrition were closely related to a 

nation's health and the quality of its population. Officials of WHO's Division of Family 

Health had recently visited China, to make a study of questions of maternal and child health. 

In conjunction with the Chinese Government, they had sponsored a conference on breast -feeding. 

The results of that exercise had been most encouraging, and his country hoped to strengthen 

collaboration with WHO in the field of infant and young child nutrition. 

China was a large country with a vast population, 650 million of which (or two -thirds) 

were women and children. Maternal and child health thus had a high priority; children were, 
after all, "the flowers of a country" and the future of a nation. Infant and young child 
nutrition had become a leading priority in China's health programme, and played a key role in 

child health care and primary health care. 
The Chinese Government advocated breast -feeding throughout the country. Breast - feeding 

was traditional, in rural areas, for at least the first year of life; the insufficiency of 
breast milk was less obvious in those areas than in the cities. The fact that most women in 
the urban sector held jobs interfered with breast -feeding, and a steady increase in the use of 
substitutes had been observed. In some major cities, the percentage of breast - feeding mothers 
had dropped to 20% or 30 %. That was a serious phenomenon, and the Government was doing its 

best to reverse the trend. A reform of institutional and hospital procedures had been 
carried out: e.g., the practice of supplying fluids, glucose or cow's milk to babies six to 
eight hours after birth had ceased, and mothers were no longer prevented from breast - feeding 

in the first 24 -36 hours of life. The results of that reform were now being carefully 
reviewed. 

In October 1982, a conference had been held in Shanghai on problems of breast -feeding, 

with the aims of arousing public interest, informing the people, and organizing training 

courses. A series of measures designed to spread knowledge of breast -feeding had been 

adopted. In March 1983, at a workshop to study the surveillance of breast -feeding, 

participants had exchanged views and made comparative studies of cases. On returning home, 

they had set up provincial workshops, and built up bases for observation. In some major 

cities, planned diet programmes were being implemented in selected nurseries and kindergartens, 

where the food was carefully chosen to match the needs of different age groups. The 

manufacturing and supply sectors were at the same time required strictly to observe the 

principles and regulations of food hygiene laid down by the State in production, packing aid 

advertising activities. In order to ensure the health of the country's infants aid young 
children, appropriate health and nutrition standards were being developed. Furthermore, 
attention was being paid to communication and education on nutrition, using films, slides, 

posters, magazines and books, all of which helped to spread knowledge of the principles of 

infant and child nutrition aid welfare. It was intended to increase activity in that 

respect in future years, in collaboration with WHO, UNICEF, UNFPA and other international 
bodies, with the aim of ensuring that by 1985, 80% of all mothers would be breast -feeding 

their babies for the first four months. 

Dr HAJAR (Yemen) said that for the purpose of implementing the International Code, the 

President of Yemen had issued a decree creating a committee composed of the Ministers of 
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Education and Health, together with other interested parties. The Ministry of Health had 

emphasized the importance of breast -feeding, giving the subject priority in the training of 

health cadres at the Institute of Health and of workers in the primary health services. 

A Ministerial committee had also been created to monitor the application of the Code, making 
use of the legislation which guaranteed it. Another area of activity concerned the 

promotion of awareness among mothers of the importance of breast -feeding. Family unions and 

mothers' unions had participated in that work. Since the Minister of Education was himself 
a physician, programmes of health education (in conjunction with programmes of literacy) had 

been increased, with particular emphasis on standards of feeding and nutrition for infants 

and young children. It was hoped that those efforts would continue. 

Mrs MUSHONGA (Zimbabwe) said that as part of the measures taken in implementation of the 
International Code, a booklet on baby -feeding had been published in 1981. A workshop had 
been held in May 1982, at which it was recommended: that the booklet be adopted and distributed 
by health workers, agricultural extension officers and teachers; that it be translated into 
the vernacular languages (Ndebele and Shona); that the information in the booklet be made 
known to the people. In that work, the Ministry of Health would collaborate with other 
ministries (Education, Agriculture, Information, Women's Affairs) and with the mass media 
authorities. 

The second step had involved the establishment of a ministerial committee to study the 
International Code and to consider the formulation of a national code. The Committee's 
members included Ministry of Health staff, members of the health department of the University 
of Zimbabwe, and staff from the Ministry of Education, the Ministry of Community Development 
and Women's Affairs, the Ministry of Local Government and Town Planning, and the City Health 
Department. The Committee had later been enlarged to include representatives of other 
ministries and of the private manufacturing sector. Its first task had been to examine the 

International Code, and modify it where necessary to suit the situation in Zimbabwe. It had 
quickly become clear that it was necessary to study the relevant educational material already 
available in the country. A subcommittee had been set up to visit the provinces, and had 

later reported back with its recommendations. It was found that most material was produced 
by the manufacturers of infant formulas, and therefore took the form of advertising; that 

all and lacked 
aids. It therefore appeared that the Ministry of Health must undertake to produce more 
suitable educational materials to promote breast -feeding, good weaning practices and so on, 

the only difficulty being the lack of graphic artists on the staff of the Ministry. 
To combat possible misuse of health facilities to promote infant formulas and other 

products, the Ministry of Health had stipulated what action in regard to the promotion of 
breast -milk substitutes should be avoided by health workers. 

In order to promote good weaning practices, information on infant feeding practices was 
needed. A survey had been carried out in that connection, the resulting data were being 
analysed, and conclusions were expected before the end of June 1983. 

A representative of the legal department of the Commonwealth Secretariat had been 
invited to Zimbabwe, to examine the situation with various authorities and make recommendations 
on legal aspects of the adoption of the International Code and the adaptation of existing 
legislation. 

An international workshop had been held in Zimbabwe in January 1983 to discuss the 
marketing of breast -milk substitutes, the implementation of the International Code and related 
legal matters. Various ministries had participated in the workshop, which had helped to 
make clear the issues at stake. 

A draft Zimbabwean Code on the marketing of breast -milk substitutes had been submitted to 
the Ministry of Legal Affairs, for advice on how it could best be enacted. The alternatives 
perceived were: the use of existing laws; the amendment of present law by a new bill; a 

separate Act of Parliament. Of those options, the first was considered to be an inadequate 
and time -consuming exercise, and it had therefore been decided to call the attention of 
ministries, nongovernmental organizations and manufacturers to the other two options, in order 
to ascertain their views before any definitive recommendations were made to the Ministry of 
Health. A meeting was scheduled for May 1983, at which it was hoped that the matter would be 
decided. 

In the meantime, the Ministry of Health had produced guidelines, which had been 
circularized to health workers, institutions and manufacturers, concerning the question of 
free donations and samples from infant formula manufacturers. Criteria for the provision of 
breast -milk substitute formulas had also been drawn up and circulated. Breast -feeding 
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continued to constitute an important issue in overall planning for primary health care in 
Zimbabwe. 

Mrs RUMJANEK CRAVES (Brazil) recalled that in 1981 the Brazilian delegation to the 
Thirty- fourth World Health Assembly had voted in favour of the International Code, with the 

understanding that the adoption of its recommendations would leave Member States free to 

elaborate national codes in accordance with their legal systems and to adjust those 

recommendations to local conditions and specific needs. 

The Brazilian Minister of Health had recently submitted to the President, in the form of 

a draft law, the Brazilian Code of Marketing of Breast -milk Substitutes. Its text was based 

on the recommendations of scientific bodies and international organizations and structured on 

the lines of the International Code, adopted by WHO, and provided, inter alia, for the banning 

of all publicity concerning breast -milk substitutes, as well as feeding -bottles and teats. 

Moreover, during the past two years the Brazilian Government had been carrying out an 

intensive nationwide campaign to promote breast -feeding programmes, with excellent results. 

Evaluation studies carried out with the support of UNICEF had shown it to be a model programme 

which might be utilized by other countries. 

Dr FERNANDO (Sri Lanka) said that the International Code had already been published in 

his country's official gazette. Pending the enaction of relevant legislation, the marketing 

of breast -milk substitutes was covered by the provisions of the Consumers' Protection Act. 

A survey of breast -feeding practices was being conducted, and had permitted the collection 

of data related to the incidence of diarrhoeal disease in infants. Sri Lanka would be the 

venue for a meeting on breast -feeding in September 1983. 

Dr ABOАGYЕ -АТТA (Ghana) said that in the developing countries childhood was a battlefield 
on which the casualties were many. One of the main causes of death was malnutrition, in 

particular protein- calorie malnutrition, normally in association with an infectious disease. 
There was a need for national surveys in the developing countries to establish the 

nutritional status of certain population groups. The Ministry of Health in Ghana was 
currently carrying out such an exercise in collaboration with the FАO/ IО /ОАU Regional Food 
and Nutrition Commission for Africa based in Accra. Particular attention was being paid to 
the problem of vitamin A deficiency in selected groups, particularly in the northern half of 
the country. 

In Ghana, breast -feeding was a traditional practice, artificial feeding and early 

weaning being the exception rather than the rule. However, in the virtual absence of 
industrially formulated breast -milk substitutes on the local market, the Ghanaian Ministry of 
Health would appreciate WHO cooperation, through the Regional Food and Nutrition Commission 
for Africa, in developing a reasonably priced, nutritionally satisfactory local product for 

infants who must be fed on breast -milk substitutes. The Nutrition Division of the Ministry, 

in collaboration with the Regional Food and Nutrition Commission for Africa, had drawn up 
guidelines on infant feeding, which had been discussed at a national workshop in September 1982. 

Another collaborative activity between his Government and WHO had concerned the 
preparation of a food and nutrition project to be implemented in the Northern Region of Ghana 
under the direction of the Ministry of Finance and Economic Planning. A multidisciplinary 
team of international and national staff had visited the project area from 7 to 18 February 1983, 
and FAO had recruited a consultant for the project for two months. 

In conclusion, he expressed satisfaction at the manner in which WHO was publicizing the 

advantages of breast -feeding, and support for the Director- General's recommendations in 
document А36/7, Part II, paragraph 15. 

Dr WILLIAMS (Sierra Leone) drew the Committee's attention to a recent instance in 

Sierra Leone in which a manufacturer had failed to comply with the International Code of 
Marketing of Breast -milk Substitutes. By advertising a baby -food with the recommendation that 
it be given to babies from the age of one month, the company had infringed the provisions of 
the International Code and acted at variance with current teaching. The incident had caused 
considerable concern to the Ministry of Health, which had taken immediate steps to stop the 
advertising. That was undoubtedly only one of many similar cases in the developing countries, 
on whose behalf she appealed to the manufacturers of breast -milk substitutes to refrain from 
such behaviour. 

Sierra Leone was in the process of publishing the International Code as a Government 
Notice, which would make its provisions mandatory on the importers and distributors of baby- 
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foods. In addition, a workshop on the Code would be held shortly, involving all the 
appropriate government ministries and nongovernmental organizations. The radio and other 
media would be mobilized more intensively to educate the public on infant feeding. It was 

also planned to set up a watchdog committee, comprising eight professionals from the Ministry 
of Health and the Law Officers Department, to monitor compliance with the International Code. 
Breast -feeding was now being actively encouraged, while steps were being taken to reactivate 
production of a protein -rich weaning food which was well tolerated by almost all infants and 
young children, but which had so far been produced in very small quantities because of the 

non- availability of raw materials and machinery. 

Dr DLAMINI (Swaziland) said that the Director- General's report showed that considerable 

progress had been made in most countries since the adoption of the International Code in 1981, 

thus indicating that the problem had been given priority attention in the majority of Member 

States. There was no room for complacency, however, and the Health Assembly should urge 

countries which had not yet adopted the Code to do so. The fact that most countries had 

adopted the Code in its entirety would make the evaluation and possible subsequent revision 
of its text a very easy matter. 

It was important to bear in mind that the issue of infant and young child feeding could 

not be solved in its entirety by the control of breast -milk substitutes. Factors such as 

personal hygiene, sanitation, water supply, child rearing practices, child spacing, etc. 

were also vital. Health education through primary health care remained a contribution of 

major significance to the programme. 
He drew attention to the fact that the adoption of the International Code had prompted 

certain companies manufacturing breast -milk substitutes to produce a parallel code, which 

they claimed was in support of the former instrument. He wondered whether the Secretariat 
was aware of or wished to comment on that development, which called for vigilance on the part 

of the Organization. 

In view of the international commitment which the adoption of the International Code 
reflected, it was important that information on any developments be widely circulated. His 

delegation supported the Director -General's conclusions in paragraphs 127 -131 of document А36/7, 

Part III. 

Professor SZCZERBAN (Poland) welcomed the Director -General's report. Although data for 

Poland were not listed in Part III of the document, which contained some representative 

information for the European Region, the general pattern of compliance with the recommendations 

of the International Code was very much the same in his country. There was no doubt that the 

nutrition provided in the initial period of life was decisive in determining long -term survival 

as well as the overall physical and mental wellbeing of individual human beings. Malnutrition 

in pregnancy increased the risk of low weight in the newborn and the chances of physical and 

mental retardation. It was clear from many reports by WHO experts that breast milk was the 

infant food best suited to promote the desired growth and development. However, in many 

industrialized countries, including his own, during the past decade the prevalence of breast - 

feeding had been and still was decreasing. There were many possible explanations for that 

trend, but the two most likely appeared to be, first, the type of life led by the mother, and, 

secondly, the saturation of the market with breast -milk substitutes. In his opinion, the 

main reason underlying the phenomenon was that mothers did not realize that breast -feeding 

not only involved the physical act of lactation but was also a most important preventive 

health measure. 

In his country, infant and young child nutrition constituted one of the basic health 

care programmes coordinated by the Research Institute for Mother and Child in Warsaw. One 

of the main objectives of the programme was to educate mothers regarding the benefits of 

breast -feeding. The programme had only recently begun, and he hoped that it would be 

effectively implemented by the health services with the help of the mass media, and would be 

subject to careful surveillance and monitoring. 

Mr VOIGTLKNDER (Federal Republic of Germany), speaking on behalf of the European 

Economic Community and its Member States, recalled that at the Thirty- fourth World Health 

Assembly the Community had fully endorsed the aims of the International Code of Marketing of 

Breast -milk Substitutes. With regard to implementation, it had pointed out that action had 

already been taken to achieve some of the aims of the Code within the Community; it had been 

stated that the Community and its Member States would endeavour, as appropriate, to give effect 

to other principles and goals set out therein, having regard to their constitutions, laws and 

social structures. 
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Broadly speaking, those provisions of the International Code which concerned 
information 

and education, health care systems, health workers and persons employed by the 
industry were 

primarily the responsibility of the Member States. As a general rule, the enforcement of 

such provisions did not necessarily call for the adoption of laws or regulations by the Member 

States, but could be achieved through non -legislative measures. In several Member States, 

voluntary agreements had been or were about to be developed. It should also be noted that 

the Commission of the European Communities was examining a draft voluntary code of practice 

for the marketing of breast -milk substitutes, prepared by the Association of Dietetic Foods 

Industries of EEC. 

The Community as an entity was responsible under the International Code for regulating 

the composition of breast -milk substitutes, their labelling and certain aspects of advertising. 

As far as their composition was concerned, the Scientific Committee for Food had been asked 

to make recommendations to serve as the basis for future Community regulations. The 

Commission of the European Communities would, of course, transmit to WHO any texts drafted 

in that respect. The future Community regulations must also cover the labelling of breast - 

milk substitutes; in that connection the International Code would serve as a reference 

document. It should be noted that any labelling or advertising likely to be misleading was 

already prohibited by Community regulations. 

Finally, he said that the Community and its Member States welcomed the Director -General's 

comprehensive report, and shared his view that it would be premature, at the present stage, 

to propose any amendments to the Code. 

Dr BARKER (New Zealand) said that New Zealand had accepted the International Code in its 

entirety and that the Minister of Health had secured the voluntary agreement of marketing 

firms in New Zealand to adhere to its provisions. The Minister had also set up a committee 

to monitor compliance with the Code, in accordance with its Article 11.2. That body, which 

included representatives of governments, marketing firms, the professions, the consumers' 

association and nongovernmental organizations, would examine any alleged breaches. 

Furthermore, as New Zealand was a major exporter of dairy produce, including breast -milk 

substitutes, the Minister had secured the agreement of exporters that they would adhere to 

the Code of any country to which they exported and, in the absence of such an instrument, 

to the International Code. The quality of the products manufactured in New Zealand had 

always been of the highest and in conformity with international standards such as those 

laid down by the Codex Alimentarius Commission. The sale of foods suitable for infants had 

always been governed by regulations. He appealed to other countries to adopt the International 

Code; only if they did so could New Zealand be assured that the very high quality goods it 

produced would be used in the best interests of the children of those countries to which they 

were sold. 
It must be remembered, however, that the purpose of the joint WHO /UNICEF Meeting in 1979 

had been the promotion of breast -feeding. The ultimate aim was thus to reach a stage at 

which the Code could be forgotten, and when the money and efforts devoted to its implementation 

could be redirected into the active promotion of breast -feeding. 

Dr RWASINE (Rwanda) noted with satisfaction that several manufacturing countries were 

prepared to adopt the International Code as a basis for national legislation. If some 

countries could see their way to doing that, so could others; manufacturers would thereby be 

convinced that it was in their long -term interests to comply with the Code. The European 

Parliament, for example, had less than a month previously repeated a request to its Members 

to issue general directives based on the International Code itself and not on incomplete 

versions of it. Rwanda for its part was setting up a committee to draft relevant legislation 

that would be entirely based on the Code, the only modifications being designed to bring the 
relevant provisions into Line with the social and economic conditions prevailing in the 

country. However, unless health leaders throughout the world cooperated on the issue, great 
difficulty would be experienced in providing such essential protection to mothers and children. 

Dr CASTELLÓN (Nicaragua) said that his Government had in December 1981 enacted a Law on 
Breast- feeding, based on the provisions of the International Code, which among other things 
prohibited the advertising of breast -milk substitutes. Compliance with those provisions was 

being supervised by the Mass Media Authority in coordination with the Ministry of Health, and 
no such advertising had taken place in 1982. The use, composition, price and distribution of 

breast -milk substitutes, considered as medical supplies, were being monitored by an 
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Intersectoral Committee on Pharmaceutical Products. The quality control of imported 
products and of the stocks kept by retail and wholesale distributors was carried out by the 

National Institute of Hygiene and Epidemiology. The action Nicaragua was taking to promote 
breast - feeding included the provision of health education on the subject to expectant 
mothers, to primary health care, pharmaceutical and nursing trainees, to health teams and to 

the general public through the mass media, arid the application of national standard 
practices on breast - feeding in the general context of maternal and child care. Those standards 
applied to health education for pregnant women, various measures at and immediately after 
birth to stimulate the mother -and -child bond aid breast -feeding, the avoidance of oestrogen - 
containing contraceptives for nine months after birth, breast - feeding for children with 
diarrhoea, and the establishment of breast -milk banks for the feeding of children suffering 
from malnutrition. The adoption and implementation of the above -mentioned Law and the 
measures to promote breast - feeding were of great importance for child health and exemplified 
the Nicaraguan Government's commitment to achieving health for its people. 

Dr CHRISTIANSEN (Norway), speaking on behalf of the Nordic countries (Denmark, Finland, 

Iceland, Norway and Sweden) commended the Director -General's report. The adoption of the 

International Code had proved a most significant health policy measure and would undoubtedly 

have an impact on infant health in most countries. Despite general recognition of the fact 

that the health of future generations depended on the proper feeding of infants and young 

children, little specific action to promote such feeding practices had been taken before 
adoption of resolution WHA34.22. Another result of the adoption of the Code had been the 

light thrown on actual infant feeding practices arid the incentive given to countries to review 
their own situations with a view to improving them. Although the preparation of the Code had 
not been uncontroversial and had involved arduous negotiation, the fact that no admendments 
had been suggested since it had come into force indicated that there was global acceptance for 

it as it stood. Unfortunately, although the Nordic countries were fully committed to the Code, 

its implementation at national level had been slower and more complicated than expected. 

While infant feeding practices varied throughout the Nordic countries, one common feature had 
been the increase in breast - feeding during the 1970s after the decline observed in the 1950s 
and 1960s. Work had begun under the auspices of the Nordic Ministerial Council to gather 

material to elucidate the phenomenon. The results of the study might be of interest to 

countries trying to cope with declining breast - feeding rates. In the Nordic countries, health 

authorities aid other relevant bodies were engaged in a series of dialogues with industry, 

health worker representatives and consumer groups in order to reach voluntary agreements based 

on the Code; one country had already signed such an agreement, and elsewhere arrangements had 

been made with representatives from health workers' organizations for the application of those 

parts of the Code pertaining to their work. The provisions of resolution WHA34.22 were thus 

being followed up. 
The Nordic countries looked forward to reporting further on the infant and young child 

feeding situation in their countries through the agreed biennial reporting system. However 

they felt that it might also be useful for such country reports in the future to include 
reviews of the status of implementation of the Code. The Director -General was also urged to 

give special attention to the status of implementation of the Code in his 1986 report on 
infant and young child feeding. That would give countries three years to implement the Code 
at national level and assess the effect of the measures adopted. In the meantime, the 

Secretariat was urged to assist Member States by providing advice on quality control and on 
the nutritional value and safety of infant and young child foods and by giving guidance on 

how best to monitor implementation of the Code. Clarifications such as those provided 
jointly in 1982 by WHO and UNICEF in their "Notes on the Code" would also be welcome, as would 
steps to monitor the application of resolution WHA34.23 on the nutritional value and safety 

of infant and young child foods. 

There was a moral obligation on all countries throughout the world to apply the decisions 

of the Health Assembly. The formulation of Code had provided a valuable learning experience 

despite the obstacles encountered; WHO had been shown to be on the right course and should 

continue its action. 

Dr OLGUIN (Argentina) said that malnutrition, especially in infants arid young children, 
was a problem of considerable concern. The health sector was not the only one involved in 

the solution of that problem, since the food industry, the education sector aid others all 
had a contribution to make. 

The Argentine delegation commended WHO's work on infant and young child feeding, 

particularly as related to breast - feeding and breast -milk substitutes. The Director -General's 
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report on the matter was of considerable interest. Although action at the national level on 
the subjects it covered - ranging from epidemiological studies to implementation of the 

Code - was the responsibility of individual countries, WHO had a fundamental role to play in 

ensuring global and interregional coordination. In that regard, epidemiological studies to 

determine nutritional status, infant feeding practices and the use being made of breast -milk 
substitutes were particularly important. Argentina had carried out such studies in 
collaboration with WHO; these had shown that earlier trends towards the increasing use of 
breast -milk substitutes were changing in favour of a return to breast -feeding. 

Argentina had made a careful study of the Code. An Expert Committee consisting of 

representatives from the public and private sectors and the Argentine Codex Alimentarius 

Commission had been set up to consider how best to implement the Code in the light of existing 

Argentine law and the Argentine Codex Alimentarius. As a result of that review, a decree had 

been promulgated to include the text in the Argentine Codex Alimentarius and thus ensure its 

application in Argentina. 
Another important aspect of the subject was the quality control of foods; the Argentine 

Ministry of Health had some jurisdiction in that area, particularly with regard to breast - 

milk substitutes and the qualitative and quantitive analysis of the components of accepted 

formulas when their use was necessary. Attention to such topics would help to ensure that 

infants and young children were fed in such a way as to ensure their proper physical and 

overall development in line with the Organization's aim to improve human health and wellbeing. 

Professor RODRIGUEZ GAVALDÁ (Cuba) said that in view of Member States' concern for 
breast - feeding and infant and young child feeding, it was of fundamental importance that the 

issue be discussed at the Health Assembly. For more than 20 years, Cuba had accepted full 

responsibility for the health of its citizens with the result that the highest possible level 

of health had advanced from the status of a legal right to that of an imperative ideological 

need of the human being. Recognition of that need was most important for the newborn and 

the nursing child, which was at a most critical period of its life. Hence it was necessary 
to consider all relevant factors, not merely size and weight but also those effects of the 

use of breast -milk substitutes that might jeopardize the long -term health prospects of the 

individual. 

The Norwegian delegate had referred in part to that aspect of the matter in asking what 

impact the feeding of the child might have on future health in adult life. Those were 

technical matters which did not appear to have been included in the Director- General's 
magnificent report, which he considered to be profoundly important because it introduced 
into the Organization a vital concern that was essential in the context of health for all by 
the year 2000. It could not be forgotten that the children being born all over the world 
at that very moment would be young people of seventeen in the year 2000. Among the 
technical considerations to which he had referred there were, first of all, certain enzymatic 
questions affecting the alimentary canal in the nursing infant and the young child. Nature 
had wisely adapted to the dietary habits of the different ethnic groups which composed the 
populations of the planet, and he felt that no industrial manipulation, however expert, 
could replace the wisdom of nature, which had seen to it that the enzyme system of the 
human being was adapted to the milk it received. There were vast populations throughout 
the world which naturally practised breast - feeding and which had to be protected against 
any attempt, however well -meaning, to introduce types of milk that were alien to the human 
system. No bacteriological manipulation, however expert, could obscure the fact that 

the mother produced milk for her child just as the cow produced milk for its calf. 
That consideration was important in terms of enzymes, of the acceptance by the child of 
mother's milk as a natural thing; and in the long run there were perhaps even more 
fundamental considerations of an immunological nature. His delegation had repeatedly asked, 
in the light of the presence in the blood of the umbilical cord, or in the blood during the 
first weeks of life, of antibodies against cow's milk, what would be the long -term effects 
if feeding by such non -natural milk were insisted upon? What effect would it have on the 
production of toxic antigen -antibody complexes in the child's blood and their subsequent 
gradual deposit in such organs as, for example, the kidney? Or on the appearance of 
certain more or less mysterious kidney diseases of the young: cryptogenetic diseases, of 
an etiology difficult to establish? The expert committees which examined such questions 
should include in their future studies for the Health Assembly the enzymatic and immuno- 
logical factors which might arise from the use of inappropriate milk. He was aware that 
there were difficulties in applying the International Code that might be classified 
into two categories: those of an economic nature, which existed in many but not all 
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countries; and psychosocial difficulties of acceptance by the mother of breast -feeding. 
But he stressed that the fundamental importance of the Code, and its acceptance by all those 
who had spoken, was that it created an atmosphere favourable to the acceptance by the mother 
of her natural role as her child's first source of nourishment. That was of great 
importance, and both mother and child needed to be protected from incursive advertising 
techniques that were penetrating to the most remote villages all over the world in the 
attempt to introduce foods that were not natural for the infant. 

In the campaign to change the attitude of women towards breast - feeding, it was 

important not only to introduce considerations of quantitative nutritional values, which 
had been mentioned previously, but also technical questions to instruct the mothers of the 
world in giving priority to the health of their children, above and beyond the demands of 

modern life. He warmly welcomed WHO's interest in the question, and urged that the studies 

continue so as to include, in addition to the assessment of weight and nutrition, the 

technical factors to which he had referred, through an extension of the tasks of the relevant 

expert committees. 

Dr ARSLAN (Mongolia) said that the Director- General's report provided a concise view 
of the situation with regard to nutrition and the implementation of the International Code. 

The correct feeding of infants and young children was, of course, a most important factor in 
mental and physical development. In Mongolia, considerable attention was paid to the 

improvement of child nutrition; that was reflected in the health legislation of the 
Mongolian People's Republic and the decrees of the Government. Breast - feeding was being 
actively promoted at all levels, including children's health centres and consultation centres 

for pregnant women. In implementing the International Code of Marketing of Breast -milk 
Substitutes and in implementing the Codex the improvement of child nutrition had received 
a new impetus from the force of certain circumstances. Together with breast -feeding, 
patterns of mixed feeding were being introduced, especially in cities and towns. At present 
there were 94 milk kitchens in use in the country; they provided various alternatives to 

breast milk for nursing infants in cases where the use of substitutes had been formally 
prescribed by a paediatrician. From 1982 onwards, certain concentrates of vitamins had 
been prepared, and were being produced for use by children in combination with artificial 
milk during winter months and also in spring. In rural areas, State and collective farms 
were taking steps to reinforce and amplify the work of prenatal clinics, where certain 
habits were instilled with regard to hygiene and the care of the newborn. In areas where 
there was a shortage of milk products, special services had been created to provide those 
products through the normal network of shops, and to make them available to families with 

infants. Milk was provided in both powder and liquid form, depending on the season. 
Local paediatricians kept watch over the physical development of children and infants and 
provided advice to the parents. 

In conclusion, he said that the Mongolian delegation considered that the International 
Code was a very important document, and was convinced that any work in countries with the 
help of WHO in connection with the Code would produce most positive results. 

Dr КONARЕ (Mali) congratulated the Director -General on his excellent report. 

His delegation entirely supported the different resolutions adopted during the past two 

years concerning breast -milk substitutes. In order to facilitate legislation it had been 

deemed necessary in Mali to establish an interministerial committee to study the practical 
ways of applying the International Code. That committee had recommended carrying out an 

inquiry during the current year into breast - feeding in rural areas and in urban areas, where 

the problem remained most acute. The results of that inquiry would be the subject of a 

national debate, and measures adapted to the realities of the country would be taken by common 

consent. 

Dr HOUÉNASSOU- HOUANGВЕ (Togo) also congratulated the Director -General and the 

Secretariat on the report, but pointed out that the nutritional situation in Africa and 

especially in Togo was poor, and that much remained to be done in order to obtain an 

accurate idea of the actual state of affairs in the countries of the continent. In Togo, 

a survey was being made of products specifically destined for the nutrition of infants and 

young children in the cities, for it was there more than anywhere else that an anarchic 

sale took place of products destined for children and stored under conditions that were not 

always adequate. That survey should make it possible to determine the measures needed for 

introducing order into the conditions of storage and sale of those products for nursing 

infants and young children. 
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But it was also necessary to proceed methodically, for very bad habits had been acquired 

over the years in the marketing of breast -milk substitutes and foods for infants and young 

children. The role of health education was very important. In the rural areas, where the 

populations were fortunately not yet invaded by the snobbery of breast -milk substitutes, breast - 
feeding was encouraged by giving out information and by audiovisual methods, insisting on the 
importance of proper maternal nutrition during pregnancy and during the postnatal period. 
It was indispensable that WHO, UNICEF and other organizations continue to assist Member 
States, at their request, to collect all the necessary data to prepare a national programme 
to combat malnutrition and also to find out how to adapt the International Code of Marketing 
to their own realities and national conditions. UNICEF must increase the number of its 
posters and its audiovisual methods to further encourage breast -feeding. 

His delegation endorsed the Director -General's conclusions, particularly in 
paragraphs 127 -131 of the report, but he would reiterate the need to obtain much more 
accurate and precise data on the state of nutrition of the populations in the developing 
countries. 

Professor SYLLA (Senegal) observed that from the medical, nutritional and epidemio- 
logical standpoints, unmistakable progress had been recorded since the warning in 1974 
against the disturbing trend towards the use of breast -milk substitutes, and especially 
since the adoption in 1981 of the International Code of Marketing. But that progress was 
slow, as had even been noted in the address delivered at the current session by the President 

of the Thirty -fifth World Health Assembly, the head of the Senegalese delegation. Certain 
constraints of a legislative nature had been encountered as soon as Senegal had fully complied 
with the provisions of the Code. 

He had followed most attentively the statement by the delegate of the Federal Republic of 
Germany concerning certain provisions, in particular those dealing with labelling and 

advertising. He had also noted with great interest in the Director -General's report the 

references to problems related to packaging that were so specific in Africa. Among the 
difficulties faced by Senegal he cited only four: the first concerned the legal definition of 
products designated under the generic name of "breast -milk substitutes" or "breast -milk 
supplements" or even "dietetic foods ". The second difficulty concerned commercial practices 
with regard to the naming of the product, its packaging and labelling. The third difficulty 
concerned marketing procedures, and the manner in which infant foods were promoted by company 
representatives. The fourth difficulty, finally, involved special provisions for foods 

shipped wholesale, or even in bulk consignments, under the heading of international aid. The 
problems posed by local industry and traditional foodstuffs were, by contrast, easier to solve. 

Notwithstanding those concerns, be believed that the Director -General's report would 
indeed help countries to take up the challenge; for its part Senegal resolutely intended to 

do so. 

Dr MANTRA (Indonesia) said that, considering the decreasing trend of breast - feeding, 
especially in urban areas, his Government had adopted the promotion of breast - feeding as 
one of the policies of maternal and child health and nutrition in the Ministry of Health. 
It had been found that most mothers in rural areas did indeed breast -feed their children 
until the age of about one year, but most of them breast -fed only from one side, with the 
result that the child did not receive enough milk. The exact reason for that practice 
had not been found, but the Government was now encouraging mothers to breast -feed their 
babies from both breasts. In many rural areas, supplementary food was introduced during 
the first week of life. Having ascertained those facts, the Government of Indonesia had 
made intensive efforts to promote breast - feeding and the judicious use of supplementary 
foods. It was encouraging mothers to breast -feed the child until two years of age, and was 
promoting the development of weaning food that was nutritious, affordable and acceptable 
by mothers. It had compiled a list of agencies advertising breast -milk supplements so as 
to coordinate them and bring their operation into line with government policy. That 
coordination was being carried out by a cross -sectoral body at the central level. 
The Indonesian Government had also launched a nutrition education programme for pregnant 
and lactating mothers. 

Among the issues Indonesia was facing was the fact that more and more mothers were 
working outside their homes, especially in cities, and therefore relied on breast -milk 
supplements. They also identified breast - feeding as a traditional, and thus by 
implication, old- fashioned practice. 

The meeting rose at 11h05. 
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1. INFANT AND YOUNG CHILD NUTRITION, INCLUDING NUTRITIONAL VALUE AND SAFETY OF PRODUCTS 
SPECIFICALLY INTENDED FOR INFANT AND YOUNG CHILD FEEDING AND THE STATUS OF COMPLIANCE 
WITH AND IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES: 
Item 22 of the Agenda (Resolutions WHA34.22 and WHA34.23; Document А36/7) (continued) 

Dr SIDHU (India) said that the Director- General's report had drawn attention to many 
issues which required immediate attention. The goal of health for all would remain a dream 
unless the problem of malnutrition among infants and young children was successfully tackled. 
A concerted and coordinated effort by those in charge of health and health -related sectors was 
therefore essential. Malnutrition was the root cause of many public health problems. The 

report by the Executive Director of UNICEF on the State of the World's Children 1982 -1983 
showed that malnutrition today affected approximately one- quarter of the young children of the 
developing world, sapping their energy, restraining their growth and lowering their resistance. 

It was inextricably linked to illness and infection, which aggravated malnutrition and were in 

turn aggravated by it. Over 40 000 young children died every day from malnutrition and 
infection, and for every one that died six lived on in hunger and ill health and would be 

affected by them for ever. Tremendous efforts were needed to tackle such problems. The 

nutrition problems of infants and children were closely linked to maternal health, poverty and 
ignorance. The advantages of breast - feeding could only be advocated, however, when a breast - 
fed baby was shown to be healthier than a bottle -fed baby. The health of the mother was, 

therefore, the most relevant factor. In that context, the programme of maternal and child 
health care assumed special significance. 

While the issue of breast - feeding was not so acute in most of the developing countries 

where the majority of the population was rural -based and had neither the means nor the 

inclination to change to new feeding practices, the tempo of urbanization and the vigorous 

promotional efforts on the part of the manufacturers of breast -milk substitutes had resulted in 

a gradual increase in the number of children being bottle -fed or fed with the large variety of 

baby foods. The problem needed to be tackled from two angles, first by instituting health 

education campaigns to promote the advantages of breast -feeding, and, second, by ensuring that 

production, storage and distribution of breast -milk substitutes was hygienically carried out, 

in order to protect the health of the children who consumed those products. 

The Health Assembly had taken timely note of the problems and the Director -General had 

urged Member States to take action on the various resolutions passed by the Health Assembly. 

A good deal of progress had been achieved, as was clear from the reports from Member States, 

each of which was trying within its own social, economic and political framework to give effect 

to the decisions of the Health Assembly. 

Since the last "action taken" note on finalizing the draft code of conduct for the 

production and marketing of infant foods and feeding bottles in India, further progress had 

been made. Preliminary consultations with the Ministry of Law had been concluded and a 

proposal for the regulatory control of the production and marketing of infant foods was in 

hand. However, pending finalization of the necessary legislative measures, the Indian 

Government had encouraged the continuation of breast - feeding for several months, supplemented 
with semi - solids from the age of four to five months. An evaluation carried out within the 
framework of the Integrated Child Development Scheme projects, of which there were some 350, 

had shown that the mothers breast -fed their babies up to the age of one year or beyond. Such 
a trend was a healthy one. Furthermore, doctors aid other medical staff in government 
hospitals had been instructed not to accept free samples of baby foods from the manufacturers, 
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since such acceptance tended to promote the cause of breast -milk substitutes. Doctors had 
also been advised to promote the cause of breast - feeding by educating women in its advantages 
and the ill- effects of the use of baby foods. They had been advised, too, that the newly -born 
child should be kept with the mother, which in turn would promote breast - feeding. In addition, 
a campaign had been launched through All India Radio and Television to promote breast - feeding 
through sponsored programmes prepared by the Ministry of Social Welfare. The Government was 
also considering banning radio and television advertising of infant foods and breast -milk 
substitutes, or regulating them in such a way that they had little chance of influencing the 
public. 

Nongovernmental organizations had an important role to play in the implementation of such 
codes. The National Alliance for Nutrition of Infants, a nongovernment coalition in India, 
had been very active in advocating the code and monitoring the promotional practices of the 

infant milk companies. In cooperation with WHO, UNICEF and the Indian Government, it had 
recently held a conference in Delhi to train community workers, health personnel and women's 
organizations in the promotion of breast -feeding, including training in the monitoring of 
harmful company practices. 

It was distressing, however, that both local and foreign manufacturers of infant milk 
still engaged in marketing practices which took advantage of the loopholes in the International 
Code. As he had reported the previous year, the drafters of India's code had carefully 
reviewed the International Code to ensure that no loopholes remained in their own. It was to 
be hoped that WHO would ,continue to review progress in implementing the Code and, in particular, 
progress in compliance by industries with the spirit and letter of the Code. Violations of 
the Code could not be tolerated when infant health was at stake. 

There had been considerable discussion at the 1981 World Health Assembly as to whether 
the Code should be adopted as a regulation or as a recommendation; in order to reach a 

consensus, it had been adopted as a recommendation. With hindsight it might have been better 
to adopt it as a regulation, thereby encouraging a swifter response. Matters might be 
improved if a definite time were designated for further review, such as the Thirty - seventh 
World Health Assembly, or the Thirty -eighth at the latest. 

Resolution WHA34.23 dealing with the assessment of the quality of industrially prepared 
infant food and in particular weaning food, requested the Director -General to carry out studies 
to assess how the quality of those products might change during storage, especially in tropical 
and arid climates. Such studies were important, as the Director -General's report had shown, 
and had proved that those products deteriorated much more quickly than was to be expected from 
the stated shelf life. Such studies should be carried out by independent laboratories using 
methods that would give objective and scientifically sound information. They should also be 
given proper government support. 

His Government attached special importance to infant and young child nutrition and to the 
promotion of breast - feeding both as a health measure and as a family planning measure. The 
Indian delegation therefore fully supported the measures suggested by WHO, and placed 
particular emphasis on the need for swifter and more effective implementation. 

Dr KAKITAHI (Uganda) said that measures to implement the Code had included a seminar 
organized by the Uganda Branch of the Inter -parliamentary Union, WHO and UNICEF in March 1983, 
with the aim of making parliamentarians, policy makers and the general public aware of the 
issues involved in child nutrition, and particularly of the importance of breast - feeding and 
good weaning practices. Breast -milk substitutes and other baby foods had also been discussed. 
As a follow -up, an intersectoral workshop was scheduled for mid -July to work out a Ugandan code 
and the regulations to enforce it. Some of the regulations would come under the Bureau of 
Standards Act, others under the Dairies Act and the Advertising Act. A national survey to 
determine the exact pattern of breast - feeding and weaning was planned for later in the year to 
facilitate the development of an appropriate code and regulations. 

Since the adoption of the International Code in 1981, the Ugandan Government had 
concentrated its efforts on encouraging breast - feeding and, with the participation of women's 
organizations and local milling concerns, developing appropriate weaning foods using locally 
available foods. Those weaning foods were inexpensive and were less of a health hazard than 
imported baby food in view of the poor environmental sanitation and lack of water, most of 
that region of Africa being affected by serious drought. The promotion and improvement of 
weaning practices was carried out within primary health care. 

During the same interim period, health education material had been designed and 
distributed and talks had been given on radio and television to promote breast -feeding. Due 
to severe economic difficulties, the importation, sale and distribution of breast -milk 
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substitutes and other baby food had been drastically reduced for a number of years, and the 

little that was available was beyond the purchasing power of most people. Preparation of 
the Ugandan code and regulations was therefore being accelerated to ensure that they were 
operational before breast -milk substitutes flooded the market again as the economy improved. 

It was regrettable that, in spite of the so- called cooperation between the baby food 
manufacturers, governments and the WHO Secretariat in the implementation of the International 
Code, sales promotion practices had hardly changed. The Ugandan delegation therefore urged 
the Secretariat and all Member States in which baby foods were manufactured to increase their 
dialogue with those manufacturers with a view to ensuring the successful implementation of 
the Code. 

Dr CORNAZ (Switzerland) said that her delegation had always stressed the importance of 
good quality food products for infants and young children. It therefore attached great 
importance to resolution WHA34.23, which requested that studies be carried out to assess the 

changes occurring over a period of time and under the prevailing storage conditions in arid 
and tropical regions, in the quality of the products specifically intended for infant and 
young child feeding. Switzerland was prepared to make every contribution within its power to 
such studies in accordance with resolution WHA34.23. It was essential that the analytical 
methods should be approved and adopted by all those concerned and skilled in food analysis. 
The purpose of that resolution was to determine the real changes in nutrients in tropical and 
arid climates to enable manufacturers and Member States to take the necessary steps, in the 
light of the actual storage conditions, to ensure that food products which had lost all their 
nutritional value were not given to children. 

Dr FERREIRA (Mozambique) said that Mozambique gave the highest priority to the healthy 
development of children and to child welfare. Child nutrition was consequently one of its 
main concerns. 

In 1982 the basic principles of an infant feeding scheme, in which breast -feeding was an 
integral part, had been established for adoption nationally. Documents and visual aids for 
use in health units and teaching centres, and by the National Women's Organization had 
accordingly been produced. Furtherfore, on the basis of the International Code of Marketing 
of Breast-milk Substitutes, a national code had been drawn up which was currently being 
discussed by the relevant authorities. 

A feasibility study had also been carried out on the manufacture of a local weaning food 
for which the basic technology was already available. Such a step was in line with the 
recommendation of the 1982 Yaоundé conference on the child. The predominantly urban market 
for that product was currently being supplied by imported products. The National Food and 
Water Hygiene Laboratory had consistently been involved in the quality control of imported 
and locally produced food products for children. Mozambique urged Member States to 
implement resolution WHA34.23 in order to guarantee the safety of products intended for the 
infant and young child. Implementation of that resolution in Mozambique signified quality 
control through a centralized sub -regional system of the nutritional aspect of the foods, to 
ensure that their nutritive value was maintained in difficult storage, transportation and 
climate conditions; the hygienic aspect of controlling the effects of micro -organisms, 
environmental contaminants, additives and packaging was equally important; in 1982, Mozambique 
had made available the facilities of the National Food and Water Hygiene Laboratory in the 
sub - region. 

During the current year, efforts were to be concentrated on implementing the infant 

feeding scheme through health workers, training centres and women's groups. It was to be 

hoped that an atmosphere would be created in which an exchange of ideas and experiences 

would take place with neighbouring countries, in the belief that mutual assistance was 

essential if child nutrition in the region was to be improved. With the adoption of the 

International Code of Marketing of Breast -milk Substitutes, even greater efforts would be 

made towards its implementation and subsequent monitoring. 

Mr TEKA (Ethiopia) said that in compliance with resolution WHA35.26 dealing with the Code 
of Marketing of Breast -milk Substitutes, Ethiopia's Ministry of Health had established an 
Intersectoral Core Committee including representatives also of the Ministry of Labour and 
Social Affairs, the Ministry of Education, the National Mother and Child Health Centre, the 
Ethiopian Nutrition Institute, the Revolutionary Ethiopian Women's Association and the 
National Children's Commission. That Committee had developed a plan of action for the 
promotion of breast -feeding and the proper feeding of infants and young children. Thanks to 
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the participation of the Revolutionary Ethiopian Women's Association in the Core Committee, 

community involvement in the implementation of the related activities was assured. 

Furthermore, the advertising of breast -milk substitutes through the mass media had been 

banned; educational kits for the public, teachers, health workers and other development 

workers had been produced; the translation and distribution of the breast -feeding booklet had 

been completed and the revision of the curriculum for the training of health workers in the 

feeding of infants and young children was nearing completion. 

In those endeavours, the Ethiopian delegation attached great importance to the continued 

monitoring of breast -feeding and other infant and young child feeding practices, as well as 

the monitoring of activities and the nutritional status of mothers and children. It also 

considered that special attention should be given to the promotion of the status of women in 
society, to which the Ethiopian Government accorded high priority. 

Dr KHALID SARAN (Malaysia) recalled that he had touched upon the Malaysian Code of Ethics 
for Infant Formula Products in his address to the Health Assembly in plenary. Referring to 
paragraph 118 of Part III of document A36/7, he informed the Committee that the revision of the 
Code mentioned in that paragraph had been completed and the revised version had been launched 
by the Minister of Health on World Health Day. 

In Malaysia, activities relating to infant and young child nutrition formed an integral 
part of the maternal and child health programme. Advice on breast -feeding and weaning 
practices was given to mothers during antenatal and child health sessions, in the form of 
individual advice, group talks and cooking demonstrations held on specific days to show how 
various types of weaning foods were prepared from available local foods. The strategy of 

community nutrition education in which demonstrations were held in the community with the 

support of community members had been implemented. Related activities were also carried out 
by community extension workers, who gave instruction in such topics as home economics and 

provided information and advice on supplementary feeding. 
Community education and information on infant and young child feeding were provided 

through the mass media. The training of all nursing personnel in infant and young child 
feeding had been strengthened. The topic was also being emphasized in the curricula of 
medical schools, and in training in home economics, food technology, agriculture, etc. 
Training of women's groups had been carried out and the role of such groups in promoting 
infant and young child feeding had been laid down. 

Malnutrition existed particularly among the rural and urban poor. With the rapid 
migration of the population into urban areas, malnutrition among squatters and those living 
in the slums and on the periphery of urban areas was a matter of growing concern. As in most 
developing countries, the most vulnerable section of the population comprised infants, 
toddlers, pre -school children and pregnant aid nursing mothers. No precise information was 
available concerning the degree and extent of malnutrition in Malaysia, but isolated studies 
and surveys in selected areas of the country indicated that it was a public health problem. 

His country had begun to apply its national nutrition surveillance system in 
September 1982. That programme had four objectives: establishment of a national nutrition 
profile; trend assessment; establishment of the growth pattern of young children; and 
monitoring of malnourished children. It was hoped that the programme would provide the 
necessary information for planning, monitoring and evaluation. 

Malaysia considered that the problem of malnutrition required a multisectoral approach. 
Reduction of malnutrition was viewed as one of the country's anti -poverty programmes, cutting 
across the activities of many sectors. It involved raising family income, improving the 
production, availability and storage of food, giving nutrition education and, where necessary, 
providing food supplements, particularly for mothers, infants and young children. 

Dr MORKAS (Iraq) recalled the discussions that had taken place at the last session of 
the Executive Board, when the value of breast -feeding to child health had been emphasized. 
His Government had enacted legislation in respect of the period of pregnancy and early 
motherhood, under which pregnant women in employment were granted 72 days' leave, followed 
by six months' leave on full pay after the birth of the baby. 

His Government was opposed to advertising on behalf of companies producing breast -milk 
substitutes, since such campaigns made mothers less aware of the importance of breast -feeding. 
It attached great importance to health education through maternal aid child health centres 
throughout the country, where advice was given on correct and healthy methods of feeding. 

Professor SHEHU (Nigeria) pointed out that the problem of malnutrition in Third World 
countries was complex and its full extent and consequences had yet to be realized. Despite 
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the lack of accurate and extensive information, however, limited stucies had shown that the 
problem existed in all age -groups and geographical locations, the greatest sufferers being 
young children and mothers. 

In his country, malnutrition was largely the result of logistic problems, including 
problems of distribution, storage, preparation and consumption patterns, rather than of 
inadequacies in food production. For example, one part of the country was rich in meat and 
milk, but the facilities for distributing them to parts where they were scarce were 
inadequate. Fruit and vegetables were plentiful in the south but in short supply in the 
north, where prices were prohibitive. Infrastructural improvements would go a long way 
towards minimizing the imbalance and reducing the incidence of some forms of nutritional 
disorder. 

Vitamin A deficiency was a good example. The condition was very prevalent in the 
northern parts of Nigeria and gave rise to a high incidence of blindness. Palm oil, which 
was very rich in vitamin A, was abundant in the south, but was not easily available in the 
north and, when available, was costly. 

Many food items were produced seasonally, when supply exceeded demand, while during the 
off -season they were scarce and prices rose sharply, giving rise to many cases of malnutrition, 
particularly among children and among women of child -bearing age. It was important to 
introduce methods of preserving such food items to make them available throughout the year and 
to discourage the development and marketing of so- called substitutes. 

Patterns of food consumption in many countries were influenced by religious and 
cultural taboos, which in some cases were responsible for malnutrition, again mainly in 
children and expectant mothers. Children might, for example, be forbidden to eat eggs or 
meat. 

The phenomenon of the working mother was an important factor in the early cessation of 
breast -feeding, particularly in urban areas. A more dangerous development now being 
observed was the attraction of artificial feeding for mothers even in rural areas, not only 
because it was considered convenient but because it had become a sort of status symbol. 
Such dangerous trends must be counteracted by proper education of mothers during pregnancy. 
The activities of artificial feeding promoters must be curtailed and closely watched. His 
delegation welcomed the leadership which WHO had given and continued to give in that regard. 
It fully supported the Director -General's recommendations in respect of products intended for 
young child feeding. His country's Food and Drug Administration, which was responsible for 
monitoring the quality of such products - whether produced locally or imported - required to 
be strengthened, and his Government looked forward to receiving WHO support in that respect. 
It was extremely interested in receiving the research protocol referred to in paragraph 16 of 
Part II of document А36/7 when it became available, and it particularly welcomed the signs of 
willingness on the part of industry to cooperate in the implementation of resolution WHА34.23. 

In his statement to the Health Assembly, the Federal Minister of Health of Nigeria had 
referred to the encouraging developments in his country with respect to the status of 
compliance with and implementation of the International Code of Marketing of Breast -milk 
Substitutes. He urged all governments and WHO to continue their commendable efforts to 
ensure full compliance with resolution WHA34.22. His delegation had noted with considerable 
regret that some major industrial establishments were beginning to show less enthusiasm for 
its implementation. 

Dr SANTOS PARDAL (Portugal) said that, during the past five years, there had been an 

improvement in the nutrition of the entire population of her country, including expectant 

mothers and children - vulnerable groups which had received special attention from the health 

structures and from social security. The factors and measures responsible for that 

improvement had included improved socioeconomic conditions; regular examination of 

expectant mothers and children, together with nutritional education and elimination of iron 

and vitamin deficiencies; a fall in the birth rate; better spacing of pregnancies through 

family planning and increased interest on the part of women in the health of themselves and 

their children; a fall in the number of low- birth - weight infants; and encouragement of 

breast -feeding through various forms of publicity. After a year's application, the national 

code for the marketing of breast -milk substitutes had been modified so as to eliminate the 

supply of samples of new milk products to doctors and health services. The code continued 
to be applied by the parties concerned: health services, professional persons and industry. 

The existing problems related to baby foods and flour, for which there were as yet no 

standards, and to advertising on television and elsewhere of such articles as feeding bottles. 
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The quality of breast -milk substitutes was controlled by standards formulated in accordance 

with the Codex Alimentarius. 
Since 1982, the Paediatric Hospital at Coimbra, with the support of WHO and with the use 

of modern information collection methods, had started a survey in the area, the main subject 

of which was breast - feeding, but which also covered such questions as family planning and 

control of infant diarrhoea. 

Dr JOGEZAI (Pakistan) observed that the report of the Director- General (documentA36/7) was 

informative and instructive; his delegation had taken note of the role of the health sector 

in the prevention and control of malnutrition. 

The joint role of WHO and UNICEF in the prevention of malnutrition had been given 

practical expression in his country. With a special grant provided to UNICEF by the Italian 

Government, a project for nutrition education, a survey of nutritional problems and 

improvement of dietary habits, promotion of breast -feeding and control of malnutrition 

had been prepared. A nutrition syndicate existed in the Planning Commission, with 

representation from the Ministry of Health, the Ministry of Agriculture and the Women's 

Division, to sketch out an inter -agency plan of action. 

With UNICEF assistance, steps were being taken to enforce the use of iodized salt in 

northern areas of Pakistan where goitre was prevalent. 
A consultative committee had been formed to enforce the application of the Code of 

Marketing of Breast -milk Substitutes prepared by WHO. Breast milk was the best food for 

infants and babies since it not only provided immunity for the child but also gave much -needed 

psychological and emotional assurance and a sense of belonging. Intensive efforts should be 

made to popularize breast - feeding with a view to promoting child health, and as a major step 

towards health for all by the year 2000. The biological right of babies to have breast milk 

must be protected. 

Professor LUNENFELD (Israel), supporting the programme under discussion, said that 

Israel, which had a traditionally strong interest in maternal and child health, possessed a 
well -developed system of maternal and child health centres providing comprehensive preventive 
and curative services throughout the country. Its programme hinged mainly on the specially - 
trained public health nurse working in close and effective collaboration with the family 
doctor - or community health physician - and in consultation with the paediatrician, 
obstetrician, nutritionist and community worker. The system had enabled his country to 

establish an evenly distributed network of primary health services throughout the country, in 

both rural and urban areas. The programme had had a particular impact on Judaea and Samaria, 
with 79 maternal and child health centres, and in the Gaza district, with 24 such centres, 
and had significantly contributed to the reduction of infant mortality and to an increase in 

breast -feeding. 
The active prenatal care programme included monitoring and instruction in maternal 

nutrition and child care, including breast -feeding. Iron and folic acid were supplied to 

prevent anaemia and maternal undernutrition. Birth weight studies were being carried out 
with a view to examining regional variations and other factors. 

Infant nutrition had received considerable attention in recent years. Child growth was 

monitored on growth curves, using the standard developed by the National Centre for Health 

Statistics; there were intensive courses for public health nurses; the height and weight 

of infants and children up to 2 years and from 2 to 18 years was monitored; and surveys of 

growth patterns of children were being developed. 

The Ministry of Health was encouraging breast -feeding: it required imported and locally 

produced baby foods to be labelled with the words "Breast- feeding is the best food for 

children; when mother's milk is insufficient, or when breast - feeding is impossible, you 

should give the infant appropriate food ". As a result, breast -feeding was again on the 

increase. For children with milk or other food idiosyncracies, appropriate substitutes, 
such as formulas containing protein hydrolysates and medium -chain triglycerides, were 
provided at a heavily subsidized price. 

His country was investigating the prevalence of iron deficiency anaemia of infancy and 

formulating strategies to reduce that public health problem. It would like to see more 

attention paid by the Organization in research projects to questions related to the timing 

of the addition of other foods during the breast - feeding period, to the prevention of iron 

deficiency anaemia, to growth patterns of child populations experiencing different feeding 

patterns, and to related matters. 
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His delegation fully endorsed the WHO initiative in encouraging breast - feeding, and 
urged that that subject and related factors should continue to be explored. 

Dr KOINUMA (Japan), welcoming the Director -General's report (document А36/7), observed 
that the aim of the International Code of Marketing of Breast -milk Substitutes 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. From 
that viewpoint, his delegation was glad to note that a summary of the global nutritional 
situation, with particular reference to infants and young children, was presented in connection 
with the progress report on compliance with, and implementation of the International Code. 
He earnestly hoped that all the data concerning the global nutritional situation, generated by 
national efforts and by recent surveys, would be taken fully into consideration for the 
implementation of the International Code. 

Professor BENHASSINE (Algeria) said that the agenda item under discussion was of extreme 
importance for the health of the child, and consequently for the health of adults. 

The initial purpose of his statement was to make good an omission in Part III of the 
report (document А36/7), in which no analysis was made of the situation in Algeria with 
respect to the Code of Marketing of Breast -milk Substitutes. His country, which had worked 
actively in WHO in favour of the Code, had, as it were, anticipated its application. In the 

context of the national nutrition programme implemented some years earlier, important measures 
had been taken which had been applied for over ten years, including firstly, the development 
by the services of the Ministry of Health, in association with national experts and with WHO, 
of national formulas for the composition of the various breast -milk substitutes; and secondly, 
the local production or import of such substitutes in accordance with the composition determined 
by the legislation. As far as local production was concerned, Algeria was manufacturing a 
weaning flour rich in local plant proteins, which had proved highly beneficial to the normal 
growth of children and had aroused the interest of certain countries and international organi- 
zations. The import procedures applied by his country were fairly simple. International 
invitations to tender were issued, prescribing not only the quantities and methods of packaging 
and despatch, but also the chemical composition of the product concerned, and requiring the 
manufacturer to provide information on the results of analyses carried out by the national 
control laboratory and to ensure that labelling, including the name of the product, was in 

accordance with the appropriate specifications. 
The third measure was the absolute prohibition of any commercial advertising of breast - 

milk substitutes and, through the State monopoly over foreign trade, the elimination of 
foreign trademarks in Algeria. Fourthly, legislation had been enacted some ten years earlier 
to determine the quality control conditions, to ensure safety and to regulate the methods of 
sale to the public. Lastly, the only form of publicity allowed - and one that was widely 
disseminated by the mass media - was that which encouraged breast -feeding. Such publicity had 
given rise to an appreciable decrease in the consumption of breast -milk substitutes. 

Referring to Part II of the Director -General's report aid to resolution WHA34.23, he said 
that his delegation endorsed the recommendations made in the light of field studies, appealed 

to scientific institutions of Member States of WHO to contribute to the current study, and 

hoped that WHO would succeed in finding the necessary funds for quickly conducting, in 

cooperation with FAO and UNICEF, the necessary research on the subject, in accordance with 

that resolution and in response to the request from the Codex Alimentarius Commission. 
The proper application of the International Code of Marketing of Breast -milk Substitutes 

would depend less on the good will or understanding of the industry than on the determination 
of countries, and particularly of developing countries, to protect the health of their children 
and of their population. 

Dr Sebina took the Chair. 

Dr KLIVAROVÁ (Czechoslovakia), referring to the implementation of resolution WHA34.22 in 

Czechoslovakia, said that gynaecologists, nurses and midwives kept expectant mothers under 

observation in a nationwide network of medical institutions. They were also instructed in 

infant feeding and in the benefits of breast -feeding, aid reminded of the importance of a 

proper life -style and of nutrition, including an adequate consumption of proteins, vitamins, 
etc. Attempts were made to induce expectant and nursing mothers to stop smoking and 
consuming alcohol because of their harmful effects on the unborn child. In maternity 
hospitals, the importance of breast -feeding was stressed as mother's milk could not really be 
replaced by anything else, from the point of view of its immunological properties. 
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Unfortunately not all women had sufficient milk, in particular those engaged in intellectual 

work, and in such cases they had to rely on breast -milk substitutes; but these could be 

obtained only on the prescription of a paediatrician and only in pharmacies. The labels on 

packages of breast -milk substitutes were required to give detailed instructions on how the 

product in question was to be used, how the container was to be sterilized, and what type of 

water could be used to dissolve the product; the use of water containing nitrates in 

concentrations greater than the permissible level was prohibited. Breast -milk substitutes 

were subject to strict laboratory control and to strict standards covering their manufacture 
and supply. Mothers were also warned that they must avoid contaminating the products 

themselves. Every product had to bear a label stating its expiry date, but mothers were 

also told that, once a package had been opened, the contents should be used as soon as 

possible. Mothers who could not breast -feed their children were given diet sheets to ensure 

that their children developed normally and received adequate amounts of protective substances. 

Working women were entitled to six months' leave after birth with payment of 90% of their 
average salary. After that every woman had the right to stay at home to look after her child 
up to the age of two years, without pay, but also had the right to return to her previous 
employment if she so wished. 

Dr EL GHAWABY (Egypt) said that the Egyptian Ministry of Health had issued a directive 
banning all advertising of breast -milk substitutes whether addressed to clinics and hospitals 
or directly to pregnant women and mothers. Any information about breast -milk substitutes 
and samples of such products could be distributed only to medical practitioners and experts 
in related fields for professional information and research. In Egypt all mothers were 
entitled to three months' leave on full pay, the aim of that provision being to encourage 
breast -feeding. Mothers were also entitled to two years' leave after birth to take care of 
their children. They were entitled to such leave three times in all in the course of their 
working life. All mothers were provided with medical history cards for their children in 
order to record full details of the child's development up to the age of three. A mass 
campaign had been launched to educate mothers in the importance of breast -feeding. 
Information was also provided on complementary and supplementary foods as well as weaning 
foods. A booklet on how to feed children, published in 1979, had recently been reprinted. 

Dr GARCIA MARTINEZ (Honduras) said that the International Code of Marketing of 
Breast -milk Substitutes was under discussion by the National Congress and he had been 
informed that it would be approved. The Ministry of Health was carrying out a campaign to 
promote breast -feeding, on the one hand by organizing seminars, courses and conferences for 
professional workers in that field, especially those responsible for maternal and child care, 
and on the other by the use of the mass media to bring about a change in public attitudes in 

the light of the great advantages offered by breast -feeding. 

Dr SТRANGWAYS -DIXON (Australia) said that on 2 May 1983 the Australian Federal Ministries 
for Health and Primary Industry had endorsed the Australian Code of Practice for the 
Marketing of Infant Formulas, which was stated in the Director -General's report (document 
А36/7) to be "approaching completion ". The Australian Code gave effect to the International 
Code, but with one or two minor modifications necessary to comply with existing Australian 
legislation. 

Mr MUSTAFA (Bangladesh) congratulated WHO on drawing the attention of the international 
community to the importance of breast -feeding and to the steps needed to control the 
marketing of breast -milk substitutes. 

Dr COELLO (Ecuador) said that in April the Ministry of Public Health of Ecuador had 
drawn up draft regulations on the marketing of foodstuffs for nursing infants and for 
children under the age of one year; those regulations would come into force in two months. 
The regulations divided products for nursing infants and children under the age of one into 
three groups: breast -milk substitutes, dietetic products with therapeutic properties, and 
supplementary or weaning foodstuffs. A certificate of quality, issued by the health authority, 
was necessary to show that the raw materials used in such products were free from bacteria, 
fungi and yeasts. The use of ionizing radiation in the production process was prohibited. 
Breast -milk substitutes must be based on modified cow's milk or the milk of other animals and 
contain all the necessary nutrients, such as proteins, fats, carbohydrates, minerals, 
vitamins A and B and phosphates. Dietetic products with therapeutic properties must be made 
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based on modified cow's milk or soyabean flour with, in some cases, the addition of other 
nutrients or active ingredients. As far as weaning foods were concerned, the formulas must be 
based on milk, meat, cereals, vegetables or fruit, either individually or in combination. 
Official approval had to be obtained from the health authorities before marketing and 
advertising could be undertaken. Products had to be packaged in airtight containers that 

were not transparent. The label, which had to be in Spanish, had to provide essential 
information concerning the product in question and satisfy the standards laid down. In 
particular, it was required that the label should clearly state that the product did not 
replace mother's milk and had to be prepared exactly in accordance with the instructions. The 

draft regulations also required the labels of dietetic products with therapeutic properties 
to specify that such products should be used in cases of allergy to mother's milk or in 

special pathological conditions. The use of such terms as "humanized" or "maternalized" and 

of pictures implying that the product in question replaced mother's milk and was just as good 
was prohibited. The labels used for weaning foods were required, in addition, to state that 

the products should not be the sole source of nutrition for the infant. Advertising of breast - 

milk substitutes could be directed only to paediatricians and only through the scientific 
literature. All forms of advertising of those products to the general public were strictly 
forbidden. Advertising of dietetic products with therapeutic properties and samples of such 

products could be addressed only to medical practitioners and medical establishments. 

Advertising of weaning foods addressed to consumers required prior authorization from the 

Ministry of Health. Finally, the draft regulations provided for a scale of sanctions for 

infringement of their provisions, the most severe being a total ban on the sale of the 

offending product. The regulations would be revised and updated as frequently as necessary 

in the light of scientific progress. 

Dr FAREED (Mauritius) said that his country had cooperated with WHO and UNICEF in the 
organization of a national survey of the feeding of infants aid children. The data collecting 

stage of the survey had just been completed; it had also focused on determining the 
prevalence of diarrhoeal diseases in children under the age of one. 

Dr CISSE ALFA (Niger) said that the issue of infant and young child nutrition presented 
two different aspects not only in Niger but in other developing countries. Breast -feeding 
and weaning only caused problems in the large urban centres. In rural areas, breast -feeding 

was carried out by the mother or a young aunt and there was always someone in the family who 
could attend to the child's needs if the mother herself was unable to do so. In urban 

centres,however,modern life -styles had led to the introduction of the bottle and what went 
into it. Weaning foods in most cases were local products used for demonstration purposes in 

mother-and-child-care centres attended by mothers seeking to learn how to prepare such foods 
in the hope that their child would develop normally. The problem lay in those local products, 
which were often not everywhere available in adequate quantities at all times. In the Sahel, 
for example, water was a basic necessity of life rather than a contributor to the quality of 

life. Certain groups of the population in the large urban centres, however, instead of using 
the carrots which grew on the banks of the Niger, preferred to buy imported products or, 
worse still, bought jars containing made -up foods. During the terrible drought of 1970 -1974, 
there were in Niger jars of so- called "high- protein" foods which, in the event, had been found 
to contain no more than two grams of protein. Countries were unable to protect the health of 
their populations because they could not carry out the analyses which would have demonstrated 
that those "high protein" foods were killers in disguise. 

There was general agreement in the Committee that infant and child feeding and the 
related issue of breast -milk substitutes were problems of public health, and many delegates 
had provided information on the measures which their countries had taken in that connection, 
but were those measures really effective? The delegate of Algeria had said that it was 
countries themselves which must bear the heaviest burden of responsibility. If the issue 
had acquired such importance, it was only because countries had not lived up to their 
responsibilities. The same was true in other fields. For example, during the discussion on 
the drug problem, the Committee had been told that in those countries which produced the drugs, 
it was impossible to interfere with free competition and the workings of democracy. During 
the debate on vaccination, the Committee had been unanimous that the cholera vaccine currently 
used was practically useless, and had unanimously agreed to the abolition of compulsory 
vaccination against cholera for travellers. One country which had announced that it would no 
longer require cholera vaccination for travellers was nevertheless charging travellers a fee 
for such vaccination if they did not have the appropriate stamp proving that it had been 
carried out. 
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The same was true in regard to the quality of vaccines. If a product bore a label, the 

statement on that label should be the truth. Three -quarters of mankind lived in countries 

which lacked the means to carry out quality control tests. Virtually all delegates were 

doctors but each, on returning home, could see that, in his own country, the actions of the 

politicians and decision -makers were not in accordance with what had been decided at the 

World Health Assembly. There were enormous differences between what was decided in the 

Health Assembly and what actually happened subsequently in each sovereign State. 

But did sovereignty exist if there was no guarantee of health, or if a country could be 

called dishonest, or if certain companies worshipped at the shrine of money? He therefore 

appealed to the entire international conununity to ensure that a resolution, once adopted, 

became an obligation in the conscience of each delegate who should regard it as his duty to 

persuade his national authorities to accept its provisions. There would then be less disparity 
throughout the world in the interpretation and implementation of resolutions. It was 

important that delegates should remain vigilant and continue the struggle against certain 

obstacles to progress which had unduly prolonged the duration of the World Health Assembly and 

made it necessary to deal with too many subjects which came up repeatedly year after year. 

Dr YACOUB (Bahrain) said that Bahrain had been happy to host a training workshop on 

the determination of infant and young child feeding patterns organized by WHO and attended 

by countries from the Eastern Mediterranean Region. Following that workshop, a number of 

surveys had been undertaken with a view to examining the prevalence and duration of breast - 

feeding, patterns of weaning and their relationship to patterns of diarrhoeal diseases. 

On the basis of those surveys, national programme policies would be developed. He hoped 

that such activities would also be undertaken in other countries of the Region so that the 

regional picture of infant and young child feeding and health could be updated on a regular 

basis. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) thanked delegations for the 

valuable information which they had provided about the broad and varied aspects of their 

infant and young child nutrition programmes. The discussion would serve to guide the 

Organization in its future activities in support of country efforts for improved maternal and 

child nutrition as an integral part of the strategies for health for all and overall health 

development. 

Since 1979 there had been frank and fruitful dialogue and cooperation among the 

various parties interested in the important issue of infant and young child nutrition, 

including Member States, the United Nations family, other international organizations, 

professional associations, nongovernmental organizations and the infant food industry. 

Such dialogue and cooperation was continuing in all directions with a view to trying to 

achieve the aim and principles of the Code as only one element in the support and promotion 

of breast -feeding, which in itself was only one element among the broader issues relating 

to nutrition and health. An example was collaboration between the Standing Committee of 

the International Paediatric Association and WHO leading to endorsement by the Association 

of the International Code of Marketing of Breast -milk Substitutes. A further example was 

the discussion with representatives of the infant food industry pursuant to resolution 

WHA34.23 on the nutritional value and safety of products used specifically in infant and 

young child feeding. At the same time many nongovernmental organizations had continued 

to keep WHO informed about their multiple activities to improve infant and young child 

nutrition. In that connection the International Baby Food Action Network had reported 

that in 1982 it had sponsored five regional conferences to promote breast - feeding and to 

support national efforts in accordance with article 11.4 of the Code. 

A specific question had been raised as to whether the Secretariat was aware that a 

number of manufacturers of breast -milk substitutes had adopted codes of practice or had 

issued internal instructions to their marketing personnel concerning their intention to 

comply with the International Code of Marketing of Breast -milk Substitutes. As part of 

the continuing dialogue, WHO had become aware of the action taken by a number of manufacturers, 
some of whom had requested the Secretariat to provide technical opinions on such instructions 
in relation to the aim and principles of the International Code of Marketing of Breast -milk 
Substitutes. 

In connection with the overall subject of the Director -General's report contained in 

document А36/7, a number of delegations had stressed the importance of maternal nutrition 
and had suggested that that issue should be elaborated in future reports together with the 

effect that it had on child nutrition as well as the implications of childhood nutrition 
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for adult health. That suggestion had been noted and would be taken into consideration 

in the preparation of future reports by the Director -General. 

Several delegates had suggested that the status of compliance with, and implementation of, 

the International Code should be reviewed by the Health Assembly in the future. In that 

connection, the status of the Code and the compliance of breast -milk substitutes with it would, 

pursuant to resolution WНА33.32, be included in the Director -General's regular biennial report 

in even -numbered years on infant and young child nutrition, as part of the other broader issues 

on infant and young child nutrition in general. 

Since the report of the Director -General had been prepared, additional information had 

been provided by 25 Member States from all regions of WHO. With particular reference to 

paragraph 97 of Part III of the Director -General's report, the Regional Director for Europe 

had reported that nine European countries had provided updated information which he would be 

happy to pass on to Member States upon request. A similar situation applied in other 

Regions. All new reports received would in any case form part of future reports to the 

World Health Assembly on the same subject. 

The CHAIRMAN proposed that, if there were no objections, the Committee should take note 

of the Director -General's report contained in document А36/7. 

It was so agreed. 

2. 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 - REPORTS OF THE 

INTERNATIONAL COMMITTEE OF EXPERTS IN MEDICAL SCIENCE AND PUBLIC HEALTH: Item 31 of the 

Agenda Resolution WНАЭ4.38; Documents А36/12 and Add.l and Corr.1, А36/13 and Corr.1, 

and A36 /INF.DOC./11) 

The CHAIRMAN drew the attention of the Committee to two reports prepared by the 

International Committee of Experts in Medical Sciences and Public Health to implement 

resolution WHА34.38, namely document А36/12, which was entitled "Effects of Nuclear War on 

Health and Health Services ", and document А36/13 and Corr.1, entitled "The Contribution of 

Health to Socioeconomic Development ". 

The DIRECTOR- GENERAL said that, pursuant to resolution WHА34.38 on the role of physicians 

and other health workers in the preservation and promotion of peace, he had, as requested in 

operative paragraph 2(1) of that resolution, created an international committee composed of 

eminent experts in medical science and public health. The members of the Committee had elected 

as their Chairman Professor Bergstrom, who had appeared before the World Health Assembly on a 

number of occasions when he had been Chairman of the Global Advisory Committee on Medical 

Research. He wished to take the opportunity of congratulating Dr Bergstrom in the presence 

of the Committee on being awarded the Nobel Prize for his outstanding research work on the 

prostaglandins. 
The other members of the Committee and its advisers were all eminent experts in various 

disciplines relating to the subject and included the ex- President of a large African country, 

who had been elected Vice -Chairman, as well as physicists, physicians, geneticists, 

epidemiologists, public health experts, experts on nuclear medicine and biology, on radio - 

pathology and radiation protection, the Chairman of the Radiation Effects Research Foundation 

in Hiroshima, Japan, the Director -General Emeritus of the International Atomic Energy Agency, 

the Secretary of the United Nations Scientific Committee on the Effects of Atomic Radiation, 

as well as experts on burn injuries and plastic surgery. 

The Committee had met formally on three occasions arid had done a tremendous amount of 

work in between. Its members aid advisers had carried out such work on their own, in 

correspondence with one another and in four working groups, each dealing with different 

aspects of the effects of nuclear warfare on health arid on health services. The subject of 

their study was the effects of nuclear war on health and health services, which was the title 

of the Committee's report. That was the issue which he had requested the Committee to study, 

and they had remained strictly within those terms of reference. 

He had himself listened to some of the deliberations of the Committee and, as could well 

be imagined from the stature of its members and advisers, they were serious in the extreme 

and of a very high scientific and intellectual standard. 
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Some of the members of the Committee and the advisers to it were present. They included, 

in addition to Professor Bergstrom, Academician Bochkov, Director of the Institute of Medical 

Genetics in Moscow, Dr Kruisinga, public health expert and health policy maker from the 

Netherlands, who had been a member of the Executive Board, Professor Lechat, epidemiologist 

from Brussels, and Professor Rotblat, Emeritus Professor of Physics in London. He felt 

certain that they would all respond fully to any questions in their respective spheres of 

competence that delegations might wish to address to them concerning the Committee's reports. 

In addition to the study of the effects of nuclear war on health and health services the 

Committee had also studied the contribution that WHO, as a United Nations specialized agency, 

could aid should make to economic and social development. That too had been requested by 

resolution WHA34.38 and the Committee's report, entitled "The contribution of health to 

socioeconomic development ", was before delegates. 

Professor BERGSTROM (Chairman, International Committee of Experts in Medical Sciences and 

Public Health) said that the Committee had studied the health consequences of three possible 

scenarios under specific technical conditions. The first concerned the detonation of a one - 

megaton bomb over a large city which would kill more than one and a half million people and 

injure as many. The second related to a "limited" nuclear war with smaller tactical nuclear 

weapons totalling 20 megatons, aimed at military targets in a relatively densely populated 

area, which would exact a toll of about nine million dead and seriously injured, of whom more 

than eight million would be civilians. The third scenario was that of an all -out nuclear war 

using at least half of the estimated present stockpiles of nuclear weapons (an approximate 

total of 10 000 megatons) which would result in more than 1000 million deaths and 1000 million 

injured. 
It was obvious that no health service in any area of the world would be able to deal 

adequately with the hundreds of thousands of people seriously injured by blast, heat or 
radiation from even a single one -megaton bomb. Even the death and disability that could 
result from an accidental explosion could overwhelm national medical resources. 

It was difficult to comprehend the catastrophic consequences and the human suffering 
that would result from the effects of nuclear explosions in the second and third scenarios. 
Whatever remained of the medical services in the world could not be able to alleviate the 
disaster in any significant way. 

The Committee was aware that its present report was not exhaustive, and therefore 
recommended continuation of the work of the Organization in the area. It further stressed 
the need to assess the feasibility of the health protection measures, especially in the event 
of a thermonuclear accident. 

The conclusion of the Committee however, was that, from a medical point of view, the 
approach should be primary prevention of thermonuclear explosions for military purposes. The 
Committee believed that WHO could make important contributions to that process by systematically 
distributing information on the health consequences of thermonuclear explosions and by 
continuing and expanding international cooperation in the field of health. 

The meeting rose at 17h30. 
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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 - REPORTS OF THE INTERNATIONAL 
COMMITTEE OF EXPERTS IN MEDICAL SСIENCES AND PUBLIC HEALTH: Item 31 of the A ends (Resolution 
WHА34.38; Documents А36/12 and Add.l and Corr. 1, А36/l3 and Corr.1, and A35 /INF.DOC./11) 
(continued) 

Dr FERREIRA (Mozambique) congratulated the International Committee of Experts on its 
outstanding report on the effects of nuclear war on health and health services, which 
demonstrated what nuclear war would mean for humanity and how war constituted a negation of 
the concept of health for all. Since the Second World War, various armed conflicts had 
broken out at different points of the globe. For reasons which she would not analyse in the 
present discussion, all those conflicts had taken or were taking place far from Europe, 
although they involved means of war manufactured in Europe and America, and it might be 
because of their relative remoteness that there was so little real awareness of what they 
represented. But neither Europe, nor indeed mankind in its entirety, were sheltered from 
the threat of nuclear war produced by the growing armaments race, and the minds of men were 
turning to movements in favour of peace throughout the world. It was in that spirit that 
resolution WHA34.38 had been adopted, with its emphasis on the role of physicians and other 
health workers in the preservation and promotion of peace. 

Hers was one of the countries of Southern Africa which had been living in a permanent 
state of war for the past 20 years. After Mozambique's 10 years of struggle for national 
liberation, war had broken out in neighbouring Zimbabwe, aid at the present time an undeclared 
war was being waged by South Africa, with a constant risk of generalization. The apartheid 
régime of that country adopted a bellicose and permanently aggressive attitude towards its 

neighbours. The fact that South Africa possessed nuclear weapons, as well as an arsenal of 

chemical and bacteriological weapons, gave serious cause for alarm. 
When preventive measures failed, it was the duty of doctors and health workers to 

diagnose the ailments from which their patients suffered, and in the same way an attempt must 
be made to identify the causes of the threat to world peace. But it was difficult to find a 

global answer to that question. In the case of her own country, she would point to the past 

influences of Portuguese colonialism and the minority regime in Rhodesia, and to the present 
behaviour of the régime in Pretoria, which, in the name of western civilization, was 
committing crimes of genocide, which defined South Africa as belonging to the whites alone 
and which was herding the black peoples into Bantustans. Why did the different white peoples 
of South Africa not have Bantustans according to their own ethnic origins? 

South Africa was in danger of transforming the continent into a powder keg which might 
set the rest of the world on fire. When one considered the permanent state of terror and 

persecution in which the blacks of South Africa were living, what meaning could be applied to 
the word "health "? What price "health for all" in the villages of Lesotho, Angola, Zimbabwe 
arid Mozambique which were being attacked by the South African army or its minions and 
mercenaries? The Health Assembly must - she insisted - condemn all those who were helping 
to strengthen the nuclear, chemical arid bacteriological weapon potential of the South African 
régime, including all the institutions which, directly or indirectly, contributed to the 
development of its arsenal. More specifically, WHO should continue its efforts to secure 
the destruction of the stocks of smallpox virus in the Sandringham Laboratory. 

As physicians and health workers, delegates were fully aware that peace was essential to 

the attainment of the objective of health for all by the year 2000. As a citizen of an 

underdeveloped country in Southern Africa, she made an urgent appeal to her colleagues in the 

- 306 - 



Сомм1ТТЕЕ B: EIGHTH MEETING 307 

northern hemisphere to do all in their power to prevent the transfer of military technology 
to countries such as the racist and aggressive Republic of South Africa. 

Her delegation endorsed the recommendations of the International Committee and stressed 

that its work should be continued. Had it investigated the long -term epidemiology of the 

effects of nuclear war, or did it consider that to be a superfluous exercise since, in the 

event of such a war, humanity would have no chance of survival? She posed the question of 

long -term effects because in her country people were still suffering from the consequences of 

the massacres perpetrated by colonialist commandos at Wiriamu and other places. Moreover, 
it was known that the delayed effects of the Hiroshima and Nagasaki bombs were still being 

felt. 

The Committee was about to hear a proposal for a draft resolution on the item under 

consideration. Her delegation had examined its provisions and, in the light of the 

preoccupations which she had mentioned, would suggest an amendment to the sixth operative 
paragraph where - in its opinion - the words "and also on those of chemical and biological 
weapons" should be inserted after the words "effects of nuclear war". 

Dr SIDHU (India), on behalf of the delegations of Algeria, Argentina, Cuba, Egypt, India, 
Indonesia, Kuwait, Nigeria, Sri Lanka, Yugoslavia aid Zambia, presented the following draft 
resolution entitled "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 ": 

The Thirty -sixth World Health Assembly, 
Bearing in mind the principle laid down in the WHO Constitution that the health of 

all peoples is fundamental to the attainment of peace and security; 
Recalling resolution WHA34.38 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; 

Having considered the report on the effects of nuclear war on health and health 
services, prepared by the International Committee of Experts in Medical Sciences and 
Public Health established by the Director -General in conformity with resolution WHA34.38; 

1. THANKS the International Committee for its report; 

2. NOSES with grave concern the conclusions of the Committee on the effects of nuclear 
war on health and health services; 

3. ENDORSES the Committee's conclusion that it is impossible to prepare health services 
to deal in any systematic way with a catastrophe resulting from nuclear warfare, aid that 
nuclear weapons constitute the greatest immediate threat to the health and welfare of 
mankind; 

4. URGES Member States to give careful consideration to the conclusions of the report; 

5. REQUESTS the Director -General: 
(1) to publish the report with all its scientific attachments and to preface it 
with this resolution; 
(2) to ensure that wide publicity is given to the report; 
(3) to transmit the report to the Secretary -General of the United Nations with a 
view to its consideration by the appropriate United Nations and other bodies; 

6. RECOMMENDS that the Organization, in cooperation with other United Nations agencies, 
continue the work of collecting, analysing and regularly publishing accounts of activities 
and further studies on the effects of nuclear war on health and health services, the World 
Health Assembly being kept periodically informed. 

The draft resolution was designed to ensure follow -up action on the excellent report 
produced by the International Committee of Experts concerning the effects of nuclear war on 
health and the health services. It would be recalled that the Committee had been set up by 
the Director- General in conformity with resolution WHA34.38. Those familiar with the 
Committee's report (document А36 /12) would agree that it starkly underlined the total 
irrelevance to which the Organization's work would be reduced in the event of a nuclear war. 
The report reached the inescapable conclusion that in such an event there would be a complete 
breakdown in the life - sustaining system of the planet, which would make it impossible to 
rescue mankind from a threat to its very survival. There would be massive casualties and 
deaths far in excess of that with which the medical service in any country could possibly 
cope. In addition there would be serious and damaging long term consequences for human 
genetics, the environment and ecology. 
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In her inaugural address to the Seventh Conference of Heads of State on Government of 
Non -Aligned Countries held recently in Delhi, Mrs Gandhi had said that development, 
independence, disarmament and peace were closely related. Could peace coexist with nuclear 
weapons? Surely it was clear that without peace, dreams of development would become merely 
radioactive ashes. 

The first principle in medicine was that of prevention. Prevention was better than cure, 
and if one considered the conclusions of the International Committee's report, as stated in 
paragraph 70, it was clear that there was no possible cure for the medical consequences of a 

nuclear war, and that the only sane course was to prevent it. 

As doctors and scientists, the members of the International Committee had stated their 

conviction that there was a sound professional basis for the conclusion that nuclear weapons 

constituted the greatest immediate threat to the health and welfare of mankind. It was 

necessary to bring that extremely important message to the attention of world public opinion 

and of government leaders, political and military strategists and diplomats so that they 

might be encouraged to make urgent efforts to achieve the total elimination of nuclear weapons. 

In order to ensure effective follow -up to the report, the co- sponsors of the draft resolution 

requested the Director -General to publish the entire report in a form which would make it 

easily accessible to as wide a public as possible. The Director -General was also requested to 

ensure wide publicity by the holding of seminars, distribution of publicity material and 

whatever other means he might deem appropriate. 

The question of the elimination of nuclear weapons and the prevention of nuclear war was 
already under consideration by the United Nations General Assembly, the United Nations 
Disarmament Commission and the Geneva -based Committee on Disarmament. It would be pertinent 
to bring the report to their attention and to that of other relevant United Nations bodies, 
and the Director -General was therefore requested to transmit the report to the United Nations 

Secretary -General. 

The International Committee had considered a number of aspects concerning the effects of 

nuclear war on health and the health services, but the subject was complex and the situation 

was constantly changing as a result of the rapid evolution of weapons systems. It was 

therefore essential to keep the matter under constant review, and that was the reason for the 

inclusion of paragraph б in the draft resolution. 

In conclusion, he expressed the appreciation of the co- sponsors to the experts who had 

prepared the reports. The results of their work would constitute a powerful catalyst to 

mobilize public opinion in favour of nuclear disarmament and for the prevention of nuclear 

war. The draft resolution was a modest attempt to ensure that the Health Assembly discharged 

its responsibilities to the world community, and he hoped that it would be adopted by the 

Assembly without a vote. 

Mr WANG Jiechen (China) expressed appreciation of the reports of the International 
Committee (documents А36 X12 and А36 X13) and of the Director -General's efforts to implement 
resolution WHA34.38. 

Concerning the relationship between the maintenance of peace and health development, he 
believed that international peace was a necessary precondition for the achievement of health 
development within the framework of overall social and economic development; but whether or 
not peace could be enjoyed depended on whether countries showed respect for each other's 
independence and territorial integrity. To that end, it was necessary to oppose aggression, 
expansion, imperialistic plundering and colonialism. Only by so doing could the peoples of 
the various countries promote their national economies through self -reliance and develop the 
cultural, educational and health sectors of their societies. 

With regard to the removal of the threat of nuclear war, document А36/12 provided useful 

information on the effects of nuclear weapons explosions on health and on the environment. 

The public, and in particular medical personnel, would gain a fuller understanding of the 

meaning of nuclear war from the report and would thus be motivated to mobilize themselves to 

oppose the nuclear arms race. In order to remove the threat posed by nuclear weapons it was 

necessary to take concrete steps. In particular, it was necessary to comply with the 

recommendations and decisions adopted by the United Nations General Assembly at its Tenth 

Special Session. Unless such steps were taken to ward off the nuclear weapon threat, WHO's 
efforts could hardly yield any tangible results. 

Thirdly, China agreed with the view expressed by the International Committee of Experts 
in its report contained in document А36 /13 that work in the health sector contributed to 
social and economic development. That report was to be commended for its analysis of the 

problems experienced by countries at different stages of development; the statement in 
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paragraph 21 that "the Organization encourages developing countries to seek solutions to their 
own social and economic problems in ways that are appropriate to them and do not slavishly 
follow those of developed countries" was particularly appreciated. China was a developing 
socialist country that was now entering a new period of both materialand spiritual modernization. 
A society created on that dual basis would enable its members to lead both a productive life 
and a life of the spirit, to adhere to social morality and to respect social discipline. China 
believed that social phenomena such as crime, drug dependence, prostitution and sexually 
transmitted diseases were not a necessary accompaniment of economic development. In only 
three years after its establishment, his country had weaned 20 million people from opium 
dependence and banished prostitution, with obviously beneficial effects on the health of the 
population. The Chinese delegation was convinced that under the leadership of the Chinese 
Government and through adherence to a socialist system the health workers of China would make 
a considerable contribution to the country's social and economic development and to accomplish - 
ment of the Global Strategy for Health for All by the Year 2000. The Chinese delegation 
supported the draft resolution. 

Dr TANAKA (Japan), commending the report of the International Committee, said it was an 

informative and detailed document describing in detail the catastrophic effects nuclear 

warfare would have on health. Since there were many sides to the issue, the United Nations 

was the primary arena for the debate on nuclear weapons; the report therefore represented, 

as the Director -General had said, WHO's contribution to the debate in its sphere of competence. 

Japan, which was the only country to have experienced, at Hiroshima and Nagasaki, the 

disastrous effects of nuclear weapons, was convinced, like other nations, of the supreme 

value of maintaining world peace. Among other things, peace was a prerequisite for 

implementation of the Global Strategy for Health for All by the Year 2000. It was hoped that 
the report would be used to acquaint as wide an audience as possible throughout the world 

with the catastrophic consequences of nuclear warfare. 

Dr NSOLO (Nigeria) congratulated the International Committee on its very lucid report. 

In view of the professional eminence of the members of that Committee, their modesty in 
stating that the report was not exhaustive was unsurprising. For its part, his delegation 
considered that the document contained more than enough information to make mankind think 
twice before becoming involved in thermonuclear warfare. The world was being constantly told 

by members of the nuclear club that their arsenals served as deterrents since they enabled 

them to bargain from a position of strength. Over US$ 500 billion were being spent annually 
on developing those arsenals, while at the same time the gap between the haves and have -nots 
had continued to widen to such an extent as to necessitate the North -South dialogue. Nigeria 
appealed for a reduction in spending on armaments and an increase in spending on the health 
sector in order to ensure that health for all by the year 2000 became a reality and not an 

illusion. The mere thought of the threat of thermonuclear war, with the consequent 
extermination of civilization, had a major destabilizing effect on the health status of 
mankind. As Albert Einstein had said, a substantially new manner of thinking was required 
if man was to survive. 

Dr BAMATRAF (Democratic Yemen) congratulated the International Committee on its report. 
Democratic Yemen had in all international forums supported all resolutions and reports aimed 
at maintaining peace and promoting strategies for health for all by the year 2000. It 

therefore endorsed the view that WHO should, in cooperation with other international agencies, 
continue to gather information on activities in the field and take whatever action was 
necessary for the institution of preventive measures in the event of nuclear war. After all, 

what future was there in terms of health for the survivors of nuclear war? 

Dr MORKAS (Iraq) thanked the International Committee for its important report. Since 
the maintenance and strengthening of peace was an essential factor in attaining health for 
all in the year 2000, the Iraqi delegation wished to associate itself with the co- sponsors 
of the draft resolution, which deserved close attention from all countries as it was of 
particular importance for strengthening health throughout the world and promoting the health 
of all peoples in peace and stability. WHO was fully aware of the results of war and of the 
close link between health and peace. The peoples of the world expected WHO to play its part 
in efforts to stop war, particularly as the association between health and peace was enshrined 
in its Constitution. 
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Professor RODRÍGUEZ GAVALDÁ (Cuba) said that WHO's adoption of the target of health for 
all by the year 2000 was a historic decision exemplifying the dedication of health workers 
throughout the world to health and progress. It was the task of the medical profession, 
amid real and increasing dangers, to reach that objective and achieve the abolition of war. 
The destructive power of weapons had increased as a result of the scientific and technological 
revolution, and that increase was being accelerated by disputes between States. The very 
existence of such weapons generated tension; a large part of mankind was, however, aware of 

the danger and was trying to overcome it. 

The report of the International Committee of Experts highlighted the catastrophic 
consequences nuclear war would have and justified the Committee's conclusions with 
unchallengeable technical arguments. It was to be commended. As the Committee had recognized, 
there were aspects of nuclear war, such as its long -term effects on man and his environment, 
that required further study. Continuation of the Committee's work was thus called for, as 
was the collaboration of experts in health - related areas, in order to reach a better under- 
standing of the factors that were still not fully understood. It was clear that the report 
did not confine its interest to listing the possible disasters, but was intended to serve as 
a tool to help to prevent nuclear war as part of the hallowed duty of all members of the 
medical profession to care for the overall wellbeing of the human being. The report should be 
given as wide a distribution as possible. 

However, there were other threats to human health besides that of nuclear weapons. 
Chemical and bacteriological weapons were also a means of mass destruction whose short -, 
medium- and long -term effects were comparable to those of nuclear weapons; such weapons were a 
particular threat to the developing countries. He himself had witnessed the effects of that 
type of warfare 15 years previously, and in January of the current year he had attended a 

symposium on the effects of chemical warfare on man and his environment, when, together with 
representatives of 21 other countries, he had seen the destructive effects of such agents on 
vegetation and observed the congenital defects they caused in their human victims. In the 
light of such happenings how could members of the health professions, who were engaged in the 
fight against disease and death and in addition were under threat themselves, stand aside 
from the issue of war and peace? For those two reasons, the item under discussion was a valid 
topic for the Health Assembly and should remain on the agenda of future Health Assemblies for 
as long as mankind remained under threat. 

Mrs OLASZ (Hungary) asked why, as she believed, the International Committee of Experts 
considered it necessary to carry out further studies of the consequences of damage to the 
ozone layer of the atmosphere for the life and health of populations, whether or not they 
had suffered a nuclear attack. 

The Hungarian delegation was grateful to the Committee for its excellent, albeit 
disquieting, report, which drew attention to the fact that the prevention of nuclear war was 
the most urgent task of the present time. In recent years, very dangerous developments had 
been taking place in attitudes to nuclear weapons; the very notion of a limited, winnable 
nuclear war was a source of justified anxiety to all mankind. The Government and people of 
Hungary shared the view that the prevention of nuclear war and an ensuing holocaust was the 

most pressing task of the day. Consequently, Hungarian medical practitioners, including the 

most eminent members of the profession, supported the movement, International Physicians for 

the Prevention of Nuclear War. The Hungarian medical profession was collaborating with the 

National Council for Peace in creating as wide a public awareness as possible of the 

destructive effects nuclear war would have on all the peoples of the world. 
The Hungarian delegation supported the International Committee's recommendation that WHO 

should continue its activities concerning the effects of nuclear war on health and health 
services, and considered that the Health Assembly should be periodically informed of progress 
in that field. Hungary also supported the draft resolution on the subject. 

Dr DIAMINI (Swaziland) thanked the Director -General and the eminent scientists who had 

compiled the report contained in document A36/12. It was obvious that nuclear war posed a 

threat to everything on which the Constitution of WHO was based. Nuclear warfare would 

destroy or render useless the health services being strengthened and developed in pursuit 

of the goal of health for all by the year 2000. It was therefore the duty of the health 

professions to educate politicians and scientists involved in the manufacture and stockpiling 

of such dangerous weapons. 
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As the report indicated, the dissemination of information on the health consquences of 

atomic warfare was not enough by itself. Active education was needed to bring about 

behavioural change in all who bore responsibility where the issues of nuclear warfare were 

concerned. He himself had been encouraged by a lecture he had recently attended in WHO on 

"The challenge of world transformation for science and health ". The speaker had been very 
positive about the formative and educational role health professionals could play at local, 

national and international levels in bringing about peace and human understanding. 

The inclusion of the present topic in the Health Assembly's discussions was of 
fundamental importance. His delegation wished to be associated with the co- sponsors of 

the draft resolution on the role of physicians and other health workers in the preservation 

and promotion of peace; it would further propose that in giving publicity to the effects of 

nuclear warfare the Director -General should consider selecting the subject as a theme for a 

future World Health Day, which would give health professionals in all countries of the world 

an opportunity to educate their communities publicly and in a dispassionate manner. 

Mr TAWFIQ (Kuwait) commended the Director -General on his unflagging attention to the 

issue under discussion, and welcomed the establishment of the International Committee of 

Experts, which had produced such a valuable report. WHO must concern itself with the 

destructive effects of nuclear war on health and health services; he considered that the 

Committee's report should be distributed to all international and regional organizations, so 

that they could become acquainted with the very useful information it contained. The 

recommendations contained in the report should be implemented. As a co- sponsor of the draft 

resolution on the role of physicians and other health workers in the preservation and promo- 
tion of peace, Kuwait urged its adoption. 

Professor RUDOWSKI (Poland) welcomed the excellent report dealing with the consequences 
of thermonuclear conflict and indicating the necessity for preventing such an occurrence. 
The greatest value of that highly scientific document was to draw attention to the most 
important and ominous problem of the time, the risk of nuclear war and its disastrous 

consequences. 
In recent years, the medical consequences of atomic war had been brought more forcefully 

to public attention. It had also become clear that health for all by the year 2000 could be 
attained only through fuller and better use of the world's resources, a considerable part of 
which were currently being spent on armaments and military conflicts. According to the 
estimates of the group of International Physicians for the Prevention of Nuclear War, the 

diversion of funds from world health care into the arms race was enormous: world military 
spending in real terms, corrected for inflation, had increased fourfold since the Second 
World War, and was greater on an annual basis than the total value of the goods and services 
created by mankind. The cost of smallpox eradication, so successfully completed by WHO in 
the space of ten years, had been 300 million dollars, which was approximately the same as 

the cost of five hours of the arms race. WHO was promoting and developing the International 
Drinking Water Supply and Sanitation Decade, the aim of which was to provide over 2000 million 
people in the developing countries with clean water and sanitation at a cost of 300 000 
million dollars. That monumental programme would cost less than seven months of the arms 
race. The gross disparity between what was being spent to prepare for war and what was being 
done to ensure health was the central failing of contemporary existence. 

In almost all aspects, the report of the International Committee of Experts was in 
accordance with the conclusions of the Second Congress of International Physicians for the 

Prevention of Nuclear War held in Cambridge, England, from 3 to 6 April 1982, which had focused 
attention on the medical consequences of nuclear war. There was no adequate medical response 
to nuclear disaster. As shown in the three scenarios of thermonuclear conflicts, millions 
of people would be killed instantly or severely injured. Damage to the ecological system, 
depletion of the ozone layer, radioactive fall -out, radioactivity in food chains, climatic 
changes and the disruption of agriculture might lead to the extinction of life on earth. It 
had been estimated that as a result of the deleterious effects of massive radioactive 
contamination of the ecosystem and rapid deterioration of immunity and nutrition, 35% of the 
immediate survivors of nuclear war would die from infectious and communicable diseases in 
the first year after attack. The survivors of the epidemics of infectious diseases would 
face the increased long -term risks of bone - marrow damage, multiple myeloma and leukaemia, 
increased incidence of solid tumours and widespread psychological and psychiatric disturbances. 
Deep grief, despair and depression would dominate the minds of survivors, as was the case 
after the epidemic of the Black Death in the Middle Ages. 
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In view of the consequences of nuclear war as described, it was clear that any adequate 
medical plan of action was impossible and that all attempts to identify health priorities in 

immediate and longer terms were pointless. Even in the context of so- called "limited" 
nuclear attack, which seemed to be unrealistic, the medical consequences would certainly be 
unlimited. His delegation, therefore, being aware of the enormous danger of nuclear 
conflict, strongly supported all actions to prevent thermonuclear war and all efforts to 
limit and stop the nuclear arms race; it approved the establishment of a close working 
relationship between WHO and the United Nations and of strong liaison with International 

Physicians for the Prevention of Nuclear War. As one of the 31 countries represented in 

Cambridge in 1982, Poland appealed for all possible efforts at the national and international 
levels to prevent the greatest disaster of the time: nuclear conflict. His delegation also 
firmly endorsed the draft resolution concerning the role of physicians and other health 
workers in the preservation and promotion of peace, and wished to express the deep belief 

that freedom from the threat of nuclear war was the most important aid essential condition 

for meeting the world's health needs and pursuing the strategy of health for all by the year 
2000. 

Dr LANG (Federal Republic of Germany) said that the 10 Members belonging to the European 

Community had taken note of the report on the effects of nuclear war on health and health 

services, and wished to thank the experts for their careful and devoted work. Their report 

seemed to confirm the data and knowledge already available concerning medical and public 
health aspects and the physical effects of nuclear explosions; in that respect he would call 

attention inter alia to the comprehensive study on nuclear weapons by the United Nations 

Secretary -General, contained in United Nations document А/35/392. 

The 10 Members of the European Community shared the deep concern with regard to the grave 

consequences of a nuclear war on human lives expressed by medical scientists: the prevention 

of war, and of nuclear war in particular, was one of the most serious endeavours of their 

governments. That conviction had already been placed on record in the Final Document of the 

First Special Session on Disarmament of the United Nations General Assembly. 

In its report, the International Committee concluded that no health service in any area 

of the world would be adequate to deal with the millions of injured people in a limited or 

all -out nuclear war, and that "therefore the only approach to the treatment of the health 

effects of nuclear explosions ... is the prevention of atomic war." The experts then stated: 

"It is not for the Committee to outline the political steps by which this threat can be 

removed and the preventive therapy implemented ". The 10 Members of the European Community 

shared that view wholeheartedly. Problems of arms control and disarmament should be and were 

being discussed in the appropriate forums, such as the Committee on Disarmament in Geneva and 

the United Nations General Assembly. Further consideration of the topic in WHO would not only 

duplicate that work but would also lie outside the objectives of the Organization. In the 

face of global financial restraints and a zero - growth budget, it would divert attention, time 

and resources that were urgently needed to relieve most serious problems of health care in 

many regions of the world, and to achieve the fundamental goal of health for all by the year 

2000. 

The medical experts had dealt comprehensively in their study with the health aspects 

related to a nuclear war. Following their conclusions, it was up to the appropriate forums 

to deal with the political implications and the complex questions of disarmament. The ten 

Member States of the European Community therefore believed that no useful purpose would be 

served by further deliberation of questions related to nuclear war within the forum of WHO. 

Dr PAROVA (Czechoslovakia) fully associated her delegation with those which had already 

spoken in favour of WHO's activity concerning the role of doctors and other health workers in 

maintaining and strengthening peace as a very important condition for achieving health for all. 

It also supported the draft resolution on the subject. The International Committee of Experts 

was to be thanked for their outstanding report, as was Professor Bergstróm for his introduction. 

She agreed that the report should be brought to the attention of the Secretary -General of the 

United Nations for further consideration, and thought that it should be published independently 

as a serious WHO study on the possible medical consequences of nuclear war for all mankind. 

It was a technical medical report: the world community must be warned of the possible 

consequences and made aware that modern medicine was not equipped to cope with them. 

It was in the light of those considerations that her delegation supported the draft 

resolution before the Committee: if the basic task of WHO still remained the achievement of 
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health for all by the year 2000, the Organization must also concern itself with the issue of 

reinforcing peace as a prerequisite for the enhancement of the health of mankind. 

In conclusion, she requested that Professor Вergstrbm's succinct introduction be 

reproduced and distributed as an information document, as a supplement to the International 

Committee's report. 

Dr CHAMOV (Bulgaria) thanked the Director -General and the International Committee of 

Experts, which had prepared a highly competent report. On one particular aspect of the matter, 

he would ask the Committee whether it was now known what would be the dimensions and the 
nature of the teratogenic effects of a nuclear explosion. 

The struggle for health was organically linked with the struggle for disarmament. The 
only reasonable alternative to the waste of hundreds of millions of dollars each year would 

be to invest them in a humanitarian programme of development carried out by the United Nations 
and the specialized agencies, particularly the development of WHO's Global Strategy for Health 
for All by the Year 2000. The fight for peace signified the fight to establish a new set of 

morals, a new social and economic order and conditions of equal rights, justice, respect for 

the rights and interests of all peoples, as well as support for active contacts, the exchange 

of information and close cooperation. 

The efforts of the Bulgarian Government were directed precisely towards such an active 

policy in striving to prevent war in the solemn spirit of Helsinki for peaceful coexistence, 

equal rights and mutually beneficial cooperation among all the nations of the earth. The 

initiative of the President of Bulgaria, Todor Zivkov, to turn the Balkans into a nuclear - 

free zone had been enthusiastically supported by the whole Bulgarian community. Bulgarian 

doctors and health workers, who were participating in the movement, International Physicians 

for the Prevention of Nuclear War, endorsed the idea of creating nuclear -free zones; they 

were deeply convinced that if the idea itself were supported by all countries, it would be 
possible, through the extension of such zones, to free whole continents from nuclear weapons. 

Aware that the fate of mankind was in mankind's hands, they were using all possible peaceful 

means to encourage resistance to the arms race and to the onset of a new world war. The 

Seventeenth Balkan Medical Week had been held in October 1982 in Sofia: specialists from all 

the Balkan countries had taken part. In the nuclear medicine section, the central topic had 

concerned the psychological and moral aspects of the nuclear threat and the duty of doctors 

to oppose nuclear weapons. Before the end of the week, the participants had issued to the 

world medical community an appeal to fight for peace. That appeal had been circulated as an 

official document at the present World Health Assembly. In March 1983, the Bulgarian Academy 
of Sciences had organized a round -table for doctors of the Balkan countries on the subject: 
"The Balkans - a Nuclear -Free Zone ". Only a few weeks ago, the Bulgarian Doctors' Movement 
Against Nuclear War had appealed to all doctors of the Balkan countries to support the idea 

of creating a nuclear -free zone in the Balkans. 
The Bulgarian delegation considered that WHO, which was responsible before all mankind 

for preserving life on the planet, must continue to participate in concrete initiatives, 
and together with the United Nations and the specialized agencies, to strengthen those 

initiatives in order to ban from international relations the threat of nuclear war, and to 

guarantee normal situations for cultural and economic development for the whole of the human 
community and for future generations. 

Dr RINCHINDORJ (Mongolia) said that he had examined the report of the International 
Committee of Experts and wished to pay tribute to its work. There existed in the 
Mongolian People's Republic a national committee of scientists, including medical specialists, 
which had initiated anti -war activities, publicized the effects of nuclear war and 
demonstrated the absurdity of a so- called "limited" nuclear war. He noted with approval 
that national anti -war movements and committees had recently been set up in many countries, 
and that the anti- missile movement was spreading; a worldwide consensus of opposition to the 

arms race appeared to be emerging. 
His delegation also noted with satisfaction that doctors and health workers in many 

countries had become aware of the horrors of a nuclear war and were active in seeking to 
prevent such a catastrophe. One most recent example was the forum of doctors held in the 
Soviet Union, which had appealed to all governments to take steps to avert nuclear war. The 

assembly of European peace committees, held in Rome, the appeal of Bulgarian doctors to their 

colleagues in the Balkans, and the forthcoming Amsterdam Conference of peace committees were 
all encouraging signs. 
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The humanitarian calling of WHO made it impossible for the Organization to stand aside. 

Every effort must be made to mobilize doctors and health workers, nationally and 

internationally, in the cause. Member States, regardless of their social and political 

systems, could and must join in the common effort. 

The Mongolian delegation appealed to WHO and its Member States, to all doctors, and to 

politicians concerned with health matters, to intensify their efforts to protect the 

legitimate interests, rights and sovereignty of nations, to remove the threat of nuclear war, 

and to maintain and strengthen peace and security. Peace and the achievement of an 

acceptable standard of living throughout the world were inseparable. His delegation 

endorsed the conclusions of the International Committee and congratulated its distinguished 

members on their work. Mankind could not consider itself safe until the threat of nuclear war 

had been eliminated. 

In connection with the second report of the International Committee of Experts, on the 

contribution of health to socioeconomic development (document А36/13), he called the 

Committee's attention to the communication on the subject from the Minister of Health of the 

USSR, which had been circulated as document A36/INF.DOC./8. 

Finally, his delegation fully supported the draft resolution on the item. 

Dr CHIE Won Sok (Democratic People's Republic of Korea) thanked the members of the 

International Committee of Experts for their excellent work. The report on the effects of 

nuclear war had stated - indeed it was general knowledge - that nuclear war would be a 
catastrophe of such dimensions, entailing wholesale loss of life and property, that it must 
be prevented by all possible means. The prevention of nuclear war, and the achievement of 
disarmament, would assist in attaining the goal of health for all by the year 2000. Although 
resolution WHА34.38 appealed to Member States to multiply their efforts to consolidate peace 
in the world and achieve disarmament, the threat of nuclear war was currently increasing, 
because war -like elements continued to deploy their fearsome arsenals in many parts of the 
world. His own country had been made the target of such threatened aggression during the 
current year, when nuclear -war exercises had been conducted to a scenario involving a 

surprise attack on its territory. 

Nuclear weapons, if used, would create the greatest threat to mankind's health and 
safety. His delegation therefore suggested that WHO continue to pay attention to the 

issues of prevention and disarmament, as they had an obvious bearing on health. That would 
be a great contribution to the attainment of health for all, and the Democratic People's 
Republic of Korea, like all peace - loving peoples of the world, pledged itself to participation 
in the undertaking. 

His delegation fully supported the draft resolution. 

Miss NASCIMBENE (Argentina) thanked the International Committee of Experts for its most 
enlightening and objective report. The Republic of Argentina was a developing, non- aligned 
country, without nuclear weapons. Yet it suffered from the presence of such weapons in 
Latin America, which had formerly been the only nuclear -free area in the world. Her 
delegation therefore fully subscribed to the conclusions of what it could only consider to 
be a frightening report. Argentina had co- sponsored the draft resolution on the role of 
physicians and other health workers in the preservation of peace as the most significant factor 
for the attainment of health for all, which was based on the conclusions of the report 
regarding the effects of a nuclear war on health and health services. Since they concerned 
all mankind, no objection to the conclusions could possibly be made. The report deserved 
the widest possible publicity and most careful consideration, both by WHO and by other bodies 
within the United Nations family. Admittedly, WHO was not the appropriate organization to 
negotiate disarmament. But it was most certainly the body which dealt with all matters 
affecting human health; and it could therefore help to create, among the peoples of the world, 
a well - informed public opinion on matters of health, in accordance with its Constitution. 
The Argentinian delegation therefore asked all delegations to support the draft resolution, 
so that its contents might be adopted by consensus. 

Professor ISAKOV (Union of Soviet Socialist Republics) thanked the International 
Committee of Experts for its two reports. Each of them was an important and exhaustive 
document. The Director -General and Secretariat had done most useful work in the preceding 
two years, particularly in creating the Committee, whose members were eminent figures 
in the fields of medicine and social health. Its Chairman, Professor Bergstrám, was a 

person of great authority. 
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The issues of peace and the maintenance of peace, and the question of the effects of 

nuclear wars, had been carefully examined over the preceding two years in many international 
fora. That was only natural, since those matters were becoming to an increasing extent 

everyday topics. For that reason, the United Nations had placed them on the agenda of the 
various bodies of the United Nations system, including WHO, calling for studies and information. 
Indeed, it was in accordance with resolutions of the United Nations that WHO and the Inter- 

national Committee had carried out the task whose results were being discussed. Moreover, it 

should be pointed out that WHO had been the first to examine, in all their complexity, the 

medical aspects of the consequences of nuclear war. 
It was universally agreed that nuclear catastrophe would be senseless: the report 

underlined that fact. Not only the health and welfare of mankind were at stake, but its 

social and economic development and indeed its very existence. It was difficult for the 

speaker, as a physician, to see how WHO's strategy of health for all by the year 2000 could be 

implemented without investigating the possible effects of nuclear catastrophe. The 

Organization would find - indeed it had found - funds for the study of mankind's most serious 
diseases: cardiovascular diseases, cancer and communicable diseases. If it were possible to 
obtain funds to study these diseases, funds must also be acquired to study what could be 

mankind's terminal disease, i.e. the effects of nuclear war. Such a study would involve 
issues of epidemiology, hygiene and ecology, all of which were relevant to the matter of 
nuclear warfare and its effects. No other United Nations organization, and certainly not the 

Disarmament Committee, was able to carry out alone studies of that nature. Only WHO was 
competent to do so. 

He also believed that it was totally wrong to maintain that those questions should be 

considered only from a political angle. He was profoundly convinced that the best way of 
demonstrating the absurdity of nuclear catastrophe was to show what its consequences would be 
for mankind, and the International Committee's report, together with the introduction by its 
Chairman, had done just that. It was important that the report be given the widest publicity. 
In 1970, WHO had published a report by a group of consultants on the medical aspects of 
chemical and biological warfare. The present study should be published in a similar form, and 
further research was indispensable; the Director -General and the Secretariat would be able to 
determine how such work should be carried out. 

His delegation supported the draft resolution before the Committee. 

Dr MULLER (German Democratic Republic) said that his delegation, which supported the 
draft resolution, had been most impressed with the report by the International Committee of 
Experts. Its eminent authors should be congratulated on showing so vividly that the most 
important precondition for health for all by the year 2000 was the assurance of peace and the 
prevention of nuclear war. During the present Health Assembly, it had been seen most clearly 
that peace and health were inseparable. The distinguished President of the Health Assembly, 
the Director - General and many heads of delegations had expressed, during the plenary session, 
their serious concern over the international situation, and had mentioned the threat of a 

nuclear war. 
The protection of health and life was the far- reaching humanitarian concern of all 

doctors. It was therefore their duty to carry the present investigation still further, and 
ensure that the findings were communicated to the world community. 

Delegates from non- aligned countries had urged the immediate use of all resources to solve 
pressing problems of health. Many delegations had suggested that there was only one way of 
realizing that aim: by renouncing the arms race and policies of over -armament, by ensuring 
that a nuclear catastrophe would be averted, in short by securing peace. The delegation of 
the German Democratic Republic felt therefore that the major responsibility of WHO should be 
to consider what efforts could be made and what was possible in that direction. Appeals 
should be made to governments, doctors and other health workers. The movement, International 
Physicians for the Prevention of Nuclear War, was already lending active support to peace - loving 
forces throughout the world. 

He believed that resolution WHA34.38 merited the closest attention, but submitted that it 
could not be completely implemented until peace was assured. He hoped that all Members of WHO 
would act in favour of its implementation, and indeed that it would be considered obligatory to 
do everything possible to ensure peace, health and happiness for all nations. There was no 
more important task at present than the securing of peace. 

The meeting rose at 11h10. 
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Wednesday, 11 May 1983, at 14h30 

Chairman: Dr D. B. SEBINA (Botswana) 

1. 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 - REPORTS OF 
THE INTERNATIONAL COMMITTEE OF EXPERTS IN MEDICAL SCIENCES AND PUBLIC HEALTH: Item 31 
of the Agenda (Resolution WНА34.38; Documents А36/12 and Add.l and Corr.1, А36/l3 and 
Corr.1, and A36/INF.DOC./11) (continued) 

Miss TOUATI (Algeria) said that the analysis by the International Committee of 
Experts in Medical Sciences and Public Health of the contribution of health to social and 
economic development was fully justified, since the Organization was associated with the 
United Nations action for the establishment of a New International Economic Order. The 
concept of economic development would be meaningless if no account were taken of health 
conditions and the quality of life of the people. The health of all peoples was recognized 
by the WHO Constitution as a fundamental condition for world peace and security. Emphasis 
should be placed on the close link between peace, international security and development. 
Governments must do everything possible to tackle the health problems of their peoples, 
but their efforts were being thwarted by a number of factors. Economic recession, massive 
indebtedness, absolute poverty and hunger were constantly worsening. The list of least 
developed countries was growing, while the level of aid to development was falling dangerously 
and funds were being diverted to other objectives. 

That unfavourable situation for the social and economic development of the developing 
countries was exacerbated by the arms race, which daily assumed terrifying proportions in 
efforts to achieve nuclear supremacy and the deployment of new weapons systems. 
Document А36/12 well illustrated the threat aggravating the problems of the world, and the 
catastrophic consequences that would result from the use of nuclear weapons. The colossal 
sums absorbed by weapons were retarding and hampering the realization of the Organization's 
objectives. Peace aid international security were imperative if the goal of health for all 
by the year 2000 was to be achieved. The Organization must throw all its moral weight into 
the efforts of the international community to halt the arms race and prevent a nuclear 
catastrophe. According to official studies and estimates, global expenditure on armaments 
amounted to US$ 600 billion. Compared with that figure, the sums required for the achievement 
of health for all by the year 2000 appeared minimal. Part of the savings that could be 
achieved by a global programme of disarmament should be devoted to the social and economic 
development of countries and thus to the welfare of peoples. That was the desire of her 
delegation, which emphasized that nuclear weapons were unnatural in character - weapons of 

mass destruction which made no distinction between combatants and noncombatants and which 
threatened the very survival of mankind. The question of disarmament concerned mankind as a 
whole and should be considered in a multilateral context. 

Her delegation endorsed the conclusions of the International Committee of Experts and 

hoped the question would remain on the agenda of future sessions of the Health Assembly. 

Dr ABDULHADI (Libyan Arab Jamahiriya), welcoming document А36/12, expressed his 

delegation's continued concern at the spread of nuclear weapons and the establishment of 

nuclear bases in various parts of the world. Such developments increased the danger of a 

nuclear war, which would have disastrous effects on public health; and they lessened the 

possibility that WHO would achieve its goal of health for all by the year 2000. 

WHO was the organization best suited to defend the health of the individual, and it was 

entitled to use any measure for which provision was made in its Constitution. His delegation 

therefore endorsed the report of the Internatignal Committee of Experts and proposed that it 

- 316 - 
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should be given broad circulation in all the official languages of the Organization. It 

further proposed that the Director -General should request the International Committee of 

Experts to continue its studies, to collect and analyse information on various other aspects 

of the matter and to submit a report thereon to the Thirty- seventh and Thirty- eighth World 

Health Assemblies. In addition, it proposed that the effects of nuclear war on health and 

health services should be the topic for World Health Day in 1985 with a view to making the 

peoples of the world more aware of the dangers of nuclear war. 

His delegation wished to become a co- sponsor of the draft resolution under consideration. 

Dr HAJAR (Yemen) welcomed document А36/12 as a practical instrument for peace among all 

nations of the world, Supporting the draft resolution before the Committee, he suggested 

that the following paragraph be added to the text: 

7. REQUESTS the Director -General: 

(1) to circulate the report to other international organizations with a view to 

obtaining their views on the matter; 

(2) to report to the Executive Board at its next session, and thence to the 

Thirty- seventh World Health Assembly, on the reactions to the report. 

Dr JOGEZAI (Pakistan) expressed appreciation of document A36/12 and of the efforts of the 

International Committee of Experts, who had brought out the horrors of nuclear war in a readily 

understandable manner. The report, whose conclusions he strongly supported, should be widely 
circulated among physicians, health administrators and international bodies. 

Mr BOBAREVIC (Yugoslavia) expressed satisfaction with the proposals made on the agenda 
item under discussion and with the report of the International Committee of Experts. He 

supported those who had expressed the conviction that the strengthening of peace, security 

and cooperation in all areas, respect for independence and the right of peoples to free 

development and social progress were the most important tasks of all States. The intensified 
arms race represented the most dangerous threat to peace and security. His country welcomed 
all actions and proposals that could increase the prospects of agreement on arms limitation and 
contribute to disarmament. 

His delegation was endeavouring to halt the deterioration in the world political and 
economic situation, in the interest of the peace and security of all countries. He emphasized 
the role of the Non - aligned Movement as an independent, global force, not linked to any bloc, 
and drew attention to the decisions of the Seventh Conference of Heads of State or Government 
of Non -Aligned Countries in New Delhi, which could form a lasting basis for the achievement of 
such goals. In order to preserve and strengthen world peace, it was necessary to revive and 
reinforce universal détente by solving global crises and bringing about the final liquidation 
of colonialism and racism. 

He drew attention to the need to establish equilibrium between the necessary efforts to 
restructure the world economy, and modification of the system of international economic 
relations through implementation of the principles of the new New International Economic Order, 
together with action for world economic recovery and the settling of urgent problems such 
as those of food, energy and trade. Global negotiations on all those issues should be initia- 
ted without delay in keeping with United Nations decisions. 

He also considered it necessary for the United Nations to act even more efficiently than 
in the past in that area; the role of the United Nations in solving current international 
political and economic problems was increasingly indispensable and irreplaceable. WHO had 
a similar role to play in settling world health problems. Only in accordance with the 
principles to which he had referred, and through implementation of the established policy in 
WHO, could the goal of health for all by the year 2000 be realized. He viewed the role of 
physicians in the preservation and promotion of peace in the light of those activities. 

Dr ATANGANA (United Republic of Cameroon) welcomed the International Committee's 
objective report on the effects of nuclear war on health and health services. At a time when 
the poorest peoples of the world were showing an incomprehensible tendency to destroy one 
another by war, it appeared vitally urgent for those who had dedicated their lives to the 
promotion and protection of human health to recognize what a potential for prevention they 
possessed by passing on their knowledge of the tragic effects of nuclear war. 
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It was the possibility of such a war that was man's greatest fear at the present time 
since, as the report before the Committee showed, such an event could lead to the disappearance 
of mankind. In the light of the recent tragedy of a people destroying itself or being 
destroyed by war, however, it might be wondered whether there was any dividing line between 
war in general and nuclear war in particular, despite the apocalyptic nature of the latter. 
A country at war was prepared to use all available means to win; the atomic bomb, after all, 
had been conceived out of the desire of each of the belligerents in the Second World War to 
overcome its adversary. In considering the matter before it, therefore, the Committee should 
seriously envisage the possibility of nuclear genocide, even in the countries of the Third 
World, whose lands would serve as areas of confrontation between two nuclear armies. 

Reverting to the role of physicians and other health workers in the preservation of peace, 
he said that health was indeed inseparable from peace; health workers should work for the 
dignity of man, and thus for peace. He welcomed the new dimension given by the agenda item 
under discussion to the traditional mission of the health worker, who should take account of 
it in his studies aid in his day -to -day activities, thus effectively participating in the 
joint effort to save humanity from the terrible threat of thermonuclear war. WHO had every 
reason to help to achieve that goal. 

His delegation, which had supported resolution WHA34.38 in 1981, similarly endorsed the 
draft resolution now before the Committee. 

Dr CHAGULA (United Republic of Tanzania) said that, after receiving the excellent 
report of the International Committee of Experts, his delegation had been considering what 
the next step should be. Since all the dangers of an atomic bomb - initial radiation, local 
and global radioactive fallout and the effects of radiation on the human body - were well known 
to all Member States of WHO with a nuclear capability, the report should be noted with concern 
by the Health Assembly, which might then recommend that the various nuclear war scenarios 
described in the report should be made known to the ordinary people in such countries, and 
particularly in the nuclear -weapon States. That task could be undertaken effectively only 
by the relevant nongovernmental organizations, some of which were attending the Health 
Assembly. The contents of the report might also be disseminated as widely as possible in 
schools, colleges and universities. 

He could support the draft resolution before the Committee, provided that reference 
was made in operative paragraphs 5 and б to cooperation with nongovernmental and inter- 
governmental organizations. 

Miss PANTOJA (Peru), welcoming documents А36/12 and А36/13, said that, in producing 
those reports, WHO had once again played its essential role of bringing to the awareness of 
all peoples the fact that there could be no peace without development and no development 
without peace. It had also brought to the attention of all countries, particularly 
developing countries, the new concept that there could be no development without health and 
no health without development. The contribution of health to the social and economic 
development of countries and to the maintenance and promotion of peace was indisputable. 
increased allocation of resources to social and economic development and health, particularly 
in developing countries, was essential to the achievement of the goal of health for all by 

the year 2000. She recalled the words of Pope John XXIII to the effect that the new name 
of peace was development - an objective that could be reached only through world solidarity. 

The reports before the Committee should be given wide circulation and be transmitted 
to the Secretary -General of the United Nations. 

Mr THABANE (Lesotho) said that, ab a representative of one of the peoples of the 

world who, in a nuclear war, could only look on helplessly before vanishing from the face of 
the earth, he wished to associate himself with those who had commended document А36/12, and 
to request that his country should be included in the list of sponsors of the draft 

resolution before the Committee. 

Dr KOOP (United States of America) expressed appreciation of the effort of the 

International Committee of Experts in presenting its report. Although it was very long and 

detailed and delegates might not have found it possible to analyse it fully, the report 
appeared to confirm the horrors of nuclear war, of which all delegates had been aware when 
voting on resolution WHA34.38 two years earlier. The International Committee was 
undoubtedly correct in referring to such horrors and in stating that the best manner of dealing 
with the spectre of nuclear war was by primary prevention, but the question was who should be 
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responsible for such prevention and, more specifically, whether there was a role for WHO in 

that respect. His answer to that question was in the negative. The question of how to deal 

with the prevention of nuclear conflict was undoubtedly a political one that was best dealt 

with by political officials and political bodies constituted specifically for the purpose. 

WHO was a technical agency constituted to deal with specific health questions, to find new 

and better approaches to disease and malnutrition aid to improve human wellbeing. It must 

do what it was competent to do. It had more than its share of work to do in pursuing the 

goal of health for all by the year 2000, or even in merely implementing its 1984 -1985 

programme. 

It would be an illusion to think that the Health Assembly, the Secretariat or the 

Organization as a whole could have any serious impact on the primary prevention of nuclear 

conflict. The Director -General had rightly pointed out that the Organization must not 

allow itself to be led astray into fields beyond its constitutional competence. He 

requested Members to reflect on what would happen to the Health Assembly and the Organization 

if the self -restraint that most delegations had exercised were not to continue aid if the 

threshold between the political and the technical agencies of the United Nations system were 

to be crossed. 

The one thing that was clear from the report was that its authors agreed that it was not 

for the Committee to outline the political steps by which the threat could be removed and the 

preventive therapy implemented. The Director -General had rightly told the Health Assembly 

that, by one false step, WHO could easily find itself in the minefields and risk the loss of 

its prestige. It might be possible for some discussion to take place among interested 

parties with a view to developing suitable language which took those points into account, and 

which could lead to a consensus when the draft resolution was taken up. 

Dr KHALID SARAN (Malaysia) observed that the useful and informative report of the 

International Committee of Experts (document А36/12) clearly detailed the dangers and effects of 

nuclear war. At a time when the Organization was seriously discussing ways and means of 

preventing ill- health and untimely death and the best means of improving access to health 

services with the limited resources available, it would have failed in its duty if it were to 

ignore the most important current threat to health, namely, nuclear weapons and nuclear war. 

The details of the scenario that would result from nuclear war were so horrifying that delegates, 

as doctors committed to saving life and promoting health, should take all possible steps to 

prevent such a catastrophe. It was essential to avoid the ironic situation in which all the 

energy -consuming and costly efforts to improve health and social wellbeing could be nullified 

by the mere push of a button, and in which the very people such efforts were designed to save 

from ill- health or untimely death were thereby destroyed. It was in that spirit that his 

delegation supported the draft resolution before the Committee. 

Mr Sang Yong PARK (Republic of Korea) attached great importance to agenda item 31 as the 

most significant factor for the attainment of health for all by the year 2000; he commended the 

work of the International Committee and documents А36/12 and А36/13. He agreed generally with 

the observations and conclusions and would like to see those documents circulated as widely as 

possible. 
At the previous meeting, one delegation had referred to the military exercises held in 

Korea early in 1983; they had been of a purely defensive nature and no nuclear materials of 

any kind had been used. 

Dr GUZMÁN (Chile) said that more detailed knowledge of the effects of nuclear war and 

the limitations of medical science in coping with those effects, both immediate and delayed, 
would be of great importance to physicians and the general public and would help to create 
an anti -nuclear war attitude in the world. He believed that the report on the effects of 

nuclear war (document А36/12) should be as widely distributed as possible, but if concern 
were to be concentrated on that issue in future Health Assemblies, another problem that was 
less theoretical and more immediate in character, that of the use of conventional weapons in 
all types of war, would be neglected. While the arms industry continued to grow, it would 
seek by the most subtle methods to encourage the use of its latest products. Technological 
progress in the development of new types of weapons should be condemned, because such 
achievements were like a fire burning in a sealed room, which produced a feeling of well- 
being but was ultimately lethal. Before being concerned with nuclear war, public 

opinion should condemn all advances in conventional weapons, which were daily costing the 
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lives of countless people, most of them civilians. His delegation supported the principles 
set out in the draft resolution before the Committee, but future Health Assemblies should not 
necessarily continue to concern themselves with nuclear war but rather with other less 
theoretical and more immediate problems. 

Mr КАК0MA (Zambia) said that the Committee had given the matter the serious attention 
it deserved. Zambia's national development policy since independence had been guided by the 
philosophy of humanism, which advocated that every government effort should be aimed at 
providing the necessary conditions in which the common man could develop his potential to 

the fullest. The goal of the attainment of health for all by the year 2000 was one that 
offered the necessary environment in which man could improve his lot. Zambia's foreign 
policy was well known in international forums. As a non- aligned nation, Zambia had never 
hesitated to expose those who sought to use war or any other form of aggression to settle 
international disputes. Zambia therefore strongly condemned nuclear war and did not consider 
that any single nation or group of nations had any moral right to try to achieve world 
hegemony through the use of nuclear weapons. Zambia had therefore co- sponsored that very 
important resolution because of its strong convictions on the subject, and hoped that it 

would be adopted by consensus and that the report would be given maximum publicity. He urged 
WHO to work tirelessly to highlight the catastrophic effects of nuclear warfare. Delegates 
should influence their governments to take note of the global concern over the threat of 

nuclear war, which could lead to the total destruction of mankind. 

Dr BLACK (Canada) said that there could be no doubt about the appalling and catastrophic 
results of a nuclear war and the concern that all health workers must feel about that 
possibility. However, he wished to refer to the role of WHO on that subject both at 
present aid in the future. In taking a position on that issue, his delegation had noted the 

International Committee's view that it was impossible to prepare health services to deal in 

any systematic way with a catastrophe resulting from nuclear warfare. His delegation 
therefore felt that the Organization had no further work to do in the matter and considered 
that the report should be transmitted to the Secretary -General of the United Nations for 

transmission to the appropriate United Nations bodies where the resolution of that grave 
problem properly belonged. 

Dr CISSE ALFA (Niger) said that just reading the report on the effects of nuclear war 

was enough to give anyone nightmares. He was grateful to the experts who had prepared it 

for their skill in focusing attention on such a thorny subject. His country, by a cruel 

chance, was directly involved in the apocalypse of nuclear war and felt a sense of guilt 

because its principal source of wealth was uranium, which could be of great benefit or lead 

to the worst, depending on how it was used. Yet Niger was a very poor country, harshly treated 
by nature, where life was difficult, and had no choice but to sell its uranium, on the 

understanding that it would be used to promote human wellbeing. Although a member of the 

International Atomic Energy Agency, Niger had no way of knowing what use was made of its 

uranium. It had to sell it to survive, although it was clear that the Agency could not 
guarantee that it would not be misused. He was not making any excuses for his country, 

because it was unable to process the uranium itself and had no other resources. Man had 

in him the promise of greatness but could be reduced to nothingness unless he took up the 

challenge of the atom as an inexhaustible source of energy, so necessary for socioeconomic 

development. 
That was a matter for politicians, it had been said, but so was health, unfortunately. 

Even if politicians took decisions on questions of daily life, or of life and death, the Health 
Assembly had nevertheless every right to deal with a matter of common concern to all. Nuclear 
weapons did not ask to see anyone's identity card nor did it matter what function had been 
performed by someone who had irradiated as a result of a nuclear bombardment. Consequently, 

although the issue was indeed of a political nature, it was also a matter of concern to the 

Assembly, whose duty it was to discuss it and above all to increase public awareness throughout 
the world. Since more than 10 000 megatons of nuclear weapons had been stockpiled, he was 

inclined to raise other highly political questions to which no answers would certainly be 
given in the Committee. Was there any way of eliminating the threat of nuclear war, and if 

so, how would it be technically possible to destroy the nuclear weapons or render them harmless? 
Was the destruction of those nuclear weapons feasible on a global scale without danger to the 

peoples of the world? Would it be possible to recycle the energy resources thus freed for the 

social and economic development of mankind? Those were political issues, but also practical 

ones, just as much as those of health with which the Assembly had been concerned. 
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Dr DE LIMA (Sao Tome and Principe) said that the report clearly set out the consequences 

of a nuclear war, whether limited or not; those consequences were so catastrophic that the 

very survival of mankind would be at stake. 

In a world where armed conflicts were generated by ever increasing political, economic 

and social tensions, where certain countries, in order to prevent the political liberation of 
the people and maintain their economic domination, and thus prevent the great majority of the 
people from attaining health and wellbeing, were manufacturing and stockpiling the most 
sophisticated weapons, including nuclear weapons, the threat of nuclear war must always be 
present. It was for that reason that his delegation supported the draft resolution and 
stressed the need to make the conclusions of the report as widely known as possible. 

Dr ALSARRAG (Sudan) said that the report contained a great deal of data warning mankind 
about the terrible consequences of nuclear war. He believed that all physicians should take 
the report seriously and that it should be distributed as widely as possible throughout the 

world, so that everybody would be able to understand the possible consequences of the folly 
of a nuclear war and press for policies aimed at preventing such a war from breaking out, 

and at providing a minimum of health care, something that could be achieved under existing 
socioeconomic conditions. That would not be possible, however, if a nuclear war were to 
take place. Developments should be kept under constant review so as to ensure that no obstacle 
was placed in the way of the attainment of health for all by the year 2000. It was for that 
reason that his delegation supported the draft resolution. 

Dr Hi HUSSEIN (Syrian Arab Republic) welcomed the report under discussion; such 

studies were important in highlighting the terrible consequences of nuclear war. The 

information contained in that report should be made known as widely as possible in schools, 
educational establishments and health services, and all the mass media should be employed for 
that purpose. His delegation believed that nuclear war should be prevented and that was why 
it appealed to all the peoples of the world to do their utmost to avert such a war. Resources 
should be used for the health and welfare of mankind, rather than for the manufacture of 
nuclear weapons. The report referred to limited and to global nuclear war, but in either case 
the consequences were clear enough for anyone to see. The International Committee of Experts 
had clearly shown what impact a nuclear war would have on medical services, but that applied 
also to chemical warfare. Referring to oil installations, he said that, if they became targets, 
enormous amounts of toxic substances would be released into the atmosphere. His delegation 
supported the draft resolution. 

He hoped that the issue would be kept on the agenda in the interests of peace and the 
attainment of health for all by the year 2000, and pointed out that the role of the physician 
should not be overlooked. 

Dr CHIE Won Sok (Democratic People's Republic of Korea) said that he wished to speak 
again in order to refute the contention of the delegate of the Republic of Korea that the 
military exercises carried out earlier in 1983 in that country had been purely defensive in 
character. All types of weapons, including nuclear weapons, together with large numbers of 
military personnel, had been involved in those exercises, which demonstrated their offensive 
nature, as did the use of expressions such as "annihilation ", "strike hard" and "full scale 
three -dimensional offensive operations against the northern half ", and the dropping of para- 
troopers and combined ground force river crossing operations, amongst others. The exercises 
were thus plainly a cover -up for sinister schemes to invade the northern half of the country. 

The CHAIRMAN explained that the delegate of the Democratic People's Republic of Korea 
had spoken in exercise of his right of reply under Rule 59 of the Rules of Procedure. 

Mrs OLDFELT- HJERTONSSON (Sweden) welcomed the report since it reflected the growing 
concern of physicians and health workers over the disastrous consequences of any thermo- 
nuclear conflict on health and health services. It was true that the report contained certain 
data available in other studies, and already known to specialists working, for example, in the 
field of disarmament and in peace research. Of course, matters concerning disarmament should 
primarily be dealt with by the United Nations General Assembly and the Committee on 
Disarmament. Nevertheless, it was essential that a report of that kind produced under the 

auspices of WHO should be given wide publicity and made available to health authorities and 
related institutions in Member States. Studies in that field would continue elsewhere and 
it was desirable that the work of WHO in that respect should continue so that the Organization 
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could evaluate and reach conclusions on the effects of nuclear war on health and health 
services. Her delegation would, therefore, welcome a consensus on the item. 

Mr PALIHAKKARA (Sri Lanka) said that the discussions had not revealed any disagreement on 
the conclusions reached by the International Committee of Experts. The question which 
remained to be settled was what the World Health Assembly should do about the report. He 
agreed that the Health Assembly was not the proper forum for discussion of arms limitation and 
disarmament problems with a view to finding solutions to them. However, he also considered 
that WHO, as the most authoritative international body on health matters, could and should 
make its contribution to increasing public awareness of the catastrophic consequences of 
nuclear war on health and health services. That would be the most appropriate means of 
facilitating the political measures mentioned in the report. The draft resolution introduced 
by the Indian delegate at the previous meeting was couched in neutral terms and he hoped that 
the Committee would adopt it by consensus. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) fully supported the draft resolution, but 
nevertheless considered that it should include some reference to the dangers of biological and 
chemical warfare. As had become only too clear, the superpowers and certain of their lackeys 
had not refrained from using such weapons against their unfortunate victims. A further issue 
which was certainly worthy of mention was that of conventional wars. Many nations, including 
his own, had suffered and continued to suffer severely from conventional weapons. He trusted 
that his suggestions would be given serious consideration. 

Mr MALЕ- MUKASA (Uganda) joined in strongly supporting the report of the International 
Committee of Experts (document А36/12). The role of physicians and other health workers was 
important and they were bound to bear the burden of looking after the victims of both the 
immediate and the delayed effects of nuclear war. WHO had the technical knowledge regarding 
the direct and indirect impact on human life of a nuclear war. It was the duty of the Health 
Assembly to point out such effects and dangers to the world, and the report of the International 

Committee had effectively dealt with that issue. 

The reaction of almost every country threatened by another country was to attempt to 

acquire nuclear weapons as a means of achieving superiority. If, in future, many of the 

countries which had disputes with other countries acquired those lethal weapons, it would be 
impossible to expect every country to exercise constraint. The danger was thus increasing 

every day. 

It was therefore imperative that two approaches to the subject should be adopted, the 

first being to explore what the Health Assembly could do in order to prevent a nuclear war, 

and the second to ask, if such a war should break out, what could be done to control its 

direct and indirect effects on human life. Research in that field was therefore relevant. 

It was important to realise that suffering and destruction would not be confined to the 

warring factions but would be global. The Health Assembly should therefore exercise its 

influence to prevent such a war. His delegation accordingly strongly supported the draft 

resolution. 

The CHAIRMAN said that he would invite Professor Bergstrom aid other members of the 

International Committee of Experts to answer the questions which had been raised. 

Professor BERGSTROM (Chairman, International Committee of Experts in Medical Sciences 

and Public Health) said that he had discussed the question raised by the delegate of Hungary 

relating to the ozone layer with Professor Rotblat, who had unfortunately had to leave Geneva. 

The situation regarding ozone was very complicated. Under certain conditions the ozone 

content of the upper layers of the atmosphere was depleted while in others there could be 

quite a considerable increase in the ozone content of the lower layers. Those questions 

were still under study and it was impossible to say what the outcome would be. It might turn 

out that even more disastrous effects could be caused by the dust and soot from an all -out 

nuclear exchange with the result that an even worse influence might be exerted on the climate 
in the short term. 

He would ask Professor Bochkov to answer the question on teratology raised by the delegate 
of Bulgaria; Professor Lechat would comment on the question of long -term epidemiology raised 
by the delegate of Mozambique while the economic question raised by the delegate of China 
would be answered by Dr Kruisinga. 
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Professor BOCHKOV (member of the International Committee of Experts in Medical Sciences 
and Public Health) said that the experience of Hiroshima and Nagasaki had shown that ionizing 
radiation undoubtedly had a teratogenic effect. What called for special emphasis was the 
mental retardation of children of mothers who had been pregnant at the time of the explosion, 
i.e., the teratogenic effects of ionizing radiation were not limited to physical development. 
The extent of such effects, in quantitative terms, was not known, however, especially with 
regard to isotopes of long half -life; such isotopes would inevitably be dispersed throughout 
the human environment after a nuclear explosion. The Committee accordingly considered it 

essential to continue its research on the question. 

Professor LECHAT (Adviser, International Committee of Experts in Medical Sciences and 
Public Health) said that the question concerning long -term epidemiological impact was related 
to that of communicable disease. Dehydration as a result of burns and the genetic and 
carcinogenic effects were covered in annexes 7 -9 of the report. Very little had been said 
in the report as to the epidemiological effects in terms of communicable diseases on a short - 
term basis because very little was really known. Even less was known regarding the 

epidemiological long -term effects on communicable diseases. It was, however, known that 
there would be changes in the biochemical cycles in relation to nitrogen and water and also 
changes in climate, the atmosphere and the ozone layer with consequent effects on the ecology, 
changes in habitats, displacement of ecological niches, and changes in both the ecosystem and 
the balance between species, with possible emergence of new strains; that would be very 
important from the point of view of communicable diseases, especially in relation to the 
ecology of micro -organisms and vectors. Little more was known for the time being except that 
malnutrition and the famine which might ensue after a nuclear war might increase infection. 
There was a correlation between malnutrition and infection but it would be premature to put 
forward any hypotheses. There were too many parameters to be considered for it to be possible 
to construct any models. For that reason, the Committee had not ventured to make any 
predictions. 

Dr KRUISINGA (member of the International Committee of Experts in Medical Sciences and 
Public Health) said that the delegate of China had referred to a statement in the report to 
the effect that WHO should encourage developing countries to seek solutions to their own 
social and economic problems in ways that were appropriate to them and should not slavishly 
follow the practices of the developed countries. The International Committee fully endorsed 
that point of view and, in particular, considered that, in both developed and developing 
countries, the emphasis on industrial and economic growth in general had led to relative 
neglect of the health aspects. Industries had been established without due consideration 
being given to the health of the workers or the protection of the environment. Valuable 
agricultural land had been laid waste aid people had been encouraged to migrate to the 
industrial areas without regard to social and psychological problems. The environmental 
effects of the influx in both developed and developing countries were such that a veritable 
epidemic of urbanization had developed. Air pollution, water pollution, noise, crime, 
alcoholism, drug addiction and prostitution were all products of that epidemic. In the 
opinion of the International Committee, such effects were important to the future health of 
the people. Economic development in general had failed to take proper account of health 
considerations and the quality of life. There had been uncritical dependence on market 
mechanisms to determine what was to be produced and where. While markets might often meet 
human needs, health and social considerations had been discounted. Market forces responded 
to the distribution of purchasing power, but that distribution might be very different from 
what might be desirable from the standpoint of health. In public investment no priority had 
been given to the improvement of living standards or the enhancement of human health. Greater 
account must be taken of such considerations. Through its work in the field of education 
aid training, WHO should contribute to economic and social development by placing the health 
aspects squarely in the centre of such development. 

The CHAIRMAN announced that three amendments to the draft resolution had been received 
from three delegations. A fourth delegation had suggested that further consideration of the 
issue should be postponed in order to allow time for consultation. If there were no 
objections he would take it that the Committee wished to adopt that suggestion. 

It was so agreed. (For continuation, see summary record of the twelfth meeting, section 2.) 
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2. REAL ESTATE FUND AND HEADQUARTERS ACCOMMODATION: Item 28 of the Agenda (Document 
ЕВ71 /1983 /REC/1, Part I, resolution EВ71.R14 and Annex 8) (continued from the fourth 
meeting, section 3) 

The CHAIRMAN invited the Committee to consider a draft resolution sponsored by the 
delegation of France, which read as follows: 

The Thirty -sixth World Health Assembly, 
having considered resolution EВ71.R14 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 1983 to 31 May 1984; 

Noting the completion of the construction of the extension to the headquarters 

facilities as authorized by the Health Assembly in resolution WHА34.10; 
Noting also the additional information provided by the Director -General concerning 

the problems resulting from the water seepage between the eighth and the seventh floors 

of the main headquarters building and the urgency of repairing the building to ensure 
its preservation and the safety of its occupants; 

Considering that the most appropriate long -term solution to this problem is to 

restore the structural safety of the eighth floor of the main headquarters building 
and to move the kitchen, which is the source of the water seepage, and the restaurant to 

a new separate building on the grounds of the headquarters complex, while keeping the 

space thus freed on the eighth floor in reserve for the time being; 

Noting further that the estimated cost of the work which this course of action 
entails does not require any additional appropriation from casual income to the Real 

Estate Fund; 
Recognizing that certain estimates must remain provisional because of the 

fluctuation of exchange rates; 

1. AUTHORIZES: 

(1) The construction of a building to house the kitchen and restaurant, the 
cost of which is to be financed from the funds originally appropriated to the 

Real Estate Fund by the Thirty -fifth World Health Assembly in resolution WHА35.12 
for the reinstallation of the kitchen and restaurant on the eighth floor of the 

main building; 

(2) The financing from the Real Estate Fund of the projects summarized in 

section V of the Director -General's report at the following estimated costs: 

Us$ 

Repairs to the Regional Office for Africa 300 000 

Repairs and alterations to the Regional Office for Europe 305 500 

Repairs and alterations to the Regional Office for the 
Western Pacific 40 000 

2, APPROPRIATES to the Real Estate Fund, from casual income, the sum of US $ 605 500. 

The draft resolution was approved.l 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 34 of the Agenda (continued) 

General matters: Item 34.1 of the Agenda (Resolution WHA34.39; Document А36/15) 

(continued from the fourth meeting, section 6) 

The CHAIRMAN drew attention to a draft resolution entitled "Contribution of the World 

Health Organization to the implementation of the Declaration on the Participation of Women 

in Promoting International Peace and Cooperation ", sponsored by the delegations of 

Afghanistan, Ethiopia, German Democratic Republic, Hungary, Mozambique and the Union of 

Soviet Socialist Republics, which read as follows: 

The Thirty -sixth World Health Assembly, 

Welcoming the valuable contribution made by the World Health Organization towards 

the attainment of the objectives of the United Nations Decade for Women: Equality, 

Development and Peace; 

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

resolution WHA36.17. 
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Referring to the close connection between the equality of women and the protection 
of their health, as noted in resolution W1A28.40; 

Recalling the principle laid down in the Constitution of the World Health 
Organization that health, the attainment of peace and international cooperation are 
interdependent; 

Emphasizing the significance of WHO's cooperation with its Member States, other 
specialized agencies within the United Nations system, and international governmental 
and nongovernmental organizations in implementing the objectives of the United Nations 
Decade for Women; 

Underlining the necessity to further improve preventive medical care and support 
for women in many Member States; 

Recognizing the contribution made by women towards the preservation and promotion 
of health in their own families as medical and social workers as well as in the 

political and social sphere; 
Emphasizing the constantly growing role of women in implementing the Global 

Strategy for Health for All by the Year 2000 in all Member States; 

1. WELCOMES the adoption of the Declaration on the Participation of Women in 
Promoting International Peace1and Cooperation by the United Nations General Assembly 
at its thirty -seventh session as a significant step towards achieving the objectives 
set for the United Nations Decade for Women; 

2, REQUESTS the Director -General 

(1) to promote, through appropriate measures within the Organization's field 
of competence, the implementation of the principles contained in the Declaration 
on the Participation of Women in Promoting International Peace and Cooperation 
in accordance with the objectives of the United Nations Decade for Women: 
Equality, Development and Peace; 

(2) to give high priority to well oriented and appropriate measures aimed at 
strengthening the provision of health care for women and enhancing their state 
of health in the implementation of WHO's Global Strategy; 

(3) to ensure the Organization's active participation in the preparations 
for the World Conference to Review and Appraise the Achievements of the United 
Nations Decade for Women to be held in 1985; 

(4) to work towards the full integration of women and their cooperation on 
an equal basis in the activities of health services in Member States. 

Mrs WOLF (German Democratic Republic) speaking on behalf of the co- sponsors of the draft 
resolution, said that, following consultation with other interested delegations, she wished to 
propose three amendments. First, the title of the resolution should read "Contribution of the 
World Health Organization to the participation of women in promoting international peace,. 
cooperation and health "; secondly, the word "WELCOMES" at the beginning of operative paragraph 1 

should read "TAKES NOTE of ", and the word "significant" should be deleted; thirdly, 
subparagraph 2(1) should be deleted and the subsequent subparagraphs renumbered accordingly. 

Her delegation hoped that, with the amendments which she had proposed, the draft resolution 
would be acceptable to all delegations. 

The draft resolution, as amended, was approved.2 

(For draft resolution on emergency health and medical assistance to drought -stricken 
and famine- affected countries in Africa, see summary record of the thirteenth meeting, 
section 4.) 

1 United Nations General Assembly resolution 3763. 
2 
Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA36.21. 
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Health assistance to refugees and displaced persons in Cyprus: Item 34.2 of the Agenda 
(Resolutions WHA35.18; document А36 16) (continued from the fourth meeting, section 6) 

The CHAIRMAN drew attention to a draft resolution sponsored by the delegations of 
Argentina, Cuba, Czechoslovakia, Ghana, India, Lesotho, Malta, Togo, United Republic of 
Tanzania, Yugoslavia and Zambia, which read as follows: 

The Thirty -sixth World Health Assembly, 
Mindful of the principle that the health for all peoples is fundamental to the 

attainment of peace and security; 
Recalling resolutions WHA28.47, WHA29.44, WHА30.26, WHA31.25, WHA32.18, WHА33.22, 

WHA34.20 and WHA35.18; 
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- seventh World Health Assembly on such 
assistance. 

Mr FARRUGIA (Malta), introducing the draft resolution on behalf of the co- sponsors, said 

that for a number of years it had been the privilege of his delegation to introduce a similar 
draft resolution on what was purely a humanitarian issue. His delegation had carefully studied 
the report submitted by the Director -General pursuant to resolution WHA35.18 concerning the 
continuation of health assistance to Cyprus provided by WHO and the United Nations High 
Commissioner for Refugees (UNHCR) and had noted with great satisfaction the measures taken 

during the past year by WHO in trying to meet the health needs of the population of Cyprus in 

the current situation. He fully appreciated the technical collaboration between WHO and 

UNHCR in terms of the provision of equipment and supplies to strengthen health facilities, such 
as hospitals and public health laboratories, support for disease control measures, the imple- 

mentation of various health projects in Cyprus and of other important projects listed in the 

report of the Director -General. He also expressed appreciation for all the efforts made by 

various bodies t "' obtain the funds necessary for the Organization's activities in meeting the 

health needs of the population of Cyprus. He believed that the draft resolution would meet 

with the unanimous approval of the Committee. 

The draft resolution was approved.l 

Mr APAKAN (Turkey), speaking in explanation of vote, said that the policy of his Government 
on the Cyprus question was well known. He had no intention of raising issues extraneous to 

the agenda but wished to emphasize certain points with regard to the resolution which had just 
been adopted. First, Cyprus was a binational State based on the existence of two communities 
on the island, namely, the Turkish Cypriot community and the Greek Cypriot community. The health 

assistance provided by WHO to Cyprus should therefore be extended to both communities on an 

equal footing. Second, there were no refugees but only displaced persons from both of the 

communities in Cyprus. On that understanding, his delegation had joined the consensus on the 

resolution on humanitarian grounds. 

Mr POUYOUROS (Cyprus) expressed the sincere appreciation of his delegation for the 

unanimous support of the Committee and its adoption of the resolution on health assistance to 

refugees and displaced persons in Cyprus. The Government and people of Cyprus greatly appre- 

ciated the interest of the Health Assembly in the tragic situation of the displaced persons 

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

resolution WHA36.22. 
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in his country and in that connection he wished to repeat the request made in the resolution 

that efforts to provide further health assistance to the displaced persons in Cyprus should 

be strengthened. 

Health and medical assistance to Lebanon: Item 34.3 of the Agenda (Resolution WHA35.19; 

Document А36/17) (continued from the fourth meeting, section 6) 

The CHAIRMAN drew attention to a draft resolution sponsored by the delegations of Iraq, 

Jordan, Kuwait, Mauritania, Saudi Arabia, Syrian Arab Republic and Yemen which read 

as follows: 

The Thirty -sixth World Health Assembly, 

Recalling resolutions WHA29.40, WHА30.27, WHА31.26, WHA32.19, WHA33.23, WHA34.21 

and WHA35.19 on health and medical assistance to Lebanon; 

Taking note of United Nations General Assembly resolutions 33146 of 20 December 1978, 

34135 of 14 December 1979, 3585 of 5 December 1980, 36205 of 16 December 1981, 

and 37163 of 17 December 1982 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 1982 -1983; 

Taking note of the endorsement by the Minister of Health of Lebanon of the report 

of the WHO /League of Red Cross Societies health assessment and planning mission on 

the reconstruction of the health services of Lebanon; 

Acknowledging the health and medical assistance provided by the Organization 

to Lebanon during 1982 -1983; 

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, in particular the League of Red Cross Societies, 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, and in particular to put into operation the 

recommendations of the report on the reconstruction of the health services of 

Lebanon; 

6. ALSO CALLS upon Member States to increase their technical and financial 

support for the reconstruction of the health services of Lebanon; 

7. REQUESTS the Director -General to report to the Thirty- seventh World Health 
Assembly on the implementation of this resolution. 

Mr SITAR (Lebanon), introducing the draft resolution, said that it was a reaffirmation 
of the assistance approved by the seven previous Health Assemblies and was consistent with a 
number of resolutions of the United Nations General Assembly which had called upon the 
international community to assist in the difficult task of reconstruction and development 
which faced his country. That task was the more urgent in that the unhappy situation of 
his country continued to be aggravated by sporadic hostilities and acts of aggression against 



328 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

it contrary to international law and United Nations resolutions. The situation had given 
rise to new health needs. The draft resolution took account of the facts of the case. 

After eight tragic years his country was ready to face its problems with renewed 
confidence in the future and with its ranks closed behind its President and Government in 
their determination to regain their independence from foreign occupation and freedom from 
the conflicts of others which had ravaged the land. 

To his country and those others which were the least well equipped to cope with urgent 
health problems, the adoption of the draft resolution would convey the message that they 
could count on international cooperation and solidarity in the search for assistance 
appropriate to their needs. He hoped that the draft resolution would, as in the past, 

receive the unanimous support of the Committee. 

The CHAIRMAN noted that the delegations of China, Pakistan, Sudan and Zambia wished to 
be co- sponsors of the draft resolution and that the delegations of Democratic People's Republic 
of Korea, Federal Republic of Germany, France, Indonesia, Italy, Malaysia, Mongolia, Norway, 
Union of Soviet Socialist Republics, United States of America and Yugoslavia fully supported 

the draft resolution. 

The draft resolution was approved.1 

Cooperation with newly independent and emerging States in Africa: liberation struggle in 

southern Africa: Item 34.4 of the Agenda (Resolutions WНАЗ5.20, WНАЗ5.21 and WHA35.29; 

Document А36/18) (continued from the sixth meeting, section 1) 

The CHAIRMAN said that the Committee had before it three draft resolutions. The first, 

sponsored by the delegations of Algeria, Angola, Botswana, Lesotho, Mozambique, Swaziland, 

United Republic of Tanzania, Zambia and Zimbabwe, was entitled "Assistance to the front -line 

States ", and read as follows: 

The Thirty -sixth World Health Assembly, 

Considering that the front -line States and Lesotho continue to be targets of 

sustained military attacks, which the South African racist regime plans, directs 

and carries out to destabilize their governments, and which hamper their economic 

and social development; 

Considering also resolutions AFR /RC31 /R12 and AFR/RC32/R9 of the Regional 

Committee for Africa, which call for a special programme of health cooperation with 

the People's Republic of Angola; 

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 

States, Lesotho and Swaziland in many resolutions of the United Nations, the movement 

of non -aligned countries, the Organization of African Unity, and other international 

organizations and institutions; 

1. RESOLVES that WHO shall: 

(1) continue to take appropriate and timely measures to help the front -line 

States, Lesotho and Swaziland solve the acute health problems of the Namibian 

and South African refugees; 

(2) continue to 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 as a consequence of the military 

operations; 

2. CALLS upon the Member States, according to their possibilities, to continue to 

provide adequate medical assistance to the front -line States (Angola, Botswana, 

Mozambique, United Republic of Tanzania, Zambia and Zimbabwe) and Lesotho and 

Swaziland; 

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

resolution WHА36.23. 
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3. REQUESTS the Director- General: 

(1) to make use, when necessary, of funds from the Director -General's 
Development Programme to help the countries concerned to overcome the 
problems arising both from the presence of the Namibian and South African 
refugees and from military attacks; 

(2) to report to the Thirty- seventh 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 Algeria, Angola, Botswana, Lesotho, Mozambique, Swaziland, United Republic 
of Tanzania, Zambia and Zimbabwe, read as follows: 

The Thirty -sixth 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 as well as the recommendations of the United Nations 
International Conference in support of the Struggle of the Namibian people for 
Independence; 

Aware of the recommendation adopted by WHO arid at ministerial meetings of the 
non- aligned and other developing countries on assistance to 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 arid 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 continue to take appropriate steps for 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- seventh 
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 Ethiopia, Somalia, Sudan and Zambia, read as follows: 

The Thirty -sixth World Health Assembly, 
Taking note of the United Nations General Assembly resolution 37197 of 

18 December 1982 on the convening of a second International Conference on Assistance 
to Refugees in Africa in 1984; 

Noting that the General Assembly appealed, in operative paragraph 9 of its 
resolution 37197, to the international community, all Member States and the specialized 
agencies to provide the utmost support for the Conference with a view to offering 
maximum financial and material assistance to refugees and returnees in Africa; 

Noting further that the Seventh Conference of Heads of State or Government of 
Non -aligned Countries, convened in New Delhi in March 1983, urged all Member States and 
the United Nations specialized agencies to provide full support for the International 
Conference on Assistance to Refugees in Africa; 
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Recalling its resolution WHA35.29 on health assistance to refugees in Africa; 
Taking note with appreciation of the reports of the Director -General on health 

assistance to refugees in Africa; 
Bearing in mind the heavy sacrifices that the countries of asylum are making, 

despite their limited resources, to alleviate the plight of those refugees; 
Expressing appreciation of the assistance provided to refugees and voluntary 

returnees in Africa by the donor countries, United Nations specialized agencies, and 
intergovernmental and nongovernmental organizations; 

1. REAFFIRMS its resolution WHA35.29 on health assistance to refugees in Africa; 

2. REITERATES the need for WHO to give high priority to the assistance provided to 
refugees and voluntary returnees in Africa in the area of its competence; 

3. APPEALS to the international community, all Member States, intergovernmental and 
nongovernmental organizations to provide full support for the Conference; 

4. REQUESTS the Director -General: 

(1) to continue and intensify his cooperation, within his field of competence, 
with the Office of the United Nations High Commissioner for Refugees and other 
relevant organizations in the preparation and follow -up of the implementation of 
the conclusions of the forthcoming International Conference on Assistance to 
Refugees in Africa (ICARA II), which is scheduled to be convened in May 1984; 

(2) to keep the health situation of the refugees in Africa under constant review 
in order to ensure immediate and effective assistance to them; 

(3) to submit a comprehensive report to the seventy -third session of the Executive 
Board and the Thirty - seventh World Health Assembly on measures taken by the 
Organization to implement this resolution. 

Mr BOYER (United States of America) said that he had earlier expressed the hope that 
disagreements could be avoided on the question of health assistance to southern Africa, 
believing that all shared the desire for an improvement in health conditions in that region. 
His delegation would like to be able to vote in favour of resolutions that urged improvement 
in health assistance in that area, but the political content of the first two draft 
resolutions was too great to be acceptable. In addition, the first draft resolution contained 
certain unwarranted inaccuracies and the second concerned the use of regular budget money for 

assistance to national liberation movements, both of which were also not acceptable to his 

Government. Furthermore, much of the language in the second draft resolution was unhelpful to 

efforts to achieve a peaceful settlement of problems relating to South Africa and Namibia. He 

therefore requested that a vote be taken on the first two draft resolutions, which he would be 

obliged to vote against. Since his Government endorsed the basic objective of increasing 
health assistance to the peoples of southern Africa, it was to be hoped that the resolution on 

that subject the following year would not be a mere reiteration of the present year's texts, 

but would offer new ways of addressing those points in a consensus which all could share. 

The CHAIRMAN put to the vote the first draft resolution, on assistance to the front -line 

States. 

The draft resolution was approved by 91 votes to one, with 6 abstentions.1 

The CHAIRMAN put to the vote the second draft resolution, on assistance to Namibia and 

national Liberation movements in South Africa recognized by the Organization of African Unity. 

The draft resolution was approved by 82 votes to 2, with 14 abstentions.2 

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

resolution WHA36.24. 

2 
Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA36.25. 
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Mr GILBERT (United Kingdom of Great Britain and Northern Ireland), explaining his vote, 

said that his Government fully supported those parts of the resolutions concerned with health 

assistance and other health matters. However, he had voted against the second draft 

resolution because it contained statements which fell outside the responsibility of WHO. He 

continued to believe that the introduction of such statements into Health Assembly resolutions 

did not accord with the true aims and traditions of the Organization. 

Mrs COWCHER (Australia) said that her delegation had voted in favour of the second draft 

resolution because it supported that resolution's general thrust. However, it regretted the 

intrusion of political issues into the work of the Health Assembly and maintained the view 

that, although SWAPO had an important role to play in any political settlement in Namibia, its 

status must be left to the Namibian people to decide in free and fair elections held in 

accordance with Security Council resolution 435. 

Dr FRITZ (Austria) said that her Government was in favour of continued support to 

national liberation movements in the field of health because of the urgent humanitarian needs. 

The Austrian delegation had therefore voted in favour of the second draft resolution although 

it regretted the political nature of its w:,rding. Her delegation's acceptance of the first 

preambular paragraph should in no way be understood as prejudging the necessary democratic 

process in Namibia. As far as the "legitimate struggle" mentioned in operative paragraph 1 

was concerned, it should be remembered that the legitimate struggle for health in the world 

could only be pursued by peaceful means. 

Mrs VAISTO- MELLERI (Finland) said that her delegation had abstained from voting on the 

second draft resolution because, while warmly supporting assistance to the health sector in 

Namibia and the liberation movements in southern Africa, giving assistance to Namibia and 

supporting the struggle against apartheid, the Finnish Government had some reservations of 

principle with regard to the reference to the trugglе of the South African people to attain 

liberation, and also to the reference to South Africa's right to self -determination, since 

such references were questionable from the point of view of international law. 

Mr ASLUND (Sweden) said that his delegation had voted in favour of the second draft 

resolution because it supported its general thrust, as was to be expected from the extensive 

assistance given to Namibia by Sweden in the health and other sectors, and Sweden's support for 
the struggle against apartheid. However, it had some reservations of principle concerning the 
reference to the struggle of the South African people to attain national liberation in 
preambular paragraph 2 and operative paragraph 1, as well as the reference to South Africa's 
right to self -determination in the last preambular paragraph, to which the Swedish delegation 
had objected the previous year. Such references were questionable from the point of view of 
international law. the black people of South Africa were struggling to remove the apartheid 
system with a view to attaining a free democratic process whereby the principle of "one man, 
one vote" would determine who would represent the people of South Africa. As far as the 

reference to SWAPO as the sole legal representative of the Namibian people was concerned, Swede 
recognized that Organization as the most important representative of the Namibian people, 
and the Swedish Government had given it considerable humanitarian assistance, but it believed 
that only the Namibian people themselves could designate their representatives in free and 
fair elections. 

Miss RIDDELL (New Zealand) said that her delegation supported the humanitarian objectives 
of the second draft resolution and had therefore voted in favour of it. In so doing it 
recognized the need to provide humanitarian relief to those adversely affected by the struggle 
of the people of Namibia, and acknowledged the right of the people of southern Africa to 
attain self -determination by peaceful means. However, the New Zealand delegation reserved its 
position on SWAPO. New Zealand's support of the resolution should not be taken in any way as 
implying recognition of SWAPO as the sole legal representative of the Namibian people. 

Mr SANTANA CARLOS (Portugal) said that his delegation had voted in favour of the second 
draft resolution, but the Portuguese Government believed that only after negotiations between 
all the parties concerned would Namibia become a fully independent State. 

Mr O'TOOLE (Ireland) said that his delegation had voted in favour of the second draft 
resolution because its general thrust was appropriate. Ireland regarded SWAPO as playing a 



332 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

paramount, though not exclusive, role in the search for Namibian independence and consequently 
looked forward to free elections in Namibia, under United Nations supervision, in which the 
Namibian people would have the opportunity to choose their representatives freely through a 
democratic electoral process. Ireland's position with regard to the recognition of national 
liberation movements remained unchanged. Ireland did not regard the situation in South Africa 
as a colonial one. 

Mr UTHEIM (Norway) said that his delegation had abstained from voting on the second draft 
resolution, although it supported the resolution's main thrust. Norway's position was clearly 
illustrated by its extensive assistance in the health sector and other sectors to Namibia and 
to the liberation movements in southern Africa. However, the Norwegian delegation had some 
reservations of principle concerning the references in preambular paragraph 2 and operative 
paragraph 1 to the struggle of the South African people to attain national liberation, and also 
concerning the reference to South Africa's right to self -determination in the last preambular 
paragraph, all of which were questionable from the point of view of international law. The 
reference to SWAPO as the sole legal representative of the Namibian people also caused 
difficulties, although Norway recognized SWAPO as being the most representative organization of 
the Namibian people and the Norwegian Government had given it considerable humanitarian 
assistance. It was up to the Namibian people themselves to designate their representatives 
in free and fair elections. 

The CHAIRMAN invited the Committee to consider the third draft resolution, on health 
assistance to refugees in Africa, which had already been introduced by the delegate of Somalia. 

The draft resolution was approved.1 

The meeting rose at 17h35. 

Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA36.26. 



TENTH MEETING 

Thursday, 12 May 1983, at 9h00 

Chairman: Dr D. B. SEBINA (Botswana) 

1. SECOND REPORT OF COMMITTEE B (Document А36/37) 

Mrs PARKER (Jamaica) Rapporteur, introduced the draft second report of Committee B. 

Mr BOYER (United States of America) said that the draft resolution on health, medical and 
social assistance to the Yemen was fully supported by the United States delegation. He wished, 
however, to place on record that its interpretation of operative paragraph 2(1) was that the 
Director- General should seek the funds for the purpose from all possible sources and not simply 
from WHO's regular budget; and that any funds allocated from the latter would be drawn from 
the total resources available therein, and not constitute an extra charge. 

The report was adopted (see document WНАЭ6/1983 /REС/2). 

2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB ТERRIТORIES, INCLUDING 

PALESTINE: Item 32 of the Agenda (Resolution WНАЗ5.15; Documents A36/14, А36/34, and 

A36/INF.DOC./3, 4, 7 and 10) 

The CHAIRMAN drew attention to a draft resolution sponsored by the delegations of 

Afghanistan, Algeria, Bahrain, Bangladesh, Benin, Bulgaria, China, Cuba, Czechoslovakia, 

Democratic People's Republic of Korea, Democratic Yemen, Djibouti, Ethiopia, German Democratic 
Republic, India, Indonesia, Islamic Republic of Iran, Iraq, Jordan, Kuwait, Libyan Arab 

Jamahiriya, Malaysia, Malta, Mauritania, Morocco, Mozambique, Nepal, Nicaragua, Niger, Oman, 

Pakistan, Qatar, Sao Tome and Principe, Saudi Arabia, Senegal, Somalia, Sudan, Syrian Arab 

Republic, Togo, United Arab Emirates, Viet Nam, Yemen and Yugoslavia. It read as follows: 

The Thirty -sixth World Health Assembly, 

Mindful of the basic principle established 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 to ensure proper health conditions for all peoples who 
suffer from exceptional situations, including foreign occupation and especially settler 
colonialism; 

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 people 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 that it be respected 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 resolutions 1 -2 -3 (XXXIX) of 15 February 1983, adopted by the Commission 
on Human Rights, which condemn Israel's violations of human rights in occupied Arab 
territories, including Palestine and the Golan, and United Nations General Assembly 

- 333 - 
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resolutions ES -7/5 of 26 June 1982, ES -7/6 of 19 August 1982 and ES -7/9 of 

24 September 1982; 

Stressing that international cooperation to promote health should be more dynamic 

in the occupied territories and that involvement of international institutions and 

organizations, including WHO, is necessary; 

Taking note of the report of the Special Committee of Experts; 

Considering the right of the peoples to organize for themselves the provision of 
their own health and social services; 

Observing with great concern the clinical syndrome which spread amongst the female 
students in the West Bank and gave rise to the effects mentioned in the report of the 
Special Committee of Experts (document А36/14 of 28 April 1983 - paragraph 4.1.3.3); 

1. ENDORSES resolution WHA15.35 and previous relevant resolutions of the World 
Health Assembly; 

2. CONDEMNS Israel for its continuous aggressive policy, its arbitrary practices and 
its continuous shelling of Arab residential areas, including refugee camps, especially 
during the last ferocious war launched by Israel against Lebanon, which has resulted in 
the destruction of cities and camps, killing and injuring tens of thousands of civilians, 
children, women and eilderly people, as well as Israel's responsibility for the barbaric 
collective massacre of Sabra and Shatila; 

3. DEMANDS the immediate end to occupation, violence and oppression, to enable the 
Palestinian people to exercise its inalienable national rights; 

4. 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 - seventh World Health Assembly, bearing in mind all the provisions 
of this resolution, in coordination with the Arab States concerned and the Palestine 
Liberation Organization; 

5. TAKES NOTE of the successive reports of the Special Committee of Experts submitted 
to the World Health Assembly at its previous sessions, and the statement in paragraph 
4.1.3.3 of document А36/14 of 28 April 1983 that "there is a public health problem which 
should not be minimized "; 

6. RECOMMENDS that every possible measure be taken to continue monitoring any 
developments in the health conditions of the population and requests the World Health 
Organization directly to supervise the health conditions of the Arab population in the 

occupied Arab territories, including Palestine, to ensure a proper health environment 
for the population; 

7. CONDEMNS Israel for the continued establishment of Israeli settlements in the 

occupied Arab territories, including Palestine and the Golan, and the illegal exploita- 
tion of the natural wealth and resources of the Arab inhabitants in those territories, 

especially the appropriation of water sources and their diversion for the purpose of 

occupation and settlement and requests that the establishment of new settlements be 

stopped immediately and that those already established be dismantled; 

8. AFFIRMS the right of the Palestinian people to have its own social institutions 

which provide medical and social services, and requests the Director -General: 

(1) to further collaboration and coordination with the Palestine Liberation 

Organization concerning the provision of the necessary assistance to the Palestinian 

people; 

(2) to establish three medical centres in the occupied Arab territories, including 

Palestine, with funds allotted for this purpose, provided that the centres shall be 

under the direct supervision of WHO, and to submit a report to the Thirty - seventh 

World Health Assembly; 

(3) to follow up the health conditions of the population in the occupied Arab 

territories, including that of the sufferers from the above -mentioned clinical 

syndrome, or other similar cases, and to report regularly to the World Health 

Assembly. 
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Dr IONESCU (Chairman, Special Committee of Experts appointed to Study the Health Conditions 

of the Inhabitants of the Occupied Territories in the Middle East) introduced the Special 

Committee's report (document А36/14). Following the adoption of resolution WHA35.15, the 

Special Committee had met in Geneva to consider its actions and strategies in pursuance of that 

resolution. At that meeting the Committee had once again affirmed the collective responsi- 

bility of its members in all its actions. The Committee had based its survey and its report 

on the consideration that the health status of a population, according to the definition of 

health adopted by WHO, was an inseparable part of the wider framework of economic and social 

development. Since the development of health was both a component and a product of economic 

and social development, health policy must be an integral element of the general development 

policy which reflected the objectives of governments and peoples. 

It should be pointed out at once that the comprehensive analysis of the health status of 

a population under foreign occupation was itself a difficult task. The Committee's visit to 

the occupied territories in April 1983 had taken place in an exceptional atmosphere, as the 

serious events which had occurred there had greatly affected the Arab population. In addition, 

the Committee's task had been made more difficult by the contradictory nature of the large 

amount of information it received on the subject from different sources. 

Although the health status of the population under foreign occupation was not and could 

not be satisfactory, it would be unjust to say that the physicians on the spot had abandoned 

the ethics of their profession and that the health services and staff were doing nothing to 

improve the situation. Moreover, and in the light of the principles to which he had referred, 

it must be recalled that the health of a population did not depend on health staff and services 

alone: health development must form a part of overall social and economic development. The 

main constraint on development was the occupation by Israel of the Arab territories. The 

solution to that problem, which was obviously outside WHO's sphere of competence, would create 

favourable conditions for untrammelled social and economic development and, by implication, 

lead to a satisfactory level of health as defined by WHO. 

In its previous reports, the Special Committee had not only considered specific health 
aspects of the local population but had also made an exhaustive study of the health infrastruc- 
ture in the occupied territories. It had, in addition, looked into matters such as the esta- 
blishment of health services, health protection and promotion, disease control, managerial 
processes for health development and a number of technological and diagnostic - problems. The 
major theme of the previous year's report had been a review of the status of implementation 
of the eight components of primary health care. 

In preparing its present report, the Special Committee had taken all that information into 
account, together with the deliberations of the Executive Board, at its seventy -first session, 
concerning the relationship between health status and the monitoring of progress towards health 
for all by the year 2000. As a result, the Committee had selected a number of the topics 
covered in the WHO publication ( "Health for All" Series, No. 4) entitled Development of indi- 
cators for monitoring progress towards health for all by the year 2000 as a basis for its 
investigation during its visit. In those parts of its report which dealt with health policy, 
the socioeconomic situation and the health situation, the Special Committee had made use of the 
indicators recommended by the Organization. It had also briefly reviewed the principal health 
problems in the area in the context of overall development, since it was undeniable that 
political, economic and social decisions had a considerable influence on the health of a 
community. A review of follow -up to the Committee's earlier recommendations had also been 
carried out. 

In view of the magnitude and difficulties of its task, the Special Committee could not 
claim that its report was exhaustive. Nevertheless, consideration of WHO's role in the 
strategy of health for all by the year 2000 and the methodology and indicators it had developed 
for measuring progress towards that goal, had led it to make a number of recommendations, and 
thus make a modest contribution towards improving the health conditions of the Arab population 
of the occupied territories. 

In conclusion, he expressed the Special Committee's thanks to all those who had made the 
information in the report available to them, and its gratitude to the Director -General, his 
legal advisers and the other members of the Secretariat for the efficient way they had prepared 
the mission and for their support during it. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), referring to WHO's activities 
in the Region during the previous year, said that in June 1982 a WHO staff member specializing 
in maternal and child health had visited the West Bank and Gaza to identify risk factors in 
women during pregnancy and childbirth and to evaluate the impact of oral rehydration on the 
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nutritional status of children aged six to twenty -three months attending the Gaza clinics. 
A follow -up visit was expected to start shortly to discuss the proposed study of the effective- 
ness of maternal care services provided by UNRWA maternal and child health centres in Gaza 
and the West Bank and to extend the risk approach in maternal and child health and family 
planning to other UNRWA clinics. The Organization had made a financial contribution to launch 
a training programme for traditional birth attendants in Gaza and the West Bank. A supply of 
100 000 doses of tetanus toxoid and 85 000 disposable syringes had also been made available 

for the prevention of tetanus neonatorum. 
With regard to the control of diarrhoeal diseases the Organization had continued to support 

a study of the effect of mass use of oral rehydration on the reduction of mortality in children 

under five years of age in Gaza. The results of the study were being analysed and would be 
published shortly. WHO had agreed to sponsor the training of ten physicians and nurses from 

UNRWA staff in oral rehydration and it was hoped that their training would take place during 

1983. 
In connection with the WHO Expanded Programme on Immunization a WHO consultant had visited 

UNRWA camps during the period June -August 1982 to improve cold -chain systems in the area and 

another had taken up an assignment to promote the school health programme in UNRWA. 

The Organization had awarded fellowships to UNRWA staff in the fields of public health, 
nursing and maternal and child health. WHO had allocated a grant to the Palestinian Red 

Crescent as in past years to assist with the payment of salaries for the health technicians, 
medical specialists and administrators employed by the Palestine Red Crescent Society, and an 

additional sum had been provided to meet the cost of emergency medical supplies and equipment 

for Lebanon. The Organization had also sent a staff member and a consultant nurse to the 

area to assist in the maintenance of health services. The UNRWA Director of Health and WHO 
representative had assumed his duties in April 1983. Other staff seconded by WHO included 

two medical officers, one nurse aid one sanitary engineer, in addition to a nutritionist who had 

been transferred from the UNRWA budget to WHO/UNRWA staff. 
WHO had mobilized US$ lmillion from extrabudgetary sources for emergency health assistance 

to the Palestinian people following the recent armed conflict in Lebanon. That assistance 

had included the provision of medicaments, laboratory equipment and dispensary supplies to the 

Palestinian people in the war -torn areas and by special agreement was channelled through UNRWA. 

During the events referred to by the Chairman of the Special Committee, he had sent a 

cable to the responsible authorities in Israel suggesting that WHO could help in finding the 

source of the trouble in the West Bank. That had been followed by a series of telex messages 

between the Director -General and the Israeli Government as a result of which a team of four 

people had visited the West Bank to investigate the causes of the problem. 

Dr HIDDLESTONE (Director of Health, United Nations Relief aid Works Agency for 

Palestinian Refugees in the Near East) expressed the gratitude of the Commissioner- General 

of UNRWA for WHO's concern regarding the health of the Palestinian 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, during its 33 years of service to the Palestine refugees, had relied almost entirely 

on voluntary contributions to meet the cost of its different activities. High levels of 

inflation which prevailed in the world, especially in UNRWA's area of operations, had out- 

stripped contributions, making it increasingly difficult for the Agency to cover its budget 

needs. When those needs were magnified by extraordinary additional responsibility, the 

problems were compounded. 

The year 1982 had been a period of trial and challenge to UNRWA in general, and to the 

Department of Health in particular. The Israeli invasion of Lebanon which had started on 

6 June 1982 had wrought much loss of life, homes and property as well as bringing suffering 

to thousands of refugees. Not only thousands of refugees registered with the Agency but also 

other Palestinian and Lebanese persons had been displaced. By the end of the year many had 

been still homeless. 

Conscious of the disaster facing the Palestine refugees, the Commissioner- General had 

appealed for assistance in cash and in kind and had ordered delivery as soon as possible of 

emergency supplies of foodstuffs, blankets, household equipment, soap and medicines. Because 

of the fighting, however, it had been possible to send the first convoy of food and blankets 

from UNRWA's central warehouse in Beirut to south Lebanon only on 20 June. Arrangements had 

also been made to send relief supplies to south Lebanon from Jerusalem and to the Bega'a and 

Tripoli areas via Damascus. Because of the urgency and UNRWA's ability to assist with 
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emergency aid, the Commissioner- General had decided to extend relief services to any Palestine 

refugee in Lebanon, registered or unregistered, who was in need of the Agency's assistance, a 

decision endorsed by the United Nations General Assembly in December (resolution 37120). 

During the first few weeks of the invasion the health services had been paralysed through- 

out Lebanon, with the exception of the north Lebanon area, because of the destruction of most 

health installations, the inability of the local staff to move safely, and the detention or 

killing of a number of them. Gradually the programme had, however, been reactivated, and by 

the first week of August the health services had been back in operation throughout Lebanon. 

Medical care services, both preventive and curative, had been provided during the early 

weeks of the invasion by mobile teams, until health premises could be repaired and renovated 

or, where they had been destroyed, temporary premises could be rented and static health centres 

re- opened in or adjacent to the camps. Because of the destruction of health facilities of 

other organizations, which had been available before June, the demand on the Agency's medical 

care services had noticeably increased. 

The Agency had established an emergency food ration distribution which provided about 

2000 calories and 65 grams of protein per person per day to registered refugees and other 

Palestinians in Lebanon who requested UNRWA's help. For logistical reasons the ration did 

not include fresh items. 

From the early weeks of the invasion, as soon as it became possible, UNRWA's environmental 

health staff, with financial support from voluntary agencies aid from UNRWA's resources had 

renovated and re- established the sanitary services in the camps and localities to which the 

displaced refugees had moved. The main emphasis had been on the provision of safe potable 

water and the disposal of refuse and waste. However, difficulties had been experienced 

because of the accumulated rubble resulting from the partial or complete destruction of refugee 

houses in camps, until the camps were cleared in November. 

Despite the financial uncertainty, UNRWA had continued in 1982 to maintain its health care 

services in full and to operate them with reasonable smoothness. It had been concluded 

several years ago that it would be unacceptable to make any savings by curtailing the health 

services, as they already met only the most basic health needs. Over the past 33 years, the 

services provided had evolved into a comprehensive community health programme. That basic 

service needed improvement of physical facilities as well as essential maintenance and replace- 

ment of supplies and equipment. The past years difficulties had served to heighten those 

requirements. 

He had been asked by the Commissioner- General to appeal to delegations to draw the 

attention of their respective governments to the prevailing state of affairs and to ask them 

sympathetically to consider UNRWA's need for increased donations. 

The total monetary value of WHO's assistance to UNRWA during 1982 had been US$ 403 616. 

In addition to the cost of the five WHO officers assigned to UNRWA Headquarters on a non- 

reimbursable loan, that amount included a fellowship awarded to an UNRWA medical officer in 
the West Bank for 17 months' postgraduate training in maternal and child health; a fellowship 

in public health nursing for a graduate nurse in Gaza; and the provision of WHO scientific 

publications. UNRWA had also benefited from visits to its area of operations by various EMRO 
consultants and advisers, and by the attendance by its staff at scientific meetings and con- 

ferences sponsored by WHO. Details of the assistance the Agency had received from the 

Regional Office for the Eastern Mediterranean had already been provided by its Regional 
Director. 

An abridged version of the annual report of the Director of Health of UNRWA fo.r 1982, 

submitted to the Assembly as document A36/INF.DOC./4, included a summary account of the health 
conditions of the refugees registered with UNRWA as well as a brief record of the different 
health services provided by the Agency. 

In conclusion, he referred to the generous assistance provided to UNRWA's health programme 
by the health authorities of the host countries, which had contributed greatly to the welfare 
and the health of the Palestine refugees, putting at their disposal some of their hospital 
and clinical services, as well as public health laboratory facilities. He also thanked the 
many other governmental and nongovernmental organizations which had assisted the Agency's 
Health Department in the delivery of•its services, in providing personnel, equipment, medical 
supplies, food commodities or by meeting in cash the operational cost of some of its health 
units. 

The Commissioner -General of UNRWA wished to thank all those organizations for their 
valuable assistance and the ministries of health in the fields of operation for their close 
and fruitful cooperation with the Agency, which had made possible the execution of its task. 
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Professor MODAN (Israel) said that it was once again with great reluctance that he had 
asked for the floor to present Israel's position on the item and on the documentation 
submitted to the Committee, since he felt that as people who devoted their time, their minds 
and their skills to the cause of health, the task of delegates to the World Health Assembly 
was to devote their attention to the planning and organization of medical services, to the 
treatment of those in need, to the prevention of disease and to the promotion of health 
wherever and whenever possible. It was therefore in contradiction to their main duty to 
the people they all represented repeatedly to spend time and energy in discussing purely 
political matters and rebutting hypothetical resolutions that were unrelated to realities. 

Israel had opened its doors year after year to WHO experts who came to study the health 
situation in Judea, Samaria and Gaza. He knew of no other country that would accept 
continuous "condemnation" on the basis of politically motivated speculation and on reports 
that distorted and misrepresented the true situation. In April 1983, Israel had once again 
been visited by the experts chosen by the World Health Assembly to examine the health status 
in the administered territories. Their report clearly indicated accelerating progress in 
the health status of the population. Every effort had been made to enable the Special 
Committee to visit all the facilities it wished to, for Israel had nothing to hide and 
nothing to be ashamed of. Indeed, the health situation in the territories under consideration 
was far better than that of any of the surrounding Arab nations which had had the gall to 
sponsor the draft resolution. That fact was evident on the basis of the criteria used by 
the Special Committee itself, which stated in its report that "health development is both a 
determinant and a result of economic and social development" and that "progress in the health 
field is assessed not just in terms of the number of units, staff or activities carried out, 
but in the light of the appropriateness of the relationships between the different components 
of the health system ". He stressed the phrase "appropriateness of the relationships ". 
Where else in the area could be found a gross national product per capita of over US$ 1200, 
an infant mortality of under 301000 (as in Judea and Samaria), a provision of 1.9 hospital 
beds per 1000 inhabitants (as in Gaza) and employment rates of 99%? He was quoting from 
the Committee's report, and would continue to do so - as evidence of the real health status 
of the population in the area concerned - with respect to planning (third paragraph of 
section 2.3) ; demographic data (first paragraph of section 3.1) ; standards of living (first 
and second paragraphs, section 3.2) ; communicable and parasitic diseases (first, second and 
third paragraphs, section 4.1.1); chronic diseases (second and third paragraphs, section 
4.1.2); health infrastructure in Ramallah district (third paragraph, section 4.2.1), in 
Jericho district (first paragraph, section 4.2.2), in Bethlehem district (first to fourth 
paragraphs, section 4.2.3), in Nablus district (fourth paragraph, section 4.2.5), in Tulkarem 
district (second paragraph, section 4.2.6) and in Gaza Region (first to third paragraphs, 
section 4.2.8); ambulatory care (first and fourth paragraphs, section 4.3.2) ; laboratory 
services (first paragraph, section 4.3.3) ; and specific services (second, fourth and eighth 
paragraphs, section 4.3.4). 

Any public health official present would understand what all those references implied: 
namely, the evolution from an infectious disease health pattern to one of chronic disease; 
or, more simply, the transformation of the health pattern from that of a developing society 
to that of a developed one. If that did not constitute progress, in other words the result of 
major social and economic development, the outcome of applied resources, efforts and manpower, 
then - he submitted - the textbooks of public health practice would have to be rewritten. 

The Special Committee had noted that the Israeli Government had followed up on some of 
the recommendations made in the previous Special Committee's report (document А35/16) and had 
cited them in full in its report (sections 5.1, 5.2 and 5.3). Several other recommendations 
made by the Special Committee were in the process of implementation, namely, (i) organization 
of a local course on planning and management of health services, (ii) a study to determine 
the prevalence of mental diseases, (iii) more dynamic cooperation with WHO, (iv) encouragement 
of activities by nongovernmental organizations, associations and individuals; and, most 
important, (v) health programming and the formulation of a health plan with full community 
involvement, as well as a plan for health manpower development. 

Five years ago he had chaired a multidisciplinary planning team, many of whose 
recommendations had been subsequently carried out. Others involving reorganization of services 
had not been carried out, owing to local pressures. A new committee had now been established 
to assess, develop and evaluate a long -term health plan for the areas. He hoped that 

internal objection based on outside political pressure would no longer prohibit the 

implementation of any ensuing recommendations. 
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The Special Committee had stated that it was essential to make resources available for 

priority activities at the proper time and place, and that national budgetary resources could 

not be stretched at will (section 2.4.1). The lack of oil fields such as were abundant in 

neighbouring countries was an enormous drawback for the State of Israel; yet the population 

in Judea, Samaria and Gaza had been alone in enjoying increased health benefits and 

investment during the past year. 

Every country had its own socio- political conditions, yet all were trying hard to 

alleviate pain as far as possible, to secure a larger share of the national budget for health 

and to set priorities for health in competition with education, economic development and 

defence. Where the areas in question were concerned, the results of improved services could 

be seen in the dramatic decrease in infant mortality, one of the best indicators of health 

status in any population. In 1965, under Jordanian rule, the infant mortality rate on the 

West Bank had been 55 per 1000; today it had dropped to less than 30 per 1000. In the 

Gaza Strip the rate had been 120 per 1000; today it was 43 per 1000. That had been 

paralleled by a drastic reduction in still births, reflecting a major development and 

acceptance of pre -natal services and improved obstetrical facilities. 

He stressed the increase in hospital and medical centre deliveries: in Judea and 

Samaria, from 13.5% of all deliveries in 1968 to 43.6% in 1981; in Gaza, from 10% in 1968 

to 85.4% in 1982. Regrettably, the Special Committee had glossed over that tremendous 

achievement, just as it had appeared to treat almost casually the infant immunization rates 

of over 90% achieved in both areas. Those were cardinal elements of the primary care 

programme emphasis of health development for any jurisdiction. Israel was proud of those 

achievements, and was moving forward steadily with expanded programmes of immunization, 

improved pre -natal care, hospital delivery, well child care, and many other aspects of 

"health for all ", all much before the deadline of the year 2000. 

With regard to the so- called "clinical syndrome" mentioned in the report (section 4.1.3.3) 

and in the draft resolution under discussion, he quoted the conclusions of an article on such 

an event by two distinguished British scientists, published in the British Medical Journal in 

September 1966: "The epidemic received a great deal of publicity as a 'mysterious illness'. 

It was initially mysterious and frightening for the girls affected. We hope to have 

established the behavioural nature of the epidemic beyond reasonable doubt, but we do not 

wish to suggest that the whole episode was 'nonsense'. The girls were certainly not 

malingering: the original observers were not 'fooled'. The picture of acute hysterial 

collapse can be exceedingly alarming and physically extraordinarily convincing. Even the 

lay view of hysteria recognizes a point when the victim is unable to control the symptoms 

and medical care is necessary. It undoubtedly was in this instance." That was but one 

example, from scores, of the clinical entity known as epidemic hysteria, which had occurred 

worldwide since the beginning of the century. The more recent reports of similar outbreaks 

of contagious psychosomatic disease among Canadian army cadets and in a school chorus in 

Templeton, Massachusetts, also demonstrated very clearly the nature of such events. Yet in 

neither of those cases had the disease been the subject of investigation by international 

bodies. The matter had been raised in tones that were reminiscent of ancient witch -hunts; 

it was an offence to the dignity and integrity of the Health Assembly to bring such a false 

issue to its attention in such a manner, and any further discussion of it would lower the 

Assembly's standards, especially in view of the investigation and reports both of the Centers 

for Disease Control (CDC) in the United States of America and of the Special Committee. 

The reference in the draft resolution to the tragic events of Sabra and Shatila was 

another attempt to politicize the Health Assembly. Israel had clearly demonstrated its 

democracy by a judicial investigation and had undertaken a painful operation, despite the 
fact that the true responsibility lay elsewhere. He would be interested to see similar 
investigations undertaken in Iraq, Afghanistan and several other countries sponsoring the 

resolution. 

He reminded the Committee that the Health Assembly had been dealing with atrocity, 
destruction and disaster in Lebanon for years, and he asked who had brought peril to Lebanon 

in 1975, 1976 and thereafter, destroyed the town of Damur and kept camps with malnourished 

and sick children in a subhuman state. The Israeli Ministry of Health had delivered 

preventive services to the needy, reopened hospitals and extended every required medical 

service, including dialysis, in the midst of war. It was easy to sit in Geneva and condemn; 

it was much more difficult to go out in the field, look for the sick and fight for resources 

to provide care and encourage doctors and nurses to treat the sick: cure, rehabilitate and 

prevent disease. He had done so personally, while his staff had risked their lives in that 

humanitarian task. Their aim had been to provide whatever health care was needed during the 
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post -war emergency, taking into account the damage to the health service infrastructure from 
the seven - year -long civil war, in close collaboration with the local Lebanese and international 
agencies. Services had been given free to patients, at a total cost of over US$ З million 
to the State of Israel. A report by a special team sent to South Lebanon by the Centers for 
Disease Control (CDC) to assess health conditions among Palestinian refugees had concluded: 
"The health status of refugee populations as assessed by available data is not significantly 
changed from the pre -war period "; and: "Refugee populations are currently sheltered in 
houses, schools, and vacant stores. These shelters are adequate for the present time." 

The amount of time wasted in debating and rebutting the ridiculous, cruel and false 
accusations made by some delegations did not advance the Health Assembly one step in the 
direction of health for all. Efforts must be mobilized against the real causes of disease 
and malnutrition in truly deprived areas of the world. 

Turning to the draft resolution before the Committee, he said that he found its intent, 

wording and style to be political, not medical: offensive and degrading to the honour of the 
present forum, and a threat to the real work of WHO. It had no bearing on the report of the 

Special Committee of Experts or the health status of the population considered. 
Furthermore, the recommendation for direct supervision by WHO of health services in 

Judea, Samaria and Gaza (operative paragraph 6 of the draft resolution) was in contradiction 
with the provisions of the Geneva Convention concerning the duties of the responsible 
authority in the area. WHO must refrain from becoming an instrument for regional political 
conflicts and must eschew debate at such a degrading level: false issues of the kind raised 
only detracted from its real work. The Organization's energies would be utilized far 
better in working constructively for the sake of health for all by the year 2000 and - it 

was to be hoped - even before that date. 

Dr HOPKINS (United States of America) reminded the Committee that two medical 
epidemiologists from the Centers for Disease Control (CDC), of which he was Assistant 
Director for International Health, had also investigated the episodes of acute illness 
on the West Bank in March and April, and that their full report was to be found in 
document A36 /INF.DOC./10. They had concluded that the epidemic had been induced by 
anxiety, triggered either by psychological factors or by subtoxic exposure to hydrogen 
sulfide, and that its subsequent spread had been mediated by psychogenic factors. 

It was not the first time such a phenomenon had been observed. Similar outbreaks 
had occurred many times in the United States, but usually attracted only local attention. 
CDC did not maintain a system for routine surveillance of those types of problems. 
However, only the previous week there had been an acute outbreak at a high school in 
Atlanta, Georgia, which had involved 64 children. Their symptoms had included headache, 
dizziness, nausea and fainting, but when they were examined at a hospital there were no 
physical signs of illness. None had required hospitalization overnight. The apparent 
cause had been "smell of gas ". On Monday of the current week, another similar outbreak 
had occurred in Cincinnati, Ohio, involving about 100 children at a Roman Catholic 
elementary school. In his judgement, therefore, the recent episodes on the West Bank 
were not a unique phenomenon. 

Mr LI Zhanggi.(China) expressed appreciation of the Special Committee's efforts in its 
inquiry into the health conditions of the Arab populations of the occupied Arab 
territories, pursuant to resolution WНАЗ5.15. The report presented with some objectivity 
the health conditions and major problems of health work among those populations. The Arabs 
had had their land taken from them; water supply was a problem; the arrival of a large 
number of refugees in Gaza gave rise to a chronic housing shortage; the conditions of 
hygiene were deplorable: 36% -40% of the inhabitants had no toilet facilities or kitchens or 
even electricity. There was no global health plan, nor was there a programme budget. The 
salaries of the Arab population were low, and there was no human resources or manpower 
programme. The population was denied active participation in the management of the health 
activities which concerned it. From all that, it could be clearly seen that the Israeli 
military occupying authorities were engaging in cruel domination. The report also spoke of cases 
of poisoning followed by coma in the school of Jenin on 21 March, which had rapidly spread 
to the Jenin and Hebron regions, where more than 660 cases had been found so far. He 
considered that the Israeli occupying authorities had an undeniable responsibility for the 
appearance of that serious problem in the occupied Arab territories. The thirty -seventh 
session of the United Nations General Assembly had voted by an immense majority a resolution 
calling upon Israel to withdraw from the Arab territories which they had been occupying 
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since 1967 and to restor to the Palestinian people its national rights, but the Israeli 
authorities, protected and supported by a superpower, were not only refusing to implement 
United Nations resolutions; they were committing new crimes. 

The Chinese delegation had always considered that self -determination was a prerequisite 

to the enjoyment of fundamental rights, including the right to health. The health 

situation of the populations of the occupied Arab territories could improve only when 

Israel had withdrawn its occupying army. The Chinese delegation had always supported the 

cause of the Arab peoples, and supported the condemnation of Israeli violence which had 

been pronounced by other delegates. It approved WHO's assistance in improving the health 

situation in the occupied Arab territories and hoped that such assistance would be developed 

further; it was a co- sponsor of the draft resolution before the Committee. 

Dr MALHAS (Jordan) submitted that the realities of the health situation were at 

variance with the state of nirvana portrayed by the delegate of Israel. The report by the 

representative of UNRWA had eloquently presented facts about the dismal state of the 

Palestinians under Israeli occupation which were sufficient in themselves. He reminded 

the Committee that resolution WHA26.56 had established the Special Committee of Experts, 

which had waited seven years before being allowed into Palestine to prepare its yearly 

reports. That body should be commended on all its efforts. 

Since the adoption of resolution WHA35.15 in 1982, the health conditions of the Arab 
populations of the occupied territories including Palestine had not improved. During that 
period, two important events had occurred, both of paramount significance and with a great 
impact on health. He referred to facts and figures from Western news media. First, three 
weeks after the adjournment of the Thirty -fifth World Health Assembly, Israeli aggressive 
forces had struck into Lebanon with 120 000 troops, 2500 tanks, 1850 pieces of heavy 
artillery, 600 aircraft and thousands of personnel carriers. The invasion was allegedly 
in retaliation for an attack by Palestinians against an Israeli ambassador in Britain, but 
in fact the campaign had been premeditated a year before with the aim of driving the 
Palestinian freedom fighters from Lebanon. Those hordes of aggressive forces had occupied 
half of the country, besieged Beirut for 70 days and hit civilians by air, sea and land with 
all kinds of military technology: F -15s, F -16s, fragmentation bombs and many other weapons. 
The five thousand freedom fighters had finally been driven out of Beirut; the fate of the 

Palestinian refugees could best be described by UNRWA, whose report had just been heard, 
by the International Red Cross and by international reporters. In short, their camps had 
been devastated, and all basic health facilities decimated. The Arab Health Ministers' 
Council had been unable up to the present time to send any kind of direct medical and 
human aid to the beleaguered Palestinian refugees in southern Lebanon. The Palestinians in 
that part of the country, who were supposed to have caused havoc, had not gone there 
because they wanted to; they had been driven there as a result of Israeli aggression against 
their homeland, Palestine, in 1948. Thousands of them were still in concentration camps, 
where many of them - including women and children - had been shot and killed by the invading 
forces which still held southern Lebanon. That invasion had culminated in the methodical 
butchery of Shatila and Sabra, carried out by Israel's henchmen, who were led, fed and outfitted 
by the Israeli command. Despite attempts to blame others there was no alternative but to 

place responsibility on the so- called "defence forces ", and the rest of the story was known 
to all. 

When he, Dr Malhas, had met the Special Committee of Experts in Amman, he had asked 
its members to visit the Palestinians and other Arabs in the new occupied territories; 
unfortunately they had not done so. The Committee's report in document A36/14 contained 
certain recommendations which had been included in the draft resolution his delegation 
supported: it showed clearly that health promotion activities in the occupied territories 
lacked both accessibility and acceptability. 

The second most recent event had been the obscure illness affecting hundreds of Arabs 
on the West Bank, mostly pupils of girls' schools but also adults. About two weeks after 
the outbreak of the epidemic, Jordan had asked the International Committee of the Red Cross and WHO to investigate the matter, and suggested that experts from WHO and the Centers for Disease 
Control in Atlanta, Georgia, USA monitor the situation. The symptoms had been well documented 
and were consistent. The CDC report contained in A36 /INF.DOС./10 admitted that nine Israeli 
soldiers had also been affected. Neither the CDC nor the WHO investigators had been able to 
identify the toxin at so late a date after the onset of illness. Early in the outbreak, the Deputy Military Commander of the West Bank had called it politically motivated; the Director - 
General of the Israeli Health Ministry had denied on television the existence of the illness and 
- he believed - had described it as politically guided malingering. He, the delegate of Jordan, 
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did not accept the CDC report entirely: first, because of the late investigation of the 
outbreak; second, because nine soldiers had also fallen ill; and third, because it suggested 
somewhat prematurely that patients would suffer no reproductive impairment. Even so, the 
CDC report had called the illness a true psychogenic disease, and not malingering, caused 
by anxiety arid triggered either by psychological pressure, or by an external event. Tv him, 
such pressure was also a poison, a poison of the mind which under any circumstances was much 
worse than poison of the body, and one whose contagion had even affected nine Israeli soldiers. 

The draft resolution before the Committee took that event into account, and called for 
continued surveillance and follow -up, together with measures to prevent its recurrence. 
It was tempting to ask whether, if Israeli aggression could take the form of 1000 kilogram 
bombs, fragmentation bombs, phosphorus bombs, napalm, concentration camps, shootings in 
concentration camps and killings in mosques, together with the ever -present danger of the 

use of thirteen or so atom bombs Israel possessed, it might not also try to terrorize the 
Arab population of Palestine with chemical weapons and poisons. That was a question that the 
Health Assembly might one day have to answer. 

In conclusion, he proposed a change in operative paragraph 2 of the draft resolution; 
instead of the wording "as well as Israel's responsibility ..." he would prefer terminology 
reflecting that employed by the United Nations Commission on Human Rights, namely: "for 

which the responsibility of the Government of Israel has been established ". 

Mr НASSAN (Egypt) thanked the Chairman and members of the Special Committee of Experts 
for their valuable report. His appreciation of the Committee's work was indeed great, in 

view of the complicated circumstances in which its visit to the occupied territories had 
taken place and which had rendered its mission so difficult. The report had raised 

important points concerning the various shortcomings in providing necessary health care arid 

services to the Arab inhabitants of the occupied territories, such as the lack of planning 
for health development, the lack of a plan for health manpower, especially doctors, the 

inability of many medical workers to find jobs, especially in the light of the recent 

steps taken by the Israeli authorities concerning recruitment formalities, and the non- 

involvement of Arab health staff in the planning, management arid organization of services 

and the preparation and implementation of the budget, which was very limited arid administered 
by the occupation authorities. In addition, there were many problems facing clinics апд 
hospitals in the cities and villages in the occupied territories, involving either the lack 
of personnel or drugs or ambulances, as in the case of the Hebron hospital, or the shortage 
of special products to deal with chronic diseases and the inefficiency of locally produced 
drugs, as in the Nablus region. Inspite of all those and other problems highlighted in the 

repeated annual reports of the Special Committee, whose positive contribution had been 

underlined, he would confine himself to analysing the adverse effects on the health situation 
of the inhabitants of those territories of the difficult circumstances surrounding the Special 

Committee's visit, which were referred to in section 1.2 of the report. The Committee had 

explained those circumstances as, first, the recent events in Lebanon which had deeply 

affected the inhabitants of the region; second, the settlement policy of the Israeli 

authorities on the West Bank, which was deeply resented by the Arab population; and third, 
the phenomenon which had occurred in the girls' schools on the West Bank, interpreted in 

different ways by different people. 

Since the Thirty -fifth World Health Assembly, Lebanon had been invaded by large Israeli 
forces, with consequent loss of life, displacement of families and destruction of health 

institutions, waterworks and sanitation installations. Still present in everyone's mind 
were the tragic scenes of injured persons, corpses in the streets and in the camps; the 

pictures of homes and buildings totally destroyed; the images of innocent and unarmed people, 
children, women and old men, destitute and in need of shelter, water and medicine. In that 

connection, it would suffice to turn to the 1982 annual report of the Director of Health of 

UNRWA, reproduced as document A36/INF.DOC./4 (in passing his delegation wished to commend the 

Agency on its report and on its efforts in providing health care for refugees). That 
document, in paragraphs 7, 9, 16 and 29, outlined several of the many tragedies, and described 
how the Israeli invasion had caused loss of life, homes and property and had brought suffering 
to thousands of refugees. During the first weeks of the invasion, the health services had 
been paralysed throughout the country with the exception of the northern area, because of the 
destruction of most of the health installations, the inability of local staff to move safely 
about and the detention or killing of many of them. The Israeli invasion had led to partial 
or total destruction of the Agency's installations and equipment in refugee camps in the 

Beirut area, to the displacement of thousands of families, now left without shelter, arid to 
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the destruction of health centres and the paralysis of health services. Those were just some 

of the results of Israel's invasion of Lebanon, as reported by one of the agencies of the 

United Nations. 
In addition to the sufferings inflicted on the inhabitants, both Palestinians and 

Lebanese, and its violent impact on their physical and mental health, the invasion constituted 

a flagrant violation of international law, United Nations resolutions and international 

conventions, especially of the Fourth Geneva Convention of 1949, various articles of which 

concerned the protection of civilian hospitals, the protection of health staff, the transport 

of medicine and relief material, the security of health installations and the provision of 

health care in occupied territories. 

The second factor rightly believed by the Special Committee to have left a clear impact 

on the Arab population concerned the settlement policy of the Israeli Government in the 

occupied territories. The speaker referred to section 3.2 of the Committee's report, where 

it was stated that the construction of many settlements, where arable land had been taken 

away from the Arab population, could be considered one of the main reasons for its socio- 

economic difficulties. Israel's persistence in establishing settlements in the occupied 

territories - in Arab Jerusalem, on the Syrian Heights, on the West Bank and in the Gaza 

Strip - together with the sequestration of Arab property and lands, the expulsion of the 

inhabitants and settlement of new immigrants, could be called an open challenge to the 

resolutions of the United Nations and a violation of the Fourth Geneva Convention, especially 

of Article 49. According to that article forceful deportation, either individual`or collective 

and for whatever reason, from occupied territory to the territories of the occupying power, or 

the territories of any other country, occupied or otherwise, was prohibited, while the occupying 

power might not deport or transfer any part of its civilian population to the territories 

under occupation. Those and other policies and illegitimate practices could only increase 

tension and instability and thus redouble the adverse effects on the physical, psychological 

and mental health of the inhabitants. In that connection, he would reject the reservations 

expressed by the Government of Israel concerning the visit of the experts to the occupied 

Syrian Heights, which were indeed part of occupied Arab territory. The decision to apply 

Israeli legislation there was null and void, based only on force, not on law. 

The third manifestation referred to in the Special Committee's report - the mysterious 

collective disease which had affected hundreds of schoolgirls on the West Bank - had caused 
great concern. The Egyptian delegation thanked the Director -General for his report on the 

result of the investigation carried out by WHO specialists (document А36/34). His report, 

together with that of the Special Committee, explained to manifestation as symptomatic of a 

disease, whereas other reports explained it as mass hysteria. Whatever the diagnosis, 

the event constituted new evidence of the increasing physical, psychological and mental 

problems of Arabs in the occupied territories. Nor did it diminish the responsibility of the 

occupying authority under the Fourth Geneva Convention. His delegation could only share the 

experts alarm at the manifestation and endorse the Special Committee's view that it should 

not be minimized, that all measures should be taken to monitor the health of the girls in 

question, and that such monitoring could be best carried out by WHO. It also supported the 
recommendation in the Director -Ceneral's report that WHO's help should be made available 
if the ill -defined health emergency should recur, and that a clinical follow-up should be 
carried out by WHO if required. 

The Special Committee's report reaffirmed once more the fact that general health could 
not be separated from general policies of socioeconomic development in the occupied Arab 
territories, and provided further proof that the circumstances prevailing in those areas were 
an obstruction to the improvement of the health of the inhabitants, to the provision of 
justice, to the equitable distribution of health services, and - more generally - to freedom 
and human dignity. The health of the Arab inhabitants of the occupied territories, including 
Palestine, could never be guaranteed unless the political, social and economic circumstances 
were adequate and appropriate. His delegation looked forward to the day when the reasons 
preventing such a state of affairs would disappear, but that could only happen if there were 
an immediate withdrawal by Israel from all occupied territories, a recognition of the rights 
of the Palestinian people, including the right to self -determination, and a guarantee of the 
rights of the people of all the region, which had suffered for so many years, to live in 
peace, security and freedom. 

Mr DUBEY (India) said that the non- aligned countries had consistently supported the Arab 
population of the occupied Arab territories in its struggle for self -determination, and the 
Palestinian people in their struggle to return to their homeland. The members of the 
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movement had extended all possible support, moral, political and material, to those peoples. 
The Indian delegation had thus joined other co- sponsors of the draft resolution before the 
Committee. 

There was an intimate link between health and the independence of peoples. Indeed, the 
pre -condition for the health of a people was that they should become masters of their own 
destiny. That had been the mainspring and principal motivating force of all recent struggles 
for independence. 

The Arab peoples in the occupied territories and the Palestinian people had the same 
motivation for their struggle. The world had recently witnessed the ghastly consequences of 
Israeli occupation of Arab territory and the subsequent acts of invasion and aggression 
undertaken in order to perpetuate the occupation. The occupation of Arab territory, and the 
refusal to permit the Palestinian people to return to their homeland, constituted a standing 
threat to their life, health and wellbeing. Any concern with that issue must lead to a 

demand for a stop to the occupation, and for the return of refugees. Until that objective 
was attained, all organizations of the United Nations, including WHO, must do what they could 
to protect and ameliorate the health conditions of the people concerned. WHO must provide 
them with all possible assistance, while at the same time monitoring carefully any development 
which might affect their health. 

People who were helpless in their own homes, or who could not return to their homeland, 
could only turn to humanity at large and to the United Nations for assistance. It was 
therefore the sacred duty of the United Nations organizations to provide such assistance. 
Those were some of the considerations which India and the other co- sponsors had had in mind 
in moving the draft resolution. His delegation hoped that the Health Assembly would adopt 
it by an overwhelming majority. 

Dr API'FAT (Palestine Liberation Organization), speaking at the invitation of the 
CHAIRMAN, said that the Palestinian people were suffering under a hated Israeli occupation, 
with low social and economic standards and deliberate neglect of health. Those were the 
concomitants of Israel's policy of seizing Arab territories and using all available means, 
including military and terrorist methods, in order to establish settlements for Zionist 
immigrants brought in from all quarters of the world. The displacement of the original 
inhabitants of Palestine was carried out by inhuman, racist methods. Israel was also seizing 
all the water resources, with consequently negative effects on agriculture and human life, 
harassing Arab employees, reducing their wages and interfering with education. 

If he referred to those evils, it was because social as well as economic conditions had 
a considerable bearing on health. The Israeli authorities were endeavouring to freeze any 

development or change in the health services, and had been doing so since 1967, with the 
result that those services and institutions had become obsolete aid were unable to meet the 

requirements of the people. In order to prevent international organizations and institutions 

from participating in the improvement of health conditions in the occupied territories, Israel 
had, in 1982, prevented WHO from supervising the establishment of health units there (in 

passing it should be mentioned that the Arab Council of Ministers of Health was still ready to 

cooperate with WHO in supporting that project). 
Doctors and nurses in the occupied territories were under continual pressure. All 

means were used, overt and covert, to induce them to leave their employment, by freezing 
their already low salaries, denying them security, professional stability and opportunities 
to specialize or to rise in their profession, while the conditions of work grew worse and 

equipment was refused or withheld. In this connection the speaker wished to cite certain 

findings from the report of the Special Committee of Experts. In section 2.2 (Health 

system) it was stated that the health system in the occupied territories had remained 
unchanged. In paragraph 2.3.1 (Planning) the Committee recalled that in its previous report 

it had noted the absence of medium- and long -term planning, and had recommended promotion 

of the application of health programming "as an instrument for the planning and management of 
health development, by integrating the appropriate health components in the socioeconomic 

development plans of the occupied territories, with the effective involvement of Arab 
physicians ". In section 2.3.2, the Committee stated that there was no manpower plan in the 
occupied territories, particularly for physicians, and that graduates could find no 

employment in the public health system and were unemployed or forced to take other jobs, 
while the modest level of salaries for local doctors, particularly the young ones, provided 
no motivation. In section 4.3.1 (Hospital care), it was stated that there had been no 
significant change in the total number of hospital beds over the years. In section 4.3.3 

(Laboratory services) the lack of minimum specifications for examination was said to prevent 
application of technology appropriate to the type and level of assistance given to patients. 
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If he added the quotations from the 1982 annual report presented by the Director of Health 

of the United Nations Relief and Works Agency (UNRWA), it could be seen that the lengthy 

report by the Ministry of Health of Israel (document A36/INF.DOC. /3),with all its data and 

tables, was a fabrication intended to falsify the facts and hide the truth. Unfortunately, 

the present occasion was not a suitable time to look for the truth by examining every single 

item in that document. 

The delegate of Israel had attempted to use the report of the Special Committee to show 

that changes had been made in health conditions in the occupied territories. But he had 

forgotten or neglected to mention how and by whom those changes had been financed; indeed, 

the Special Committee had been unable to obtain any information from the Israeli occupying 

authorities regarding the budget allocated by Israel to the financing of public health 

services in the occupied Arab territories. 

The events which had taken place in the occupied Arab territories contravened all 

international norms and traditions, and every day brought a new element, each of which was 

part of the war of annihilation and extermination in progress. One event, already referred 

to,concerned the schoolgirls who had shown symptoms of poisoning, some of whom had been 
taken to hospital in a state of coma. Israeli statements had first claimed the incident 
to have been the result of some form of sabotage. The Israelis had then explained the 

phenomena as due to collective hysteria. After an appeal had been made to the world 
community to save the Arab families in occupied territories, a team of specialists from WHO, 
and a medical team from the Centers for Disease Control (СDC) Atlanta, Georgia, USA had been 
allowed to carry out an inquiry. But two weeks had elapsed before they were able to 

investigate and report. No proof of poisoning had been found, but it was mentioned that nine 
Israeli soldiers had suffered similar symptoms. Were the Palestinian people being used as 
guinea -pigs for chemical warfare? Or had the "collective hysteria" attacked the Israeli 
soldiers for their crimes against the Arab peoples? Whatever the answer, the result was the 

same. The occupation affected people physically and psychologically, and the only way to 
save them was by putting an end to the occupation. 

Israel's determination to annihilate the Palestinians was unshaken. If it could not 

annihilate them in the occupied territories, it pursued them into lands where they had found 
refuge. Eight years had passed since the Palestinians had gone to Lebanon, but not a day 

had passed without an attack on them by Israel. Thousands of women and children had been 
victims. The raid in June 1981, which had been reported by the international mass media, 
was a particularly striking case. Virtually an entire district had been destroyed and 
1500 persons killed, or wounded, 59% of the victims being women and children. In June 1982, 
a mass invasion had taken place, leading to Israel's longest military engagement. Beirut 
had been blockaded; no water, food, drugs or blood (even to save the lives of children) had 
been allowed to enter the city. The speaker, himself a doctor, had been a witness of those 
events. Seventy -two thousand persons had been killed, wounded or taken prisoner: 3350 of the 
victims had been doctors, nurses or medical workers. He had hoped that the Israeli report 
would have provided the numbers of doctors or nurses killed or still imprisoned in Israeli 
concentration camps. Their only crime had been that they were serving the people, like doctors 
and nurses everywhere. 

In South Lebanon 35 000 people had been victims; in Beirut, 73 000. Of those 24 000 
had been killed and 4800 hospitalized in the twenty -eight hospitals set up during the war 
by the PLO. Ninety per cent, of the incidents involved civilians; women, children, old men. 

He would also have welcomed, in the Israeli report, statistics concerning the number of 
doctors from Europe and the United States of America who had been imprisoned or confined to 

their hospitals: some had been detained for a few days, others had been prevented from working 
and deported. Dozens of Arab doctors and doctors from India, Bangladesh and Pakistan had 
met the same fate. 

The brutal massacre in Sabra and Shatila had shocked the world, including the hundreds 
and thousands of Israeli's who had been stung into holding protest demonstrations. A book 

by an Israeli author, "Investigations of a Massacre" stated that the number of victims 
amounted to 3500. 

The World Health Assembly had adopted decisions and resolutions condemning Israel for 

its inhuman practices in the occupied Arab territories and for its deliberate obstruction 

and prevention of the development of health services there. The delegation of the Palestine 

Liberation Organization called on the Committee to approve the draft resolution, believing 

its contents to be no more than an acceptable minimum of what should be done to ensure the 

termination of the hated occupation and to enable the Palestinian people to catch up with 
other nations in pursuit of the goal of health for all by the year 2000. 
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Dr OULD HACEN (Mauritania) said he had studied the reports by the Special Committee of 

Experts and the Director of Health of UNRWA and wished to congratulate the authors on the 

efforts they had made despite the difficulties facing them. 
Before the health of a people could be considered, that people must have a territory 

or a country. But, in the case of the Palestinians, where was that territory or that country? 
At the beginning of the present century, virtually the whole of Palestine had belonged to 
native Palestinians. In 1947, nearly 70% of the territory had been taken over; 
20 years later Palestine in its entirety, together with Syrian Golan, had been occupied, 
and now both Golan and, Jerusalem had been officially annexed by Israel. Nearly 50% . 

of the land and sources of drinking -water in occupied Cisjordania had been expropriated, and 
every day new colonies were established under armed occupation. Southern Lebanon was also 
under military occupation. If that rhythm of annexation and occupation were to continue, 
what lands would be left to the Palestinian or even to the Lebanese and other Arab peoples 
in a few years time, and of whose health would the Health Assembly be talking? 

The delegates present, who represented the conscience of humanity, must consider that 
question and seek an adequate response. Nothing could be more cynical than the suggestion 
that it was a waste of time to discuss the situation. Certain consciences appeared to 

be revolted by the parallel that was being drawn between what was happening in Palestine and 

the action which had been taken by the Nazis 35 years previously. But could not the policy of 
reprisals and collective responsibility exercised against civilian populations and the cases 
of shooting at young unarmed students and of using firearms even within the sacred precincts of 
a mosque be thought to recall the concept of frontiers indefinitely extensible at the will of 

the aggressor, and of Lebensraum? The revolting acts of barbarism, the massacres at Sabra and 
Shatila, whether committed directly by the invaders or by armed auxiliaries trained by them, 

must remain the responsibility of the State of Israel. It had been suggested that the 

condemnation by certain learned judges of Israeli nationals in that connection was a proof of 
that country's democracy. That might well prove the democratic spirit of certain individuals, 
but it did not prove the democratic spirit of the State concerned because those who were really 
responsible for such crimes remained in the seats of power. 

As in the case of the Nazis, one was struck by Israel's irrational behaviour and arguments, 
and by the diabolical proliferation of provocation, aggression, occupation and the 
establishment of new waves of settlement, each to be protected by the same means as before. 
How did the surviving victims of the Nazis view such acts? In what terms could they be 
described? He would leave it to each delegate to judge according to his conscience. For its 

part, his own delegation believed that the fate of the Palestinian people called for universal 

action which could not be avoided under the pretext of political calculations or sordid bloc 
interests. 

The report of the Special Committee of Experts called attention to a number of 
particularly important issues. They included: the impossibility of defining a health policy 
and the political commitment essential for health for all by the year 2000 (section 2.1); 
the implications of the integration of the Golan into the Israeli health system 

(section 2.2); the absence of manpower planning, particularly for physicians (section 2.3.2); 
the negative effect on health development of the stipulation that 30% of all donations 
for relief must be allocated to general development (section 2.4.4); the impossibility for 
the Council of Ministers of Health of Arab States to invest the funds which it had earmarked 

for health development in the occupied Arab territories (paragraph 2.4.4); the absence or 

diminution of cooperation with WHO and the discontinuation of the UNICEF programmes 
(paragraph 2.4.4); and, finally, the considerable increase in hospitalization costs in the 

occupied territories, the apparent aim of which was tc cause Arab hospitals to be abandoned 
in favour of Israeli hospitals. 

It was, on the other hand, clear from the report that efforts at health development by the 
local population and by certain humanitarian organizations were being pursued in spite of 

the many constraints designed to discourage and destroy the autonomous health system of the 

Arab population. The few improvements which had been achieved were due to the ingenuity, 

courage and will to live which had characterized the Palestinian population for decades. 
Those constraints formed an integral part of a policy of annexation, aggression, massacre 

aid terror carried out for many years in a planned and inhuman way without respect for human 
conscience or for the resolutions of the United Nations and its specialized agencies. He 
urged delegates to associate themselves with the condemnation of that policy by supporting 
the draft resolution before the Committee so that the Health Assembly, in association with 
all United Nations bodies, could do everything possible to close that interminable catalogue 
of crimes and horror. 
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Mr КАКОМА (Zambia) said that the people of his country, which had been founded on the 
principle of respect for humanity, were gravely concerned about the dehumanizing health 

conditions prevailing in the occupied Arab territories, including Palestine. The health 
situation in those territories was indeed_ deteriorating, and had been aggravated by the 

Israeli invasion of the previous year, as was made clear in the report of the Director of 
Health of UNRWA as well as in the report of the Special Committee of Experts. 

In the Global Strategy for Health for All by the Year 2000 through primary health care, 
emphasis had been laid on community involvement. The people themselves should participate 
in decision -making concerning health. Such decentralization could not be expected in a 

situation where the indigenous Arab people had been deprived of their legitimate political 

rights. Zambia had always called for the complete withdrawal of Israel from the occupied 

Arab territories and had supported the right of -the Palestinian peoples to their homeland. 
Only after such withdrawal would the people of those territories be able: to take part 

realistically in WHO programmes. 

Paying tribute to the support which WHO had continued to render to the population of the 
occupied Arab territories, and commending the Director -General's report on the matter, he 

asked for Zambia to be added to the list of co- sponsors of the draft resolution before the 

Committee. 

Professor ВERISHA (Albania) recalled that the health conditions of the Arab population 

in the occupied Arab territories had been discussed at previous Health Assemblies and that 

a number of resolutions had been adopted in that connection. Nevertheless there appeared to 

be little improvement in the situation; nor could it be expected to improve at a time when 
the Israeli Zionists were attempting to exterminate the Palestinian people. The sufferings, 
privations, arrests, deportations, and even systematic physical annihilation of the 

Palestinian people gave clear proof of that criminal policy and revealed the use of 

Hitlerian methods by the Israeli Zionists, who had gone so far as to cut off the drinking - 
water supplies of the Palestinian inhabitants, and had destroyed entire Palestinian quarters. 
The attack on Lebanon and the bloodthirsty massacres in the Palestinian camps of Shatila and 
Sabra, together with the poisoning of hundreds of young Palestinian girls on the West Bank, 
were odious crimes which formed part of the Israeli policy of genocide. What health 
conditions could there be in the Arab territories• when such fascist methods were employed 
with a view to exterminating a whole people? As a result, many Palestinians had become refugees 
and their homes had been occupied by colonies of Israeli Zionists whose aim was indefinitely 
to prolong the occupation of the Arab territories. 

The Israeli Zionists had created a serious Situation in the Middle East, and their 
expansionist and aggressive policy constituted a grave threat to international peace and 
security. Their actions had received the open support of American imperialism, which had 
provided them with the most modern weapons -- and was protecting them in international forums. 
Similarly, they benefited from the anti -Arab policy of the Soviet socio- imperialists, who 
were currently engaged in a bitter struggle with American imperialism for world hegemony. In 
his view, if the criminal anti -Palestinian activities of the Israeli Zionists were to be 
stopped, it would be necessary to put an end to the direct and indirect aid and support they 
were receiving from the superpowers and other imperialist powers. 

Albania had always followed with concern the fate of the Palestinian people and had 
condemned the barbarous and inhuman acts of the Israeli Zionists. Its people would continue 
to support the rightful struggle of the Palestinian people under the guidance of the 
Palestinian Liberation Organization, its sole legitimate representative. The cause of the 
Palestinian people was sacred and no one was entitled to violate or to deny it. As the leader 
of the Albanian people, Comrade Enver Hoxha, had stated at the Eighth Congress of the Albanian 
Labour party, his country had supported and would continue to support the just struggle 
of the Arab peoples for the liberation of their territory from occupation by the Israeli 
Zionist aggressors, and for the restoration of all the legitimate rights of the martyred 
Palestinian people. 

Professor BENHASSINE (Algeria) said that in considering once again the health conditions 
of the Arab population in the occupied Arab territories including Palestine, the Health 
Assembly could not but note both a deterioration in the general situation and the continuing 
impotence of the international community in face of the Zionist colonizers. The preceding 
year had been marked by an unprecedented increase in the repression of the peoples of the 
occupied territories. Disregarding the decisions of international bodies, the Zionist 
aggressor was pursuing its inhuman policy with the dreadful butcheries of Sabra and 
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Shatíla, for which it was fully responsible. 1982 would be for ever marked by the barbaric 
acts committed in Lebanon by the Zionist aggressors, with the help of the vast quantity of 
armaments freely supplied to them. 

Those barbaric acts included the recent attempt at poisoning which had shaken world 
opinion. The reports in that connection by the American experts from the Centers for Disease 
Control (CDC) and the WHO specialists conf iгщеd the reports by Palestinian physicians, and 
clearly established the reality of the syndrome suffered by some thousand Palestinians and by 
some soldiers from the occupying forces. The reports made it clear that the community 
involved had not manufactured the symptoms, and showed that the patients examined had suffered 
from serious illness. Although the reports did not establish the toxic causes for the cases 
observed, it would be noted that the experts had found objective elements such as mydriasis, 
cyanosis of the extremities, changes in blood pressure and tachycardia, symptoms which 
frequently followed the ingestion of toxic substances. Since the experts had not been in a 

position to observe the patients immediately, it was not possible to accept the statement 
that there had been no neurological disturbances. Moreover, the experts had not been able to 
take sufficient specimens to make an objective assessment of all the cases, and the environ- 
mental investigations had been carried out by the Lionist occupiers. He could not therefore 
agree with the implication in the CDC report that a toxic cause for the symptoms observed could 
be excluded. At all events, the experts' conclusion that there had been a secondary pathological 
outbreak arising from anxiety connected with psychological pressures and external events bore 
witness to the ravages perpetrated by the Zionist occupation and its detrimental effects on 
the population's health. In addition, those ailments were all the more serious since they 
affected the weakest section of the population and, even if poisoning were not proved, they 
would have important medium- and long -term psychosomatic effects. The international community 
must take due note of the tragedy suffered by the populations of the occupied Arab territories, 
and of the deplorable health conditions in the refugee camps. 

The 1982 report of the Director of Health of UNRWA, together with that by the Special 
Committee of Experts, clearly revealed the difficulties of helping a population which was 
subject to colonial domination. It was therefore illusory to expect the health conditions 
of the population to improve without the unconditional withdrawal of the Zionist entity, the 
realization of the national rights of the Palestinian people, and the participation of the 
Palestinian Liberation Organization in any process for the settlement of the Middle East 
conflict, Until such a solution could be achieved, the international community, and 
particularly WHO, must exert the utmost pressure on the Zionist occupying forces in order to 
alleviate the sufferings of the Arab population. 

In conclusion, he condemned the arrogance of the Zionist delegate's remark that the 
Health Assembly was wasting its time by talking about the conditions of existence of the 
Palestinian people and their survival far from their homeland. For every hospital bed that 
might or might not have been installed, how many innocent martyrs had gone to their graves? 

The meeting rose at 12h30. 
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HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 

PALESTINE: Item 32 of the Agenda (Resolution W1А35.15; Documents А36/14, А36/34, and 

A36/INF.DOC./3, 4, 7 and 10) (continued) 

Mr TAWFIQ (Kuwait) expressed his appreciation of the report of the Special Committee of 

Experts and of the interest which the Director -General and the Regional Director for the 

Eastern Mediterranean Region had shown in the matter. Every year, the Health Assembly had 

discussed that issue and had condemned the inhuman activities of the occupation authorities. 

On each occasion, the Health Assembly had been given harrowing accounts of the suffering of 

the Palestinian people and of the total indifference of the occupation authorities, who were 

still carrying out a policy of oppression and injustice. Even more dangerous events had 

recently occurred and the conditions in the occupied territories had become worse. The 

report before the Committee was clear and unambiguous and accurately described the health 

conditions prevailing in the occupied territories and the suffering of their inhabitants. 

The facts were therefore well known and there was no need for him to go into details. He 

would also refrain from using any term which could be interpreted as political. However, he 
would like to refer more specifically to the statement made that morning by the Chairman of 
the Special Committee of Experts, in which he said that the occupation of the Arab territories 
by Israel represented the major obstacle to the provision of adequate health services in those 
areas. Only when the occupation was ended could health services of the standards set by 

WHO be provided in those territories. He drew attention to the report of the Director -General 
on a health emergency of an ill- defined nature on the West Bank and in particular to the 

statement that "everything possible should be done to protect the local population from 
unnecessary alarm ". 

The documents before the Committee highlighted the deteriorating health conditions in the 

occupied territories and the atmosphere of psychological terror in which their inhabitants 
lived. That situation was the result not merely of the lack of concern of the occupation 
authorities but also of their acts of torture. He would confine himself to one example of 
such barbarous actions by those authorities, namely, the ban on supplies of food and medicines 
to the besieged city of Beirut; the purpose of that ban was to exterminate the Arab population 
of that city. Those authorities had turned a deaf ear to all the humanitarian appeals from 
all over the world and had flouted the Geneva Conventions and all human principles and values. 
The only thing they understood was violence. The care of the health of the Palestinian 
people was a trust placed in the hands of WHO, and the least the Organization could do was to 

condemn those inhuman acts which were still being committed by the Zionist occupation authorities. 
In the name of truth and justice he urged the Committee to approve the draft resolution 

unanimously. That draft resolution repeated the request made by the Thirty -fifth World 
Health Assembly to the Director -General to establish three health centres in occupied Arab 
territories, including Palestine, to be under the direct supervision of WHO. He urged the 
Director -General to give special attention to that request; its purpose was to provide basic 
health care for the Arab inhabitants of the occupied territories, which they lacked because of 
the hateful occupation of their homeland. That request was of especial importance if the goal 
of health for all by the year 2000 was to be attained. 

Dr RAHHALI (Morocco) said that the Committee, in the course of the morning's meeting, 
had heard the call made by the conscience of the whole medical profession that the acts 
perpetrated against a people deprived of its freedom and of what it held most dearly, its own 
country, should be condemned. As if that deprivation was not enough, the very health of that 
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350 THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

people was to be attacked. Every nation, every person had a right to health. That had been 
proclaimed by the Health Assembly itself, and the Committee was therefore duty -bound to condemn 
those who did not respect that right. The goal of WHO was to attain health for all by the 

year 2000, but surely a more pressing objective was to secure that health for those who were 
suffering in their hearts and souls because they did not even have the warmth bestowed by a 

motherland. Morocco, a country well known'for its objectivity and for its rejection of all 
forms of demagogy, stood firmly by the side of its Palestinian brothers. He endorsed the 
statements already made by previous speakers with regard to the acts perpetrated in the 

occupied territories, and for his part would restrict himself to what united mankind, namely 

health aid medical ethics. There :was no need for further discussion, since everyone knew that 
someone who was suffering was far more dangerous than a person in good health. 

For years Morocco had sought a moderate formula to enable WHO to solve the problem of 
performing its humanitarian tasks without being involved in politics. However, it had to be 

admitted that the Organization was forced to deal with politics and that, when it was a matter 
of defending man's freedom and health, such issues went beyond politics and became a question 
of religion and of faith. Reference had been made to collective hysteria. Why not speak 
about the anxiety and stress suffered by people who had, to endure a hail of bombs and rockets, 
maiming some, aid burning others alive? As for children and expectant mothers, he thought 
it would be difficult to look after their health during a bombardment. Mankind still had 
fresh in its memory the horrors of the Nazi holocaust. 

His delegation did not seek a political condemnation but one based on human conscience, 
and medical ethics of the attempt to disguise as hysteria what was a disease caused by war. 
He appealed to his fellow physicians to set aside all political ideologies and realize that 
a man, deprived of his freedom, could suffer even more if an attempt was made to deprive him, 
of his health. He was certain that he would be listened to, because his country had avoided 
exaggeration and was among those that had worked for the coexistence of peoples so that they 

could build a better future; it had also striven to arouse the consciences of all peoples, 
including the people of Israel, to ensure the _safeguarding of the health of those who were 
struggling in the occupied territories, who should be seen not as combatants but as human 
beings. Sooner or later, humanity would arise-and see that justice was done to those who were 

calling for it. Morocco, as a co- sponsor of the draft resolution, called on the conscience of 
mankind to awake. _ Finally, he hoped that his words would reach the heart of the oppressor 
himself, since oppression could never last..; Those who sowed the wind would reap the whirlwind. 

Professor MODAN (Israel) said that, he wished to avoid polemics but wanted to make two 
points. First, it was the Director -General's opinion, as set out in document А36/34, that 

everything should be done to protect the local population from unnecessary alarm. The 
statements which had been made, however, were going to cause a great deal of alarm amongst 
the population for whom such concern had been expressed; they would be transmitted by the 

mass media to the areas affected by.the recent events -and some people would believe that 
something had really happened. -He-would- therefore like to suggest that all discussion of 
the mysterious illness, which could have occurred anywhere in the world, should cease. The 
Israeli authorities had treated the children as being ill and had never referred to them as 
malingerers. He would like to invite the delegate-of Jordan, who lived not far from. him, 
to come and look at the situation.. If he had any suggestions to make about improvements,-,his 
help in planning and carrying them out would be most- appreciated. Nine Israeli soldiers had 
suffered from the same disorder; that showed that Israeli soldiers were just as human as- the 
other inhabitants of the area. 

Secondly, he urged the Arab countries which had sponsored the draft resolution to stop_ .. 

being hypocritical about Lebanon. The situation in that country was the consequence of seven 

or eight years of war and he wondered why those countries had not raised the issue when the 

fighting had first begun. Israel had not started the war. Afterwards, it had only tried to 

help to restore the health of the people and had spent US$ 3 million from, its own budget for 

that purpose. Israel had stopped that help only when the Lebanese authorities had been able 

to assume responsibility. If the sponsors of the draft resolution were to contribute as much 

proportionately as Israel had done, the health situation in southern Lebanon would be at least 

as sound as that in southern Switzerland. 

Dr ARSLAN (Mongolia) greatly appreciated the Special -Committee's work, especially as it -. 
- 

had been carried out in the Arab occupied territories, which included Palestine. Although 
some of the Special Committee's previous recommendations had been, or were being, implemented, 
the situation was unchanged, and his delegation once again expressed its concern over the 
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continuing occupation by Israel of those territories, which in the final analysis was the 
basic cause of the socioeconomic, medical and health problems associated with the living 

conditions of the Arab population. The necessary condition for the normalization of the way 
of life of that population was the restoration of the legitimate right of the Palestinian 
people to self- determination and the establishment of its awn independent State. An 
objective view of the events taking place in the occupied towns and villages would show that 

inhuman methods were being used against the Arab population of the occupied territories, 
including Palestine. Palestinians were being deprived of their homes and property and their 
lands were being expropriated, while attempts were being made to change the geographical and 
social structures of those territories. The whole world had condemned the bloody events 

which had occurred in the Shatila and Sabra camps, where many innocent and unarmed 

Palestinians and Lebanese had been massacred. His delegation agreed that the political 

situation aid the occupation were causal factors in the psychological tension to which the 

population of the occupied territories was subjected, and supported the proposal of the 

Special Committee that it was important to carry out a special study, under the auspices of 
WHO and with the participation of local psychiatrists, of the situation on the West Bank and 

in the Gaza Strip. His delegation also considered it necessary to continue observation of, 

and studies to determine the etiology of the clinical syndrome which had occurred among the 

population of the West Bank at the beginning of March. His delegation supported the draft 
resolution. 

Dr ROCH (Cuba) said that documents А36/14 and А36/34 showed that the Arab population in 

the occupied territories suffered from a lack of health care services. Over a number of 

years, the World Health Assembly had wisely adopted a series of resolutions condemning the 

aggression and expansionism of the Israeli Government in the Middle East and especially against 

the Palestinian people, which had suffered most from them. The Cuban people was horrified and 

deeply moved by the Zionist invasion of southern Lebanon as well as by the Sabra and Shatila 

massacres, and greatly admired the heroic conduct of the Palestinian fighters and Lebanese 

patriots. Such a terrible situation could not but deeply affect the health of a people. 

Never before had the justice of the Palestinian cause been more clearly shown. Humanity 

would not forget the heroism of those who had been attacked nor the barbarism of the 
aggressors. The Palestinian people could not be permitted to continue to be deprived of its 

inalienable right to freedom and independence within its own homeland, and its right to enjoy 

good health. To accept that situation would be to lose part of their own freedom, indepen- 

dence and dignity. It was for all those reasons that her delegation had co- sponsored the 

draft resolution under consideration, and believed that it was essential for WHO to continue 

and to increase its assistance to the Palestinian people, in conjunction with the Palestine 
Liberation Organization, and periodically report thereon to the Health Assembly. 

Dr LANG (Federal Republic of Germany), speaking on behalf of the 10 Member States of the 

European Economic Community, said that the work of the Special Committee of Experts, carried 

out in difficult circumstances, deserved great respect. Its report contained a number of 

critical remarks on various aspects of the health system in the occupied territories. 

However, it also stated that progress had been made in recent years, for instance in the 

recording and management of chronic diseases. The report referred to a clinical syndrome 

which had appeared among schoolgirls on the West Bank and had generated considerable interest 

and concern. However, neither the report nor that of the Director -General contained in 

document A36/34 had provided conclusive evidence as to the causes of that phenomenon. The ten 

countries of the European Economic Community agreed that the psychological situation in the 

occupied territories was particularly difficult and caused much human suffering and he urged 

the Israeli authorities to give serious consideration to the recommendations of the Special 

Committee of Experts and to cooperate fully with that Committee. The countries of the 

European Economic Community had noted with great interest paragraph 2.4.4 of document А36/14, 

which stated that the Council of Ministers of Health of Arab States was willing to invest 

substantial funds in improving local services in the occupied territories for the welfare of 

the Arab population, and hoped that, through the good offices of WHO, such funds could be 

mobilized without delay. 
He reminded the Committee of the statement made by the Director -General immediately after 

his reappointment, in which he had stressed the division of labour within the United Nations 

system between political and technical bodies; WHO was a specialized agency, arid the Health 

Assembly was a technical and not a political forum; accordingly, nobody should use any terms, 

forms of words or expressions suggesting that the Health Assembly was seeking to solve 

political problems. 
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Dr WARSAMA (Djibouti) said that, since his country's accession to independence, its main 
concern had been the preservation or, if need be, the restoration of peace between the peoples 
of the world. By nature and through its geographical location, Djibouti was known as a 
hospitable country and one where peace - loving people could gather. Because of its devotion 
to peace, justice and human welfare, his country strongly condemned any action which contributed 
to human suffering and particularly to the suffering of vulnerable groups, such as women, 
children and the elderly. His delegation accordingly urged adoption of the draft resolution 
on the health situation of the Arab populations of the occupied territories. 

The goal of health for all could not be attained unless peace and justice prevailed and 
unless action was taken to prevent the use of weapons of destruction, which was totally 
incompatible with the concept of health. His delegation strongly condemned Israel's policy 
of occupying Palestine and other Arab lands as well as the use of torture and other procedures 
which had an adverse impact on health. Quite apart from the need to respect and preserve the 
health of the Arab population of the occupied territories as a human right, his delegation 
supported the fundamental human rights of the Palestinian people and their legitimate 
representative, the Palestine Liberation Organization (PLO). 

Dr SAMBO (Angola), after congratulating the Special Committee of Experts for its 
excellent report, said that the health situation in the occupied territories could not be 
preserved or enhanced in a climate of terror such as that created by Zionist expansionism. 
His delegation associated itself unreservedly with previous speakers in supporting the 
draft resolution, of which it wished to become a co- sponsor. 

Mr SOKOLOV (Union of Soviet Socialist Republics) said that the health conditions of the 
Arab population in the occupied Arab territories had been examined at every session of the 
World Health Assembly for some years past. The reason was to be found in Israel's occupation 
of those territories. The current discussion and the related extensive documentation on 
the state of affairs in the occupied territories and the events that had taken place there 
recently, together with the draft resolution before the Committee, demonstrated that the 
issue continued to be topical and that a rapid and final solution must be found. His delegation, 
together with others, was deeply convinced that such a final solution could be achieved only on 
the basis of a political settlement of the Middle East conflict. 

He reminded delegates of his country's position as it had been repeatedly explained at the' 
highest international level and recently re- emphasized by Mr Gromyko, Foreign Minister of the 
Soviet Union, at a press conference on 2 April 1983. That position was that the Soviet Union, 
in support of the Arab countries, had consistently spoken out in favour of an all- embracing 
solution of the Middle East conflict based on the well -known decisions of the United Nations 
Security Council and General Assembly. In that connection the following conditions would 
require to be fulfilled: first, there must be strict observance of the principle prohibiting 
the seizure of foreign territories; that meant that the Arabs should be given back all the 
territories occupied by Israel since 1967. Second, practical effect must be given to the 
inalienable rights of the Palestinian people to self -determination and to the creation of their 
own independent State on Palestinian territory, which must be liberated from occupation, and 
Palestinian refugees must be given the opportunity of returning to their homes. Third, the 

eastern sector of Jerusalem, occupied by Israel in 1967, must be returned to the Arabs and 
become an inalienable part of the Palestinian State. Fourth, an end must be put to the state 
of war, peace must be established between the Arab States and Israel. That meant that all 

parties to the conflict, including Israel and the Palestinian State, must reciprocally respect 
one another's sovereignty, independence and territorial integrity and settle any disputes by 

peaceful means through negotiation. All States of the region must be guaranteed the right to 
safe and independent existence and development. Fifth, an international guarantee must be 
elaborated and adopted regulating a comprehensive and just settlement; that could be achieved 

only through international efforts, involving all the parties concerned, including PLO as the 

only legitimate representative of the Palestinian people. 
Those tasks were consistent with the proposal of the Soviet Union that an international 

conference on the Middle East should be convened. The approach of the Soviet Union to the 
solution of the Middle East problem coincided with the principles for its settlement approved 
at a meeting of Heads of Governments of Arab States in Fez. 

In conclusion, he believed that, until such time as the Middle East problem had been 
radically solved, an increasing number of new problems would continue to arise among the 
population living under Israeli occupation; in particular, there would be further problems 
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in the health field and in the provision of medical care. His delegation expressed its 

complete solidarity with those others which had condemned the policies and actions of the 

occupying authorities in the Arab territories. In view of the situation existing in the area, 

he supported WHO activities in providing medical and health assistance to the populations of 

the occupied Arab territories, including Palestine, and fully supported the draft resolution 

before the Committee, for which it would vote. 

Mr BOBAREVIC (Yugoslavia) expressed his solidarity with the Arab people in the occupied 

Arab territories, with the Palestinian people and with PLO as their only legitimate 

representative in their struggle to achieve the goals for which they had been fighting for 

many years. The Palestinian issue and the Middle East crisis could be settled only through a 

comprehensive and just solution which would include the complete and unconditional withdrawal 
of Israel from all Palestinian and other occupied Arab territories, in keeping with the 

fundamental principle that it was inadmissible to seize territory by force. He understood that 

to mean the free realization of the right of the Palestinian people to self -determination 

without foreign interference, as well as the right to national independence and the creation 
of an independent sovereign Palestinian State. 

He therefore gave his full support to all initiatives geared towards giving health 
assistance to the Arab population in occupied Arab territories, including Palestine. In 

particular, he fully supported health assistance to PLO as the only legitimate representative 
of the Palestinian people in their struggle for the realization of their national rights, 

including not only the right to their own State but the right to social infrastructures which 
would provide medical and social services. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran), referring to the report of the Ministry of 
Health of Israel contained in document A36/INF.DOC./3 and the statement made by the Israeli 
delegate to the Committee at its tenth meeting giving an account of so- called health services 
provided in the occupied territories, said that they represented an unjustifiable attempt to 
conceal the continued crimes perpetrated by the Zionist occupying forces against Moslem nations, 
particularly in Palestine. 

According to the basic principles of the Constitution of WHO, 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 in the 

region. No one could accept such incongruous statements because no one could forget the 

Zionist regime's barbaric invasion of Palestinian lands, the massacre of innocent Moslem 
civilians in Sabra and Shatila and the poisoning of hundreds of schoolgirls on the West Bank. 
It was impossible to forget the invasion and occupation of the Golan Heights by Israeli troops, 
Zionist aggression against southern Lebanon and the resulting displacement of many Moslem 
people in those areas. 

He appealed to delegates to vote in favour of the draft resolution. 

Mr BOYER (United States of America) reiterated the point his delegation had made 
previously, to the effect that the Health Assembly was not the proper forum in which to address 
political differences or matters outside WHO's competence. He fully recognized that there were 
serious divisions of opinion about political policies and actions but, within the United 
Nations system, there were other bodies appropriate to deal with them. Much of the draft 
resolution which had been introduced and much of the debate had been concerned far more with 
extraneous political judgements than it had been with health. Frankly, he feared that such 
excessive abuse of WHO could lead the Organization into the minefields to which the Director - 
General had referred earlier and even, to use his term, blow up the Organization. 

His delegation had a number of concerns which would lead it to oppose the draft resolution. 
Two special problems however merited the full and concentrated attention of all members of the 
Health Assembly, including the co- sponsors, and he would request the opinion of Secretariat 
officials on those points. 

First, operative paragraph 6 requested WHO "directly to supervise the health conditions 
of the Arab population in the Arab occupied territories, including Palestine, to ensure a 
proper health environment for the population ". Such a provision would appear to give WHO an 
inappropriate, quasi - governmental function and would call for activities that went beyond the 
legal mandate of the WHO Constitution. He formally requested that, before the draft 
resolution was voted upon, a legal opinion be provided on whether WHO could constitutionally 
perform the task requested in operative paragraph 6. 
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Second, Rule 13 of the Rules of Procedure of the Health Assembly required the Director - 
General to submit a report on the technical, administrative and financial implications of all 
agenda items before they arose in a plenary meeting. His delegation had not seen such a 
report although the draft resolution, and particularly operative paragraphs 6 and 8, certainly 
had technical, administrative and financial implications; he therefore requested that such a 
report be provided. 

He believed that Members should have the opportunity to consider, for example, who would 
pay for WHO to establish three medical centres in the o•cupied territories, as requested in 
operative paragraph 8(2); that would obviously be a very expensive task. Would the money 
be obtained by reducing the country health programmes of all other Member States or only of 
the co- sponsors of the draft resolution, and were the co- sponsors willing to make voluntary 
contributions to cover the cost of three new medical centres or would the request require an 
increase in the proposed regular budget for 1984 -1985 of a nature that would require many 
Member States of WHO to vote against the regular budget? 

He would appreciate the response of the Secretariat to the points which he had raised and 
asked the co- sponsors to consider whether they really supported the two specific provisions in 
operative paragraphs 6 and 8. 

Professor SYLLA (Senegal) said that the position of his Government had been fully explained 
during previous debates and that he would deal with the purely medical aspects mentioned in 
document А36/34. He did not agree that the possible causes of the recent health problems 
observed on Palestinian territory should be played down. No politically uninvolved scientist 
could deny the reality and significance of two possible causes of the illness affecting 
schoolchildren on the West Bank. The first possible cause, namely a psychosomatic state 
leading to collective hysteria, required special study. The second possible cause, namely 
the possibility that noxious gases had been inhaled, was of particular importance, since the 
report had referred to cyanosis, alterations in serum electrolytes and even proteinuria, all 
of which were classical symptoms of acute poisoning. Those issues explained the grave concern 
of his delegation. 

Mr KWON Sung Yon (Democratic People's Republic of Korea) said that there had been no 

change in the health conditions of the Arab population in the occupied Arab territories, 

including Palestine, according to the report of the Special Committee of Experts. The 

population continued to suffer from communicable and many other diseases and did not enjoy 

any real right to life; that situation was entirely the consequence of the occupation of 

Arab territories by Israel. 

In order to ensure a proper level of health for the population in the occupied territories, 

including Palestine, his delegation, as a co- sponsor of the draft resolution, demanded an 

immediate end to the occupation, violence and oppression in those territories and requested WHO 

to supervise the health conditions of the Arab population in the occupied Arab territories, 

including Palestine, to ensure proper health conditions for the population. He expressed his 

strong solidarity with the struggle of the Palestinian people. 

Mr EL HAFDHI (Tunisia) said that, although his delegation was not a co- sponsor of the 

draft resolution, it considered that it represented an appropriate response to the health 

situation of the Arab population in the occupied territories, including Palestine. The 

Special Committee of Experts was to be congratulated on the instructive report which it had 

produced on the precarious situation of the Arab population, notwithstanding the many diffi- 

culties which it had encountered. His delegation urged the Special Committee to continue its 

work as the situation was unfortunately likely to deteriorate further. The report was 

prudently worded and cautious; other reports by United Nations bodies had been more sharply 

critical of the Israeli authorities as the situation had continued to deteriorate. 

All indications were that the occupying power was far from ready to end its aggressive 

and repressive practices, which were founded on a systematic policy of expansion and annexation. 

The continuing establishment of colonies was irrefutable proof of the obduracy of the Israeli 

Government and its continuing disregard of the whole arsenal of resolutions and decisions of 

the United Nations Security Council and General Assembly as well as of other United Nations 

agencies, including WHO. Previous speakers, including the representative of PLO, had 

refuted the claims of the occupying power. All the evidence showed that satisfactory health 

conditions could not exist under foreign occupation, which constituted the most flagrant 

violation of one of the most fundamental of human rights, namely, that of self -determination. 
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It was illusory to speak of one or other aspect of the life of the Arab population in the 

occupied territories so long as the population was deprived of its rights to freedom and 

dignity. The vast criminal operation launched by Israel during the previous summer and 

affecting a substantial body of the Palestinian people living in exile far from the borders of 

Israel could have had no other purpose than the physical annihilation of that people and the 

destruction of the political structures which they had established in order to continue their 

fight for liberation. 

The draft resolution rightly stressed the need to put an immediate end to the occupation 

which was the determining factor in the situation. In the face of such a threatening 

situation it was important that the largest possible number of countries believing in peace 

and justice should support the draft resolution with a view to ending the vicious circle of 

violence, aggression and abuse of the rights of man and of peoples. 

Dr ALSARRAG (Sudan) was convinced that the health problems of the occupied territories 

would continue for the duration of the occupation because such occupation was the very reason 

why the poisoning of the whole population had taken place. The occupation must be ended if 

there was to be an improvement in the health situation of the Arab populations of the occupied 

Arab territories, including Palestine. So long as Israel continued to tread underfoot all 

the resolutions adopted by the international community, the draft resolution before the 

Committee would remain a dead letter and would not be implemented any more than previous 

resolutions because Israel continued to apply its policy of jungle law, which was unacceptable 

to any civilized society. 

He appealed to WHO to reaffirm its humanitarian attitude in the face of the acts of 

barbarism perpetrated by Israel until such time as the civilized peoples of the world applied 

the sanctions called for against Israel as they had done against the Nazis 40 years earlier. 

The Special Committee of Experts must be thanked for the objective nature of its report on 

the poisoning of schoolgirls in the occupied territories. The question arose, however, as to 

what the experts expected to find two weeks after the event had occurred. He believed firmly 

that those young girls in the occupied territories had been used by Israel as experimental 

animals, like rats, on whom to try out a chemical warfare agent intended to sterilize all of 

them. The particular agent used had, of course, been camouflaged by all sorts of gases which 

had attracted the attention of the experts. He wondered however, whether the Special Committee 

had had an opportunity to check what the effects of those gases might be on the hormones of the 

poisoned girls. Had the experts carried out tests on the urine of those children? What 

would happen to them in the future? The odious crimes perpetrated by Israel were aimed at 

stifling the growth of the Arab population by sterilizing young girls so that Israel could 

establish more settlements in the area. 

The Sudanese delegation fully endorsed the experts' conclusions and particularly their 

emphasis on the importance of preparing the future of the children of the area, ensuring their 

normal physical, social and mental development. It feared, however, that unless the 

international community alerted the whole world to the crimes of Israel, the Arab population of 

the occupied territories would be totally destroyed by the year 2000. He therefore appealed 

to all delegates to obey their consciences aid vote in favour of the draft resolution. 

Dr PAL (Pakistan) considered the question of the health conditions of the Palestinian and 

Arab people in the occupied territories a most important agenda item. WHO could not remain 

unconcerned at their miserable plight, particularly in view of the Director -General's report, 

which indicated a deterioration in the health conditions in the area. The world community had 

on several occasions spoken unequivocally against the injustices committed against the 

Palestinian people, and the United Nations had condemned Israel's policies of expansionism and 

wanton aggression. In 1982 the world had again witnessed Israel's brutal acts of aggression 
against Lebanon. It was the duty of the current World Health Assembly to consider the 
situation in its proper perspective and take just and appropriate action. 

As a co- sponsor, his delegation hoped that the draft resolution would receive the wide 
support of the Committee. The efforts made by the Special Committee of Experts in assessing 
the health situation of the occupied areas were much appreciated. 

Dr MORКAS (Iraq) said that once again the Committee was discussing the perennial subject 
of a peace - loving territory, the cradle of various religions, subjected to sinful occupation 

and massacre; while the occupying authorities claimed that they had improved the situation, 

they had in fact made barbaric attacks on the local population, reminiscent of those of the 

Nazi regime. The report of the Special Committee of Experts proved how much the Arab 
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population had suffered from Zionist crimes in the occupied territories, the most recent being 
the collective poisoning of young schoolgirls a few weeks previously. The Committee had not 
gone beyond the framework of health in its discussions, because health meant much more than 
suffering from some form of disease or disablement. The Arab populations were suffering from 
the threat of further destruction, having already seen their water supplies, health projects 
and land destroyed. The Zionist authorities were attempting to organize their activities so 
as to empty the territories of the indigenous population and build new settlements. The least 
the Committee could do was to approve the draft resolution as amended by Jordan. 

Dr KHALID SARAN (Malaysia) said that, as a co- sponsor of the draft resolution, his 

delegation was aware of the problems of the less fortunate and had already referred in the 

plenary to the plight and suffering of the Palestinians and displaced persons who were denied 

the basic amenities of health care. 

He had examined the report contained in document А36/14 and noted the unsatisfactory 
state of health and health facilities in the occupied Arab territories, including Palestine. 
He had also studied the report by the United Nations Relief and Works Agency contained in 
document A36 /INF.DOC./4. Malaysia had consistently supported the cause of those seeking to 

gain or regain their inalienable rights. As the supreme international body concerned with 
health, WHO owed it to those people to do everything within its means to relieve their 
suffering. In that spirit, Malaysia had requested that it be included in the list of 
co- sponsors of the draft resolution. 

Mrs WOLF (German Democratic Republic) said that as long as the occupied Arab territories, 
including Palestine, remained occupied, the population would be discriminated against, human 
dignity trampled upon and local structures destroyed. Satisfactory health conditions could 
not be established under hostile occupation. 

Terror and oppression, pillage and expulsion were the characteristics of Israel's policy 
towards the Arab population in the occupied territories, and incompatible with the efforts to 
preserve and improve the health of those people. The recent mass poisoning of schoolgirls in 

the occupied West Bank gave rise to serious concern. 
The health problems of the population of the occupied Arab territories could be solved 

only when a political solution to the Middle East conflict had been reached. Such a solution 
would be possible only through a just and durable peace in the Middle East secured by the 
complete withdrawal of Israeli troops from all Arab territories occupied since 1967, the 

implementation of the inalienable rights of the Arab people of Palestine, including their 
right to set up an independent State of their own, and the guaranteeing of security, 

sovereignty and development for all States in the region. Such a solution could be achieved 
by convening an international conference on the settlement of the Middle East problem, 
attended by all interested parties, including the only legitimate representative of the 

people of Palestine, PLO. 
The United Nations could and should play an important role in the settlement of the 

Middle East problem, and the specialized agencies also had a useful contribution to make 
The assistance given by WHO to PLO was an important step in the right direction and was 
whole -heartedly approved by the German Democratic Republic, which fully supported the 

Palestine Liberation Organization, as demonstrated by the medical aid it had provided for the 

Palestinian and Lebanese victims during the Israeli invasion of Lebanon, and the medical 

treatment given in the German Democratic Republic to wounded Palestinian and Lebanese fighters. 

It had also provided holidays for Palestinian children evacuated from the war zone. 
The situation in the Middle East had recently worsened and there were innumerable new 

victims among the Palestinian and Lebanese population, while further Israeli attacks were 

expected. In view of that situation, WHO should make even greater efforts to support the 

Palestinian people and other victims of the Israeli policy of aggression. 

Miss VAN DRUNEN LITTEL (Netherlands) said that her delegation would also like clarification 
on the two points raised by the United States delegation. 

Dr LIU Xirong (China) said that his delegation had already quoted facts from the report 

by the Special Committee of Experts, which was an objective one. Israel's only course of 

action would be to implement the relevant United Nation's resolutions and withdraw from the 
occupied territories, allowing the Arabs to manage their own affairs. He was confident that 

they would do that most successfully. 
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Mr TAWFIQ (Kuwait), speaking on behalf of the Arab group, said that he wished to clarify 

the points raised by the United States delegation. 
As far as operative paragraph 6 was concerned, the co- sponsors were asking WHO to 

continue to monitor the health conditions of the Arab people in the occupied territories. 
Such an act was within the powers of the Organization, and paragraph 27 of document А36/34 

clearly recommended that WHO should take such action. The co- sponsors intended no more than 

that. 

As far as operative paragraph 8(2) was concerned, the co- sponsors were merely requesting 

that the three medical centres be established in the area under the control of WHO, as called 

for in resolution WНАЗ5.15. The only new element in the draft resolution, therefore, was the 

confirmation of what had been decided the previous year. It had been assumed at that time 

that the resolution would be implemented without delay, but the Zionist authorities had 

hampered the establishment of those centres as part of their plan to prevent the Arab 

population from receiving the necessary health care. Such a situation could not be allowed 
to continue. The legal situation concerning the establishment of the centres had its basis 

in the Constitution of WHO, and notably in the preamble, Article 1 and subparagraphs (d) 

and (m) of Article 2. 

The suffering, concern, distress and injustice described in the reports on the health 
situation in the occupied territories justified the intervention of WHO in order to prevent 
further suffering and ensure that the people received the primary health care to which they 
were entitled. 

As far as the financing of the centres was concerned, the Council of Ministers of Health 
of Arab States was always prepared to cooperate with WHO in that connection. 

He expressed the hope that he had clarified the points raised by the delegates of the 
United States of America and the Netherlands, and requested that the draft resolution be put 
to the vote forthwith. 

Dr SFANGOS (Greece) fully supported the draft resolution and intended to vote in favour 
of it. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) thanked the delegate 
of Kuwait for his explanation. However, he was still confused, and wondered whether there 
was perhaps some difference between the texts in the various languages. The English text, 
apart from asking the Organization to monitor health conditions, specifically requested WHO 
supervision of those conditions. That went beyond monitoring. Like the delegations of the 
United States of America and the Netherlands, the United Kingdom delegation attached great 
importance to a proper clarification of operative paragraph 6. 

Mr EL HAFDHI (Tunisia) requested that his delegation be added to the list of co- sponsors 
of the draft resolution. 

Mr VIGNES (Legal Counsel) said that the main purpose of his statement was to reply to 
two questions raised by the United States delegate and taken up again by the delegates of the 
Netherlands and the United Kingdom, and relating, on the one hand, to operative paragraph 6 

of the draft resolution and, on the other, to certain financial implications that might arise 
in connection with operative paragraph 8(2).. 

Operative paragraph 6 requested WHO "directly to supervise the health conditions" of the 
Arab population in the occupied territories. The words "to supervise" meant to observe with 
sustained attention so as to exercise control. That meant that the Organization might 
intervene directly in those territories in order to exercise control of the health conditions 
of the population concerned. The question was whether or not such intervention was 
compatible with the provisions of the WHO Constitution. He had three comments to make in 
that respect. The first concerned the existence in the Constitution of a legal basis to 
permit such intervention. The purpose of such action by WHO would not merely be to verify 
that the country concerned was correctly fulfilling its humanitarian and international 
commitments, but, above all, to enable the Organization, in the light of information gathered 
during such verification, to provide assistance to the population in question. In that 
spirit, a number of provisions to which the delegate of Kuwait had correctly drawn attention 
were to be found in the Constitution. The objective of the Organization, in accordance with 
Article 1 of the Constitution, was the attainment by all peoples of the highest possible level 
of health. In pursuance of that goal, the Organization was empowered to carry out a number 
of activities; one of its functions as set forth in Article 2(v) was "generally to take all 
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necessary action to attain the objective of the Organization ", while a function of the Health 
Assembly under Article 18(m) was "to take any other appropriate action to further the 
objective of the Organization ". Therefore, in so far as it was considered that the health 
conditions of a particular population came within the objectives of WHO, Articles 2 and 18 
authorized the Organization to achieve its goal by appropriate measures. 

Action was provided for under other international conventions, notably the Fourth Geneva 
Convention of 1949, whose applicability to the territories in question had been reaffirmed on 
a number of occasions by the United Nations General Assembly and Security Council. Articles 
10 and 11 of the Fourth Geneva Convention provided for action by the International Committee 
of the Red Cross or any other body of fully guaranteed impartiality and efficiency. 

Secondly, at the request of the United Nations, WHO had, on a number of occasions in the 
past, taken action of various kinds and degrees in certain territories. In 1961, for example, 
it had been called upon to carry out an investigation of the health situation in Angola. In 
1965, it had been requested by the United Nations to monitor the health situation of the 
population in the Trust Territories of the Pacific. In 1973, a Special Committee of Experts 
had been established to examine the health situation in the occupied Arab territories; that 
Committee had just reported to the Health Assembly. 

Thirdly, all action taken in the past, including the visit of the Special 
Committee of Experts to the occupied territories and the action of other international 
organizations, such as that of the International Committee of the Red Cross in the context of 
the Fourth Geneva Convention, had taken place with the acceptance of the State concerned. 
Such acceptance had been based on certain constitutional provisions, particularly Article 2, 

to which the delegate of Kuwait had drawn attention, on the preparatory work that had been 
carried out at the International Health Conference, where the element of acceptance on the 

part of the State concerned had been highlighted, and on statements made by the Director - 

General in 1967 and 1973, which could be found in the Offical Records of WHO. 

With respect to the financial aspects of the establishment of the medical centres 

referred to in operative paragraph 8(2) of the draft resolution, it was true that Rule 13 

of the Rules of Procedure of the Health Assembly indicated that the Director -General should 

report to the Health Assembly on the technical, administrative and financial implications of 

all agenda items submitted to the Health Assembly before they were considered by that body in 

plenary meeting, but it was equally true that Rule 13 indicated that no proposal should be 

considered in the absence of such a report unless the Health Assembly decided otherwise in 
case of urgency. Therefore, if the Health Assembly decided that it did not require such a 

report, it was legally authorized by Rule 13 to dispense with it. It should be noted that 

the establishment of the centres in question had already been referred to in resolution 

WHA35.15, and he could not recall that any constitutional problems had been raised at the 

time of that resolution's adoption. The financial aspect might obviously be a matter of 

concern, however. It would be premature for the moment to provide estimates of the cost of 

establishing and operating such centres, and he was regrettably unable to give a precise reply 

to the question raised by the United States delegate on that point. The Director -General, 

however, would no doubt take steps, if so required, to provide the necessary funds within the 

budget allocated to the Eastern Mediterranean Region, use also being made of the extrabudgetary 
resources mentioned by a number of delegations during the discussions. 

The CHAIRMAN reminded the Committee that the last phrase of operative paragraph 2 of the 

draft resolution before it had been amended by the delegate of Jordan, with the agreement of 

the sponsors, to read: 

"as well as for the barbaric collective massacre of Sabra and Shatila for which 
responsibility of the Government of Israel has been established;" 

Dr SOFFER (Israel) said that, on first examining the draft resolution on which a vote was 

about to be taken, he had thought there had been a mistake. He had been unable to believe 

that such a text had been submitted to a World Health Assembly, since he had assumed that a 

draft resolution pertaining to the health conditions of the population of the administered 

territories would focus precisely on health conditions. On the contrary, rather than concen- 

trating on health, that resolution contained nothing but inadmissible political calumnies 

wholly extraneous to the mandate and purposes of the Organization. 

For the umpteenth time, the Arab extremists were poisoning a professional conference 

within the United Nations system. There was not one iota of constructive intent or content in 

the draft resolution, which was permeated with the same political invective that had 

characterized and polluted resolutions adopted in other United Nations forums. 
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The draft resolution reflected its sponsors' devious attempts to spread enmity and to 

lure the World Health Assembly outside the scope of its constitutional competence. There 

appeared to be no limit to their chicanery. There was no room for both medicine and politics 

in a World Health Assembly. The two were mutually exclusive. The text before the Committee 

was a perfect example of overt politicization of a United Nations specialized agency - 

politicization contrary to the spirit and goals of WHO, Article 1 of whose Constitution stated 

that its objective should be the attainment by all peoples of the highest possible level of 

health. Unless the Organization remained steadfast in its commitment to performing the tasks 

entrusted to it, it would lose its very raison d'étre. If that happened, the United Nations 

as a whole would be threatened with moral bankruptcy and institutional paralysis. 

In taking a closer look at the draft resolution, he wondered whether delegates did not 

feel that they were being misled, or whether they felt that the text in any way reflected the 

serious and crucial purposes of the Organization. Scrutiny of the text would reveal a few 

words purporting to deal with health conditions in the administered territories. In contrast 

to the false and slanderous charges made in that context, health conditions in those areas had, 

in fact, steadily and dramatically improved since Israel had assumed responsibility for them 

in 1967. 

In his comprehensive statement before the 

had described the noteworthy health indicators 

qualitative improvements that had been made in 

and had made it clear that Israel's detractors 

Committee, the Deputy Chief Delegate of Israel 

reflecting the significant quantitative and 

the health system of the administered areas, 

would do well to emulate that health system. 

Very few citizens of neighbouring Arab countries were fortunate enough to enjoy medical 

facilities and programmes as extensive and effective as those in the territories. Instead of 

engaging in venomous rhetoric, all Israel's neighbours should work with that country to 

ameliorate health conditions throughout the region. 

Operative paragraph 6 of the totally absurd draft resolution called upon WHO "directly 
to supervise" the health conditions in the administered areas. That recommendation exceeded 
WHO's mandate and was in direct contravention of accepted international norms. The relevant 

rules of international law placed the responsibility for such supervision on the administering 

authorities. It was ironic that, while the fourth preambular paragraph cited the solemn 

undertaking of the parties to Article I of the Fourth Geneva Convention of 1949 to respect 

that Convention in all circumstances, operative paragraph 6 of the draft resolution was the 
very antithesis of such respect. 

It should not be overlooked that Israel, unlike many other countries, enjoyed a relation- 

ship of full cooperation with WHO. Israel facilitated regular visits to the administered 
territories by teams of WHO medical experts, and the recommendations of those missions were 
given the most serious attention by its Ministry of Health. 

A recent exchange of letters between the Government of Israel and the Director -General 

of WHO indicated that, immediately following the conclusion of the Health Assembly, 
negotiations concerning three WHO collaborating health centres to be established in the 

territories would begin. 
The condemnations in the draft resolution were unwarranted and unfounded. Israel should 

be commended, and not condemned, for its health action in the area. 

His country had proved its willingness and ability to make peace with Egypt - its largest 

Arab neighbour. The Government of Israel had recently approved an agreement with Lebanon, 
laying the ground for a new and peaceful relationship between the two countries. 

The positive value and importance of negotiations undertaken in good faith had once again 
been clearly demonstrated. It was high time for the rest of the Arab world to forsake the 

path of war and show a willingness to negotiate with Israel on the basis of mutual recognition 
and respect. The entire world would benefit if those who were still attempting to impede 
peace would replace their attitude of hostility and intransigence with an attitude of goodwill 
and conciliation. The alternative to peace was more conflict and more human suffering. 

The sponsors of the draft resolution under consideration had little concern for the 

welfare of the inhabitants of Judaea, Samaria and Gaza. Instead, they continued to exploit 
the population of those areas as a political pawn in their ongoing warfare against Israel. 

Did any delegates seriously believe that the adoption of the draft resolution would in 
any way benefit the people living in the administered territories? The text included no 
specific recommendation regarding health strategies or action programmes in those areas. It 

could hardly be too much to expect that a draft proposal before the World Health Assembly 
would focus on health issues. 
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The text left no doubt in anyone's mind as to its sponsors' callous disregard for the 

crucial goals of WHO and for the serious health problems of the world population that the 

Organization existed to serve. Since the draft resolution bore no relation to the purposes 
for which the Health Assembly had been convened, all those interested in preventing the 
political erosion of WHO would reject it unequivocally. He therefore called upon all fair - 
minded delegations to vote against the draft resolution, and thus to provide concrete 
affirmation of the Health Assembly's concern and commitment to global health conditions and to 
the constitutional framework within which WHO existed. 

The CHAIRMAN put to the vote the draft resolution, as amended. 

The draft resolution, as amended, was approved by 65 votes to 17, with 25 abstentions.1 

The meeting rose at 17h30. 

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

resolution WHA36.27. 
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Friday, 13 May 1983, at 9h00 

Chairman: Dr D. B. SEBINA (Botswana) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 

PALESTINE: Item 32 of the Agenda (continued) 

The CHAIRMAN invited those delegates who so wished to explain their vote on the resolution 

which had been approved at the previous meeting for transmission to the plenary. He reminded 

them that in accordance with Rule 77 of the Rules of Procedure of the Health Assembly, sponsors 

of a proposal should not speak in explanation of their vote unless the proposal had been 

amended. 

Dr SUAREZ -MORA (Venezuela) said that the position of Venezuela had been consistently to 

support the initiatives and programmes of assistance and international cooperation by United 

Nations bodies, and, in the present instance, by WHO, to promote, guarantee and improve the 

social and economic welfare of the peoples of the occupied Arab territories, including 

Palestine. From that point of view, his delegation exhorted the Israeli Government to provide 

the collaboration necessary to attain that just humanitarian objective. 

His delegation shared the views on health and medical assistance contained in the 

resolution on health conditions of the Arab population; nevertheless it considered that the 

political elements contained in the resolution went beyond the sphere of competence of the 

Health Assembly, and should be analysed in other, more appropriate international forums. 

For that reason Venezuela had abstained during the vote. 

Dr SOLAR' (Uruguay) wished to record his delegation's concern with the health situation 

of the Arab population in the occupied territories, including Palestine, and its support for 

all measures connected with health services to improve that situation. In that respect, it 

agreed with the findings of the report of the Special Committee of Experts and approved the 

establishment, under the supervision of WHO, of the health services necessary to provide 

complete medical and hospital assistance to the population. Unfortunately, his delegation 

had not been able to support the resolution as proposed in its entirety, because it contained 

statements of a political nature which went beyond the scope of the present technical forum. 

His delegation felt it was inappropriate to express views in the Health Assembly on subjects 

that were more properly the concern of other forums of the United Nations; it had abstained 

in the vote for that reason. 

Miss NASCIMBENE (Argentina) fully endorsed the objective of the resolution, which was to 

improve the health situation of the Arab population in the occupied Arab territories, including 

Palestine. Her delegation supported and would continue to support all measures adopted for 

that purpose, in particular the work of the Special Committee of Experts. If the resolution 

had been voted on in parts, her delegation would have been able to endorse most of the para- 

graphs. Nevertheless, as was consistent with the position maintained by Argentina at previous 
Health Assemblies, her delegation had felt obliged to abstain in the vote, because it could not 

accept the condemnation of particular countries in the resolutions of technical bodies of the 

United Nations. Such resolutions should be reserved exclusively for political bodies of the 

United Nations. 

Dr LISBOA RAMOS (Cape Verde) said that in a moment of confusion during the vote, his 

delegation had inadvertently recorded an abstention. The official position of his delegation 

was to firmly support all measures to assist the struggle of the Palestinian people. In so 

- 361 - 
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far as that might be possible, he wished to correct his delegation's vote, or its effects, by 
stating that his delegation was in favour of the resolution in its entirety. 

Mrs VAISTO- MELLERI (Finland) said that Finland's position on the Middle East question was 
based on the United Nations Security Council resolutions 242 and 338, and the recognition of 
the legitimate rights of the Palestinian people. Her Government had stressed its position many 
times in the appropriate United Nations forums. It had also made its views clear concerning 
Israel's settlement policies and continuing illegal acts on the West Bank and in the Golan 
Heights. Those acts continued to breed frustration, violence and problems in various sectors, 
including the health sector. The events which had occurred in Lebanon during the past year 
showed clearly that a comprehensive and lasting peace solution was needed more urgently than 
ever before. 

Finland supported additional health and medical assistance through WHO and UNRWA to 
improve the living conditions of the population in the occupied Arab territories. However, 
the resolution just approved contained some elements which fell outside the competence of WHO 
and were too far -reaching. For that reason, her delegation had abstained during the vote. 

Mr NAVARRO (Spain) said his delegation had abstained during the vote; but had the 

resolution been submitted for consideration in separate parts and not as a whole, it would 
have abstained on the tenth preambular paragraph and operative paragraphs 6, 8(2) and 8(3) and 

voted in favour of the remaining provisions. He expressed once again Spain's continual 
support for the cause of the Palestinian people. It was his country's wish that WHO should 
concentrate its activity on its specific objectives and avoid dealing with subjects that had 
their proper place in the General Assembly of the United Nations. 

Mr GRIT' (Sweden) recognized that the occupation of Arab territories and the Israel 

settlement policy, and particularly the aggravation of the situation caused by the annexation 
of the Golan aid continuing Israeli measures in the West Bank and in Gaza, had created a number 
of problems in various sectors, including the health sector. Sweden had repeatedly and 

strongly criticized Israeli policies in regard to the occupied territories; its views on those 

policies had been clearly spelled out many times in the United Nations General Assembly and 
other relevant forums. WHO should do what it could in the health sector to improve the 
conditions of the population affected. Other specialized agencies should do what they could 
in their respective fields. His delegation had abstained in the vote on the present 
resolution because it contained formulations that were too far -reaching and did not fall 

within the competence of the Organization. 

Miss PANTOJA (Peru) said that as the international community well knew, Peru supported 
and expressed solidarity with the Palestinian Arab cause, and considered as indispensable the 

respect for the inalienable rights of the Palestinian people, including its right to return 

and to self -determination: its recognition was an indisputable part of the establishment of a 

just and lasting peace in the Middle East. As a country respecting international law and the 

norms governing relations of friendship aid cooperation among States, Peru found it unacceptable 
in international relations to use force and to recognize territorial conquests or unilateral 

decisions which disregarded internationally accepted law. The Peruvian delegation, consistent 
with its political tradition on the subject, supported requests for international cooperation 

to give attention to health problems affecting the region mentioned in the resolution. It 

had not participated in the vote because it had considered that a considerable part of the 

resolution lay outside the legal boundaries of the Health Assembly and fell within the com- 

petence of the General Assembly of the United Nations, which was the appropriate political 

forum, whereas the Health Assembly was an eminently technical forum. 

Mr UTHEIM (Norway) said that his delegation had voted against the resolution because it 

contained elements of a political nature which did not fall within the competence of the 

Health Assembly. Furthermore, he failed to see that the report of the Special Committee of 

Experts justified the condemnatory language contained in the resolution. His Government's 

views concerning the territories occupied by Israel, including Jerusalem and the Golan Heights, 

had been stated repeatedly, both in the Security Council and in the General Assembly, and 

were well known. The Norwegian attitude was based on the Fourth Geneva Convention of 1949 

relative to the protection of civilian persons in time of war, which was applicable to all the 

territories occupied by Israel in 1967. Norway had repeatedly called upon Israel to abide 

by its obligations under that Convention. 
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Mr BOYER (United States of America), in explanation of his delegation's vote, said that the 

statement by the delegate of Kuwait on the previous afternoon had made it clear to him that the 

co- sponsors of the present resolution had not really intended WHO to take operational 

responsibility for health conditions in the occupied territories, but only to monitor the 

developments in the population there. He thought there might actually have been a problem 

of translation from Arabic, or of semantics, but that the resolution which had been voted on 

should be read in the context of the explanation given by the delegate of Kuwait. 

He could not accept the impression given on the previous day that the request to the 

Director -General to establish three medical centres "with funds allotted for this purpose" 

contained no financial implications for the regular budget, and that the proposal could be 

considered without reference to a report on such financial implications, as was required under 

Rule 13 of the Rules of Procedure of the Health Assembly. It was true that the Rule allowed 

for the absence of such a report "in case of urgency ", but he did not believe that the urgency 

envisaged in that phrase covered the circumstances pertaining or invoked at the end of the 

previous day's debate. The establishment of three medical centres would cost money; he saw 

no reason why the Secretariat should not have observed Rule 13 and provided the Committee with 

a statement on the amount required and its source. Rule 13 called for the submission of a 

financial report "before L proposal wa7 considered by the Health Assembly in plenary 

meeting ". He would therefore request the Secretariat to comply with that stipulation before 

the resolution came before the plenary: there was ample time for it to do so. 

Miss VAN DRUNEN LITTEL (Netherlands) said that her delegation had voted against the draft 

resolution for a number of reasons. First, the text as presented contained a number of 

general political statements which - in its view - were out of place in the context of the 

World Health Assembly. Moreover, it believed that those statements were by no means in 

balance with the report of the Special Committee of Experts on the health conditions of the 

Arab population in the occupied Arab territories. And finally, her delegation found it 

difficult if not impossible to accept the words in the title "occupied Arab territories, 

including Palestine ": the recommendation that health care and the establishment of health 

centres in occupied territories were the responsibility of WHO did not seem compatible with 

the primary responsibility of the occupying power to ensure adequate health care for the 

population in the occupied territory. 

In the absence of further explanations of vote, the CHAIRMAN said that it remained for 

the Committee to finalize its report on the item to the plenary; in the light of the remarks 

by the delegate of the United States, that would be done at a later stage. 

(For continuation, see summary record of the thirteenth meeting, section 2.) 

2. 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 - REPORTS OF 

THE INTERNATIONAL COMMITTEE OF EXPERTS IN MEDICAL SCIENCES AND PUBLIC HEALTH: Item 31 

of the Agenda (Resolution WHA34.38; Documents А36/12 and Add.1 and Corr.1, А36/13 and 

Corr.1 and A36/INF.DOC./11) (continued from the ninth meeting, section 1) 

The CHAIRMAN drew the Committee's attention to the amendments which had been proposed 

to the draft resolution on the role of physicians and other health workers in the preservation 

and promotion of peace. The discussion had been suspended to allow time for consultation; 

he would invite the delegate of India, who had originally introduced the draft resolution, 

to report on the situation. 

Dr SIDHU (India) said that in addition to the original 11 co- sponsors the following 
countries had indicated that they wished to co- sponsor the draft resolution. They were: 
Sao Tome and Principe, Ethiopia, Guinea, Syrian Arab Republic, United Arab Emirates, Liberia, 
Comoros, United Republic of Tanzania, Somalia, Democratic Yemen, Djibouti, Zimbabwe, Togo, 
Iraq and the Islamic Republic of Iran. 

He also understood that Mozambique, Yemen and the United Republic of Tanzania had 
withdrawn their proposed amendments to the draft resolution. 

He had been encouraged by the overwhelming support received from Member States. The 

co- sponsors had done their best to arrive at a consensus draft, and had shown a great deal of 
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accommodation; but certain countries had firmly insisted on the inclusion of amendments 
unacceptable to others. The view of the co- sponsors was that to incorporate all the proposals 
in a single text would amount to a negation of the draft resolution and lead to no action 
whatever being taken. Regrettably, therefore, he had to say that despite the efforts of all 
concerned, it was not possible to present a generally agreed text to the Committee. 

Dr МОСUMBI (Mozambique) confirmed that, taking into account the existence already of a 

WHO publication, Health Aspects of Chemical and Biological Weapons, as well as the information 
provided by various speakers, including the representative of the International Committee of 
Experts, his delegation had withdrawn its amendment to operative paragraph б of the draft 
resolution. 

Dr HAJAR (Yemen) confirmed that since it considered a consensus on the matter to be 

imperative, his delegation had withdrawn its proposed amendment to the draft resolution. 

Dr CHAGULA (United Republic of Tanzania) confirmed that his delegation had withdrawn its 

proposed amendments and wished to be considered as a co- sponsor of the draft resolution. 

Mr ONKELINX (Belgium) recalled that at the Thirty - fourth Health Assembly Committee B had 

voted to establish an international committee of experts to examine matters pertaining to the 

preservation and promotion of peace. The Belgian delegation had, like a number of others, 

opposed that initiative on the grounds that the World Health Organization was not the proper 

forum for discussion of a question with such complex political overtones. In pursuance of the 

Health Assembly's decision, the Committee of Experts had been set up and had produced a 
remarkable and comprehensive report, for which it was to be commended. Without in any way 

touching on the technicalities of the substance of the report, whose accuracy he had no 
reason to doubt, he felt, however, that many of the points made were not unfamiliar ones. 

All those present, he was sure, were well aware of the horrors of nuclear war, or indeed of 
any war. That awareness was shared by the people of his own country and no doubt of many 

others. 

The Health Assembly, however, ought not to approach such questions from a political angle. 
When the draft resolution now before the Committee had been put forward, a number of those 
delegations that had voted against the carrying out of the study two years previously had been 
greatly concerned lest it lead the Health Assembly to engage in political and polemical debate. 
Actuated by that concern, they had embarked on a discussion with the co- sponsors of the draft 
resolution in order to try to arrive at a consensus text. In that connection, he wished to 
thank the delegate of India in particular, one of the co- sponsors of the draft resolution, for 
his cooperation in those efforts, even though it had ultimately proved impossible to reconcile 
all points of view so that the attempt to reach a consensus had had to be abandoned. As a 

result of that failure his delegation, together with the delegations of Australia, Benin, 
Canada, Chile, France, the Federal Republic of Germany, Italy, Luxembourg, Monaco, Portugal, 
Spain, the United Kingdom, the United States of America and Uruguay had four amendments to 

propose to the draft resolution in order to allay their basic concerns. 

The first proposed amendment was merely to delete the words "with grave concern" in 

,operative paragraph 2 of the draft resolution, since it was felt that it was difficult for the 

Health Assembly to make a value judgement on the report of the Committee of Experts. 
The second proposed amendment was, in operative paragraph 3, to replace the word 

"ENDORSES" by "NOTES with concern" and to delete the final words "and that nuclear weapons 
constitute the greatest immediate threat to the health and welfare of mankind ". Endorsement 
had been considered too strong a term. The delegates to the Health Assembly were there as 
representatives of their governments, they were not all physicians and while they could note 
and commend the report and rcommend that it should be widely circulated, it was premature to 
express the value judgemó:it intimated by the word "endorses ". The despairing conclusion in 
the first part of opeative paragraph 3 would give useful food for thought to governments 
and health services -, and its presence in the draft resolution was acceptable; the major 
difficulty encouscered by the co- sponsors of the amendment was to be found in the final 
clause of the áragraph as it stood. They firmly maintained that the statement it contained 
was a valuе /4dgement that the Health Assembly was not competent to make. He believed that 
WHO, in making such a statement, would for the first time be directing its action towards 
political. spheres that were the prerogative of other international forums, among them the 
United N.tions General Assembly and the Committee on Disarmament. 
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The third proposed amendment was to replace the words "to ensure that wide publicity is 

given to the report" in operative paragraph 5(2) by "to ensure that the report will be widely 
disseminated ". The latter wording was considered to reflect more accurately WHO's practice of 
disseminating information by distributing documents and reports. 

The fourth amendment proposed was to delete operative paragraph 6, and had been motivated 
by the feeling that it would be unnecessary in future for the Health Assembly to continue 
systematic, organized and, perhaps, "politically oriented" discussion on the matter. However, 
if the simple deletion of operative paragraph 6 proved unacceptable, the co- sponsors of the 
amendment were prepared to consider any substitute compromise text that might be satisfactory 
to the sponsors of the draft resolution. 

On behalf of the delegations concerned, he expressed the hope that the amendments proposed 
would be accepted and thus lead to a draft resolution that could be accepted by consensus. 

Dr SIDHU (India) said that he had listened carefully to the views expressed by the 

Belgian delegate in justification of the amendments sponsored by a group of western and other 

countries. The sponsors of the draft resolution were extremely disappointed by the attitudes 

of those delegates who could not lend their support to a modest initiative which was 

supported by the vast majority present. During the debate on the item, 31 delegates had 

taken the floor to lend their full support to the draft resolution, which was sponsored by 

11 non- aligned countries. Subsequently, 15 more countries had intimated that they wished to 

be considered as co- sponsors. In a spirit of accommodation, they had agreed to deferment of 

the vote, and to hold consultations with the western and other countries in an effort to reach 

a consensus. 
During the first round of discussions, they had done their utmost to be accommodating 

and had been willing to accept a number of amendments which would have weakened the thrust of 

the draft resolution. At the end of the first day, agreement had appeared to be close, but 

the following morning they had been faced by new amendments which would completely negate the 

intention of the original draft resolution. 

The main objective of the draft resolution had been to draw attention to the conclusion 

of the International Committee of Experts that nuclear weapons constituted the greatest 

threat to the health and welfare of mankind, from which followed the remainder of the 
operative part of the draft resolution concerning the need for wide publicity and for 

continuing studies. It was those very key elements which the western countries wished to 

delete. His delegation had therefore decided to retain the original draft and submit it to 

a vote in the Committee. Now, however, further amendments were being submitted which would 
destroy the original intent and purpose of the draft resolution. Those amendments must be 

rejected. 

Nuclear war was the greatest peril facing mankind. Not even a vast army of health 
personnel or a greatly increased number of hospitals would be able to cope with its 
disastrous consequences. That fact must be patently obvious to all. Nevertheless, some 
countries were advancing the specious argument that the Health Assembly was not competent to 

discuss the matter. Now else could they explain the proposed amendment to operative 
paragraph 3? Those who were sitting on a veritable volcano were attempting to deny its 
existence by recommending the deletion of operative paragraph 6, saying that matters relating 
to the effects of a nuclear war were not something with which WHO should deal. What was the 

responsibility of the Health Assembly? Was it merely an assembly of scientists and experts 
who must pronounce no moral judgement? Were they sitting in an ivory tower, in total 

isolation from the real world? The danger lay not in becoming too involved in the larger 

issues of the contemporary world, but - on the contrary - in ignoring the political, social, 

economic and moral context in which all must act collectively. Did not the Constitution of 
the Organization state that: "Health is a state of complete physical, mental and social 
well -being and not merely the absence of disease or infirmity ", and that "The health of all 
peoples is fundamental to the attainment of peace and security and is dependent upon the 
fullest co- operation of individuals and States "? There could be no complete physical, 
mental and social well -being so long as the world continued to live under the threat of a 
nuclear holocaust. 

He further quoted from Chapter II of the Constitution Article 2(b), according to which 
one of the functions of the Organization was: "to establish and maintain effective 
collaboration with the United Nations, specialized agencies, governmental health 
administrations, professional groups and such other organizations as may be deemed 
appropriate ". Could it be denied that the use of nuclear weapons would affect public health 
and medical care, and was it not a function of the Organization to deal with the preventive 
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and curative aspects of a nuclear war? Those who questioned the role of the Organization 

should have taken the trouble to acquaint themselves more fully with the Organization's 
Constitution. 

The countries which were attempting to dilute the efforts to give wide publicity to the 

conclusions of the International Committee's report were precisely those who professed 

themselves attached to the ideal of free speech. Sharing as he did that ideal, he was 

amazed that they were trying to prevent the widest publicizing of the report's conclusions. 

It was clear that one of WHO's functions was to provide information, counsel and aid in the 

health field and to help in developing an informed public opinion on health matters. It 

was therefore clear that it had a role to play in publicizing the report. 
The sponsors of the draft resolution noted with deep regret the attempt by a number of 

delegates to prevent the adoption of a sober and moderate expression of concern regarding 
the disastrous consequences of a nuclear war. Such attempts displayed a lack of sensitivity 
to the apprehensions of the vast majority of countries. He therefore totally rejected the 
amendments proposed, would vote against them, and would appeal to all delegates who supported 
the draft resolution to do the same: the interests of humanity and the right of the majority 
to speak its mind on a matter of grave concern were at stake. In the last analysis, however, 
he was confident that the draft resolution would be adopted. 

Professor ISAKOV (Union of Soviet Socialist Republics) said that he spoke both as a 
delegate of his country and as a physician. Those delegates who considered that the study of 
the consequences of a nuclear catastrophe was a purely political matter were very much in 
error. By so saying, a number of countries were attempting to deprive WHO of the right to 
carry on further study of the medical aspects (and he would insist on that adjective) of the 

possible consequences of a nuclear catastrophe. He had the greatest respect for the report 
submitted by the International Committee, and that report had indicated that many medical 
aspects had not yet been studied, including the effects on world ecology as well as 
epidemiological, genetic and other considerations where human beings were concerned. No 
other organization was so well qualified to study those aspects as WHO, which united 
representatives of the most varied specialties in the field of medicine. It would not be 
possible for the Organization to ensure the implementation of the strategy of health for all 
by the year 2000 unless it were able to contribute to questions related to the maintenance 
of peace. 

WHO was successfully carrying out studies of the diseases which afflicted modern society. 
How could it not concern itself with the possible consequences of a nuclear war? 

His delegation fully endorsed the arguments of the delegate of India, unreservedly 
supported the draft resolution, and rejected the amendments proposed to it. 

Mr SUGANO (Japan) said that his delegation wished to be associated with those which 
sponsored the amendments to the draft resolution proposed by the delegate of Belgium, in 

the belief that they had been submitted in an attempt to reach a consensus. 

Dr CISSÉ ALFA (Niger) said that his delegation wished to be a sponsor of the draft 

resolution. He pointed out that when the draft resolution had first been discussed, 44 

delegates had taken the floor; now it appeared that the debate was to be repeated. Had it 

not been suggested that the Health Assembly had no time to waste, even on the discussion of 
terrorism, assassinations and other issues that were highly prejudicial to human welfare, 
and that it should confine itself to the strictly medical aspects of human existence? In 

his view, it was not possible to speak of health without taking account of the political 
dimensions of health. Nothing in WHO's Constitution or in the Rules of Procedure of the 

Health Assembly suggested otherwise; the Organization must concern itself with policies that 

would result in a constant improvement of human welfare; and in health, as in social, 

cultural and economic affairs, policy and politics could not be dissociated from each other. 

His delegation could not accept the amendments which had been proposed; and he moved 
that the Committee pass at once to a vote. 

At the request of the CHAIRMAN, Mr CHRISTENSEN (Secretary) read out Rule 63 of the Rules 

of Procedure, which governed motions for closure. 

Mr TRAUTTMANSDORFF (Austria) opposed the motion for closure because he wished to request 

the Chairman, under Rule 52 of the Rules of Procedure, to allow consideration of a further 

amendment to be submitted orally by his delegation in a spirit of compromise. 
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Mr VAN DEN DOOL (Netherlands) requested a continuation of the debate because his 

delegation wished to become a co- sponsor of the amendments introduced by the delegate of 

Belgium. 

The CHAIRMAN put to the vote the motion for closure of the debate. 

The proposal was carried by 82 votes to 27, with one abstention. 

The CHAIRMAN then invited the Committee to consider the amendments introduced by the 

delegate of Belgium, proceeding thereafter to a vote on the draft resolution as a whole. 

Mr TRAUTTMANSDORFF (Austria), on a point of order, requested the Chairman to permit him, 

under Rule 52 of the Rules of Procedure, to introduce an amendment to the draft resolution. 

The CHAIRMAN pointed out that the debate was now closed, and that under Rule 63 the 

Health Assembly could thereafter vote only on proposals moved before the closure. 

Mr ONKELINX (Belgium), on a point of order, regretted that the Rules of Procedure 

prevented the Committee from hearing the Austrian delegation's proposed amendment; it would 

have been very useful because it had been aimed at finding a consensus. 

He requested a separate vote on each of the amendments he had introduced earlier. 

The CHAIRMAN, accepting that request, proposed that the fourth amendment (to delete 

operative paragraph 6) be taken first, as being furthest removed from the original; the 

second amendment be taken second, as being second furthest removed; the third amendment be 

taken third; and the first amendment be taken last. 

Mr ONKELINX (Belgium), on a point of order, expressed surprise at the order in which it 

was proposed that the Committee should vote. The amendments were concerned with different 

paragraphs of the draft resolution. There was thus no problem as to whether one amendment 

was further removed than another from the original. Voting should proceed in the order of 

the amendments, paragraph by paragraph. He suggested that the Legal Counsel might clarify 

the point. 

Mr VIGNES (Legal Counsel) said that the Chairman's ruling had been based on Rule 67 of 

the Rules of Procedure, to the effect that when there were several amendments (in the present 

case four), the amendment that was furthest removed from the original text of the resolution 

should be considered first. The Belgian delegation seemed to want separate voting on each 

amendment; the point of his proposal was not quite clear. 

The CHAIRMAN explained that if each amendment were voted on separately, a decision 

would have to be made as to which of them was furthest removed from the original text. If, 

however, the amendments were voted on as a whole, the difficulty vanished. 

Mr ONKELINX (Belgium) apologized for prolonging the discussion. He pointed out that 

Rule 67 of the Rules of Procedure was intended to regulate a situation where several 

amendments to a single proposal were being considered. Where there were two amendments to the 

same paragraph the problem arose as to which of them was further removed from the original. 

In the present case, however, there were four amendments, each of which affected a different 
part of the resolution. There could thus be no competition between them. He suggested, 

therefore, that the Committee vote on the amendments in the order in which they had been 

circulated. 

Mr VIGNES (Legal Counsel) acknowledged that that might be a possible interpretation. 
The question, however, was whether the Committee was considering the resolution as a whole 
or the separate paragraphs. If paragraph 6 of the draft resolution were deleted, would the 
new draft resolution be more or less removed from the original than, for example, if 

paragraph 2 were deleted? The Chairman had said that in deleting paragraph 6 the Committee 
would have a resolution which was furthest away from the original. By deleting paragraph 2 

the modification to the resolution would be smaller. There were thus versions more or less 

removed from the original resolution. That was what the Chairman had rightly had in mind 

when suggesting the order of voting. 
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The CHAIRMAN explained that the Indian delegate had indicated that the deletion of 
paragraph 6 would almost nullify the whole draft resolution. Thus, as the Legal Counsel 
had said, such a deletion would produce a resolution furthest removed from the original. 
He would therefore prefer to take that item first. 

It was so agreed. 

The CHAIRMAN put to the vote the amendments introduced by the delegate of Belgium. 

The fourth amendment was rejected by 85 votes to 24, with five abstentions. 

The second amendment was rejected by 84 votes to 25, with three abstentions. 

The third amendment was rejected by 88 votes to 27, with one abstention. 

The first amendment was rejected by 88 votes to 27, with two abstentions. 

The draft resolution as a whole was approved by 97 votes to 12, with nine abstentions.1 

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. 

Mr HAYES (Ireland) said that he had abstained from voting on the draft resolution 
because, although he was satisfied with the main thrust of the text, he did not endorse 
some of its components. The formulation of operative paragraph б had, in particular, been 
a source of difficulty. In that connection, he very much regretted that he had been 
prevented by the premature closure of the debate from joining with the delegate of Austria 
in proposing an oral amendment reformulating that paragraph, which would have enabled him 
to vote for the draft resolution. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland), in explanation of his 
vote, said that the position of the United Kingdom had been fully covered by the statement 
made by the delegate of Belgium before voting began. Like the delegate of Ireland, he 
regretted that it had not been possible to consider the compromise proposal the delegate of 
Austria might have put forward. He wished to make it quite clear that the United Kingdom 
Government was fully aware of the grave effects of nuclear war on health and health 
services, giving the highest priority to the prevention of war, in particular nuclear war. 
The efforts of the International Committee to keep the content of its report within the field 

of responsibility of WHO were appreciated, but there was much in the resolution that he could 
not agree with and had felt unable to vote for. In particular, he was concerned by the 
reference in operative paragraph 3 of the resolution to the International Committee's 
conclusion that "nuclear weapons constituted the greatest immediate threat to the health and 

welfare of mankind ". He considered that statement misleading aid firmly believed its 
consideration to be outside the competence of the Organization and hence of the Health Assembly. 
He also believed that there were other factors, such as tropical diseases, malnutrition and 

cancer, that were of more immediate and practical concern to the Organization, which was right 
to concentrate its resources on them. In his Government's opinion, the policy of nuclear 
deterrence had helped to preserve conditions of peace for over 30 years. It hoped that the 

world would never have to face the horrifying consequences of nuclear war and would spare no 
efforts to prevent such a calamity. 

The meeting rose at 11h15. 

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

resolution WHA36.28. 
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Friday, 13 May 1983, at 14h30 

Chairman: Dr D. B. SERINA (Botswana) 

1. 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 - REРORTS OF 

THE INTERNATIONAL COMMITTEE OF EXPERTS IN MEDICAL SCIENCES AND PUBLIC HEALTH: Item 31 

of the Agenda (continued) 

The CHAIRMAN invited delegations that so wished to speak in explanation of their votes on 
the draft resolution approved at the previous meeting. 

Mr WANG Jiechen (China) said that his delegation had voted for the draft resolution as it 

considered that the report prepared by the International Committee of Experts on the effects 
of nuclear war on health and health services had a solid scientific foundation. At the same 

time, he was in duty bound to point out that, from the political point of view, the main threat 
to peace and the health of mankind undoubtedly lay in the insane arms race in which the two 
superpowers were engaged. On 11 May 1983 his delegation had expressed the view that the 

advantage of the report was that it would help to mobilize world opinion against that arms race 
and he wished to take the opportunity to reiterate that point of view. 

Mr ASAHI (Japan) said that his delegation had voted in favour of the draft resolution 
although certain parts of it were of a political nature aid thus fell outside the competence 
of WHO. His delegation had hoped that the amendments which had been proposed by the delegate 
of Belgium and which had been designed to ameliorate the original proposal would be adopted as 

a means of achieving consensus; his delegation had co- sponsored that initiative. Notwith- 
standing the failure of that effort, his delegation had found that there remained in the draft 
resolution a number of elements with which the people and Government of Japan could associate 
themselves; it had consequently decided to vote for the draft resolution despite its reser- 
vations. 

Mr GROTH (Sweden) said that his delegation had voted for the draft resolution because the 
report presented by the International Committee of Experts was an important scientific document 
on the effects of nuclear war on health and health services. His delegation's support for 
the draft resolution did not imply a change in his Government's position: matters relating 
to disarmament should primarily be dealt with by the Committee on Disarmament and the United 
Nations General Assembly. 

Mr OJANEN (Finland) said that his delegation had voted for the draft resolution in the 
conviction that nuclear weapons constituted the greatest immediate threat to the health of 
mankind. WHO's mandate therefore gave it a role to play in studying the health effects of 
nuclear war, on the assumption of broad support from the membership of the Organization. His 
delegation regretted that all possibilities to achieve that end had not been utilized. In 
the view of his Government, the resolution contained certain formulations which did not 
provide solid guidance for the future work of WHO. In particular, his delegation reserved 
its position with respect to the wording of operative paragraph 6. 

Dr MULLER (German Democratic Republic) said that many delegations would probably agree 
with him that the debate on item 31 was closely interrelated with that on other agenda items, 
including that on the Global Strategy for Health for All by the Year 2000 and the proposed 
programme budget. WHO must concern itself with the vital interests of the health of mankind, 
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i.e., the prevention of a nuclear catastrophe, and was fully competent to do so, for the 
following medical, moral, financial, organizational and legal reasons. WHO's aim was the 
achievement by all peoples of the highest level of health, which called, above all, for 
prevention since, as the report of the International Committee of Experts had demonstrated, 
no health services would be able to provide the necessary care to the millions of victims of 
a nuclear war. Medical ethics, the Hippocratic oath and the humanitarian nature of the work 
performed by all health workers required them to do their utmost to prevent disease and 
epidemics and any danger to human health. The report of the International Committee of 
Experts had shown what kind of danger to human health was involved in nuclear war, and no 
further comment was necessary. WHO would never have the resources necessary to achieve 
primary health care or to cover the annual deficit of US$ 50 billion; such resources could 
be obtained only by freeing those spent on armaments, which amounted to the astronomical sum 
of US$ 600 billion. Organizationally, WHO was not a committee of experts in medical sciences 
nor was it a medical and scientific society; it was a specialized agency of the United Nations, 
which, following the Second World War, had been entrusted with the task of freeing humanity 
from the scourge of a new world war. What a third world war would be like if thermonuclear 
weapons were used was shown in the report of the International Committee of Experts. Finally, 
WHO's legal competence in the matter was based on the indissoluble link between peace and 
human health and wellbeing eloquently expressed in its Constitution. 

World Health Day had been celebrated under the slogan of "Health for all - the countdown 
has begun ". Time was remorselessly moving on; both the Organization, dedicated to its 
humanitarian tasks, and everyone must ensure that the countdown, started at a time of an 
ever more threatening arms race, was not stopped, otherwise not only would the target of 
health for all be in danger but also the existence of humanity as a whole. Medicine and 
politics could not be separated; medicine was not only a biological science, but also a 
social science. It was clear that the solution to the global problem of humanity - health 
for all - was a very complex matter involving political, economic, social and biosocial 
aspects; it could only be attained through the concerted action of all States within the 
United Nations system, created by them for that purpose. 

Miss RIDDELL (New Zealand) said that her delegation had voted against the draft resolution 
although New Zealand fully shared the humanitarian concern regarding the overwhelming 
consequences of nuclear warfare which had persuaded many delegations to vote in its favour. 

Her delegation had supported the amendments to the resolution proposed by the delegate of 

Belgium, but continued to be concerned by the wording of parts of the resolution as adopted, 

particularly the last operative paragraph. For that reason New Zealand had been unable to vote 
for it. Her delegation greatly regretted that it had not proved possible to reach a 

compromise. 

Dr SOLARI (Uruguay) said that his delegation had voted for the draft resolution. It had, 

however, co- sponsored the proposed amendments to it and had voted in favour of those amendments 

because it believed that they represented a considerable improvement on the text, particularly 

operative paragraphs 3 and 6. The last sentence of operative paragraph 3, if read outside the 

context in which it was used by the International Committee of Experts, might give rise to an 

erroneous interpretation, as it ignored other equally grave threats to the health of mankind. 
In connection with operative paragraph 6, his delegation considered that the regular and 

systematic use of WHO's limited resources to analyse and publish "accounts of activities and 
further studies on the effects of nuclear war on health and health services" would be an 
inefficient way of utilizing those resources since, according to operative paragraph 3, it 
would be impossible to prepare health services to deal in any systematic way with a catastrophe 
resulting from nuclear warfare. 

Notwithstanding those two important reservations, his delegation had voted in favour of 
the resolution after the proposed amendments had been rejected. The reason had been that 
Uruguay was in complete agreement with the ultimate objective of the resolution, which was to 
prevent the use of nuclear weapons with their catastrophic effects on the health of mankind. 
His delegation would have preferred a more appropriate wording and had hoped that the 
resolution might have been approved by consensus; the essential consideration which he had 
just mentioned, however, was the basis for his delegation's affirmative vote for the 
resolution as approved. 

Mr BOYER (United States of America) said that, while his delegation appreciated the work 
of the distinguished experts who had prepared the report, it had voted against the draft 
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resolution because it believed that WHO was an inappropriate forum for the further pursuit 

of the issue and because of certain rhetoric that far exceeded what was necessary. Did 

physicians and other health workers really believe that the pursuit and promotion of peace 

was the most significant factor for the attainment of health for all by the year 2000, and 

should doctors lay down their stethoscopes and vaccines in order to devote themselves to the 

promotion of peace? Would the new studies produce new vaccines, reduce malaria and eliminate 

heart disease, and should WHO stop its work on health to work on peace, as the Committee had 

been doing for the past one -and -a -half days? 

This view that WHO was an inappropriate forum for the further pursuit of the issue did 

not mean that there was no concern in the United States about the effects of nuclear war. 

Indeed, his delegation, together with the other co- sponsors of the amendments to it, had been 

willing to accept a substantial part of the draft resolution. Reaching agreement should have 

been easy and it would certainly have been better for the Health Assembly to have spoken with 

one voice on the issue rather than to have expressed divided views. His delegation regretted 

that it had not been possible to reach a consensus that had seemed to be within the grasp of 

the Health Assembly. 

Mr UTHEIM (Norway) said that his delegation supported the written amendments to the draft 

resolution but had abstained on the draft resolution itself. The conclusions of the report 

on the consequences of nuclear war for the health and welfare of mankind were a cause for the 

greatest concern to the, Norwegian Government, and it was most regrettable that it had not been 

possible to achieve a compromise text. The draft resolution, as approved, caused certain 

problems: the last part of operative paragraph 3, inter alia, touched upon controversial 

problems of a political nature which should not be dealt with by WHO but in the competent 

United Nations forums, while the recommendation contained in operative paragraph 6 was too 

far -reaching to gain his delegation's support. His Government's attitude was primarily 

motivated by its strong wish that WHO, as a specialized agency, should avoid politicization, 

which could only interfere with the Organization's important activities in the field of health. 

Mr SANTANA CARLOS (Portugal) said his delegation had voted against the draft resolution 

because it could not accept the principles embodied in operative paragraph 6. The World 

Health Assembly, and to a lesser extent WHO, should not deal systematically with a matter 

which had political implications, particularly when there were other specific forums for it. 

It was regrettable that the necessary application of the Rules of Procedure had prevented 

the presentation of the Austrian amendment to that paragraph which, if approved, would have 

changed the Portuguese position. 

Dr LANG (Federal Republic of Germany) said that his delegation had voted against the 

draft resolution and much regretted that the Committee had not been able to reach a consensus 
on it. His Government was fully aware of the grave effects of a nuclear war on health and 
health services, and consequently accorded the highest priority to the prevention of war, in 

particular nuclear war. Furthermore, WHO was a technical organization faced with numerous 
pressing problems in the field of health care, and should devote all its energies and 
resources to coping with the tremendous challenges posed by malnutrition, diarrhoea) diseases, 
tropical diseases, etc. The draft resolution endorsed a report that included political 

judgements which were not appropriate either to the present Health Assembly or to WHO as an 

Organization. Moreover, the introduction into the Health Assembly of political matters 

related to nuclear war constituted yet another step in the efforts to promote certain 
political views in every forum possible. For that reason, the Federal Republic of Germany 
considered that the draft resolution was not conducive to furthering the work of WHO, nor was 
it in the best interests of achieving the goal of health for all by the year 2000. 

Mr ROCHON (Canada) said that his delegation's position was one of principle. It did not 
believe that WHO was the appropriate forum for the discussion of disarmament questions; 
consequently, its opposition to operative paragraph 6 of the draft resolution reflected its 
wish to have that particular question referred to another, more appropriate body. Canada's 
vote should be taken in that context, aid not be interpreted in any way as indicating a lack 
of interest in such important questions. The Canadian delegation had already expressed its 
satisfaction with the quality of the report of the International Committee of Experts in 
Medical Sciences and Public Health on the effects of nuclear war on health and health 
services. However, the Canadian delegation had voted against the draft resolution because 
it had not been able to endorse the Committee's conclusion contained in operative paragraph 3. 
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In addition, Canada did not want WHO to devote its increasingly scarce resources to the 
pursuit of the activities described in operative paragraph 6. Finally, in view of the 
Organization's new method of work and duration of its annual sessions, its discussions should 
of necessity be confined to subjects properly within the competence of the Organization. 

The Canadian delegation remained extremely concerned about the effects of nuclear war on 
health and health services. Physicians and health workers would be called upon to play an 
essential role in such circumstances, and for that reason Canada would continue to promote 
disarmament and participate in the discussions on the subject held in forums other than the 
World Health Assembly. 

2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 32 of the Agenda (continued from the twelfth meeting, section 1) 

The DIRECTOR -GENERAL said that, since the request made by the United States delegation 
to the Secretariat in connection with the draft resolution approved earlier had not been 
commented on by the Committee, he would try to comply with it, although he believed that the 
Secretariat had endeavoured to give an interpretation of the situation the previous day. In 
that interpretation it had been assumed that as far as the draft resolution before 
Committee B was concerned, it was in no way beyond the constitutional function of WHO, if the 
resources could be made available, for it to undertake any health - supportive activity anywhere 
in the world. The Legal Counsel had explained the relative positions of the interested 
parties. The Legal Counsel had added that, in so far as the reporting by the Director -General 
on the financial implications was concerned, the last part of Rule 13 of the Rules of Procedure 
could apply. He would have considered that to have been a wholly adequate reply, but since 
the matter had been raised again, he would provide some additional clarification. 

He believed that the Director -General had the power, with resolutions voted by the Health 
Assembly, to execute within WHO's constitutional framework, and within the financial and 
other regulations, any kind of health activity anywhere in the world, on the understanding 
that he was accountable at any given moment to the governing bodies of WHO. That was how he 
had looked at the question, both for WHO aid the Director -General, since distinctions had 
been made in the resolution between operative paragraph 6, which referred primarily to the 

Special Committee set up by the Health Assembly, and operative paragraph 8, which specifically 
addressed the Director -General. 

Rule 13 of the Rules of Procedure stated that the Director -General should report to the 
Health Assembly on the technical, administrative and financial implications of all agenda items 
submitted to the Health Assembly before their consideration in plenary meetings, and the 

United States delegation had insisted that the Secretariat had ample time to do that. The 

technical and administrative implications had been clearly explained the previous day, and 

could only be considered within the normal constitutional relations between WHO and the 

parties concerned, where any kind of WHO- supported activity took place. However, the United 
States delegation had only asked for the financial implications. 

It was unthinkable, within a couple of hours, without indulging in total managerial 

irresponsibility, to give any idea of what it would cost to set up three health centres in 

the occupied territories, particularly when WHO did not even have the beginning of a 

feasibility study on the question. Furthermore, he had always taken it that extrabudgetary 

resources would be available for that purpose, and he had taken subparagraph 8(2) accordingly. 
If regular budgetary resources were needed, they would have to be within the Director -General's 

authorization, namely within the approved regional budget allocation which could be used, for 

example, for a feasibility study, since that fell within the normal financial regulations of 

the Organization. If the amount went beyond what the Director -General was authorized to 

utilize from the regular budget, the Director -General would be duty bound to go back to the 

Health Assembly and ask for increased provisions over and above the approved budgetary level. 

Mr TAWFIQ (Kuwait) thanked the Director -General for his clarifications, which were 

completely in line with the spirit and letter of the Constitution. He hoped that the 

Director -General would have the necessary flexibility to deal with the serious health 

problems of the suffering people of the world. Since the Thirty -fifth World Health Assembly, 

in a resolution, had asked the Director -General to set up three medical centres in the 

occupied territories, it was impossible to suggest that their establishment might not be legal. 
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The Secretariat had been duty bound to implement that particular resolution for the past year 

but had been delayed because of the obstacles placed in 
its way by the Israeli authorities. 

Rule 13 of the Rules of Procedure did not apply since the decision had been made a year ago. 

3. THIRD REPORT OF COMMITTEE B (Document А36/38) 

Mrs PARKER (Jamaica), Rapporteur, introduced the draft third report of the Committee. 

The report was adopted (see document WHA36/1983/REС/2). 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 34 of the Agenda (continued) 

General matters: Item 34.1 of the Agenda (continued from the ninth meeting, section 3) 

Draft resolution on emergency health and medical assistance to drought - stricken and 

famine- affected countries in Africa 

The CHAIRMAN drew the Committee's attention to the following draft resolution sponsored 

by the delegations of the African group of countries: 

The Thirty -sixth World Health Assembly, 
Recalling United Nations General Assembly resolutions 36221 of 17 December 1981, 

37147 of 17 December 1982, 37216 of 20 December 1982, 37218 of 20 December 1982 
and 37246 of 21 December 1982, by which the Secretary -General is requested to continue 
his efforts to mobilize the necessary resources for an effective programme of financial, 
technical and material assistance to drought- and famine- affected regions in Africa; 

Taking into account the appeals made to the international community by various 
African countries seriously affected by drought and famine; 

Noting the efforts undertaken by governments in order to overcome drought and 

famine in their countries; 

Bearing in mind that many of the African States affected by drought and famine are 
among the least developed countries; 

Considering that to overcome the consequences of drought and famine and to take 

preventive measures for the future, these countries need to set up integrated programmes 
in the health field as well as for the recovery and improvement of agricultural 
activities; 

Noting with concern that the meagre resources in these countries make it impossible 
for governments to provide their populations with adequate emergency health, medical 
and other essential social and public services; 

1. STRESSES that the serious health, medical and social problems arising from 
drought and famine in Africa have now created a disaster situation which necessitates 
urgent and substantial health and medical assistance; 

2. RЕQUESTS the Director -General: 

(1) to organize a special emergency assistance programme for the countries of 
the region according to the gravity of their problems, including the provision, 
inter alia, of medicaments and vaccines in order to help the vulnerable population 
in areas where the situation is becoming increasingly serious; 

(2) to mobilize the efforts of the appropriate organizations and specialized 
agencies of the United Nations system, regional and intergovernmental organizations, 
and financial and humanitarian aid institutions, for adequate aid timely action 
in response to requests from the countries affected by drought, in order to help 
them to set up preventive programmes for the recovery and improvement of 
agricultural activities; 

(3) to submit a progress report on the implementation of this resolution to the 
Thirty- seventh World Health Assembly. 

Mrs ENO- HASSAN (Somalia) introduced the draft resolution on behalf of the African group 

of countries. Delegates would be aware of the catastrophic situation in Africa as a result 
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of the drought affecting a number of African countries. The situation was serious, and 

the economic and social difficulties occasioned by it were enormous. The governments 

concerned were endeavouring to deal with the situation courageously, as far as their limited 

resources would allow. Many of the affected countries were in the least developed category 

and their resources were insufficient to meet the health needs of their peoples even in 

normal circumstances. Their inability to take effective measures to accomplish the gigantic 

task resulting from an exceptional and emergency situation could thus readily be imagined. 

It was a tragedy for them to see thousands of their people dying and to have no means of 

dealing with the situation. The purpose of the draft resolution was to draw the attention of 

WHO to the deplorable situation in the drought -stricken and famine- affected African countries 

and to urge the Organization to support the efforts of the governments concerned by providing 

humanitarian assistance in order to relieve the sufferings of victims, who often died for 

lack of primary health care. 

On behalf of the sponsors, she wished to introduce some minor drafting changes in the 

draft resolution. Operative paragraph 2(2) should be amended to read: 

to develop cooperation with the appropriate organizations, specialized agencies of the 

United Nations system, regional and intergovernmental organizations and financial and 

humanitarian aid institutions to obtain adequate and timely action in response to 

requests from the countries affected by drought, in order to help them to set up 

preventive programmes for the recovery and improvement of agricultural activities; 

The African group of countries was convinced that WHO could and should play an important 

role in the struggle of those countries against the unfortunate consequences of drought and 

famine and should also be associated in action to prevent such catastrophes recurring, or at 

least to attenuate their effects. She hoped that the draft resolution would be adopted by 

consensus to enable WHO to take the necessary humanitarian action. 

The draft resolution, as amended, was approved.1 

5. UNITED NATIONS JOINT STAFF PENSION FUND: Item 35 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board for 1981: Item 35.1 of the 

Agenda (Document А36/19) 

Mr FURTH (Assistant Director- General), introducing the item, said that document А36/19, 

which was presented to the World Health Assembly in conformity with the regulations of the 

United Nations Staff Pension Fund, 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 General Assembly document A/37/9, copies of which were available 

to delegates for examination. The only action to be taken by the World Health Assembly was 

to note the status of operation of the Joint Staff Pension Fund, as indicated by its annual 

report for the year 1981 and as reported by the Director -General in the document before the 

Committee. 

The CHAIRMAN said that, in the absence of any comments, he took it that the Committee 

would wish to recommend to the Health Assembly that it note the status of operation of the 

Joint Staff Pension Fund as indicated by its annual report for the year 1981 and as reported 

by the Director -General. 

It was so agreed.2 

1 Transmitted to the Health Assembly in the Committee's fourth report aid adopted as 

resolution WHA36.29. 

2 
See decision WHА36(10). 
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Appointment of representatives to the WHO Staff Pension Committee: Item 35.2 of the Agenda 

(Document А36/20) 

The CHAIRMAN pointed out that the item covered the usual designation of a member and an 

alternate member of the WHO Staff Pension Committee for a three -year term of office to replace 

the member and alternate member whose terms were now expiring, in accordance with a rotation 
schedule which enabled the various regions to be represented. 

Apart from the decisions taken in 1976, 1979 and 1982 by the Health Assembly to 
designate one Health Assembly representative by name and to appoint him for an additional 
term of three years in order to ensure greater continuity in the representation of the Health 
Assembly on the WHO Staff Pension Committee and the United Nations Joint Staff Pension Board, 

it had been the practice of the Health Assembly to appoint as its representatives persons 

serving on the Executive Board by designating the names of Member States entitled to appoint 

a person to serve on the Board. 

The Health Assembly was therefore now invited to appoint one member and one alternate 

member for a period of three years, and it was suggested that the usual practice be followed. 

If that was agreed, nominations were invited for the appointment of a member and an alternate 

member from the Member States recently elected to designate persons to serve on the Executive 

Board, to replace the member of the Executive Board designated by the Government of Brazil and 

the member of the Board designated by the Government of Mongolia. 

He called for nominations of a Member State entitled to designate a person on the 

Executive Board whose designee would be appointed a member of the WHO Staff Pension Committee 

to replace the member of the Executive Board designated by the Government of Brazil. 

Dr RUMJANEK CRAVES (Brazil) nominated Argentina. 

Decision: The nomination of Argentina as a Member State whose designee to the 

Executive Board would be appointed a member of the WHO Staff Pension Committee was 

approved. 

The CHAIRMAN called for nominations of a Member State entitled to designate a person on 

the Executive Board whose designee would be appointed an alternate member of the WHO Staff 

Pension Committee to replace the member of the Executive Board designated by the Government 

of Mongolia. 

Di ARSLAN (Mongolia), speaking on behalf of the South -East Asian Region, nominated Nepal. 

Decision: The nomination of Nepal as a Member State whose designee to the Executive 
Board would be appointed an alternate member of the WHO Staff Pension Committee was 
approved. 

The CHAIRMAN said that, in the light of the agreement just reached, a draft decision 
reflecting the nominations for appointment of representatives to the WHO Staff Pension 
Committee would be included in the Committee's fourth report to the plenary.1 

6. FOURTH REPORT OF COMMITTEE B (Document A36/39) 

Mrs PARKER (Jamaica), Rapporteur, introduced the draft fourth report of the Committee. 

The report was adopted (see document WHA36/1983/REC/2). 

7. CLOSURE 

The CHAIRMAN declared the work of the Committee completed. 

The meetin& rose at 15h55. 

1 See decision WНА36 (11) . 
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