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ELEVENTH MEETING 

Saturday. 20 January 1990. at 9h0Q 

Chairman: Dr S. ТАРА 
later: Mr R. SRINIVASAN 

1. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS: Item 15 of the Agenda (Resolutions WHA42.3 and WHA42.4; 
Documents EB85/19 and EB85/35) (continued) 

Dr HYZLER (alternate to Sir Donald Acheson), commending the Director-General on his 
two reports (EB85/19 and EB85/35), noted from the discussion that both had aroused 
considerable interest. The excellent report on rationalizing the financing of health 
care clearly set out and analysed the problems facing many countries, and was 
refreshingly candid in pointing out WHO's weaknesses in providing the necessary 
leadership in response to countries' requests and needs for assistance in that field. 
The Director-General was to be congratulated for having addressed the problem head on, 
with a firm commitment to strengthen the Organization's capacity in that respect. His 
initiatives to seek extrabudgetary resources, to establish additional posts, and to 
strengthen support to countries and to WHO programmes in health economics deserved the 
fullest support. 

Proposals had been made during the discussion on how WHO could best help countries 
to restructure the financing of their health services. That question had taken on a new 
importance, not only for developing countries but also - because of recent changes - for 
the European Region. Dr Bertolaso had rightly evoked the need to strengthen WHO 
representation at country level, where the Organization had an important role to play in 
the coordination of technical support provided by donor agencies. 

The strategy outlined in paragraph 12 of document EB85/35 was well conceived and 
rightly emphasized the need to develop technical skills in applied economics at all 
levels of the health system. It was particularly important to impart such skills at 
undergraduate level； and at the same time to educate the wider public in the rational 
use of limited resources. The United Kingdom was keen to play its part in those efforts 
and to share its experience with other Member States. Funding had been provided for a 
five-year programme of research and teaching in health economics at the London School of 
Hygiene and Tropical Medicine. 

Professor FIGUEIRA SANTOS said that WHO had an extremely important contribution to 
make in helping countries with the rationalization of health financing, the impact of 
which at country level would probably be comparable to that of an important advance in 
biotechnology or immunology. A more refined methodology, in conjunction with the 
political will to use such a methodology, would improve health care in many countries. 
There was a widespread intuitive feeling that the use of national and international 
resources could be greatly improved; the manner of doing so, however, remained unclear. 
It would probably be easier to develop the required methodology in an institution such as 
WHO than in individual countries, where the availability of specialized personnel was 
almost invariably limited; moreover, WHO's global perspective would be extremely 
helpful, and its wide experience in other fields would favour the adoption of a realistic 
approach. At the same time, theoretical work should be firmly linked to the practical 
experience of a variety of countries, so that the results might be usefully applied. 

Rationalizing the financing of health care would - he believed - soon result in 
progress towards the main objective of the Organization - improved health throughout the 
world. The Director-General and his staff were to be congratulated on an initiative 
which could have important consequences in a shorter time than might be imagined. 



Professor BORGOÑO commended the report contained in document EB85/35. Health care 
financing and expenditure depended on overall national development policies, and thus was 
not always totally rationalized. But although the task was a difficult one, success 
could - he was sure - be achieved. Foreign assistance was often required to overcome 
financial constraints and rationalization itself was a complicated matter. Increasing 
costs and the inappropriate use of resources exacerbated the problem. Diagnosis and care 
accounted for 75% to 80% of health expenditure, and new difficulties were emerging. The 
approach outlined in the report before he Board was generally satisfactory, and every 
effort should be made at the national, regional and central levels to implement the 
recommendations, especially with regard to teamwork. 

Two ways of improving rationalization were of particular importance. The first was 
the provision of ongoing training in management and planning, especially at local and 
district level. WHO had an important role to play in that connection. The second was 
research, which should be of a multidisciplinary character since financing impinged on 
many different sectors, and should be conducted at the regional and more especially 
country levels in order to take account of varying conditions. The roles of WHO, the 
regional offices and the country representatives were well defined. In particular, the 
latter should be fully conversant with WHO policies and guidelines in order to play a 
catalytic role in their implementation. International organizations were not always able 
to contribute much towards rationalizing the financing and management of health services, 
and in that connection the matter should be seen in the broader perspective of the norms 
governing economic development. 

Dr RODRIGUES CABRAL underlined the importance of assistance in the rationalization 
of health financing, especially in Africa which, as Dr Monekosso had said, lacked a 
managerial tradition. Evidently, problems and their solutions differed greatly from 
country to country, and much work was required to determine the best approaches； but two 
considerations were relevant in all national contexts. In the first place, equity should 
remain a goal and should not be undermined in the interests of profitability, Secondly, 
proper management would add weight to the health sector's requests for funding. 

In the African Region, a critical mass of officials, technicians and other skilled 
staff had to be taught to manage resources and programmes. On the basis of Mozambique's 
experience, he would divide them into three groups. First came hospital directors and 
administrators, not only because they were responsible for a major part of their 
countries' overall health service budgets, but also because of their long-term influence 
on staff, especially doctors, trained in those institutions. It was important for 
interns and doctors under training to appreciate the incidence of health economics on 
therapy and length of stay, as well as on decisions concerning the provision of medical 
care, so that when they returned to their districts, rural hospitals and rural health 
systems, they might promote a more general awareness of that relationship. Managers of 
specific programmes constituted the second target group. In many countries, the managers 
of essential drugs, immunization and other like programmes were responsible for a greater 
amount of external and, sometimes, internal resources than the managers of other routine 
programmes； sometimes they tended to forget that they, too, must make appropriate 
choices in the deployment of funds. The third group for particular attention comprised 
the managers of support services and officials in ministries of health and regional 
health directorates. It should be borne in mind that other projects, including some 
World Bank projects, covered the rationalization of expenditure in health systems and the 
training of some of the target groups he had mentioned. There was thus a need for 
coordination of efforts. 

Professor RANSOME-KUTI warmly commended the two reports as a fitting response to the 
request for clarification of the bases on which decisions concerning the deployment of 
health resources were taken. For example, given a set of health problems, how was a 
decision reached to spend 90% of a health budget on building two teaching hospitals, 
rather than on creating thousands of health centres in villages and bringing primary 
health care to the people? How were benefits to the people of such expenditure 
calculated? Against the background of such questions, WHO's efforts to support countries 



in the rationalization of health financing held out a promise of improvement in the 
disbursement of funds on behalf of the peoples' health. He joined previous speakers in 
calling for training as an essential part of the programme. 

Those who lacked resources often devoted their energies to seeking resources, 
neglecting in the process the question of determining how resources should be effectively 
spent. While efforts to collect money, for example through health insurance 
contributions, might well be successful, it could not always be guaranteed that the money 
would be spent to provide the health care that people needed. While cost-recovery 
programmes might place people in the position of not being able to afford health care, 
checks were not always made to ensure that savings went to the improvement of health 
services. 

It was to be hoped that WHO's initiative would make everyone in the health care 
system aware of health economics； that it would help to eliminate waste； that it would 
direct resources to priority actions for effective health care; that it would lead to 
increased accountability; that it would focus attention on appropriate technology; and 
that it would ensure equity in the use of resources to provide health care. Those policy 
objectives could be undermined at the point where resources were utilized by poor 
management, and by the inability of those responsible for implementing programmes to see 
the objectives clearly. Resources should be seen as a means of improving health, and not 
of financing activities for their own sake. 

With all those considerations in mind, he fully supported the programme and wished 
the Organization every success in implementing it. 

Dr MOHITH commended the Director-General on his prompt response to resolution 
WHA42.3, noting with particular appreciation his commitment to the rationalization of 
health financing. Section VI of document EB85/35 dealt with strengthening WHO's capacity 
to increase its support. As Professor Ransome-Kuti had pointed out, the question was not 
only one of mobilizing, but also of making proper use of resources. He hoped that the 
steps to be taken by the Director-General would include examination of the burden imposed 
by bureaucracy. Cases occurred where available resources under regular country budgets 
were not utilized in time simply because of lengthy procedures that compounded problems 
instead of solving them. 

Some clarification was perhaps called for concerning the role of WHO 
representatives. Were they diplomats or experts in international health work? He would 
submit that their offices should not merely be clearing-houses for correspondence between 
Member States and headquarters； they should reflect the image and purpose of the 
Organization as an authority and coordinating agency in international health work. 

He endorsed the proposals for the training of health personnel in health economics 
and financing. 

Dr ASVALL (Regional Director for Europe) said, complementing Dr Monekosso's reply to 
Dr Bertolaso's comments on cooperation between the European and African Regions, that 
indeed such cooperation went back several years； on occasions the European Regional 
Office (EURO) had provided programme managers to work with colleagues in the African 
Regional Office to develop some of their programmes, including, for instance, the 
Research and Development Programme, the Disaster Preparedness Programme and, at country 
level the Pharmaceuticals Programme in cooperation with headquarters. Recent discussions 
had taken place concerning the continuation and possible strengthening of such 
cooperation; members of the European Region were very interested that EURO should do so 
and staff were eager to assist in other regions. Thus, quite a number of EURO staff 
members - both general service and professional - had said they were willing on occasion 
to work in Africa should the African Regional Office need them. In addition, there was a 
willingness to share experiences in new programme areas in which the African Region might 
be interested, such as the Healthy City Programme. The European Region had also in the 
past - as it would in the future - been ready to help country-level programmes； it had, 
for instance, following consultations with the Regional Director for Africa and the 
Director-General, expressed willingness to include representatives from Mauritius, in 
activities relating to some programmes in the European Region, where health problems in 
that country had similarities with those of European countries. Overall, such 



cooperation was relatively easy to undertake, required relatively few financial resources 
and could be carried out on an ad hoc basis through consultation between the two Regional 
Directors and other staff. Moreover, until recently, EURO had for many years run a 
number of global programmes and therefore already had good links with other regional 
offices. 

On the matter of health economics generally and in relation to the new situation in 
Eastern Europe specifically raised by Dr Hyzler, the European Office had for some time 
been undertaking a strong programme on health economics, a major issue with European 
countries. Within those countries, there were considerable differences in health 
expenditure patterns； countries spent from 5% to almost 11% on health but results were 
not always proportionate. It was clear that an optimum or reasonable level must be 
sought in health investment from public and private sources. In order for health 
economics to help shed light on such situations, it must be closely linked with matters 
of overall policies and aspects of management at the macro level and choice of methods at 
the local operational and micro level. In relation to the former, efforts had been 
undertaken for some years to identify all sources of economics training in the Region and 
to stimulate such training through activities such as the training of trainers as well as 
to look at areas of cost benefit and, more recently, at diagnostic related groups. A 
number of activities were under way which would be of interest to countries in other 
regions； a summer workshop on health economics was held at the Regional Office each year 
and national health economics workshops were organized (one was scheduled in Israel in 
the near future). A very interesting study of possible changes in payment systems for 
health care in the Soviet Union was also being undertaken; it involved looking at ways 
of changing responsibilities for financing health care and of introducing incentives and 
quality control methods. A number of meetings, studies and workshops had been scheduled 
for 1990 to look at such issues as the financial impact of prevention, the adaptation of 
economic policies to health-for-all policies, and the economic management of national 
health-for-all policies and health economics in national health service systems - the 
latter with particular emphasis on the Eastern European countries. 

In conclusion, health economics was regarded as an important tool in overall health 
strategy; it was not, however, regarded as a panacea. Health economics could serve to 
indicate any danger of health service systems getting out of step, both in overall 
organizational and management capacity and at local operational level. Ultimately, its 
main contribution would be to equip countries with a stronger political will to undertake 
efforts in areas where there was a real need, in stronger health promotion and prevention 
activities, and in adopting a new attitude to quality through measurement of output and 
by using health system results as a guide to resource allocation in order to optimize the 
distribution of resources. At the same time, difficult issues of research and 
development were raised, which related to obtaining results of country-level health 
service activities relating to aspects ranging from mortality to patients' quality of 
life. 

Dr M0NEK0SS0 (Regional Director for Africa) said that it had been recognized in the 
African Region that there were two groups of major obstacles to be overcome by the year 
2000; those involving economic constraints and those involving AIDS-related social 
constraints. In response to the wishes of Member States, efforts had been made to 
strengthen WHO representation in the Region by making truly international appointments in 
all countries. Cooperation with Europe and the European Regional Office had been sought 
in order to help in the promotion of modern management techniques already established in 
Europe, with a view to strengthening management technology within countries and at the 
Regional Office. In the context of the comments by Dr Ntaba, Professor Borgoño and Dr 
Cabrai concerning the relationship between the district approach advocated by the 
countries of the African Region within the framework of African health development and 
intensified collaboration with a view to strengthening technical and economic support to 
countries confronted with serious economic difficulties, it should be noted that the 
approach initiated by the Director-General had been warmly welcomed by the Regional 
Office, particularly as both aspects were complementary and focused on the fundamental 
principles established at Alma-Ata. The objectives of both were to strengthen national 
capacities and establish health through primary health care. Health development in the 
African Region was being implemented to varying degrees in all countries at community, 
collectivity and village levels. The goal of health for all had been subdivided into 



sub-objectives related to individual health, family health and the health of the 
collectivity as a whole. There was thus a parallel with the objectives of basic minimun 
needs - the approach adopted by the Regional Office for South-East Asia. Collectivities 
were invited to chose one or more sub-objectives relating to high-risk groups, such as 
children, deprived families and women in particular, with implementation being carried 
out by administrative, technical and health officials in political circumscriptions or 
districts. Such district level management ensured operational support including 
personnel, data, financial, physical infrastructure and logistic management for community 
health activities. Upper hierarchical levels had responsibility for technical and 
strategic support. Intermediate regional and provincial level institutions were 
represented by provincial hospital networks, provincial health offices and health-related 
sectors such as education, agriculture and public works offices. Central-level partners 
comprised ministries of health and other private arid public sectors as well as a number 
of nongovernmental organizations. Such an approach enabled intervention in favour of 
health at district level by national authorities, focusing on one or several districts in 
turn until all districts in a country were covered, as was the case in Nigeria, where 
Professor Ransome-Kuti was playing a leading role. The approach enabled planning, 
programming, budgeting, implementation of activities, continued monitoring and 
evaluation, thus involving all structures and institutions in an ongoing dialogue for 
health and development. However, the countries which had adopted the approach in 1985 
and reaffirmed it at the most recent session of the Regional Committee continued to lack 
the necessary financing to carry out their policies. For that reason, the report 
contained in document EB85/19 was of particular interest to African countries. With 
well-structured economic support, countries of the Region could ensure the functioning of 
structures at all levels with a view to promoting both health care and socioeconomic 
development. Priority programmes included maternal and child health and family planning, 
selected control of diseases, water, sanitation and environment at all levels, while 
activities could be implemented through structures and institutions at any level, thereby 
ensuring complementarity between infrastructure-strengthening activities and health 
technology in accordance with the current General Programme of Work. 

As the Director-General had mentioned in his report, countries in the African Region 
were already taking part in the initiative. In order to accelerate participation, they 
had been subdivided into three groups: (i) some ten sparsely populated countries 
(including most of the islands off the coast of Africa)； (ii) five or six countries 
having suffered internal conflicts, destabilization or natural disasters (including Chad, 
Uganda, Mozambique, Angola and Ethiopia), and (iii) the remaining countries, some of 
which had already received headquarters visits. During 1989, the Regional Office had 
organized meetings between WHO, other United Nations agencies, bilateral agencies and 
nongovernmental organizations in most countries, which had been chaired by ministries of 
health. Information on technical cooperation in the health sector was thus available and 
would help better to coordinate and rationalize support and the use of national 
resources. In that context, the United Kingdom initiative, which Dr Hyzler had 
mentioned, at the London School of Hygiene and Tropical Medicine was most welcome, 
reflecting as it did a realistic approach to health economics. In the Region, it was 
intended, in a spirit of self-reliance at all levels, to pre-finance community health 
activities, all districts being assisted to initiate a dialogue on the financing of basic 
community health activities. It was also intended to implement the Bamako Initiative, 
whereby rationally used essential drugs supplies and cost-recovery activities would be 
implemented on a community self-financing basis. The means of financing patients' 
hospital expenses would be studied at regional and provincial levels and, in certain 
countries, health insurance in the context of social security or other schemes would be 
organized at the central level. 

As Professor Santos had pointed out, even advanced countries had poorer districts. 
Such a vast programme of economic support would include the poorest districts everywhere 
in Africa. The support of WHO headquarters and all friendly countries could be of great 
assistance. A basis for cooperation among different districts of the same countries and 
among countries could also be established. An appeal to the highest instances in Africa 
in that respect had already been heard and a special fund for health in Africa was being 
studied. It was hoped to achieve "structural adjustment with a human face" through 
health-for-all activities. 



In conclusion, it was intended to embark on a true health development process 
through the strengthening of management capacities, supported by appropriate management 
training and operational research, in accordance with the resolution on this subject made 
at the most recent Regional Committee meeting, thereby enabling Africa to rediscover its 
management tradition and restore the management culture which it had lost during the 
colonial era. 

Dr KAWAGUCHI (Director, Planning, Coordination and Cooperation) thanked members of 
the Board for the welcome extended to WHO's new initiative for strengthening technical 
and economic support to countries facing serious economic constraints, as well as to the 
Organization's efforts to support countries in rationalizing the financing of health 
care. The proposals put forward by members were appreciated. 

The new initiative was based on an intensified holistic approach to support at the 
country level, which, as members had rightly mentioned, should be provided pragmatically 
and in a concerted way. In that connection WHO was now operating more on a team basis 
through interprogramme collaboration at the headquarters level, in cooperation with the 
regional offices and WHO country representatives. WHO's expertise needed for the health 
development of the countries identified for action under the approach could indeed be 
most effectively mobilized by such a team approach. The intensified approach was 
providing an opportunity to embark upon full coordination with other United Nations 
agencies and other economic institutions concerned at the country level - notably UNDP, 
UNFPA, UNICEF and the World Bank. Coordination with other institutions such as IFAD was 
also taking place. In addition, bilateral agencies involved in the development of the 
health sector were being involved at the country level. Governments themselves were 
making efforts to improve their internal planning and coordination, taking advantage of 
WHO'S intensified approach. Ministries of health were taking steps to discuss sectoral 
issues with ministries of economic affairs, ministries of planning and ministries of 
finance. The Prime Minister's office was also being involved when necessary. 

Turning to specific points raised by members, he recalled that Dr Khairy had 
referred to the importance of harmonizing coordination among all the parties concerned. 
That, of course, was an essential element for the success of WHO's intensified approach. 
The relationship between donors and recipient countries had been mentioned by a number of 
members. The health plans and programmes of a recipient country should, in principle, be 
decided upon by the country itself, but they needed to be reviewed in a more 
comprehensive manner so that isolated, segmented projects could be avoided. At the 
present juncture WHO was expected to play a more active role in coordinating cooperation 
between donors and recipient countries. If, through the Organization's intervention, 
more substantial and harmonious discussions could take place, better results could 
certainly be achieved. 

WHO'S important advocacy role, particularly in sensitizing donors by the provision 
of appropriate information, had been mentioned by several speakers. The Organization 
would strengthen its capacity to collect, analyse and provide accurate, timely and 
scientifically sound information, not only to donors but also to the general public. 

Dr Bertolaso, Professor Kallings and Professor Hassan had recommended that WHO make 
a contribution to the United Nations Conference on the Least Developed Countries, to be 
held in Paris in September 1990. In fact, WHO had already contacted the Secretariat of 
UNCTAD and had submitted its input. It was important that ministers of health of all 
Member States should draw the attention of representatives at the conference to the 
negative impact which deteriorating economic conditions and economic adjustment had on 
health development. 

In addition, WHO had started an effective dialogue with the World Bank in that 
area. It had already provided a technical input to the Bank's strategy for sub-Saharan 
Africa. In addition, an IMF team would be visiting the Organization in a few weeks' time 
to discuss health development in relation to economic adjustment policies. 

Professor Santos had raised the issue of the selection of countries for the 
initiative and had asked whether the intensified approach could not also include 
countries not classified as least developed countries. The criterion determining the 
selection of such countries - namely, the potential for improvement in primary health 
care coverage - had also been questioned by Dr Cabrai and Dr Infante Campos. The Board 



could rest assured that those aspects would be thoroughly examined and that countries 
would be carefully selected in full consultation with the regional offices. 

As Dr Mohith had stated, WHO representatives had a crucial role to play in the new 
initiative. As had been suggested by several speakers, some intensified measures to 
strengthen WHO representatives‘ capabilities were absolutely necessary. The Organization 
would be able to provide for that by supplying essential information and disseminating it 
in appropriate seminars, workshops and training courses. WHO'S Staff Development 
Programme was organizing ongoing courses in that connection. 

Dr Cabrai had asked whether the Organization was becoming more flexible in its 
administrative procedures, including procedures relating to the utilization of funds in 
accordance with the priorities derived from the analyses made under the new approach. 
That was a crucial issue and should be followed up. 

He fully agreed with Dr Borgoño's suggestion that activities under the initiative 
should be carried out in a continuous fashion and demonstrate consistency of action in 
the policy and approach adopted. That would help to realize sustainable development, 
which was one of the concerns expressed by Dr Ntaba. Obviously, since each country had 
its own specific problems and activities, the initiative would have to be carried out 
through a country-by-country approach based on a well-designed, in-depth analysis. 

The linkage between macroeconomics and health had been pointed out by a number of 
speakers. It had been initially raised by the Director-General in a statement earlier in 
the session. Several useful proposals had been made in that connection. Dr Khairy's 
proposal that workshops be organized to deal with economic and health planning matters, 
with the possible involvement of other United Nations agencies, was certainly very 
sound. It was in line with the suggestions made by other members of the Board and could 
be implemented at different levels. The participation of a country's top-level 
decision-makers in discussions on health and macroeconomic matters would provide positive 
support for health development, in keeping with resolution WHA42.3. Integrated workshops 
involving senior economists, financial experts and health planners would no doubt lead to 
the provision of valuable relevant information. 

The innovative suggestions made concerning debt reconversion were most interesting, 
and the formulation of appropriate health proposals in relation to debt cancellation 
should be carefully explored by governments, together with WHO. The proposed special 
economic zones could be reviewed in the context of the current world situation, and 
subsequent investments in the health sector should be fully examined by a group of 
experts, perhaps at one of the proposed workshops. Donors would have to be involved in 
the debt reconversion process to enable them to respond more favourably to the 
formulation of health proposals. 

The importance of North/South, East/West and South/South exchanges had been 
mentioned by several members. In that context the TCDC mechanism should be fully 
utilized. WHO had been making its technical input to the second medium-term plan for 
TCDC, and it would continue a dialogue on the subject with the focal point of the 
non-aligned countries. The idea of establishing an institute of health economics or of 
using the expertise existing in regional institutions should certainly be encouraged. 
The Regional Director for South-East Asia had already given an example from his Region. 
The need for more research on macroeconomics and health was certainly recognized. 

Dr Espinosa had referred to the importance of appropriate technology in the context 
of primary health care development, as well as to the need for the transfer of 
technology. That matter should be looked into. 

With regard to Professor Kallings' question on the need for a task force on primary 
health care development, members would no doubt be pleased to learn that the 
Director-General periodically called upon all the programme managers concerned to review 
the progress of the initiative, and an internal core group involving different programmes 
and the Office of International Cooperation had been created. Periodic consultations 
were being held with the regional offices. A consultation on primary health care 
development, for example, would be held in April 1990 with a view to developing the new 
action-oriented direction given to primary health care, taking into account many economic 
aspects. 

In answer to Professor Hassan's query whether WHO was a suitable organization for 
solving the extensive problems that had emerged, it could only be said that solutions 
would have to be found through the vigorous efforts of Member States themselves, and of 



WHO and other parties concerned, especially donors, who would need to strive to implement 
a realistic plan of action in a spirit of true partnership. 

With regard to the hope expressed that in future it would be possible to increase 
the number of countries identified for intensified technical cooperation, under the 
initiative, that should be possible, although it must be borne in mind that the lack of 
resources for health development at all levels remained an obstacle. The problems could 
only be tackled by cooperation between governments, donors and WHO acting in concert. At 
the global level some donors had responded very positively to the Director-General‘s 
initiative, and thanks were due, in particular, to the Governments of France, Italy and 
Japan and to the Japan Shipbuilding Industry Foundation. It was to be hoped that more 
donors would be joining them soon. 

Dr JANCLOES (Office of International Cooperation) said that the initiative had 
started up in a rapid but very modest way because no specific regular budget allocation 
had been made for it and it had been necessary to put together joint 
headquarters/regional offices teams capable of approaching countries at all levels. It 
had also been necessary to mobilize the resources needed to provide concrete and 
immediate support after the initial visits to countries. The Secretariat's technical 
capacity had had to be expanded in areas in which it had not been very strong, 
particularly in macroeconomics and international financing. In addition, it had been 
necessary to contact a number of partner agencies which had had to be informed at both 
headquarters and country levels. That explained the carefulness with which the 
Organization had worked in the first year of the initiative to deal with all the requests 
submitted. 

From a methodological standpoint, during the first visit to a country the WHO team 
tried to understand priorities as they were perceived by the highest authorities of the 
country concerned, particularly the minister of finance, the minister of planning and, of 
course, the ministers concerned with health problems. That approach was expected to 
respond to Dr Ransome-Kuti‘s expressed concern about a planning approach which should be 
in keeping with the needs of the beneficiary country. 

It was on the basis of a holistic approach to the perceived priorities of the 
country that WHO tried to see how it could help it in the short and medium terms. The 
immediate action that followed the first visit was designed to demonstrate the 
Organization's determination to have a presence in a country over and above the 
contributions which it had already been making. On the basis of such reinforced 
solidarity, WHO wished to establish strategic planning, and in all cases an approach 
involving immediate and longer-term action had been developed. The Organization had 
stressed the financing aspects of the health sector, at both the macroeconomic and 
microeconomic levels, and was engaged in installing in its country offices, in agreement 
with the regional offices, a greater capacity for intervention, particularly in the 
management field, on the basis of the strategic priorities established by countries in 
line with the WHO regional strategies. 

As far as the development of a partnership at all levels of WHO with all other 
relevant agencies was concerned, one of the basic objectives of the initiative was to 
permit not only a better utilization of resources but also a greater concentration of 
resources in the countries that stood most in need of them. The Organization's country 
budgets had been revised and focused on priorities based on recommendations made by the 
Regional Directors. Through the adoption of that approach at the country level, it was 
hoped that allocations of WHO resources could be influenced at all levels. At 
headquarters, a number of programmes had already considered organizational and budgetary 
changes in order to be able to respond to future demands. It was also hoped that the 
establishment of a coherent framework for international cooperation by the recipient 
country would also make it possible to direct donors and cooperating agencies towards 
more relevant and more pertinent activities, which was what most donors wanted. 

Mr CREESE (National Health Systems and Policies) clarified a number of points 
concerning the current status and the immediate future of WHO's work in health 
economics - a field where the Organization's support to regions and countries was, in 
fact, characterized more by diversity than by depth. It supported a range of analytic, 
advisory and training activities, but not on a regular basis. For example, the range of 
training supported by headquarters and the regional offices covered activities directed 



at senior staff at the national level, often bringing them together with their 
counterparts from ministries of finance and ministries of planning. There were also 
other activities directed at specific programme managers, as well as training in the 
field of financial management for district health workers. The provision of training in 
economics and financial matters for WHO representatives was also under discussion. 

However, WHO did not yet support regionally-based training in health economics and 
financing in all the regions with the same regularity which the Regional Director for 
Europe had reported for his Region. Consequently, the Organization was working to 
increase the regularity of training and to expand the network of regionally-based 
institutions that would be capable of initiating and continuing the work during the next 
two years. The Secretariat was also seeking to increase support for the development and 
implementation of national programmes of action in health economics along the lines of 
those reported for some countries in the South-East Asia Region, whether the countries 
concerned were or were not covered by the intensified initiative. In the Secretariat's 
view, nationally-based programmes of action in health economics should be concerned 
primarily with undertaking - through the use of local resources as far as possible - the 
appraisal of financing of health service delivery options within the country, and 
secondly with making the programmes the mechanism for faster development of the local 
skill-base, thereby endowing it with greater autonomy. 

With regard to the directions for research reported in document EB85/35, the studies 
of the effects of fee increases on health services utilization patterns would be 
complemented during the next two years by further studies, which, together with other 
pieces of available research, would provide an input to a study group on the subject 
which would meet in 1991. The Secretariat was also in the process of initiating 
preparations for an interregional meeting later in 1990 to review the experiences of 
selected countries in their recent activities to implement health insurance systems. 

In conclusion, WHO work on health economics would continue to be concentrated on 
identification and analyses of policy choices, not on the recommendation of particular 
policies or processes for general implementation in all countries. The recently 
published studies on recurrent cost problems in three countries provided a good 
illustration of the sort of analytical framework for identifying and systematically 
reviewing financing and service provision options for the national health sectors that 
WHO would like to see further developed. In an overall approach to health for all, there 
was a multitude of possible strategic options, and WHO's role was not that of making 
policy choices - which was, of course, the responsibility of accountable decision-makers 
at all levels in the countries concerned - but of providing information to allow for a 
more rational process of choice-making and promoting the use of techniques of option 
application and economic evaluation which were in general use, widely available and well 
known. The methods were available, and the challenge was to promote their much more 
widespread use: that meant a position of pragmatism with respect to any particular 
financing instrument and recognition that while one approach might be applicable in a 
given country, it might be socially and economically impossible in another. 

The DIRECTOR-GENERAL said he was glad to note that the Executive Board was at last 
discussing the realities, rather than the ideology, of the health-for-all and primary 
health care concepts, since only a decade now remained to achieve the health goal of the 
year 2000. From a purely market-based economic perspective it would seem that, in most 
countries, the demand for health care services had grown more rapidly than any other 
sector since the Second World War. There were three possible approaches in dealing with 
this increase in demand - to increase the supply of services, while keeping prices at the 
same level, to increase the supply but also raise prices, or not to increase the supply 
but to try to reduce the demand by responding only to real needs； the last approach 
might have an adverse effect on the health system by creating a parallel market 
responding to the perceived needs of the people themselves. 

In the 1950s and 1960s, WHO policy in the matter had been directed mainly to 
strengthening the "supply" side of the health sector - through the provision of 
fellowships, supporting the establishment of education and training institutions 
promoting international standards for drug potency and safety and biological vaccine 
production, encouraging increased international exchanges, and promoting the development 
of technology, such as in relation to water supply and sanitation. Since the Alma-Ata 



Conference, however, Member States had been expressing their concern to an increasing 
extent about the "demand" side of the health sector, with its cost implications； and 
were recognizing the need for rationalization of costs and the financing of the sector. 
At the same time, WHO's advocacy role had steadily intensified, due to factors such as 
the development of international communications systems, the technological explosion and 
very rapid population growth. The national health service market was inevitably 
determined by government policy, even in countries with mixed economies； and governments 
had adopted a number of new approaches to respond to the rising demand. 

Both WHO and its Member States were now facing the realities of restructuring. 
Dr Margan and several other members had spoken of the availability of funds and had said 
that a solution seemed to be the reconversion of hard currency debts into local currency 
debts, the funds to be spent in the debtor countries； Dr Guerra de Macedo had given some 
examples. But conversion into a local currency debt could stimulate the government to 
print new money, thus causing inflation. Certainly these problems could not be finally 
solved in the Executive Board or the Health Assembly, but WHO could begin to consider its 
future direction. The international community of creditors was coming to the conclusion 
that in many cases outstanding debts should rather be put aside and that the hard 
currency brought into debtor countries by the International Monetary Fund or other 
multilateral or bilateral agencies should be used to restructure the whole economy, 
including the health sector, through the identification of priorities and the optimum 
allocation of resources. 

As he saw it, the two approaches that had emerged from the debate were parallel 
rather than contradictory. Some speakers had stressed the need for greater resources to 
be allocated to the health sector, in order to respond to the real demand and to ensure 
that the health market was not accompanied by the parallel market that existed in certain 
countries. Others had advocated the more rational utilization of available resources. 
It was the availability of resources to meet the increased health needs of the year 2000 
and thereafter that was the major issue to be faced, not only in the Executive Board and 
the Health Assembly but also in other international forums. 

It was indeed difficult to bring that issue to the attention of international 
forums, since the health sector was still generally regarded as marginal from the 
economic point of view, was given low priority, and was not taken nearly seriously 
enough. WHO was therefore adopting various measures to promote that sector, and 
appreciated the support for its action expressed in the Executive Board. A number of 
ideas for enhancing the visibility of the health sector had been advanced; further 
support was needed, however, and the Health Assembly might enlist the help of selected 
Heads of State or world leaders in international cooperation to emphasize the importance 
of health for national and worldwide development. More positively, there were signs that 
even pure economists concerned with international trade were beginning to recognize the 
importance of health: thus, a developing country which had introduced restrictive 
measures on the import of tobacco products for health reasons had not been subjected to 
economic sanctions by the major tobacco exporter concerned, as it would have been some 
years previously, but the case had been brought before the GATT tribunal. WHO must 
respond seriously to such examples of changes in economic policy and increased 
international awareness of the importance of the health sector. He was sure that if, in 
many developing countries, national and international resources for health could be 
properly allocated and distributed, the sector would assume its rightful place in the 
economic structure and would attract additional resources from the major donors. A 
restructuring of the economic policies applicable to health was an essential prerequisite 
for turning the health-for-all ideology into reality; perhaps that goal would not be 
attained by all by the year 2000, but at least WHO would be on the right track by giving 
priority to that most important issue. 

Professor KALLINGS said that, earlier in the debate, he had asked for some kind of 
annual report to be produced on the state of health in the least developed countries. 
The format of such a report might be similar to that of UNICEF's annual report on the 
state of the world's children. Such a publication could mobilize world opinion and 
strengthen WHO's hand and visibility in its advocacy role in the ongoing dialogue with 
recipient countries, donors, and multilateral organizations. 



Dr KAWAGUCHI (Planning, Coordination and Cooperation) said that the format of the 
proposed report was being considered from the technical point of view. The format used 
by UNICEF might perhaps be rather heavy, but the suggestion would be borne in mind. 

Professor FIGUEIRA SANTOS suggested that it might be appropriate for the Board to 
express its interest in the problem of health economics by adopting a recommendation or 
resolution for submission to the Health Assembly. 

Professor BORGOÑO supported that proposal； the matter should be discussed at the 
Health Assembly. 

The DEPUTY DIRECTOR-GENERAL said that it had become evident from the monitoring and 
evolution of strategies for health for all carried out in recent years that, in some 
countries, there were certain infras truc tural shortcomings. Thus they were unable to 
provide a clearer picture of their health situation. It was hoped that this would be 
rectified with the new initiative for intensified collaborative activities with the 
Member States most in need. In the light of Professor Kallings comments, it should be 
considered how reporting might focus more specifically on action taken in response to the 
economic situation in the most needy countries, without making reports unduly 
cumbersome. That issue, including the best method, should be reconsidered and settled 
finally at the Health Assembly. 

With regard to the advocacy role mentioned by the Director-General, a number of 
measures would be taken not only to increase public awareness, but also to enlist the 
support of political leaders at future Health Assembles. 

The DIRECTOR-GENERAL, further to the Board's earlier discussion on item 7.1 of the 
agenda, announced that the Organization's main contributor had paid up a substantial 
amount, as a result of which the figure of 70.22% for 1989 contributions given in 
document EB85/4 should be corrected to 82.43% as at 19 January 1990. That payment, 
effected in spite of financial difficulties, reflected Member States' willingness to 
cooperate with WHO and the importance they attached to health. Indeed, all Member States 
should realize that health was essential to their economic, social and political 
development. 

With reference to the comments made by Professor Kallings, he added that 
consideration had been given to the publication of an informal paper on health status 
containing information from various sources and that the Organization would endeavour to 
improve its information output in 1990. 

The DEPUTY DIRECTOR-GENERAL suggested that the members of the Board might wish to 
use their important discussions as a basis for the preparation of a draft resolution for 
submission to the Health Assembly, focusing on the most important issues in order to 
facilitate the Health Assembly's consideration of the matter. 

The CHAIRMAN, noting that the members of the Board agreed with the Deputy 
Director-General‘s suggestion, requested the Rapporteurs to prepare the proposed draft 
resolution for consideration by the Board at a later stage. 

Mr Srinivasan took the Chair. 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT) : Item 16 
of the Agenda (Documents WHA40/1987/REC/1, page 20, resolution WHA40.26; 
WHA41/1988/REC/1, page 20, resolution WHA41.24; WHA42/1989/REC/1, page 35, 
resolution WHA42.33; EB85/20; and EB85/INF.DOC./3) 

Dr MANN (Global Programme on AIDS), reviewing the work of the Global Programme on 
AIDS (GPA) during the past year, said that 1989 had been a year of expansion, experience 
and transition. GPA was now more consolidated, more integrated and more decentralized in 
preparation for its next phase of work and global AIDS prevention and control into the 
1990s. The energy and commitment of the programme had been sustained and its global 
leadership maintained. 



With regard to the consolidation of GPA, a deputy director had been appointed to the 
Programme with effect from 1 October 1989. Its management procedures had been further 
consolidated, notably with the establishment of the Global Commission on AIDS and the 
steering committees on biomedical, behavioural and epidemiological research. 

GPA was collaborating with over 160 countries, meeting evolving challenges as 
national AIDS programmes matured. In 1989, 63 resource-mobilization meetings had been 
held with GPA support, and guidelines for monitoring and reviewing national AIDS 
programmes had been developed, thereby helping to consolidate their management, including 
funding mechanisms, coordination mechanisms and the strengthening of collaboration with 
nongovernmental organizations. 

Emphasis had been given to the need to follow through once policy had been 
developed. For example, the adoption of resolution WHA41.24 had been followed by 
regional consultations on discrimination, legal and ethical issues. The question of 
discrimination and AIDS had been placed on the agenda of the United Nations human rights 
bodies and contact had been established with the nongovernmental organizations working in 
that area. 

Research also had been consolidated in 1989, and the programme was now funding 12 
epidemiological research projects with a total budget of US$ 1 million. Social and 
behavioural research instruments had been developed and assistance had been provided in 
their use. More than 40 countries now used research instruments and training materials 
developed by GPA; 21 countries were participating in the GPA sexual behaviour study, and 
17 cities were now using the GPA study protocol on drug-injecting behaviour. An 
illustration of GPA's concern with pragmatic issues and practical applications was the 
publication in the WHO AIDS Series of the "Guide for Planning Health Promotion for AIDS 
Prevention and control", followed up in 1989 by regional workshops at which over 350 
participants had been trained in putting guidelines into practice. Furthermore, for the 
purposes of epidemiological surveillance, self-instructional models and training 
materials for sentinel surveillance had been developed and distributed, and regional and 
intercountry workshops had been held. GPA had also developed computer software and 
associated manuals to assist countries in collecting and analysing their own 
epidemiological data. 

Integration was essential to GPA's ability to effect the transition from the early 
stages of consensus and guideline development to targeted training activities and the 
provision of useful support materials. Such integration included the orderly 
decentralization which had been carried out in all but one region. At headquarters, GPA 
had collaborated with over 15 programmes, including the Special Programme for Research 
and Training in Tropical Diseases, the Special Programme of Research, Development and 
Research Training in Human Reproduction, the Division of Family Health, the Division of 
Communicable Diseases, and the Division of Mental Health. In the process, responsibility 
had sometimes been devolved from GPA to other parts of the Organization, as had been the 
case with the coordination of the global blood safety initiative transferred to the 
Division of None ommun i с ab1e Diseases and Health Technology as of 1 January 1990. 
Increasing collaboration and integration with the regional offices had resulted in 
substantial decentralization of country support activities. Integration also included 
relations with nongovernmental organizations, which played an important part in the 
Global AIDS Strategy, as reflected in resolution WHA42.34. Specifically, in 1989, GPA 
had organized the first international meeting of AIDS service organizations, developed 
new mechanisms to support nongovernmental organizations at the country and community 
levels and provided some US$ 1.6 million in direct support of international contracts 
with them. 

With regard to contacts with international organizations, GPA had held two important 
meetings with the International Labour Office in 1989 on AIDS and seafarers and on the 
management of occupational exposure of health care workers to HIV. Cooperation with the 
United Nations Office in Vienna focused on women, prisons and drug use； and a 
preliminary agreement had been concluded with the United Nations Industrial Development 
Organization for pre-investment studies on the production of blood bags, syringes, gloves 
and condoms. 

GPA had continued to innovate in 1989. It had developed condom procurement 
standards, emphasized strongly the issue of quality assurance and prepared the materials 
to support condom services management at the national level. The Programme had assessed 
the needs of HIV-infected people and people with AIDS and developed a number of planning 
tools to bridge the gap between the identification of needs and the development of 



services to meet them. In addition, clinical management protocols for HIV infection and 
disease management had been developed and field tested. GPA had also designed a new WHO 
staging system for HIV infection and disease, now being tested in 30 centres, as a common 
basis for comparing studies from various countries. 

Women and AIDS had been an important area of focus and innovation in 1989. Indeed, 
at least 2 million women were now infected with HIV and their proportion was increasing 
in relation to men in that respect. WHO had organized jointly with the Government of 
France a meeting on the implications of AIDS for mothers and children, in November 1989, 
in an effort to improve the dialogue between scientists and policy-makers. The outcome 
of the meeting, the Paris Declaration (document EB85/INF.DOC/3), was a very important 
step towards putting women, children and AIDS firmly on the agenda in the broad context 
of the role and status of women in society. 

Summing up the programme's activities in 1989 he said that GPA had emerged from its 
initial and urgent phase and made substantial progress on all fronts towards programmatic 
maturity, systemization, integration and decentralization, without sacrificing innovation 
or boldness. In that year, GPA had obligated some US$ 80 million to set up a complex 
programme of increasing sophistication, depth and intensity while making a constant 
effort to be pragmatic and link policies and programmes. In the areas where GPA had 
taken action, its contribution had made a difference. 

Turning to the outlook for the 1990s, he drew attention to the changes that had 
occurred since the Organization had set out to meet the challenge of global AIDS 
prevention and control, and briefly reviewed the developments that had led to the 
implementation of the Global AIDS Strategy and the progress achieved through scientific 
mobilization and global solidarity, notably in the form of strong public health 
programmes, the development of useful drugs and international technical and financial 
cooperation. The Global AIDS Strategy was also beginning to produce results. In fact, 
only where the global strategy had been followed was there evidence of a beneficial 
impact on HIV transmission. An additional discovery of great importance for the future 
was that many intravenous drug users were willing to change their behaviour when informed 
about the risk of AIDS. 

Yet, despite those efforts, the threat to global health created by the HIV pandemic 
had grown. The global epidemic was gaining momentum, major obstacles to effective action 
had yet to be overcome and complacency about AIDS was spreading. 

First, the pandemic remained unstable and dynamic. In spite of a few - often 
deceptive - promising signs in some areas, the recent spread of HIV infection to new 
parts of the world, including Eastern Europe, South-East Asia and West Africa showed that 
no society or geographical area was immune. Furthermore, the millions of injecting drug 
users worldwide and well over 100 million new cases of sexually transmitted diseases each 
year provided an indication of the extent of global vulnerability to HIV infection. 
Health and social services were already straining to meet current needs for the care of 
HIV-infected and ill people, yet the global number of AIDS cases was expected nearly to 
double by the end of 1990, reaching a cumulative total of some 1.1 million. In the early 
1990s, therefore, many societies would have serious difficulty in providing those 
critical health and social services. 

The second major problem was the failure of many countries to overcome major 
obstacles to effective action, by confronting the underlying social issues that created 
and enhanced vulnerability to HIV infection. AIDS could not be controlled unless such 
countries boldly tackled problems such as drug use, unequal access to health and social 
services, discrimination, prostitute/client relationships and the education of young 
people about sexuality. Research on sexual and drug injecting practices must be expanded 
if AIDS was to be controlled effectively, because much more was currently known about the 
virus itself than about the human behaviour that caused it to spread. 

Another danger was the widening gap between AIDS prevention and control in 
industrialized and developing countries. Thus, while the development of drugs to treat 
opportunistic infections and HIV itself had accelerated dramatically in the past few 
years, such drugs were not generally affordable or available to the majority of the 
world's population in need. Global AIDS prevention and care would fail if only the rich 
had access to effective drugs and eventually to a vaccine. 



Certain societies continued to discriminate and permit discrimination against 
HIV-infected people or people at risk. As was stated in resolution WHA41.24, the 
struggle against the HIV pandemic had become inextricably linked to the struggle against 
prejudice and discrimination. Indeed, vulnerability to HIV infection could often be 
traced to underlying economic, social, cultural or political prejudice. Discrimination 
weakened social capacity for HIV/AIDS control. 

The third major threat was growing complacency about AIDS, which threatened to 
undermine the progress already achieved and cripple future efforts. Unfortunately, 
denial of the realities of the pandemic at the personal, national and international 
levels had contributed to the epidemic from the very outset. 

For those reasons, the world's struggle with AIDS in the 1990s was expected to be 
much more difficult than it had been in the past decade. An estimated 6 million cases of 
AIDS might have occurred by the year 2000, which would represent a. ten-fold increase over 
their present number. Yet, if the spread of HIV accelerated, as it threatened to do in 
Asia, even that estimate would prove too conservative. 

With regard to future action, he explained that GPA's analysis had divided global 
AIDS prevention and control into five major areas. The first was strategy development, 
on which global leadership was based. Indeed, WHO played the central role in further 
developing the Global AIDS Strategy. Its consequent role as global coordinator was 
becoming ever more important as the number of participants increased. The practical 
importance of its role in that respect had been repeatedly demonstrated over the past 
three years. Strategic thinking on AIDS must be dynamic to respond to new information, 
emerging trends and strategic opportunities created by new prevention and control 
technologies. One of the most important questions to be addressed now was the global 
availability of drugs and a future vaccine. The challenge of producing an AIDS vaccine 
was enormous, yet science could only create the technology. It was up to WHO to create 
the unprecedented capacity to guarantee that new preventive and therapeutic technologies 
would be available to the world's population in need. 

The second element was research, an area in which the Organization could play a 
number of roles. In the field of biomedical research, it endeavoured to accelerate the 
pace of global research. In vaccine development, for example, its most useful role was 
likely to centre on field evaluations of candidate vaccines. However, in behavioural 
research, its role should be more catalytic and in some ways more essential, if the 
research was to be as efficient and effective as possible. 

The third element was intervention development. Although the Global AIDS Strategy 
included policies and general strategies, more specific and pragmatic guidance was needed 
to prevent HIV transmission and care for the infected and ill. In that area, WHO should 
collect and distil the best information available from prevention and care interventions 
in order to improve the quality of guidance and technical support. For example, the 
counselling of HIV-infected people was an important intervention intended to prevent 
further transmission. Many counselling programmes were under way worldwide, yet little 
was known about their effectiveness and cost. Indeed, only an evaluation and comparison 
of such programmes would make it possible to improve the effectiveness and impact of 
counselling programmes. 

The fourth element was implementation, which, of all aspects of AIDS prevention and 
control, was clearly the area which had changed most in the previous three years. There 
was now a welcome plethora of organizations and institutions actively engaged in 
implementing the local AIDS strategy at the national and local level. That meant that 
the critical role of WHO in coordination and in support to implementation must be clearly 
defined and redefined. Support to implementation was based on the special relationship 
between WHO and Member States, through which WHO could focus its support on technical and 
operational areas such as training and planning, coordinating, monitoring, reviewing and 
evaluating national AIDS programmes. The integration and decentralization of national 
AIDS programmes within the national health system were being improved, with particular 
emphasis on maternal and child health/family planning and sexually transmitted disease 
control. Linkages were also being strengthened with nongovernmental organizations, the 
private sector and international organizations. To become effective and to be sustained, 
a national AIDS programme must be firmly based on primary health care and health for all, 
and it must be well coordinated, well integrated and decentralized. 



Finally, there was a critical need to monitor and evaluate the effectiveness and 
impact of national and international programmes. In 1990 the Organization was proposing 
to monitor how the Global AIDS Strategy had been integrated into national policies and 
programmes, and during 1990 would be conducting the first national AIDS programme 
evaluations and coordinating studies on the demographic, economic, social and behavioural 
impacts of the pandemic. 

Within the overall framework of global AIDS prevention and control, WHO thus had the 
central role in Global AIDS Strategy development, in global coordination, in evaluation 
of prevention and care interventions and in the assessment of national and global 
activities. WHO also had a critical and irreplaceable role in support of national AIDS 
programmes as well as a targeted role in biomedical, behavioural and epidemiological 
research. Consequently, while the headquarters role in direct national AIDS programme 
support was decreasing, new challenges in research, intervention development and 
assessment required increased effort. On the basis of that analysis and approach to 
GPA's role and work in 1990, a budget of US$ 109.4 million had been approved. 

A distinction must be drawn between organizational questions and other, more 
fundamental issues. A great deal of energy had been spent and must continue to be spent 
on the important organizational issues relevant to a programme of the size and complexity 
of GPA. Yet, larger and more critical questions must be faced. Since the inception of 
the Global Programme on AIDS, it had been asserted that AIDS prevention and control 
activities must strengthen the health system. However, the actual integration of AIDS 
prevention and control efforts within health systems at different stages of 
infrastructure development, without sacrificing the urgency of AIDS prevention and 
control, was a truly complex and difficulty challenge. The relationship between 
investments of human and financial resources in AIDS, compared with other health 
problems, posed a critical challenge to thinking about resources in the health sector. 
The magnitude and momentum of the pandemic, especially in some areas of the world, 
contrasted dramatically with the scope and capacity of all current efforts, including the 
work of WHO. Clearly, the complexities of the next phase of global AIDS prevention and 
control into the 1990s would require leadership and vision. It must be borne in mind 
that the new global epidemic was still in its early phase. In a few short years the 
foundation for controlling that new global threat to health had been established and that 
foundation must be built upon and strengthened, failing which the fears of the early 
1980s might become a tragic global reality. The choices were pragmatic and stark, the 
opportunities and dangers were clear, and the challenge was great. 

Sir Donald ACHESON, commending the Director-General on his report, Dr Mann on his 
introduction and all members of the Global Programme on AIDS for the progress made, said 
that his reaction to the scope and scale of what had been accomplished in so short a time 
was one of awe. It was sometimes understandably asked why so much larger a programme was 
required for AIDS than those for major problems such as malaria, malnutrition, coronary 
heart disease, and tobacco. There were two reasons. Firstly, the nature of the virus 
was extremely unfavourable, since it was not only one of the most lethal, but also had 
characteristics that made a number of scientists believe that cure, in the true sense of 
the patient being fully restored to health, would not be forthcoming, even though 
treatment might bring some benefit - if at considerable expense. The virus was also 
insidious. The fact that a person could carry it for 10 years while being completely 
unaware of being infected or infectious meant that the shape of the future trend of the 
epidemic could not be predicted. A "hundred years‘ war" lay ahead, or at least one of 
many decades. 

Secondly, such a large-scale programme was necessary because of the highly complex 
social, moral and ethical issues associated with HIV infection and AIDS, including drug 
abuse, prostitution, HIV in prisons, discrimination and stigmatization, and occupational 
risks to health care workers. 

It was only thanks to WHO that tens and perhaps hundreds of thousands of people had 
not been infected. It was through GPA and Dr Mann's efforts that WHO was unequivocally 
and authoritatively in the lead globally in all aspects of the problem. Many who had 
never heard of WHO or had been sceptical about its usefulness now recognized it as the 
crucial and effective organization that it was, with a leadership role extending far 
beyond AIDS. 



”®*̂ ., Bearing in mind that the Programme had been operating for only three years, problems 
must have resulted from the rate of growth which the urgency of the problem had made 
necessary. He trusted that they would be dealt with sympathetically without compromising 
the creative impetus and commitment which had been the key to success so far. 

Several aspects of the work being done deserved particular commendation, namely the 
expert technical reports which provided authoritative guidance, especially to those 
working in the field, on many aspects concerning policies ； the work on HIV infection and 
AIDS in women； and the mobilization of other United Nations agencies, an essential task 
in view of the complex social issues involved. 

For all the difficulties, a ray of hope was to be seen in the observable fact that 
people could and did change their behaviour, including drug abuse, to a greater extent 
than had been thought likely. However, he did not believe that the problem could be 
solved through health education and behavioural change alone. His final point therefore 
concerned the search for a vaccine, and he wondered whether the vast capacity of the 
biomedical industry had been effectively harnessed in the interests of society; in his 
own country, he had heard suggestions that there was some lack of coordination of 
effort. WHO might have a role to play in that respect, by inviting key people to Geneva 
for confidential discussions on what was obviously a sensitive issue. 

Dr САВА-MARTIN commended Dr Mann's extremely exhaustive introduction. Although, as 
Sir Donald Acheson had pointed out, it might take ten years before any symptoms became 
apparent in an infected person, there was a considerable, though undetermined, number of 
infected people who did show some early symptoms two or three weeks after infection. 
Some attention might therefore be given by the experts to the possibility of early 
detection during that phase. 

Of the three modes of HIV transmission that had been documented by epidemiological 
and serological data, the first was most relevant to his own country, where most cases 
concerned intravenous drug users and homosexual or bisexual men, heterosexual 
transmission accounting for only a small though growing proportion of cases. The 
proportion of infected men to women was approximately 10:1. In the European Region, AIDS 
epidemiology showed a marked contrast from north to south and east to west. In western 
Europe, the pattern was similar to that in the United States of America, where 90% were 
homosexual men or intravenous drug users. In northern Europe, 70-90% were homosexuals, 
while in Italy and Spain, drug addicts accounted for more than one-half of all cases of 
HIV infection, the proportion in Spain being 60%. 

The AIDS pandemic had revealed hidden weaknesses, both biological and social, in 
humanity. People had reacted to it with solidarity, generosity and even heroism, but 
also with petty, irrational and discriminatory attitudes. It affected nearly all sectors 
and social classes and every aspect of life in society. It had also disrupted 
traditional concepts of disease, health care, sexuality, blood, drugs and death. It had 
shaken the foundations of society and revived ancient myths about corrupt societies and 
notions of taboo and divine retribution. There had been numerous reports of HIV-infected 
persons losing their jobs, their friends, their homes and their families. Adults had 
been denied access to their workplaces and children to their schools. It should not be 
forgotten that the AIDS epidemic coincided with technological, social, demographic and 
life-style changes in contemporary society. Rapid urban development, changes in sexual 
mores and technological development had all contributed to the spread of AIDS. Blood and 
semen, once seen as the sources of life were coming to be regarded as instruments of 
death. Faced with an incurable disease, humanity was reminded that scientific progress 
had not freed it from the tyranny of nature. People's approach to human relations, love 
and sexuality, including homosexuality, were changing. In the previous five years, 
subjects that had previously been taboo in his country and region were now being 
discussed more openly. AIDS was beginning to be a disease like any other. In the United 
States of America, its spread to all sectors of society had made it an issue of concern 
to the entire population. 

The determining factor in the treatment of AIDS was its high cost; in the United 
States of America, the average cost per patient was estimated at US$ 60 000. Further 
medical expenditure was incurred through the screening of persons who were not infected 
but feared that they might be. 



The initial, silent spread of the virus across the five continents had been followed 
by the second phaset with the discovery of HIV and its modes of transmission, and the 
consequent mobilization of world opinion and the worldwide fight against AIDS, admirably 
spearheaded and coordinated by WHO. 

Health workers should have three priority objectives when tackling the AIDS 
epidemic. Firstly effective and generous humanitarian care should be provided to AIDS 
patients, irrespective of their economic status. Secondly, the epidemic had to be 
stemmed, which implied a continuous educational effort directed towards the entire 
population, with special emphasis on the high-risk sectors. Thirdly, scientific research 
must be promoted. Competition between the private or public sectors carrying out 
research on AIDS should give way to cooperation. 

With regard to AIDS prevention, it would take about ten years to find a vaccine. 
Zidovudine (AZT) was currently the only effective drug whose sale was authorized, and 
should be accessible to all social sectors regardless of their purchasing power； the 
same applied to drugs still being tested which appeared to be giving good results. 

He suggested that the next evaluation of the health-for-all objectives should 
include an objective for AIDS, with appropriate indicators to assess the prevalence of 
the disease and the effectiveness of preventive measures. 

HIV had changed people's attitudes and life-styles. The emergence of AIDS would 
either promote understanding and tolerance of different forms of sexual behaviour or 
would entrench traditional concepts； only the future could show what the effect on 
society would be. 

Professor RANSOME-KUTI congratulated WHO for the prodigious effort it had made on 
AIDS and thanked the Director of the Global Programme on AIDS for his informative 
introduction. 

The fact that a country had only few cases of AIDS did not mean it was free from the 
disease, and there were no grounds for complacency. Although data for Nigeria were 
limited because of the costs involved in conducting large-scale surveys, they 
nevertheless indicated a problem which, although not as serious as elsewhere, appeared to 
be growing. If the spread of AIDS were not stemmed in Nigeria, the situation would 
finally be as serious as in other countries. One difficulty, however, was that of 
convincing people that AIDS was indeed a problem, which constituted an additional 
obstacle to controlling the epidemic. 

An essential requirement was a simple and effective method of testing for HIV 
infection. Given the plethora of test kits, it was difficult to distinguish the genuine 
from the fake. Although countries received ample information from WHO, he suggested that 
they should also be informed about acceptable test kits suited to their resources. 

Dr Mann had stressed the importance of integrating the AIDS programme into primary 
health care, but many countries were just beginning to develop their primary health care 
systems. The primary health care programme should perhaps be analysed to identify which 
part was most important from the point of view of the AIDS programme. He recommended the 
examination of village health services, since most people lived in villages, and that was 
where the virus was spread. It was through those services that the AIDS programme could 
be introduced into primary health care. 

In view of the large number of organizations implementing AIDS programmes, they 
should be integrated so as to form a national system. That was an area in which WHO 
could assist countries to pool resources and ensure that the various nongovernmental 
organizations involved in the AIDS programme worked together to achieve the programme's 
goals. 

Referring to condoms, he pointed out that, although they were being distributed in 
large quantities, they were not being used. There was some kind of obstacle between 
their availability and their use； the Global Programme on AIDS might wish to look into 
the matter to identify the factors - social or otherwise - that might hamper the use of 
condoms. 

Blood donors were a major source of infection in Nigeria, and he thanked WHO for 
responding quickly to the country's request for assistance in improving blood transfusion 
services. Limited resources remained a major obstacle, but available funds would be put 
to good use if efforts were made to integrate the AIDS programme into primary health 
care. 



Dr SADRIZADEH commended WHO's work in directing and coordinating support of national 
AIDS programmes. Substantial support had been provided by the Global Programme on AIDS 
in areas of particular importance for the implementation of national AIDS programmes. A 
significant amount of information had been collected on the epidemiology, diagnosis, 
clinical management, prevention and control of AIDS, and extensive research had been 
carried out on various aspects, thereby providing satisfactory solutions to some serious 
problems. 

Nevertheless, even on the most conservative estimate for HIV infection during the 
1990s - 5 million cases - there would be more than 2 500 000 new cases of AIDS by the end 
of the century. While preventive measures might soon considerably reduce the incidence 
of HIV infection, progress had been slow in solving the medical and socioeconomic 
problems of those already infected or suffering from AIDS, and a number of questions 
remained unanswered. The scourge of AIDS should be seen as a multidimensional problem 
requiring continuous multisectoral efforts, international solidarity, political 
commitment and personal responsibility. 

Mr RAMOS-GALINO (Director, United Nations Division of Narcotic Drugs) stressed the 
need to strengthen cooperation between the United Nations and WHO in a number of areas of 
mutual interest, some traditional, such as the control of potentially addictive drugs, 
others more recent, such as epidemiological studies on the nature and extent of drug 
abuse arid the development of community resources to prevent and reduce the demand for 
drugs. The prevention and control of AIDS was a new area where cooperation and 
coordination between the United Nations and WHO could gradually be built up, one in which 
the Division of Narcotic Drugs had become a focal point for coordinating United Nations 
activities. Statistics on the transmission of AIDS among drug-addicts, particularly 
intravenous drug users, were alarming. The relationship between drug addiction and AIDS, 
was an issue that the Division had introduced in all its regional and global meetings, 
especially meetings of experts. He trusted that its efforts would contribute to changing 
trends in the medium term. 

He cordially invited WHO to participate at the highest level in the forthcoming 
special session of the United Nations General Assembly, to be held in New York from 20 to 
24 February, on international cooperation against the production, supply, demand, 
trafficking and illicit distribution of narcotic and psychotropic substances. 

Mr BONEV (United National Development Programme) pointed out that UNDP had been 
among the first in the United Nations system to respond to the AIDS pandemic by joining 
WHO in an alliance to combat AIDS. Over the past two years, $10.8 million in commitments 
had been made by UNDP to nearly 30 developing countries, further funds earmarked and 
three regional projects approved. An evaluation of the work done so far was under way, 
and questionnaires had been sent to all UNDP field offices, replies having been received 
from 61 of them. 

He drew attention to the development aspects of efforts to combat AIDS, which were 
lagging behind the medical ones. Even in developed countries prevention campaigns had 
produced limited results, so what hope could there be for fruitful campaigns in countries 
where health infrastructure was poor, qualified staff lacking, literacy rates low and so 
forth. A concerted multipronged attack was required in which development was an 
essential component. 

The Administrator of UNDP had said that HIV prevention and support measures should 
be included in new programmes, and an assessment made of the impact of the epidemic on 
countries' development. He had also instructed all UNDP field offices that HIV 
prevention and control activities should receive special attention during UNDP's current 
and forthcoming programming cycles. His draft annual report on AIDS and HIV infection 
and its impact on development had been transmitted to the Director of the Global 
Programme on AIDS for comment. 

UNDP remained fully committed to the Global Strategy for the prevention and control 
of AIDS, and considered that the alliance between WHO and UNDP had already provided an 
important policy framework for collaborative action. 

The meeting rose at 13hl5. 


