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PREFACE 

The Forty-second World Health Assembly was held at the Palais des Nations, Geneva, 
from 8 to 19 May 1989, in accordance with the decision of the Executive Board at its 
eighty-second session. Its proceedings are published in three volumes, containing, in 
addition to other relevant material: 

Resolutions and decisions1 - document WHA42/1989/REC/1 

Verbatim records of plenary meetings, committee reports, and list of participants -
document WHA42/1989/REC/2 

Summary records of committees - document WHA42/1989/REC/3 

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 Handbook volumes I, II and III (first 
edition), which contain most of the resolutions adopted by the Health Assembly and the 
Executive Board between 1948 and 1986. 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 III (first edition) of the Handbook (page XIII). 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday. 8 May 1989. at 17hl5 

Chairman: Professor CHEN Minzhang (China), 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA OF THE HEALTH ASSEMBLY AND ALLOCATION OF ITEMS TO THE MAIN 
COMMITTEES (Document A42/1) 

The CHAIRMAN drew attention to the terms of reference of the Committee in Rule 33 of 
the Rules of Procedure of the Health Assembly, to the provisional agenda of the Health 
Assembly in document A42/1, and to the provisional timetable before the Committee 
(document A42/GC/1). 

In connection with provisional agenda item 9, Admission of new Members and Associate 
Members (if any), he drew attention to the letter received from Mr Yasser Arafat 
informing the Director-General of the desire of Palestine to become a full Member of WHO, 
and letters from representatives of various States on the subject (document 
A42/INF.DOC./3). 

He rioted that observations on the provisional timetable (in document A42/GC/1) 
should be limited to consideration of the arrangement of items, not content. 

Mr BOLTON (United States of America), observing that matters to be raised under 
provisional agenda item 9 would require thorough and well-considered comment and 
discussion, moved that its consideration should be postponed until the plenary meeting to 
be held on the afternoon of Wednesday, 10 May. He hoped that it would thus be possible 
to arrive at a consensus or satisfactory majority decision on the subject. 

Professor MENCHACA (Cuba) supported the proposal for deferment of consideration of 
provisional agenda item 9, agreeing that matters to be raised under that item were too 
important to be dealt with in haste. 

Mr BENCHEIKH (Morocco) asked for an explanation of the proposed deferment. 

Mr VIGNES (Legal Counsel), speaking at the request of the CHAIRMAN, said that he 
felt a misunderstanding could be averted if the Committee limited itself to the first 
item of its own agenda, namely, Adoption of the agenda (of the Health Assembly) and 
allocation of items to the main committees, before broaching the question of the order in 
which items were taken, and in particular the timing of consideration of item 9. 

Mr BOLTON (United States of America) said that, if without prejudice to the motion 
he had introduced and provided that he could reserve his right to comment as necessary at 
the appropriate stage of the Committee's discussion, he could agree to the Legal 
Counsel's procedural suggestion. 

Mr BENCHEIKH (Morocco) said he also agreed to the suggested procedure. 

Mr VIGNES (Legal Counsel), in reply to a question from Dr FRIEDMAN (Swaziland), 
explained further that once the agenda of the Health Assembly was adopted, the order in 
which items were to be considered could be changed without the adopted agenda having to 
be renumbered or amended. 



The PRESIDENT asked whether he could take it that the Committee was ready to 
recommend to the Health Assembly the adoption of the agenda. 

Mr BOLTON (United States of America) asked whether such a decision would include 
simultaneous approval of the change in order he had moved. 

Mr VIGNES (Legal Counsel) said that in his interpretation of the situation the two 
questions, first, adoption of the agenda, and then consideration of items and timing, 
should be decided separately. 

Mr BENCHEIKH (Morocco) said that was also his understanding and he had no objection 
to that procedure. 

Mrs KING (Senegal) said that there appeared to be agreement. 

Mr MOTHIBAMELE (Botswana) (Vice-President of the Health Assembly) said he thought it 
was usual to adopt the agenda and decide on order of items at the same time. He agreed 
with the motion to defer consideration of item 9. 

Mr VIGNES (Legal Counsel) said that as he understood the situation, the delegate of 
the United States of America had not been proposing an amendment to the provisional 
agenda of the Health Assembly, which could therefore be adopted before that delegation's 
motion for deferment of consideration of an item was decided upon. 

Mr BOLTON (United States of America) inquired whether the request contained in 
document A42/INF.DOC./3 should be regarded as a formal proposal to the Health Assembly 
under item 9 in terms of Rule 68 of the Rules of Procedure. 

Mr VIGNES (Legal Counsel) confirmed that the proposal in the document should be 
regarded as a formal one to be considered by the Health Assembly. It was the normal 
practice to treat application for admission to membership of the Organization as formal 
proposals and after the Assembly accepted such a proposal, to formulate a resolution to 
that effect. 

Mr BOLTON (United States of America) requested the President to inform the plenary 
to that effect. 

It was so agreed. 

Deletion of agenda items and allocation of remaining items 

The CHAIRMAN said that items 23 and 25 of the provisional agenda could be deleted as 
there was no supplementary budget for 1988-1989, and no advances were necessary to meet 
unforeseen or extraordinary expenses or for the provision of emergency supplies under the 
Working Capital Fund. 

On the other hand, as the Health Assembly would have to consider arrears of certain 
Members' payment of their contributions it would be necessary to maintain item 22.3 and 
delete the words "(if any)". 

It was so agreed. 

The CHAIRMAN noted that the Executive Board had divided the items on the provisional 
agenda under Committee A and Committee В according to the terms of reference of those 
committees as laid down in Rule 34 of the Rules of procedure. The General Committee 
might recommend to the Health Assembly that it should accept that allocation and adopt 
the agenda without prejudice to a subsequent decision by the Committee to transfer items 
between the main committees as necessary according to their workload. 

It was so agreed. 



GENERAL COMMITTEE : SECOND MEETING 
Deferment of consideration of an item 

The General Committee approved the motion for deferment of consideration of item 9 
of the agenda of the Health Assembly to the afternoon plenary meeting of Wednesday 
10 May. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN pointed out that the Executive Board had decided that the Forty-second 
World Health Assembly should end on Friday, 19 May 1989. He drew the Committee's 
attention to the proposed change in the preliminary daily timetable prepared by the Board 
(document A42/GC/1) to the effect that agenda item 9, Admission of new Members and 
Associate Members (if any), would be considered in plenary on Wednesday, 10 May, at 
14h30. To allow full participation in the debate, the meeting of Committee В would not 
take place that afternoon until the discussion of items 10 and 11 resumed. It had also 
been proposed that the General Committee's meeting on Monday, 15 May should be held at 
13hl5 rather than 17h30. 

The General Committee then drew up the programme of meetings for Tuesday, 9 May, 
Wednesday, 10 May, Thursday, 11 May, Friday, 12 May and Saturday, 13 May. It was decided 
that the plenary meetings and the meetings of the main committees would be held from 9h00 
to 12h30 and from 14h30 to 17h30. The Technical Discussions would be held concurrently 
with the debates in plenary on Thursday, 11 May and Saturday, 13 May. 

The CHAIRMAN proposed that, in accordance with established procedure, the order of 
the list of speakers wishing to take part in the debate on agenda items 10 arid 11 - a 
list that already contained 90 names - should be strictly followed, and that new names 
should be entered in the order in which they were received. The list would appear 
regularly in the Journal of the Health Assembly. If the Committee had no objection he 
would inform the Health Assembly of those arrangements at the plenary meeting the 
following morning. 

It was so agreed. 

The meeting rose at 18h00. 

SECOND MEETING 

Thursday. 11 May 1989. at 17h45 

Chairman: Professor CHEN Minzhang (China), 
President of the Health Assembly 

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Dr OKIAS (Gabon), Chairman of Committee A, and 
Mr VOIGTLANDER (Federal Republic of Germany), Chairman of Committee B, on the progress of 
work in their committees, the General Committee drew up the programme of meetings for 
Friday, 12 May, Saturday, 13 May, Monday, 15 May and Tuesday, 16 May, and agreed to hold 
its own meeting on Monday, 15 May, at 13hl5. 



THIRD MEETING 

Monday. 15 May 1989. at 13hl5 

Chairman: Dr G. LIEBESWAR (Austria), 
Vice-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 reminded members that the procedure for drawing up the list of proposed 
names to be transmitted by the General Committee to the Health Assembly for the annual 
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 Rules of Procedure of 
the Health Assembly. To help the General Committee in its task, the following documents 
were before it: 

(a) a table showing the geographical distribution of seats on the Board, by Region; 

(b) a list, by Region, of Members of the Organization which were or had been 
entitled to designate persons to serve on the Executive Board; 

(c) a list - by Region and in alphabetical order within each Region - of Members 
whose names had been suggested following the announcement made by the President 
of the Health Assembly in plenary meeting, in accordance with Rule 101 of the 
Rules of Procedure of the Health Assembly; 

(d) lastly, a table showing the current composition of the Executive Board, with 
the names underlined of the 11 Members whose term of office would expire at the 
end of the Forty-second World Health Assembly and who had to be replaced, 
namely: for the African Region, Liberia and Madagascar; for the Region of the 
Americas, Guyana, Mexico and the United States of America; for the South-East 
Asia Region, Sri Lanka； for the European Region, France and the USSR; for the 
Eastern Mediterranean Region, Lebanon and Saudi Arabia; and for the Western 
Pacific Region, China. 

As no additional suggestions were made by the General Committee, the CHAIRMAN noted 
that the number of candidates was the same as the number of seats on the Executive Board 
to be filled. He therefore presumed that the General Committee wished, as was allowed 
under Rule 80 of the Rules of Procedure, not to take a vote since the list apparently met 
with its approval. 

There being no objection he concluded that it was the Committee's decision, in 
accordance with Rule 102 of the Rules of Procedure, to transmit a list composed of the 
following 11 Members to the Health Assembly for the annual election of Members entitled 
to designate a person to serve on the Executive Board: Bahamas, Chile, Colombia, 
Democratic People's Republic of Korea, Niger, Nigeria, Papua New Guinea, Spain, Sudan, 
Yemen and Yugoslavia. The list would be transmitted to the Health Assembly at least 24 
hours before it was due to meet to elect the Members. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing Mr VOIGTLANDER (Federal Republic of Germany), Chairman of Committee B, 
and Dr OKIAS (Gabon), Chairman of Committee A, report on the stage reached in the work of 
their committees, the CHAIRMAN suggested that agenda item 20, Management of WHO's 
resources (report by the Executive Board), be transferred from Committee A to 
Committee В. 

It was so agreed. 



GENERAL COMMITTEE: FOURTH MEETING 5 
Mr BOYER (United States of America) drew attention to the large number of draft 

resolutions being placed before Committee A that had not been reviewed in advance by the 
Executive Board or for which supporting documentation was not available• 

It seemed that some officials of the Organization felt that their programmes stood a 
better chance of obtaining increased funding or staff if the activities in question were 
the subject of a Health Assembly resolution. That practice, however, complicated the 
work of the committees. 

Professor BORGOÑO (Chile), while pointing out that a fair amount of information on 
the draft resolutions was in fact circulated in many cases, agreed that there was a need 
to review the present procedure, which had grown up over the past 20 years. 

Dr WILLIAMS (Nigeria), supported by Professor GIRARD (France), suggested that the 
matter be referred to the next session of the Executive Board for review. 

Professor MENCHACA (Cuba) noted that the subject was not part of the General 
Committee's terms of reference. The question of the Health Assembly's methods of work 
had already been the subject of considerable discussion. 

Mr AHOOJA (India) while stressing the importance of preliminary technical study of 
such matters, proposed that the committees should, however, continue to examine the draft 
resolutions already before them. 

It was so agreed. 

After reviewing the programme of meetings for the following day, Tuesday, 16 May, 
the General Committee drew up the programme of meetings for Wednesday, 17 May, deciding 
that it would itself meet on that day, at 17h30. 

The meeting rose at 13h50. 

FOURTH MEETING 

Wednesday. 17 May 1989. at 17h35 

Chairman: Professor CHEN Minzhang (China), 
President of the Health Assembly 

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

Having heard the reports of Dr OKIAS (Gabon), Chairman of Committee A, and 
Mr VOIGTLANDER (Federal Republic of Germany), Chairman of Committee B, on the state of 
progress of the work of those committees, the General Committee approved the programme of 
meetings for Thursday, 18 May and Friday, 19 May, the date of closure of the Health 
Assembly. On that day, after Committee A has completed its work, the Assembly would hold 
an initial plenary meeting to approve the final reports of the main committees, followed 
after a short break by the closing ceremony. 

2. CLOSURE 

After the customary acknowledgements, the CHAIRMAN declared the work of the 
Committee closed. 





COMMITTEE A 

FIRST MEETING 

Tuesday. 9 May 1989. at llhOO 

Chairman: Dr J.-P. OKIAS (Gabon) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda (Document A42/29) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. 
He then drew attention to the third report of the Committee on Nominations (document 

A42/29)l in which that Committee nominated Dr Damrong Boonyoen (Thailand) and 
Dr P. Naranjo (Ecuador) as Vice-Chairmen, and Dr P. A. Hyzler (United Kingdom of Great 
Britain and Northern Ireland) as Rapporteur. 

Decision: Committee A elected Dr Damrong Boonyoen (Thailand) and Dr P. Naranjo 
(Ecuador) as Vice-Chairmen, and Dr P. A. Hyzler (United Kingdom of Great Britain and 
Northern Ireland) as Rapporteur. 

The DEPUTY DIRECTOR-GENERAL welcomed the participants, congratulated the officers of 
Committee A on their election, and pledged the fullest support of the Director-General, 
the Regional Directors and all members of the Secretariat to the Committee in its task. 

2. ORGANIZATION OF WORK 

The CHAIRMAN suggested that the normal working hours should be from 9h00 to 12h30 
and from 14h30 to 17h30. 

It was so agreed. 

3. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (MONITORING AND EVALUATION): 
Item 17 of the Agenda (Resolutions WHA39.7 and EB83.R11; Document A42/4) 

Dr, QUIJANO NAREZO (representative of the Executive Board) informed the Committee 
that at its eighty-third session the Board had examined the second report on monitoring 
progress in implementing strategies for health for all, after a preliminary review by its 
Programme Committee in October 1988. The text before Committee A in document A42/4 
contained comments and suggestions by the Board and should be examined together with the 
draft resolution recommended for adoption by the Health Assembly in resolution EB83.R11. 

The report was the second of its kind; the first, on monitoring progress in 
implementing strategies, had been reviewed by the Executive Board and the Health 

1 See document WHA42/1989/REC/2. 
2 See decision WHA42(4). 
3 Document WHA37/1984/REC/1, Annex 3. 



Assembly in 1984； the first evaluation report on the global strategy (seventh report on 
the world health situation) had been examined by those bodies in 1986. In that year, 
on the Board's recommendation, the Health Assembly had decided to modify the monitoring 
cycle to a three-year period in order to give Member States adequate time to strengthen 
further their mechanisms for information support and analysis and to introduce the 
necessary changes in their strategies. The Health Assembly would have the opportunity to 
review a more detailed report on the second evaluation of the strategy in 1992. The 
response rate and the attention given by Member States to the reporting exercise had been 
encouragingly high. 

Significantly, the report came at exactly the mid-point between the Alma-Ata 
Conference and the turn of the century. Ten years earlier, there had seemed to be 
adequate time in which to work towards a substantial reduction of the gap between the 
"haves and have-nots" in health terms. However, the situation in the 1980s had been very 
turbulent and had no doubt hampered the efforts of many countries to achieve progress 
towards social equity, to meet basic human needs and to improve the quality of life of 
millions trapped in the vicious circle of ignorance, ill-health and poverty. The 
Committee‘s review of the progress made thus far, or lack of it, as reflected in the 
report, must cause it to reflect seriously on the magnitude of the tasks ahead if Member 
States and WHO were to achieve the objectives set for the year 2000, on how the 
implementation of the strategy could be accelerated in the face of the many difficulties, 
and on where the major obstacles and gaps lay and how they should be dealt with. 

Despite the encouraging high response rate, not all Member States seemed to have 
taken the task seriously. While reporting to WHO was undoubtedly important for a 
collective review of progress at the regional and global levels, the significance of 
national monitoring and evaluation for Member States themselves could not be 
overestimated. If the exercise was not useful at the country level, the full benefit of 
such an extensive endeavour was not being reaped. Undoubtedly, there were also technical 
difficulties. Monitoring and evaluation were complex undertakings which called for 
technical and managerial skills and adequate information as well as procedures for its 
collection, processing, analysis and interpretation. Despite years of work, serious 
shortcomings remained in many countries, and innovative as well as practical efforts were 
needed to resolve the technical difficulties. The Executive Board felt that the capacity 
to manage information at the local level particularly needed strengthening. 

Concern had also been expressed regarding the complexity of the monitoring and 
evaluation process and the magnitude of the effort required to carry it out. The Board 
felt that there was a need to simplify the tools and procedures and to review the 
relevance, usefulness and complexity of the global and regional indicators in the light 
of the efforts required to generate the necessary information. In some cases more 
explicit guidance and clearer definitions might be called for. 

Analysis of global indicators was to be found in sections 3, 4, 7, 8 and 9 of the 
report. Section 7, dealing with the availability of health care, was based on 
information provided by Member States and supplemented by information from the Expanded 
Programme on Immunization. Paragraphs 240-244 of the report listed five critical 
challenges: sustained commitment; the intensification of efforts to strengthen 
managerial capacities, including measures to ensure sound decisions on policies and a 
sharper focus on priorities and targets based on valid information; the intensification 
of efforts to strengthen health infrastructure based on the principles of primary health 
care ； the optimum use and management of all resources available for health and the 
mobilization of additional resources； and, perhaps most crucial of all, enhancement of 
the health status of the least developed countries. 

Mr GHACHEM (Tunisia) inquired about the expected impact of the report before the 
Committee on future action. Were there any proposals for changing the Eighth General 
Programme of Work in the light of its findings? 

According to the report the phenomenon of urbanization was increasing and was 
expected to have affected 47% of the world's population by the year 2000； yet 

World Health Organization, Evaluation of the strategy for health for all by the 
year 2000: seventh report on the world health situation. Vol. 1: Global review. 
Geneva, 1987. 



health-for-all strategies were still focused primarily on rural areas. Might it not 
therefore be advisable to analyse urban epidemiological data more carefully in order to 
work out a programme for urban areas, especially for implementation in the developing 
countries? 

Population pressures, resulting partly from the decline in infant mortality arid the 
success of vaccination programmes, were increasing rapidly: to what extent could WHO 
help countries to control their demographic trends so that the latter did not place in 
jeopardy the progress made so far in the field of health? In preparing the Fourth United 
Nations Development Decade (1990-2000), health care should be more firmly based on an 
approach taking into account population and development. 

Dr MASON (United States of America) said that, notwithstanding the broad response to 
WHO'S request to monitor the implementation of national health-for-all strategies, it 
appeared that in many areas the targets set would not be met unless greater efforts were 
made. To insufficient political will, inadequate financing and the need for increased 
mobilization of resources to cope with lack of safe drinking-water and sanitation, infant 
mortality and environmental pollution must be added the threat posed by AIDS and the 
continuing economic crisis, which prevented many countries from providing adequate health 
services. WHO was largely meeting its responsibilities. However, even with assistance 
from the donor community the task ahead would not be easy; Member States must take 
individual responsibility, having decided collectively to embark upon the implementation 
of the Global Strategy for Health for All by the Year 2000. In that respect, the 
importance of political will could not be overstated. Indeed, whatever progress had been 
made in individual countries had depended on national determination to deploy energy, 
expertise and resources as effectively and widely as possible. Furthermore, without 
sustained efforts, achievements in one year could be lost in the next. Sustainability 
required the availability or preparation of trained manpower and administrative and 
management systems, and provision for recurring costs. 

Accurate health data, without which it would be impossible to make the mid-course 
corrections needed to achieve improvements, were vital for identifying problems and 
monitoring the impact of implementation. It was therefore imperative to invest in the 
development of systems providing for the efficient collection and analysis of 
high-quality data related to health care impact on demography, morbidity and mortality. 
Improvement of national capacities in that respect should be among the concerns addressed 
before the next monitoring period; it was a major task of WHO to help governments and to 
promote as actively as possible the political will to achieve health for all within the 
established time-limit. 

In view of the importance of helping countries to develop the capability to carry 
out the economic analyses required to analyse the situation in their own health sectors, 
and of ensuring the fullest possible collaboration between WHO and other United Nations 
agencies experienced in such economic analyses, he proposed that operative paragraph 4(2) 
of the draft resolution recommended by the Executive Board in resolution EB83.R11 be 
replaced by a text to the effect that the Director-General would be requested to assist 
Member countries, in view of the problems posed by the international burden of debt and 
other economic pressures affecting the developing nations, to develop the capacity to 
undertake economic analyses in support of improved resource allocation for the health 
sector; and that, where appropriate, organizations with competence in economic research 
should be encouraged to cooperate in such assistance to Member countries. 

Dr HAJAR (Yemen) said that there remained a need for indicators to assist developing 
countries in administering their health systems in furtherance of their health-for-all 
strategies. Organizational infrastructures still tended to be traditional； reforms were 
called for. 

With help from the WHO Regional Office for the Eastern Mediterranean his country was 
endeavouring to ensure that doctors and hospital staff were better fitted to perform 
their respective roles in the field of primary health care. It had found that accurate 
information could help to rationalize operations and economize resources. The promotion 
of breast-feeding and the implementation of vaccination programmes were proceeding 
satisfactorily, but the financial and human means required to meet the country's needs in 
terms of broad primary health care were inadequate； skills must be developed, and there 
was a great need for closer cooperation with WHO, UNICEF, UNFPA and the donor countries 
and voluntary organizations which had already provided much welcome assistance. 



Dr VAN ETTEN (Netherlands) said that the report provided an impressive picture of 
progress made and obstacles encountered. WHO should be commended on the initiative taken 
to strengthen primary health care and - in particular - assist the least developed 
countries, but improved coordination, both internally and with other agencies, was called 
for. He endorsed the main conclusions of the report and urged that Member States respond 
to its challenges. 

The Netherlands had been among the first Member States in the European Region to 
formulate a national health-for-all policy. A "Health 2000" memorandum issued in 1986 
had led to the recent publication of a policy document with more specific health targets, 
focused primarily on major health issues such as cancer, cardiovascular diseases, 
accidents, AIDS and chronic diseases. The reports of the Dutch steering committee on 
"health care scenarios", which were available in English, had provided a source of 
specific information on the first three issues. 

Dr VASSILEVSKY (Bulgaria) said that the informative report merited wide 
dissemination. A great deal of progress had been made in overcoming health problems 
worldwide, but social inequalities and lack of resources still impeded the efforts of 
many countries, WHO's support for which must be stepped up on the basis of a clear and 
accurate assessment of their requirements and priorities. 

In Bulgaria, the results of monitoring had been examined at various levels, leading 
to fresh evaluations and discussions on health care activities and established ideas, and 
to the publication of a document entitled "Basic guidelines for the further development 
of health care", which reviewed past performance and considered the population's new 
requirements. The document also took account of the experience of other countries in 
overcoming certain health problems. In accordance with those guidelines, Bulgaria was 
endeavouring to democratize health care, to extend and expand primary health care, to 
ensure easier access to specialized medical care - especially on the part of groups at 
risk - to provide specialized training in the most up-to-date aspects of health care and 
to improve the management and planning of health care activities, notably through the 
establishment of a State health insurance scheme and the broader participation of the 
community in health affairs. The Government was also working out new legislation and 
standard-setting documents, and intended to amend the national strategy accordingly. 

The Bulgarian delegation endorsed the conclusions of the report before the 
Committee, including the priorities identified for action at the national, regional and 
global levels, and supported the draft resolution on the item recommended by the 
Executive Board. 

Dr MAGANU (Botswana) expressed concern at the widening gap between the 
industrialized and the developing countries, especially the least developed. The 
disparity was particularly acute in respect of GNP indicators and the health status of 
the poor countries in terms of nutrition and morbidity. Poverty was the central issue, 
reflected in low living standards and inadequate health facilities. As long as the debt 
burden persisted and commodity prices remained low, with the world economic order 
unchanged, many of the poorer countries were unlikely to achieve health for all. 

Although those countries accepted the onus of achieving their own health-for-all 
objectives, external constraints such as the adjustments imposed by the international 
financial institutions made it virtually impossible for them to escape from economic and 
social stagnation. The industrialized countries could assist them in their efforts to 
implement primary health care by alleviating their debt burden, stabilizing commodity 
prices and transferring resources and technology to them. 

His delegation supported the draft resolution recommended by the Executive Board in 
resolution EB83.R11, and urged that the three-yearly system of monitoring be maintained. 

Dr LU Rushan (China) said that the report constituted a significant review of global 
social economic development trends in the period 1985-1988, and health policies and 
strategies, and provided a wealth of information reflecting undeniable progress in many 
areas: for example, reduction of infant mortality, enhancement of life expectancy, and 
advances in the fields of epidemiology, maternal and child health, and essential drugs 
supply. At the same time it clearly indicated ways and means of achieving the 
health-for-all goal by the target date. 

The report also pointed out, however, that progress had been slow in a number of 
areas, including drinking-water provision, environmental coverage, management and 



development of manpower to support primary health care activities, coordination among 
various sectors and community participation in primary health care. The major inhibiting 
factors were rapid population growth and urbanization, deterioration of the economy in 
developing countries, improper management of resources and failure to make full use of 
science and technology. 

A solution to those problems could only be found through mobilization of social 
forces and intensification of international collaboration. If countries responded 
energetically to the five critical challenges mentioned in paragraphs 240-244 of the 
report and adopted appropriate measures, worldwide implementation of the Global Strategy 
would be ensured. 

Although the report covered the situation of 143 Member States, representing 86.1% 
of WHO'S total membership, a number of countries had failed to submit the necessary 
statistics, without which it was difficult to obtain a comprehensive and accurate picture 
of primary health care worldwide. A systematic and full review of the indicators was 
called for. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the report - the product 
of fruitful labours by Member States and WHO - adequately reflected the results derived 
from the implementation of health-for-all strategies and, most important, pointed to the 
problems encountered. The health-for-all concept was demonstrated to be as timely as 
ever, and that was in keeping with the statement known as "Alma-Ata reaffirmed at Riga" 
(March 1988) and with resolution WHA41.34 on strengthening of primary health care. 

The report could be of great service to Member States in their efforts to achieve 
health for all: it was of high quality, contained much factual information and made it 
possible to follow the trends in global indicators. The compilers of the report had thus 
succeeded in their main task: to disclose overall trends in world health care in order 
to facilitate the adoption of well-tested decisions on improving the health of 
populations. 

The proposals put forward in the report called for careful attention and merited 
support. There was no doubt about the need to address the issue of primary health care 
more closely, to strengthen the local components of national health care services, to 
provide for adequate training of health care professionals, to intensify the exploitation 
of the achievements of medical science and technology, to promote the exchange of 
acquired experience and to improve the coordinating role played by WHO in those areas. 
The time had obviously come to look into ways of simplifying the procedures used in the 
monitoring and evaluation exercise, and the list of global indicators should be subjected 
to scrutiny during the preparations for the next evaluation exercise in 1991. Such 
efforts might help to reduce the number of countries that had not contributed data for 
the report. 

Clearly, countries must intensify their efforts to achieve the established targets. 
As new experience was acquired, the Global Strategy must itself be adjusted to meet 
contemporary needs. The report rightly pointed out that the burden of foreign debt 
drained the resources of many countries, especially the least developed countries, until 
they were incapable even of maintaining past levels of capital investment in social 
development. They needed large amounts of external aid to make any progress. Only 
intensive, concerted efforts by the international community could help. In that context, 
he drew attention to the suggestions made by Mr Gorbachev in his statement to the United 
Nations General Assembly on 7 December 1988 concerning the solution of the foreign debt 
problems of the developing countries, the least developed among them in particular. 
Disarmament and a move away from emphasis on weapons acquisition in national economies 
could release immense resources that could be used for a number of purposes, including 
development of the health sector. 

In conclusion, he commended the contribution made by the Programme Committee of the 
Executive Board to the preparation of the report, endorsed the main lines of action 
envisaged to accelerate the achievement of the health-for-all targets at the national, 
regional, and international levels, and expressed support for the draft resolution. 

Professor BERTAN (Turkey), commending the report, said that as the 1990s drew 
nearer, little time remained to reach the target of health for all by the year 2000. 
Monitoring and evaluating the implementation of national health strategies were of 
paramount importance for achieving that target, but a number of obstacles, mainly 
weaknesses in infrastructure, in reporting of diseases and in collection of information, 



were impeding the process. Whether the monitoring system itself should be centralized or 
decentralized was also an important question. It was at the national level, she 
believed, especially where the developing countries were concerned, that the most 
suitable monitoring system, tailored to local health conditions, should be devised. WHO 
should assist in the simplification of procedures and the revision of indicators. 

Turkey believed in the importance of primary health care : the Government had based 
its health system on it and was making serious efforts at the highest levels to promote 
it. A long-term planning exercise based on the European health targets, in which WHO was 
providing technical assistance, had recently been launched. Health professionals had 
created a number of multisectoral technical groups that were setting long-term health and 
health-related targets in line with policies established for the European Region. A 
national health policy document was being drafted: it was intended to direct future 
planning for national health development. 

But the success of primary health care in Turkey, as elsewhere, required that 
infrastructures be strengthened; that public awareness on health-related matters in 
general and about primary health care in particular be increased; that primary health 
care capacity be built up at the district level； that the decision-making process be 
decentralized; that management, monitoring, information collection and data analysis be 
improved; and finally, that the health care system be revised on the basis of reliable 
"feedback". 

The Turkish delegation supported the draft resolution recommended by the Executive 
Board in resolution EB83.R11. 

Professor BORGOÑO (Chile) said that, although much ground remained to be covered 
before the target of health for all by the year 2000 was attained, the report showed that 
progress had been made. The efforts of countries to collect and process information and 
to compile it at the national, rather than the local level, were particularly to be 
commended. 

As in the first report, the Regions of Europe and the Americas had the lowest rate 
of data contribution: thus, it seemed that the regions with some of the richest 
countries were not taking the necessary steps to generate satisfactory information 
worldwide. Although the real problems might well be rooted elsewhere, they should set 
the example in information collection, in view of their superior economic and 
infras true tural capacity. 

He concurred with the statement in the report that increasing emphasis should 
gradually be placed on applied research, which could provide feedback and thereby improve 
the quality of the information available in health services. The same might be said of 
applied technology, which was an important component of the primary health care strategy. 

It was important to pay due attention to the integration of primary-level programmes 
and activities within an overall primary health care strategy. Health services should be 
viewed as a coherent whole, not as compartmentalized into programmes, no matter how good 
they were. 

He endorsed the five critical challenges outlined in the report and agreed with the 
delegate of Botswana that the improvement of the status of the least developed countries 
would be the most difficult: not only national efforts, but participation by all WHO'S 
Member States were required to accelerate progress towards that goal. Many resolutions 
on the subject had been adopted before, but the time had now come to transform intentions 
into acts. 

He wished to propose two amendments to the draft resolution recommended by the 
Executive Board in resolution EB83.R11. First, a new operative paragraph, to become 
paragraph 1(1), should be inserted, referring specifically to the first challenge of 
sustained commitment. Secondly, in operative paragraph 1(2) of the original draft, the 
words "to continue the development and reorientation of their health systems" should be 
qualified by "in accordance with the realities of their own situation" or some such 
expression. 

In conclusion, he suggested that the third report should include comparative tables 
showing the evolution of the indicators from the first to the second and third reports, 
broken down by regions or groups of regions. 

Dr KIM Won Ho (Democratic People's Republic of Korea) welcomed the report and 
endorsed the draft resolution. The year 1989 marked the half-way point between the 



adoption of the Declaration of Alma-Ata and the arrival of the year 2000. As the report 
demonstrated, great achievements had been made in the struggle to obtain the strategic 
goal of health for all by the year 2000. In his country, health services had been 
promoted on the basis of rapid economic, social and cultural development. As a result, 
the main indicators had been attained. Building on those achievements, his country would 
set even higher goals in future and exert every effort to attain them. 

Obviously, much remained to be done. Efforts to achieve health for all should be 
promoted vigorously at the global, regional and national levels alike. His delegation 
supported a number of measures mentioned in the report and in the recommended resolution, 
including implementation of the commitment to the protection of people's health, 
strengthening health infrastructure based on primary health care, appropriate use of 
health resources and enhancing support to the developing countries. 

Dr RODRIGUES CABRAL (Mozambique) said that analysis of the negative social and 
economic trends in the developing countries was a prerequisite for fair discussion to be 
engaged on alternative ways of pursuing health-for-all objectives in the developing 
countries themselves, as well as continuing WHO's activities worldwide and rationalizing 
the international transfer of resources. As the Global Strategy would be judged above 
all by its efficacy in the developing countries, urgent measures were needed to reverse 
the negative trends to which he had just alluded. The initiatives that the 
Director-General proposed, involving the international community - through both 
international and bilateral agencies - in the combat against poverty and the release of 
special funds for the least developed and disaster-ridden countries, deserved the 
particular attention of the Health Assembly. He agreed with the delegate of Botswana on 
the consequences of the current international economic order. It was clear that negative 
social trends would not be reversed until the unjust economic order had been reformed. 
Present recovery programmes were aimed at those sectors of the developing countries' 
economies that were integrated in international markets. But since the majority of rural 
populations in the developing world - or at least in Africa - did not produce for those 
integrated markets, they would enjoy only marginal recovery: specific initiatives and 
packages might be addressed to them for the limited purpose of averted catastrophe, but 
not to promote authentic development. In southern Africa, a further obstacle needed to 
be removed, as the report under discussion correctly stated. 

In section 5 of the report, a crucial topic was brought up: the functioning of 
integrated health delivery systems. It was clear that much remained to be done to 
coordinate the various services to be delivered at the primary health care level. 
Insufficient tetanus vaccination for pregnant women was one of the most obvious signs of 
lingering verticalization, separating even mother and child care. The strengthening of 
unified delivery of care at the first level of contact was becoming even more urgent with 
the likelihood that programmes for specific diseases and risk groups would be developed 
during the coming years, using individual "technology-and-operationsn packages. In order 
to ensure that they were effective and socially acceptable, and to avoid disintegration 
at the primary level, the primary health care infrastructure had to be further 
strengthened. 

Another matter in which the Global Strategy was lagging dangerously behind 
expectations was in the integration of primary health care with referral levels, 
especially as regards specialized medical care at hospitals. The concerns expressed at 
Alma-Ata, namely that primary health care should not be equated with primitive or second 
class health care, remained pertinent. New forms of articulation between various levels 
still had to be found - otherwise it was very doubtful that the best use could be made of 
resources and equity of access improved. Unless referral levels were integrated for 
maternal and child health, for example, it would be impossible to exercise any sort of 
positive discrimination in favour of those mothers and children who, coming from the 
lower social and economic strata, contracted diseases more frequently and thus stood in 
greater need of referral care. 

Another argument in favour of integrated referral levels related to the tenacious 
belief encountered in aid agencies that reinforcement at the primary health care level 
was all that the developing countries required. In countries where referral integration 
existed, the enhancement of hospital capacities would help to check the deterioration of 
equipment and restore self-respect among health personnel: that was an opportunity for 
assistance which deserved greater attention. 



Turning to the concluding section of the report, he concurred with earlier speakers 
on the obvious need to continue to work towards health for all； the strengthening of 
primary health care and its integration within simplified health systems would form the 
operational basis for achieving that objective. 

The Global Strategy had been vindicated by time, but new challenges were arising 
with the changing world environment. His delegation endorsed those which were described 
in the report, and hoped they would be kept in mind during the discussion of the proposed 
programme budget. It also supported the draft resolution recommended by the Executive 
Board in resolution EB83.R11. 

The meeting rose at 12h30. 



SECOND MEETING 

Tuesday. 9 May 1989. at 14h45 

Chairman: Dr J.-P. OKIAS (Gabon) 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (MONITORING AND EVALUATION): 
Item 17 of the Agenda (Resolutions WHA39.7 and EB83.R11; Document A42/4) 
(continued) 

Dr AL-JABER (Qatar) noted that paragraph 171 of the second report on monitoring 
progress in implementing strategies for health for all (document A42/4) stated that an 
intercountry comparison of population coverage by primary health care was made more 
difficult by the fact that procedures for measuring coverage varied from country to 
country. Clearly, no valid comparison could be made between the progress achieved by 
rich countries and poorer countries in implementing primary health care programmes. He 
suggested that WHO should divide Member countries into categories according to level of 
income, and should fix goals for primary health care coverage that were appropriate to 
each category, so that a more realistic comparison could be made. 

He supported the draft resolution recommended in resolution EB83.Rll. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) said that, although 
the report showed some slight improvement in the health situation, the overall picture 
was patchy, and there were marked differences between regions and within regions. 

She shared the concern expressed by earlier speakers that, for some indicators, for 
example safe water supply and sanitation and proportion of births attended by trained 
personnel, a number of countries showed a downward trend. It had been estimated that 
maternal mortality in developing countries now stood at some 500 000 deaths per year: 
unless urgent measures were taken, as many as seven million women in those countries were 
likely to die in childbirth before the end of the century. 

A comparison between the figures presented in the report and those produced for the 
1985 evaluation showed that millions of children under five years of age were still dying 
each year from diarrhoeal diseases, and that the situation with regard to yellow fever, 
malaria, plague and tuberculosis was deteriorating. Noncoramunicable diseases, such as 
cancer, cardiovascular diseases, chronic bronchitis and diabetes, were now emerging on a 
truly global scale. Whereas in many industrialized countries the upward trend in those 
diseases had been checked or even reversed, their increasing spread throughout the 
developing world called for urgent action. The environmental health situation was also 
far from reassuring. 

Two of the main shortcomings highlighted by the monitoring exercise had been 
slowness in developing strong health infrastructures based on primary health care, and 
failure to make significant progress in improving basic information systems. While the 
exercise had been useful, it should be recognized that it suffered from certain important 
drawbacks, notably incomplete reporting, technical limitations of basic data, and lack of 
any analysis of long-term trends, without which it was impossible to assess the impact of 
the health-for-all strategy. 

The report had drawn attention to a number of deficiencies and the need for a more 
aggressive, priority-based approach, with a clearly-defined strategy for primary health 
care which laid greater emphasis on the cost-effectiveness of specific interventions, on 
efforts to raise the standards of health of the least developed countries despite the 
economic difficulties involved, and on remedying the deficiencies revealed in the report, 
through WHO'S support, particularly in protecting the health of specific sections of the 
population, notably women and children in the least developed countries. Care should be 
taken to ensure that WHO's resources were better targeted, and used to reinforce what it 
did best. Strong central direction should be complemented by effective and efficient 
management both at regional and at country level. 



While the essential aims arid objectives of health for all remained valid, there was 
now a need for a scientific evaluation of the approaches that had been used, as well as 
of the impact of various developments on health. In general, greater emphasis should be 
placed on assessing the effects of policy decisions on health than on the provision of, 
or use of, health services. 

She also supported the draft resolution recommended in resolution EB83.Rll. 

Dr AL-MAZROU (Saudi Arabia) said he had been encouraged to note that in the Eastern 
Mediterranean Region the response to the monitoring exercise had been high (91.3%). The 
report showed that health-for-all policies needed to be supported by decision-makers at 
the highest level if they were to be successful. It was just such top-level support 
which had enabled Saudi Arabia to implement its programmes in far less time than had 
originally been thought necessary. 

It had been made clear in the report that regional training institutions, and 
particularly faculties of medicine, had an important role to play in orienting their 
curricula towards primary health care concepts. Since Saudi Arabia recruited most of the 
staff for its health care services from outside the country, it was important that the 
training offered in those institutions should be in keeping with the country's own 
health-for-all objectives. 

Dr SOHAIL (Pakistan) said that Pakistan saw the quest for health for all as 
inextricably bound up with the political process of democratization. One of the 
cornerstones of health for all was the establishment of an electoral system that was fair 
and representative, and could thus be an effective mechanism for voicing the public need 
for social and other services. 

In the report's conclusions, greater emphasis should have been placed on the need 
for improvements in the status of women, as well as on the need to improve overall 
economic conditions in the developing countries. Where poverty was prevalent and where 
droughts, floods and other natural disasters were common, progress towards health for all 
was bound to be impeded. Greater attention should be paid to environmental factors and 
to nutrition, particularly of mothers and children. 

The new Government of Prime Minister Benazir Bhutto had formulated a health policy 
which was firmly rooted in the principles of health for all. That policy was aimed at 
universal primary health care coverage, with special emphasis on the vulnerable and 
underserved. It also emphasized the decentralization of decision-making, so that health 
services were managed by local bodies with a locally elected leadership. In human 
resource development, the emphasis was now being placed on community-based primary health 
care, including the training of village health workers； nursing was being strengthened 
at all levels, both in the community and in academic institutions； medical curricula 
were being reoriented to give greater emphasis to community health; and, finally, new 
career structures were being developed with a view to attracting young health 
professionals. 

Women played a vital role in health and development. The vicious circle in which 
small, undernourished women gave birth to small, undernourished infants, all of whom were 
at high risk of disability and death, had to be broken. It was one of the main goals of 
Pakistan's new health policy that such women should be helped to achieve "role 
autonomy" - they should be taught the behaviour necessary to protect their health and 
that of their families. 

Pakistan's new health policy also covered such areas as essential drugs, alternative 
approaches to financing, including cost sharing and health insurance, the development of 
community-based rehabilitation services and special education, the strengthening of 
health services, particularly at district level, and the expansion of training in public 
health management. 

Pakistan had made a modest contribution towards health for all in the area of 
immunization, and hoped that under the new policy even greater progress would be 
achieved. 

/ 

Dr MILLAN (Mexico) said it was vital to have access to reliable information in order 
to be able to assess the health situation in general, and the progress achieved towards 
the attainment of the goals of Alma-Ata in particular. Mexico had now perfected a system 
for obtaining epidemiological data, based on representative sampling of certain types of 



households, families or individuals, which made it possible to obtain reliable 
statistics. It was thus able to plan its programmes on the basis of sound scientific 
findings. 

Dr DUAIE SAMBE (Zaire) said that since 1981 Zaire had been committed to a health 
policy based on primary health care as the only means of making medical care available to 
the population. Efforts were being made to improve management training in the primary 
health care field and to mobilize resources at local level, as well as to encourage 
community participation. However, such efforts were not in themselves sufficient to 
ensure the establishment of a viable and lasting primary health care system. 
International collaboration was also needed, particularly in view of the difficult 
economic conditions that were currently affecting many developing countries. He appealed 
for support from the international community and from WHO to enable Member States such as 
his own to continue their efforts to establish primary health care services. 

Dr JARDEL (Assistant Director-General) welcomed the comments and suggestions made by 
delegates and the additional information they had provided on progress made in their 
countries. The work had represented a joint effort of Member States, regional offices 
and headquarters, and owed much to the comments and suggestions of the Executive Board 
and its Programme Committee. Such an effort could be justified only if its conclusions 
were used to improve the situation, first and foremost at the country level. A number of 
delegates had emphasized the responsibility of Member States to take the monitoring and 
evaluation exercise seriously and to use it for redirecting their health services. A 
number had already done so, with encouraging results. Such results were essential to WHO 
for reviewing priorities and reformulating programmes. There appeared to be no need to 
make any formal change in the Eighth General Programme of Work adopted in 1987, in which 
account was taken of the first evaluation, but WHO was aware of the need to introduce 
changes in emphasis within that general framework, particularly through the preparation 
of successive programme budgets. 

He assured the delegate of Tunisia that the problems created by increased 
urbanization and demographic change were fully taken into account in the exercise. In 
that connection, he drew attention to the Director-General‘s Introduction to the proposed 
programme budget for 1990-1991. The Committee could revert to the question during the 
discussion of the programme budget if it so wished. 

One of the questions most frequently raised concerned the improvement of 
epidemiological and health data in order to formulate appropriate indicators to follow 
the progress being made. The solution to that problem must be found first and foremost 
at the country level by strengthening the epidemiological capacity in the broadest 
sense. That was the purpose of resolution WHA41.27 on the role of epidemiology in 
attaining health for all. Since the last World Health Assembly, a group of experts on 
the subject had met and its conclusions had been developed during a consultation on 
informational support for the health-for-all strategy, held in February 1989. The 
Division responsible for health situation and trend assessment was being restructured to 
enable it to respond more effectively to the needs, and a new approach was being 
developed to strengthen capacities at the country level. There would be an opportunity 
to revert to the question during the discussion on programme 3.1 when considering the 
proposed programme budget. 

Note had been taken of the most important comments concerning, in particular, the 
integration of primary health care activities, while taking due account of the secondary 
and tertiary levels； and also of the action required to solve the problems created by 
the economic situation in the least developed countries. There had been an initial 
response to those questions in the action taken by the Director-General, which formed the 
subject of resolutions recommended to the Health Assembly by the Executive Board, notably 
on the financing of health care services and on support to countries facing serious 
economic difficulties. The importance attached to the fifth challenge in the report 
before the Committee demonstrated that all concerned must be capable of solidarity in 
dealing with the considerable inequalities that existed between the most highly developed 
and least developed countries, and in speeding up development, particularly the health 
development of the most disadvantaged countries. 



With respect to the monitoring and evaluation process itself, a number of delegates 
had stressed the need to simplify the mechanism, revise the indicators and analyse trends 
more effectively. Dr Hapsara would report on action taken in that respect. 

Dr HAPSARA (Division of Epidemiological Surveillance and Health Situation and Trend 
Assessment) said that, as many delegates had stressed, experience had shown that the 
global indicators were useful for monitoring and evaluating the Global Strategy for 
Health for All, but that they had certain limitations. At its last session, therefore, 
the Executive Board had decided to request the Director-General to simplify and improve 
such indicators, and the WHO executive management had accordingly asked for appropriate 
suggestions from all the WHO technical programmes, both at headquarters and in the 
regional offices. Comments had been received from most of the headquarters programmes 
and three regional offices, and a synthesis of the proposals would be submitted to the 
regions in July 1989. On the basis of further comments, a new text would be prepared in 
September 1989 in time for consideration at a proposed interregional meeting in October 
to select indicators for field testing, and the recommendations of that meeting would be 
incorporated into a revised draft Common Framework for Evaluation in November 1989. A 
report on the proposed evaluation procedure, including the new proposals on the global 
indicators, would be presented to the Executive Board in January 1990. It was hoped that 
some countries in each region would be interested in carrying out field trials of the 
revised Framework, including the revised global indicators, beginning in December 1989 
and to be completed by the end of March 1990. 

It was anticipated that, during the next few years, the establishment of such tools 
and procedures could also further strengthen the capacity for the analysis of future 
health projections. It was also important to improve the quality of data. From the 
experience of the initial evaluation and the first and second monitoring exercise, and 
some regional experience, it appeared that, during the coming evaluation, Member States 
and WHO would be able to make more thorough projections or trend analyses of health 
problems or situations. It was planned to strengthen the methodology of monitoring, 
evaluation and health projections as well as epidemiological and statistical methodology, 
by such means as strengthening the network of research and development institutes in 
various parts of the world. 

For those wishing to have more detailed analyses of global indicators, information 
could be obtained on request from the Division of Epidemiological Surveillance and Health 
Situation and Trend Assessment. It was hoped that, as a result of the process of 
consultation with the regions and countries, all countries would recognize the importance 
of monitoring and evaluation and make the process an integral part of their internal 
health systems management. 

The CHAIRMAN said that the Committee had concluded its consideration of item 17 of 
the agenda. Amendments would be circulated in a conference paper and an appropriate 
draft resolution would be considered at a later meeting. 

(For continuation, see summary record of the fifth meeting, sections 1 and 4.) 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) 

The CHAIRMAN said that the Committee would begin by considering sub-item 18.1 
(General policy matters), which would be introduced by Dr Quijario. It would then go on 
to sub-item 18.2 (Programme policy matters). The previous method of focusing discussion 
on five major categories of programme corresponding to the five major sections of the 
appropriation resolution had caused some confusion. It had therefore been decided to 
take more restricted groups of programmes, which he would refer to as "major 
programmes". It would be seen from the table of contents in document PB/90-91 that the 
first section to be examined would be major programme 1 (Governing bodies). Once it had 
examined that major programme, the Committee would go on to consider major programme 2 
(WHO'S general programme development and management) and so on, with the exception of 
major programme 13 (Disease prevention and control), which covered 18 programmes and 
would therefore be subdivided into four parts to facilitate discussion. 



The Committee would then go on to consider sub-item 18.3 (Financial policy matters). 
In accordance with resolution WHA36.16 on the methods of work of the Health 

Assembly, it would consider simultaneously under sub-item 18.2: (a) major programme 
policy matters； (b) separate reports on individual programmes submitted by the 
Director-General； and (c) individual technical issues raised by delegates, including any 
resolutions proposed. 

It was so agreed. 

GENERAL POLICY MATTERS : Item 18.1 of the Agenda (Documents PB/90-91 and EB83/1989/REC/1, 
Part II, Chapter I) 

Dr QUIJANO NAREZO (representative of the Executive Board) introduced the Board's 
report on its review of the proposed programme budget for the financial period 1990-1991 
(document EB83/1989/REC/1, Part II). The work of the Board had been facilitated by the 
meetings in June 1987 and October 1988 of the Programme Committee, which had examined the 
global and interregional components and the reports of the six regional committees on the 
proposed country, intercountry and regional activities. 

The Board had heard an important statement by the Director-General on the 
Organization's major policy approaches, and reports had been provided by the six regional 
directors on important events in their regions. The Executive Board's report, like 
item 18 of the agenda under discussion, was in three parts : general policy matters, 
programme policy matters and budgetary and financial policy matters. That presentation 
would facilitate the Committee's discussion of the proposed programme budget which would, 
for the moment, focus on general policy matters. 

The Board had been seriously concerned about the economic crisis, which had 
adversely affected many countries, and about the need to speed up health development if 
the minimum basic levels laid down in the health-for-all strategy were to be attained. 
Consideration of the second report on monitoring progress in implementing strategies for 
health for all (document A42/4) had shown that there were some gaps and deficiencies, and 
it must once again be considered whether the progress made was sustainable. In addition 
to the economic crisis, there was also an environmental crisis which affected development 
and health. The Director-General had taken practical measures in response to the 
Brundtland report on environment and development. It was WHO's specific task to 
assess the risks involved. 

The combination of economic and environmental problems and the impact of development 
on health served to recall the importance of low-cost, broad-based primary health care in 
obtaining planned health services and sustained development. The Executive Board had 
drawn attention to the need to strengthen support to countries in order to rationalize 
the financing of health services. 

The current crisis also served to recall the importance of health promotion and 
intersectoral cooperation. WHO had a major role to play in a wide range of global and 
regional initiatives such as child survival, safe motherhood, "healthy cities" and 
sustained development. An active role by the Organization would require more 
extrabudgetary and external resources as well as optimum use of resources. 

The Board had noted with satisfaction the sense of fiscal responsibility shown by 
the Director-General in proposing "zero real growth" for 1990-1991, in accordance with 
resolution EB79.R9, and had requested the Director-General to make explicit in his 
programme budget proposals the underlying factors and assumptions of reasonably estimated 
cost increases resulting from inflation and currency fluctuations and to absorb such 
increases to the maximum extent possible. It also urged the Director-General to continue 
to seek extrabudgetary resources to finance essential health activities which could not 
be covered by the regular budget. 

Mr GHACHEM (Tunisia) said that the proposed allocations for the development of 
infrastructure were acceptable in view of the Organization's budgetary problems and the 
economic crisis, which was adversely affecting health. It was important to ensure that 
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health systems based on primary health care were developed within an integrated, 
multisectoral framework. If cuts in the budget had to be made, reductions in the 
allocations for such programmes should be avoided at all cost. 

Despite the Organization's efforts, allocations for public information and health 
education remained insufficient in the light of the importance of communication and 
education in the implementation of the health-for-all strategy. 

The Organization's role in the promotion and development of research was 
particularly important. Because of the economic crisis, Member States, and the 
developing countries in particular, were being forced to give priority to more urgent 
health problems and to relegate research, which did not generally produce results 
immediately, to the background. He drew attention to the importance of the transfer of 
science and technology, an area in which achievements had been very limited. Factors 
causing or reducing inequalities in health were usually related to economic development, 
and the economic situation in the 1980s had in many countries delayed progress towards 
the achievement of health for all. Consequently, intersectoral activity to promote 
health was the best - and indeed often the only - road to the greater well-being of 
peoples. 

He was pleased to note that, for 1990-1991, for the first time in the history of the 
Organization, extrabudgetary funds amounted to more than the regular budget. However, 
the Organization's budget was hardly more than that of a large hospital in a developed 
country. Consequently, although extrabudgetary resources were considerable and generally 
came from the more affluent countries, he believed that such countries could contribute 
more to health promotion, either through WHO or through bilateral agencies or 
nongovernmental organizations. 

Dr LU Rushan (China) endorsed the general policy for the 1990-1991 programme budget 
as proposed by the Director-General in the Introduction to document PB/90-91. It was 
pointed out there that health for all and primary health care remained sound basic 
concepts, although current trends in social and economic development meant that the 
speeding-up of health-development accivities was being held back by limitations on 
resources. Paragraph 3 of the Introduction to the document referred to five main areas 
for WHO cooperation with Member States； in his view, those areas provided an appropriate 
framework for the formulation of the 1990-1991 programme budget. Experience gained 
during the decade which had elapsed since the Declaration of Alma-Ata indicated that 
primary health care infrastructure remained the weakest link in health development in 
most developing countries. Primary health care remained the basis for the realization of 
the global goal of health for all while at the same time being dependent on the 
establishment of a comprehensive health infrastructure, which in turn ensured support for 
the implementation of health technology programmes. Consequently, from the global point 
of view, WHO should mobilize all possible manpower and material resources to deliver 
effective support to health systems infrastructure in Member States. It was therefore 
appropriate that the 1990-1991 programme budget should devote 31.29% of the regular 
budget to health system infrastructure. 

Experience in health development in China had shown that the Ministry of Health 
should cooperate with all relevant sectors and organizations, including those concerned 
with education, agriculture, food, industry, housing, public works and transport, at both 
national and community levels. Results obtained had proved the effect ivene s s of such 
cooperation. Promotion of multisectoral cooperation by WHO would certainly be important 
for the attainment of its strategic goal； it should therefore be included in all 
programmes related to health development and disease prevention and control. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that he had no adverse 
comment to make on the document, which was in accordance with the Eighth General 
Programme of Work. He was pleased that the basic programmes continued to be in line with 
the Global Strategy for Health for All. The Board at its eighty-third session had 
reaffirmed the effectiveness and timeliness of the primary health care concept, adopted 
at Alma-Ata, as a key factor in achieving health for all - the fundamental social goal of 
the Organization and its Member States. In the next biennium, emphasis would therefore 
be placed on strengthening health infrastructure based on primary health care. Programme 
budgets ought to pay attention to problems of global importance, including those 
mentioned in the report of the World Commission on Environment and Development. In that 



context, he welcomed the return of the global components of a number of programmes from 
the Regional Office for Europe to headquarters and the new special programmes on subjects 
of global importance such as AIDS, health risk assessment of potential toxic chemicals 
and research and development in the field of vaccines. Many interesting and important 
measures were projected, but their successful implementation depended on further 
improvement of programme monitoring and evaluation, and careful control and effective use 
of resources in accordance with programme budget policy as approved by the Health 
Assembly and as discussed at the eighty-third session of the Board. 

While, in general, he approved the Board's report on its review of the proposed 
programme budget, a serious shortcoming was its omission of a section summarizing the 
proposals made for additional funding for specific programmes (as in paragraphs 76 and 77 
of the analogous report of the seventy-ninth session of the Board), perhaps because the 
relevant proposals had not been clearly enough formulated during the Board's session. In 
his view, programmes requiring additional funding should include those on cardiovascular 
diseases and cancer. It was no accident that paragraph 41 of the Introduction to the 
proposed programme budget mentioned the need for additional resources for multinational 
monitoring of trends and determinants in cardiovascular diseases. The Board, in 
paragraph 71 of its report, had drawn attention to the modest budget of the 
cardiovascular disease programme. Similarly, in paragraph 33 of the report, the Board 
had expressed its concern, which he fully shared, about the reduction in the resources 
allocated to research activities. That programme should receive financial support 
commensurate with its vital importance to the work of the Organization as a whole. Any 
increase in the funding of a given programme should, of course, not be met by increasing 
budget resources but by redistributing them. To that end, greater efforts should be made 
to identify ineffective measures and replace them by more timely and effective ones. 
Further extrabudgetary resources should also be sought. 

Despite those difficulties, he fully shared the Director-General‘s optimism and his 
statement in the Introduction to the proposed programme budget that the Organization 
could succeed in its endeavours "if we close ranks and work together to achieve our 
common goal of health and sustainable development for all". 

Mr BOYER (United States of America) welcomed the fact that the proposed programme 
budget was one of "zero real growth" - a realistic position in a period when financial 
resources were strained. The estimates of cost increases had been calculated in a frugal 
way and the overall financing of the budget acceptably reflected the financial concerns 
of WHO's Member States. 

The document before the Committee was the first budget to be developed under the new 
guidelines drawn up by the Board in January 1987, which involved successive reviews by 
the Programme Committee, the six regional committees and the Executive Board, all 
decisions being taken by consensus, The Health Assembly marked a further important 
landmark in the development of the budget, when all 166 Member States of WHO had the 
opportunity to express their opinions. 

The new directions the Director-General intended to propose to the governing bodies 
of WHO for review of the programme and budget were of interest to all, and his report on 
the initiatives he had taken since he took office had been welcome. When proposals for 
changing WHO operations were involved, however, further details should be provided to the 
Health Assembly by the Secretariat. It was very important that the governing bodies of 
WHO should have an opportunity to participate in decisions relating to the adjustment of 
priorities in the Organization's programme of work. The Secretariat was continually 
making its own judgements on programme priorities and the allocation of resources； 
opportunities needed to be made available to the Programme Committee, the Executive Board 
and/or the Health Assembly to participate in decisions on the reallocation of funds. 
Committee A, in its discussions, would provide delegations with the opportunity to look, 
not simply at the programme activities described in the proposed programme budget, but 
also at the corresponding allocations of funds to each of the different programmes, so 
that they could decide whether too little or too much had been allocated to certain 
programmes and make appropriate recommendations to the Secretariat. It was not possible 
simply to ask for increases； if an increase was considered necessary in a particular 
case, the Health Assembly must offset that by appropriate decreases so that the total 
budget remained unchanged. 

The Board at its eighty-first session had adopted a resolution recommending to the 
Health Assembly an incentive scheme to promote timely payment of contributions by Member 



States. He looked forward to seeing how that scheme would be implemented and urged its 
serious consideration by all Member States. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) endorsed the 
analysis and conclusions in the proposed programme budget and welcomed the sense of 
continuity that it displayed. The task of allocating resources among the many competing 
programmes was an onerous one at the best of times； that it had, on the whole, been 
equitably achieved within a framework of "zero real growth" was a positive indication of 
prudent housekeeping. There was also further encouragement to be derived from the 
Director-General‘s commitment to "zero real growth" for the foreseeable future and his 
undertaking to ensure that unexpected inflationary and statutory cost increases were 
absorbed. The Director-General had defined the priority issues on which he intended to 
focus during the coming years. The Executive Board had endorsed those priority areas, 
which she also supported. 

The most critical challenge facing the Organization was the effort still required in 
many countries to strengthen the health infrastructure on the basis of primary health 
care and the development of district health systems. The decision to allocate nearly a 
third of the regular budget to infrastructure development was therefore to be welcomed. 
Efforts should be focused on the least developed countries. Donor agencies should be 
encouraged to complement the Organization's efforts and the contributions it made from 
the relatively limited resources available under the regular budget. 

The Director-General's concern for a sharper focus on environmental health and 
environmental protection issues was shared by her delegation. They were indeed of 
increasing universal concern and it was right that the Organization should restructure 
and revitalize its entire approach to environmental health and address itself to the 
health and development policies that would serve current as well as future needs. She 
welcomed the emphasis on health education and health-promoting activities, which were 
crucial to the success of a number of programmes, and the continuing efforts to contain 
the AIDS pandemic. The priority to be given to maternal and child health including 
family planning was equally important； the global monitoring report had highlighted the 
considerable problems faced by women and children in many parts of the world. Finally, 
she welcomed the Director-General‘s readjustments of the management structure at the 
global level aimed at improving the efficiency of the Organization's operations at all 
levels and would be following the results of those changes with interest. 

Professor BORGOÑO (Chile) said he agreed with the general lines of the proposed 
programme budget. However, even before final confirmation by donors of their 
contributions, extrabudgetary funds were for the first time greater than the funds 
provided by the regular budget. Although the extra funding was welcome, there could be 
drawbacks； such funds were usually tied to specific programmes and sometimes to specific 
countries. Moreover, donations did not necessarily take the Organization's priorities 
into account. It would be appropriate at some time for the Executive Board, for example, 
to undertake an analysis of such funds and the relationship between them and the regular 
budget in order to establish a balance. 

He agreed with the current WHO policy of "zero budget growth"； why then had there 
in fact been a net real - although slight - reduction, as set out in paragraph 48 of the 
Introduction to the proposed programme budget? Furthermore, how had the figure of 
US$ 31 million been arrived at as the amount of casual income to be set aside to offset 
difficulties caused by fluctuating exchange rates? 

Lastly, he stressed the importance of evaluating technical cooperation in countries 
as a means of providing useful "feedback". Such a procedure had proved its worth in the 
Americas for arriving at more accurate budget estimates and improving technical 
cooperation programmes. 

Dr RODRIGUES CABRAL (Mozambique) expressed general agreement with the proposed 
programme budget for 1990-1991, including the balance of allocations between levels of 
the Organization, programmes and regions. At the same time, however, he brought the 
attention of the Committee back to the five challenges contained in the conclusions to 
document A42/4 and in particular the aspects relating to the sharper focus on priorities 
and the sound management of resources. 

On the first point, it had been seen when monitoring the strategy for health for all 
by the year 2000 that there were a number of reasons for giving thought to achieving 



sharper focus on priorities - the deterioration in health status, limited resources and 
concern about the effectiveness of the strategy. There was a need to review the strategy 
itself, or more precisely, the series of critical projects which would bring both 
short-term and long-term results as part of the strategy. Looking back over subsequent 
budgets since the Declaration of Alma-Ata, it should be asked whether the Organization 
had been able progressively to redress its internal priorities. The answer would seem to 
be affirmative； decisions had been taken to redirect resources from administrative 
activities to technical cooperation and to reallocate resources among programmes, regions 
and levels. 

It should then be asked whether discussion should continue on what could be 
described as more routine and gradual redressing of priorities or whether it had become 
appropriate to adopt a more aggressive and exclusive list of priorities. WHO'S attitude 
should be viewed in the light of the positions taken up by other United Nations bodies 
also involved in the health field, such as UNICEF, and which in recent years had 
developed a technological capacity which was enabling them to obtain additional resources 
for health programmes. In that context and bearing in mind the need to ensure that the 
strategy was effective, consideration should be given to whether WHO should play a 
stronger technical role and engage in greater technical cooperation with Member States. 

The subject of sound management raised the question of which resources were involved 
and whether only the regular budget was affected, in view of the fact that reallocation 
within that budget could only produce limited results. As many speakers had said at the 
previous meeting, extrabudgetary resources in large quantities were needed in order to 
change the pattern of health, in particular in the Third World and the least developed 
countries. Again, other United Nations bodies, such as UNICEF, were raising additional 
resources and, indeed, WHO had itself been able to do so for the Global Programme on 
AIDS. 

In that respect consideration should be given to the diversity of problems in the 
different regions and to the establishment of packages of critical projects which would 
give short-term results as well as contribute towards institution-strengthening and 
technological development in the developing countries. A package of such projects for 
the African Region, for example, might include projects to reduce infant mortality, 
promote safe motherhood, control certain endemic diseases and ensure workers' health, for 
which extrabudgetary resources might be sought and which would constitute projects 
additional to the routine work of WHO. Indeed, the Director-General's proposals, seen in 
the light of the draft resolutions recommended for adoption in resolutions EB83.R20 and 
EB83.R21 on strengthening support to countries might be considered to be taking such a 
direction, at least in respect of the problems of developing countries. In essence, it 
was a matter of going beyond routine activity and adding a more aggressive component in 
order to respond to the acute and emerging problems which populations were having to 
face, not for the year 2000 but at the current time. 

In conclusion, he endorsed the comments of the previous speaker concerning the need 
to look more closely at the proportion and use of extrabudgetary resources. 

Dr BRAMER (German Democratic Republic) welcomed and supported the declared aims of 
the proposed programme budget to further the global strategy and the Declaration of 
Alma-Ata, and he expressed approval for changes that contributed to increasing 
efficiency. The limited resources that necessitated a policy of "zero growth", as well 
as the alarming economic situation in the least developed countries, compelled WHO to 
rationalize its work. He was pleased that concerns of governments and social groups were 
increasingly reflected in proposed programme budget and other documents : demands for a 
national and international political and strategic approach to the interdependency of 
development, environment and health were reflected in the resolution recommended in 
resolution EB83.R15 on sustainable development; coordinated use of national, WHO and all 
other international resources in terms of the national development programmes on the 
basis of country priorities (resolution EB83.R22)； mobilization of all levels of the 
community for health protection; and strengthening support to countries on the basis of 
health priorities (resolutions EB83.R20 and EB83.R21). 

An integrated approach at country level could be one way to make better allowance 
for priorities and at the same time attain greater effectiveness and flexibility. That 
would considerably increase WHO'S internal and external coordinating function. His 
delegation approved the centralization of the management and planning of such processes, 



although in programme implementation the growing competence of the regions and, in 
particular, of the country representatives was acknowledged. It was necessary to 
rationalize WHO's work, but care should be taken to avoid concentrating solely on the 
cost-benefit aspects of integrated health policies. Equal attention should be given to 
parameters which reflected developments such as the continuing trend towards the relative 
independence of the special programmes. He fully shared the Programme Committee's view 
that the dynamic thrust and abundant resources of some programmes should assist in 
strengthening the balanced development of integrated national health programmes and 
services and the delivery of integrated care. He fully endorsed the suggestion for a 
study of the interaction between the special programmes and regional programmes. A 
closely related demand was that budgetary and extrabudgetary resources should be spent in 
a "target-oriented" way on primary needs of countries. How did the Director-General 
intend to adjust the methods of applying extrabudgetary resources to regular budget 
resources in order to prevent "sponsor impact" which might lead to developments 
detrimental to the Organization? 

He endorsed the increased financial and manpower allocations recommended by the 
Programme Committee for the programmes on emergency preparedness, organization of health 
systems based on primary health care, "tobacco or health" (provided it was integrated 
with other and especially noncommunicable disease programmes), environmental health, 
traditional medicine, malaria and tuberculosis. 

He was in favour of adoption of the proposed programme budget, on which his 
delegation had no significant reservations. 

Mrs BOROTHO (Lesotho) joined previous speakers in commending the Director-General on 
the proposed programme budget which demonstrated sensitivity to the needs of Member 
States and provided the necessary impetus, through the budgetary allocations, to address 
those needs. She endorsed the statement contained in paragraph 13 of the Introduction 
that the development of human resources for health was one of the main priorities for the 
coming biennium. Indeed, the ability of Member States and WHO to make progress on the 
five main areas listed in paragraph 3 of the Introduction would be greatly influenced by 
how well that issue was addressed. She welcomed WHO's view that the approach to the 
issue should be flexible because country situations differed. 

It was to be hoped that, as progress had been made in the involvement of communities 
in primary health care and a multisectoral approach was now generally accepted, due 
regard would be given to developing managerial, planning and other relevant skills, 
particularly for primary health care. The emphasis given to the balance, quality, range 
of categories and use of health personnel was most welcome. Her own country's experience 
in the implementation of various primary health care programmes had indicated that the 
staff complement at various levels would need to be adjusted in terms of number and 
category. For example, whereas for many years health assistants had been deployed at 
district level only, it was becoming increasingly evident that they would have to be 
deployed at more peripheral levels in order that primary health care programmes could be 
implemented successfully. 

Dr QUIJANO NAREZO (representative of the Executive Board), in reply to the delegate 
of the Union of Soviet Socialist Republics, said that the proposed programme budget 
contained no specific section referring to the use of additional funds from the 
Director-General‘s Development Programme. However, at the eighty-third session of the 
Executive Board, no particular programme for the use of such funds had been identified. 

As the delegate of the United States of America had pointed out, the programme 
budget was discussed at several levels. The procedure began in the regional committees 
and progressed, via the Programme Committee and the Executive Board, to a conclusion at 
the Health Assembly itself. There should, therefore, be no difficulty for the 
Director-General to take account of the discussions in preparing his final proposals. 

The fact that extrabudgetary funds now exceeded those of the regular budget had, as 
pointed out by the delegates of Chile and Mozambique, both advantages and disadvantages, 
especially since extrabudgetary funds were usually earmarked for a specific purpose - for 
a particular region, country, or programme. 

Mr FURTH (Assistant Director-General), in reply to the delegate of Chile, said that 
the decrease in real terms of 0.37%, or about US$ 2.2 million, in the overall proposed 
programme budget for 1990-1991 compared with that for 1988-1989 was not a planned 



decrease but one which had resulted from the need to offset inflationary cost increases 
in some regions that had exceeded pre-established ceilings. Under the guidelines 
established by the Programme Committee of the Executive Board in 1987, the 
Director-General had given each region a planning allocation which had provided for no 
increase or decrease in real terms, i.e., which was at the same level as for the 
preceding biennium. However, the guidelines provided that selective additions of 
reasonably estimated inflationary and statutory cost increases might be made to those 
basic allocations to a maximum of 10% for country activities and 8% for regional and 
intercountry activities. However, the guidelines also provided that, if the total 
estimated cost increases were in excess of those maximum levels, the Regional Directors 
would either have to absorb the excess or offset it by real decreases in regional and 
intercountry activities. For the proposed programme budget under consideration, in two 
regions, Africa and the Eastern Mediterranean, the cost increases budgeted by the 
Regional Directors had been above the pre-established ceilings, so that in order for 
those regions to remain within the planned allocations, the Regional Directors concerned 
had to budget for decreases in real terms in regional and intercountry activities. Those 
decreases resulted in a small decrease in real terms in the overall budget, reflecting 
the decentralized nature of the budgeting process. The proposed programme budget was, in 
fact, a consolidation of seven different budgets, those of the six regions, plus the 
global and interregional budget, which had been developed at seven different focal 
points. 

The delegate of Chile had also asked why the exchange rate facility had been 
maintained at the level of US$ 31 million, as in the current biennium. It was true that 
in the previous biennium (1986-1987) the Director-General had found it necessary to ask 
the Health Assembly for an increase in the facility from US$ 31 million to 
US$ 41 million. However, that was the only time such a request had been necessary, and 
was the result of an exceptional significant and sudden decrease in the exchange value of 
the United States dollar. It appeared that, for the current biennium, the level of 
US$ 31 million for the facility would be sufficient, and there was no reason to consider 
at present that it would not also be sufficient for the biennium 1990-1991. In most 
financial periods since the establishment of the exchange rate facility, initially for 
the Swiss franc only and subsequently also for all the major currencies used by the 
regional offices, the Director-General had not had to draw on the facility; in fact it 
had been possible in some financial periods to transfer funds from the regular budget to 
casual income as a result of exchange rate savings made. However, it was always 
difficult to predict the future evolution of exchange rates and the situation would, of 
course, be kept under review. 

Dr JARDEL (Assistant Director-General) said that the Secretariat was pleased to note 
that most speakers recognized an improvement in the dialogue taking place during 
preparation of the proposed programme budget. 

A number of delegates had emphasized the importance of primary health care, which 
was the basis of health for all. It should be recognized that primary health care was 
not just a programme but an approach being applied in all WHO's programmes. The 
Director-General had established certain procedures at headquarters in order to 
coordinate all programme activities, with a view to reinforcing the infrastructure for 
primary health care at the country level, particularly for the least privileged 
countries. 

Most speakers had endorsed the five areas of priority for WHO's work outlined in 
paragraph 3 of the Introduction to the proposed programme budget (document PB/90-91). 
The proposed programme budget had in fact been formulated within that framework. 

Speakers had also emphasized the importance of the training of health workers and 
questions related to the environment. WHO had started to reformulate its policies and 
strategies concerning the environment, and delegates would have the opportunity to review 
proposals in more detail at a later meeting. 

Several speakers had referred to the question of establishing priorities. While it 
was difficult enough to set priorities at the country level, it was even more difficult 
for an international organization. The issue could be examined from a number of 
different viewpoints. As far as priorities for technical cooperation at the country 
level were concerned, proposals were formulated in collaboration with countries, in other 
words, priorities were set by countries with the help of WHO. Regional priorities were 
largely a concern of the regional committees. Priorities at the global level were 



discussed by the Executive Board and its Programme Committee. The Health Assembly in its 
discussion of the programme budget also examined the global priorities, both current and 
future. 

With reference to the question raised by the delegate of the United States of 
America concerning the mechanisms for selecting priorities, he said that, in pursuance of 
resolution EB83.R22, the Secretariat was currently examining all the criteria used at the 
various levels of the Organization for defining priorities. A report would be presented 
to the Programme Committee in July 1989 and the Executive Board would have the 
opportunity to re-examine the issue in January 1990. It would not be possible to define 
once and for all methodologies for the setting of priorities - the issue would require 
constant review within the framework of monitoring strategies for health for all. 

In reply to the delegate of Mozambique, he said WHO's work should follow a 
continuing process, readjusting its objectives, priorities and allocation of resources, 
with important new initiatives to attract new funds. It was perhaps too frequently 
emphasized that selection of priorities should be closely linked to the allocation of 
financial resources, since some activities required more funds, others less, at a 
comparable level of priority. There was also a question of priorities in relation to 
extrabudgetary funds； it was easier to raise such funds for important initiatives with 
precise objectives, for example for AIDS control or the safety of chemicals, more 
difficult for WHO programmes of a more continuous nature, in particular those related to 
infrastructure. In any case it was essential, as the Director-General had emphasized, 
that the use of extrabudgetary resources should be in accordance with the overall 
management policies of the Organization, in order to avoid any distortion in the 
priorities set. 

He assured delegates that work on the definition of priorities was continuing and 
that there would be further opportunities for consideration of that important area. 

The meeting rose at 17hl0. 



THIRD MEETING 

Wednesday. 10 May 1989. at 9h35 

Chairman: Dr J.-P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91; EB83/1989/REC/1, 
Part I, resolutions EB83.R2, EB83.R10, EB83.R13, EB83.R14 and Annex 8, resolutions 
EB83.R15, EB83.R20 and EB83.R21 and Annex 9; Part II, Chapter II; and documents A42/5, 
A42/6, A42/7, A42/8, A42/9, A42/10, and A42/INF.D0C./1) 

Dr NTABA (representative of the Executive Board) recalled that the proposed 
programme budget for 1990-1991 was the first for which the Programme Committee of the 
Executive Board had made recommendations to the Director-General on the global and 
interregional components, in line with resolution EB79.R9 on cooperation in programme 
budgeting. Furthermore, for each programme, the proposed programme budget separately 
described activities for each of the six regions and for the global and interregional 
level. As had been pointed out by the Director-General, that presentation clearly 
reflected consistency throughout WHO in interpreting policy and made WHO's aims more 
apparent. 

The report of the Executive Board on the proposed programme budget for the financial 
period 1990-1991 was contained in document EB83/1989/REC/1, Part II. In reviewing the 
various programmes, delegations were invited to refer to the Executive Board's report, 
which had been drawn up to facilitate the discussion of direction, coordination and 
management (major programmes 1 and 2)； health system infrastructure (major 
programmes 3-6); health science and technology - health promotion and care (major 
programmes 7-12)； health science and technology - disease prevention and control (major 
programme 13)； and programme support (major programmes 14 and 15). 

Governing bodies (major programme 1) (Document PB/90-91, pages 57-63) 

There were no comments. 

WHOf s general programme development and management (major programme 2) (Documents 
PB/90-91, pages 64-93; and EB83/1989/REC/1, Part II, Chapter II, paragraph 19) 

Dr NTABA (representative of the Executive Board) said that the Board was pleased to 
note the establishment of two additional posts at the global level to strengthen 
emergency preparedness and response under programme 2.4 (external coordination for health 
and social development). The Board had stressed the importance of strengthening 
emergency preparedness at the regional level. 

Health system development (major programme 3) (Documents PB/90-91, pages 94-116； 
EB83/1989/REC/1, Part II, Chapter II, paragraphs 23 and 24; and A42/5) 

Dr QUIJANO NAREZO (representative of the Executive Board) stressed the essential 
role of a strong health infrastructure in implementing primary health care and WHO's role 
in stimulating and supporting the strengthening of national health infrastructures. 
Additional efforts must be made to stimulate the interest of the donor community in 
supporting such activities. 

Whereas at the regional level the Board had noted the growing importance of 
activities under programme 2.5 (Health-for-all strategy coordination), at the global 
level the monitoring and evaluation of the health-for-all strategy could be closely 



linked with programme 3.1 (Health situation and trend assessment), and health-for-all 
leadership could be linked with programme 5 (Development of human resources for health), 
in the interests of a more rational use of WHO's human and financial resources. 

At the national level, epidemiological information was an essential tool for 
identifying priorities and developing and modifying policies and programmes. The Board 
therefore fully endorsed the training and technical support activities proposed under 
programme 3.1 (Health situation and trend assessment), and, in view of the critical role 
that WHO itself could play, had recommended the formulation of a plan of action based on 
the recommendations of the meeting held at WHO headquarters at the end of 1988 on the 
role of epidemiology in attaining health for all (document A42/5) and the establishment 
of a multidisciplinary group to monitor progress. 

Finally, the Board recognized the contribution of primary health care research and 
development in strengthening health systems. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the Health Assembly 
should examine the role of epidemiology in attaining health for all and adopt the report 
on that question (document A42/5). The issues covered in the report, including the 
application of epidemiological methods, training and the development of scientific 
research on epidemiology, deserved wide support. Emphasis must be placed on the great 
opportunities offered by an epidemiological approach to the identification of 
intersectoral problems affecting public health. Health workers must become familiar with 
experience in the application of epidemiological methods through appropriate 
publications, with the assistance of the International Epidemiological Association. Such 
experience was available to WHO, especially through its Regional Office for Europe. 

The recommendations of the meeting of experts held at Geneva in October-November 
1988, as mentioned in the report, would help to reveal greater opportunities for the 
application of epidemiological methods, show how they could be applied by WHO, Member 
States and other interested bodies, and also indicate areas where there was a convergence 
of views on issues such as training and the allocation of resources. His delegation 
therefore supported those recommendacions for adoption at the various levels of the 
Organization, subject to special attention being given to the measures listed in the 
document and to their coordination with the regional offices and the programmes of the 
Organization. However, it was unfortunate that the summary of the report failed to 
convey a comprehensive idea of the work done by WHO and its Member States on the 
application of epidemiological studies, although it would have been useful to have a 
summary of the experience gained through such work. 

Dr VAN ETTEN (Netherlands) said that his delegation wished to express its support 
for programme 3.1 (Health situation and trend assessment). Assessment was a vital part 
of the health-for-all monitoring and evaluation process. 

He also wished to express appreciation of the report on the role of epidemiology in 
attaining health for all (document A42/5): epidemiology played a vital part in assessing 
and monitoring progress towards that goal. He supported the five recommendations of the 
meeting of experts listed in section III of the report, but suggested that, in 
paragraph 11, a statement should be included to the effect that promotion of epidemiology 
should take place within the framework of an overall policy for health research in 
support of the implementation of health-for-all strategies. With regard to paragraph 12, 
he pointed out that measurements of health status and assessments of levels and trends 
were necessary, not only in respect of past experience, but also of possible future 
developments； in order to formulate realistic health-for-all policies, it was essential 
to be able to anticipate future trends in health status. 

With regard to programme 3.3 (Health systems research and development), he was glad 
to see that the proposed programme budget reflected the Board's recognition of the 
essential role played by health systems research and development in strengthening health 
systems, notably primary health care. A joint WHO/Netherlands project for strengthening 
health systems research both at national and district level was being carried out in a 
number of countries in the African Region, and had so far proved successful. What were 
the views of the Secretariat or of the Executive Board on the desirability of 
consolidating that project, and possibly transferring it to other regions? 



Dr BART (United States of America) endorsed the objective of programme 3.3 (Health 
systems research and development) as defined in paragraph 1 of the programme statement, 
to support countries in the progressive development and strengthening of health systems 
based on primary health care. 

WHO, through the Declaration of Alma-Ata, had been the catalyst of a quiet 
revolution in the cause of greater social justice and equity. The objective of making 
preventive, curative and promotive health services available to all was the most laudable 
goal that had been set by the Organization throughout its long history. Efforts to 
attain that goal should be given more than mere rhetorical support. The situation, 
particularly in the least developed countries, called for more aggressive action, and 
above all for more resources. 

There had been much discussion of the economic plight of the developing countries, 
and in particular of the problems of the least developed among them. He would like to 
suggest that, in countries which had only limited resources available for the social 
services, ministries of health, planning and finance should make a systematic 
reassessment of the allocation of such resources, to ensure that they were used 
effectively and appropriately. 

In many countries, efforts were now being made to determine the most cost-effective 
approach to improving health status. In some countries, allocations for curative 
activities were being decreased while those for preventive ones were being increased: in 
the United States, for example, construction of hospitals had been delayed in order to 
ensure that immunization and diarrhoeal disease control programmes could be fully 
supported. 

In that connection, his delegation wished to propose an amendment to the draft 
resolution contained in resolution EB83.R20 (Strengthening support to countries in 
rationalizing the financing of health care services), namely that operative 
paragraph 2(1) be reworded to read as follows : 

••• to assist Member countries, in view of the problems posed by the international 
burden of debt and other economic pressures of developing countries, to develop the 
capacity to undertake economic analyses that can support improved resource 
allocation for the health sector； where appropriate, organizations with competence 
in economic research should be encouraged to cooperate； 
He recalled that at the eighty-third session of the Executive Board it had been 

suggested (document EB83/1989/REC/2, pp. 105-106) that a global advisory body be set up 
to assist the Secretariat in developing plans and strategies for primary health care 
programmes； that suggestion had been accepted by the Director-General. What progress 
had been made towards setting up that advisory body? 

In conclusion, he associated himself with the support expressed by the delegate of 
the Union of Soviet Socialist Republics for the role of epidemiology in the development 
of primary health care. Programme-based information systems required the type and 
quality of information that would enable managers to reassess and reorganize their 
conception and planning at even the most peripheral levels. He also supported the 
recommendations made by the meeting of experts on the role of epidemiology. 

Professor B0RG0Ñ0 (Chile) said that programme 3.1 (Health situation and trend 
assessment) was extremely important； it would assist Member States in monitoring the 
progress made towards achieving the health-for-all target, especially now that the Eighth 
General Programme of Work was about to get under way. The programme had had an advisory 
body. What were the Secretariat's intentions in that regard for the future? 

He endorsed the recommendations contained in document A42/5 concerning the role of 
epidemiology in attaining health for all, but it was somewhat paradoxical to assert that 
epidemiology had an important role to play in diagnostic efforts and the measurement of 
health problems while WHO's activities in that field were financed from extrabudgetary 
sources alone. One sign of true commitment would be to allocate funds from the regular 
budget to such activities. It was important, also, to carry out all the activities with 
due regard for the situation in countries, and especially in developing ones. 

He was disappointed to see a reduction in the funds from the regular budget and the 
extrabudgetary resources allocated to programme 3.3 at the very time when the importance 
of health systems research was being emphasized. What was being done to obtain 
extrabudgetary funds so that the programme could be implemented and expanded? At its 
inception, it had been heavily supported by the Director-General's Development Programme, 
and it might be appropriate for such support to be provided once again. 



Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) welcomed the report 
on the role of epidemiology in attaining health for all (document A42/5) and in 
particular the recommendations of the group of experts. Those recommendations were all 
valid, covering every aspect of a global programme for strengthening epidemiology. A 
short-list of crucial initiatives for WHO to support was now needed, starting with action 
that WHO itself should take to strengthen its own epidemiological base. Priority 
activities for WHO were listed in section IV of the document. 

Epidemiology was an indispensable component of the health-for-all policy framework. 
In formulating a plan of action, the experience gained in epidemiological initiatives 
taken in some of WHO's special programmes, including the Special Programme for Research 
and Training in Tropical Diseases and the Special Programme of Research, Development and 
Research Training in Human Reproduction, should be taken into account. Studies should be 
encouraged in areas which until recently had attracted insufficient attention from 
epidemiologists, such as perinatal and neonatal health; understanding the complex 
factors involved and improving the ability to influence them had to be a major priority 
for epidemiologists over the forthcoming decade. 

The health of adults in developing countries had similarly attracted relatively 
little attention. Deaths in pregnancy or childbirth were numerous, poorly understood and 
largely preventable. Detailed information on the epidemiology of unintentional or 
Intentional injuries, which were responsible for over half the deaths among adolescents 
and young adults, was lacking in almost all developing countries, as was information on 
occupational injuries. Proper attention should be paid to causes of ill-health that were 
statistically important, not only to those that were fashionable. 

Advances in molecular biology and immunology held exciting possibilities for new 
initiatives in epidemiology that should be exploited. 

The plan of action should address relations between epidemiologists in developed and 
those in developing countries. The model of technical cooperation developed in other 
areas should be followed. Mechanisms for collaborative epidemiological research and 
innovative partnerships should be established, such as twinning arrangements between 
institutions and the exchange and secondment of mid-career and senior epidemiologists. 

Dr VONIATIS (Cyprus) attached particular importance to WHO programmes for national 
health systems research development. In order to use resources efficiently, Cyprus had 
introduced such activities in the current biennium: the first national workshop had 
taken place in 1989 and the results were encouraging; projects were under way and a 
research project on health unit costs was planned for autumn 1989. Such activities would 
strengthen national management capability and health development. The programme should 
be further strengthened. 

Mr S. S. KHAN (Pakistan), referring to document A42/5, said that if epidemiology was 
to be used to strengthen the management of health services in Pakistan, particularly in 
identifying high-risk groups and in monitoring the effectiveness of health services in 
dealing with them, considerable strengthening of the health services themselves would be 
required. Moreover, applying epidemiological concepts to health for all would require 
greater expertise in epidemiology throughout the health services than currently existed; 
hence the need for training. 

The new national health policy in Pakistan called for universal primary health care 
coverage, necessitating an approach incorporating epidemiology. In Pakistan, as in a 
number of developing countries, there was a need to formulate national plans for training 
in epidemiology, and its application. WHO could provide assistance in formulating such 
national plans and in providing faculty and fellowships in the development phase. WHO 
could also provide guidance in further applications when self-sufficiency in training and 
service had more nearly been attained. 

Professor LEOWSKI (Poland) said the importance of programme 3.2 for management could 
not be over-emphasized. The five critical challenges discussed in the context of 
implementation of the health-for-all strategy were almost all related to managerial 
concerns. It was unfortunate that during the Executive Board's discussion of that 
programme area, no mention had been made of programme 3.2, which deserved full 
consideration: it was a lack of managerial skills at all levels of health care delivery 



that was responsible for the slow progress in many countries. By strengthening those 
capacities, progress could be accelerated. 

For many years high-level Polish research institutes and medical schools had had 
departments of epidemiology and public health. Not satisfied with the outcome of their 
work, however, the Government had decided in 1989 to create a new national centre to 
assist the Minister of Health in the development of managerial processes and their 
implementation through health systems research on specific issues in health care 
delivery, including health economics. Poland was undergoing substantial changes that 
were reflected in the health sector. The establishment of the centre he had just 
mentioned would, it was hoped, assist in the development of a sound managerial process 
for Poland's health care system. 

Poland welcomed the report in document A42/5 on the role of epidemiology but 
considered it only a first step, requiring follow-up. 

Dr MAGANU (Botswana), referring to programme 3.3, said the concept of health systems 
research was new to many countries. Even in the short period since its introduction, 
however, they had realized how crucial it was to primary health care. Botswana supported 
the programme, and had cooperated with WHO and other agencies in research projects. In 
1988 it had hosted the second meeting of the Health Systems Research Advisory Group and 
heard at first hand from international experts about the great potential of health 
systems research for directing the implementation of health-for-all strategies. He 
supported the programme and urged WHO to continue to assist countries in strengthening 
their capacity for research on health care delivery systems. Such support would be 
especially needed in manpower development - training of research workers and managers. 
Funds should be mobilized to support research activities at the national level, as 
workers were often frustrated by lack of financial support. Botswana supported the 
proposed programme activities for 1990-1991. 

He endorsed the remarks of other speakers on the role of epidemiology in attaining 
health for all. 

Professor BERTAN (Turkey) said that in many developing countries management was a 
key element for the success of primary health care. Unfortunately, developing countries 
confronted numerous obstacles to development of managerial processes. Management had to 
be based on reliable statistics, which meant valid epidemiological information. Yet 
manpower was scarce in the developing countries : its strengthening was crucial. One 
effect of the lack of expertise was that the methodology of collection and evaluation 
differed from country to country, so that the basis for comparison of infant mortality 
rates, for example, became questionable. 

Epidemiology should be strengthened especially through WHO fellowships. She hoped 
that WHO would play a more active role in the development of manpower in the 
epidemiological field and that the action programme would be pursued. 

Professor NEUMANN (German Democratic Republic), referring to programme 3.4, said 
that in his country health legislation had always been drafted in such a way that it 
contributed effectively to the implementation of health policy objectives. That was 
particularly true of measures to secure high standards of medical and social care for 
citizens, and legal criteria governing the introduction of medical and scientific 
innovations into medical practice. 

The German Democratic Republic had always been guided by the principle that health 
policy and human rights formed an inseparable whole. The citizen's right to free medical 
care and general access to health facilities was fully guaranteed by continuously 
improving the network of primary health care facilities and of specialized care. 
Legislation was designed for the purpose. A hospital order dating back to 1979 contained 
the fundamental legal principles of hospital organization, and an organ transplant 
regulation of 1975 emphasized the humanitarian concept of disinterested help and 
expressly prohibited any commercialization of transplantation and organ donation. Health 
legislation also took into account WHO'S objectives geared, inter alia, to promoting 
healthy life-styles. 

The German Democratic Republic continued to support WHO'S efforts to disseminate 
information on health legislation, for example through the programme endorsed by the 



Advisory Committee on Health Legislation of the Regional Office for Europe which had met 
for the first time in his country, at Dresden, in 1981. 

Dr САВА-MARTIN (Spain), referring to document A42/5, said that the balancing of 
epidemiological analysis with economic analysis in assessing specific recommendations and 
achieving the rational allocation of resources should be enhanced. The document did not 
place sufficient emphasis on the use of epidemiological techniques for cost-effectiveness 
analysis of health-sector and intersectoral action and programmes. Similarly, the lack 
of firm epidemiological criteria to support budgetary arguments was not given sufficient 
attention. Finally, the document failed to refer to the need to introduce 
epidemiological content in curriculum development and the continued training of health 
professionals. 

Mr VOIGTLANDER (Federal Republic of Germany) noted that in recent years the 
transplantation of human organs had developed into an acknowledged method of curing 
life-threatening chronic diseases. Treatment possibilities, however, were limited by the 
fact that there were far too few organs available from deceased donors to meet the 
existing demand. That situation would constantly confront those responsible for public 
health with the impatience of those in need of treatment and of the physicians capable of 
helping them. The shortage would increasingly lead to attempts to create ways and means 
of helping wealthy patients, circumventing the unpleasant waiting periods, by using one 
of the paired organs from a living donor and by intermediate arrangements, where 
necessary in exchange for payment. 

Nevertheless, all those interested in organ transplantation should bear in mind that 
the removal and transplantation of organs must always be based on the approval of the 
general public if physicians were to fulfil their task in a humane way; that 
transplantations must be carried out under strict observance of the optimum preconditions 
for the longest possible functioning according to criteria that were medically clear and 
binding for all concerned; that no one should be given preferential treatment and that 
discrimination must be avoided; thac efforts to increase the supply of organs from 
deceased persons must be intensified and that the organs must be preserved with the 
utmost care； and that transplantation medicine must develop on the basis of the ethical 
consensus of all Member States of WHO. Consequently, organs should not become objects to 
be bought and sold. 

A growing number of profit-making agencies were emerging to deal in the 
transplantation of organs from living donors. Also, a number of physicians tested and 
transplanted organs whose donors had been promised remuneration or some other kind of 
consideration. The donation of a paired organ from a living person, however, always 
implied a risk to the donor's health. Should the remaining organ contract a disease, 
such a fate would be unbearable unless the donation had been made exclusively for 
altruistic reasons. There was no possibility of checking whether the donor of the organ 
had received remuneration or not. Therefore, the commercialization of organ donation 
could be prevented only by consistently restricting donations from living donors to 
relatives, if possible to first-degree relatives. His Government considered that 
restrictions of that kind, and particularly a restriction of organ transplantation to the 
transplantation of organs from deceased persons, was the best guarantee for the 
prevention of all commercial trafficking in human organs. 

His country set great store by the ethical conduct of the medical profession and its 
self-imposed commitment to impede all trafficking in human organs. It therefore welcomed 
the unequivocal resolution against trafficking in organs, adopted at the Assembly of the 
World Medical Association in 1985, as well as the unambiguous declarations made by the 
medical profession in some countries, including the Federal Republic of Germany. The 
draft resolution on preventing the purchase and sale of human organs, of which his 
delegation was a sponsor, called upon Member States to introduce legislation to prohibit 
trafficking in those cases where the risk of abuse could not be ruled out by other 
means - such as self-restriction, severe restrictions on donations from living persons, 
and explicit criteria for organ transfers from living, related donors. Profiteering 
would be stopped when the medical profession refused to collaborate even in cases where 
there was merely a suspicion that remuneration had been received and when the moral 
convictions of the general public consistently condemned the exploitation of human 



distress. His Government considered the commercialization of the supply of organs to be 
a danger not only for the individual but also for the community. It was therefore 
intolerable that attempts were being made to exploit people from third world countries as 
"organ banks" instead of helping them to improve their living conditions. Since it was 
desirable and necessary for Member States of WHO to oppose unanimously the 
commercialization of organ transplantation, his delegation urged the Committee to support 
the draft resolution. 

Dr FERNANDO (Sri Lanka) expressed his delegation's support for WHO's objectives in 
the field of health systems research. In the South-East Asia Region, which had made 
pioneering efforts in that regard, a system had been set up to encourage "seed" research 
protocols and to commission research in the field concerned. A very active South-East 
Asia Committee on Health Systems Research had been established. WHO was to be 
congratulated on its catalytic role in attracting the extrabudgetary funding essential 
for the success of the programme. In Sri Lanka arrangements for health systems research 
had been made both bilaterally and in cooperation with WHO. 

His Government shared the concern expressed by the delegate of the Federal Republic 
of Germany regarding organ transplants. Sri Lanka had a Tissue and Organ Transplant Act 
under which neither tissues nor organs could be bought or sold. Donations could be made 
only to very close relatives. 

The meeting rose at 10h45. 



FOURTH MEETING 

Friday. 12 May 1989. at 9h20 

Chairman: Dr J.-P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Health system development (major programme 3) (Documents PB/90-91, pages 94-116； 
EB83/1989/REC/1, Part II, Chapter II, paragraphs 23 and 24; and A42/5) (continued) 

The CHAIRMAN said that, in the list of sponsors in the English text of the draft 
resolution which had been circulated on preventing the purchase and sale of human organs, 
the second country name, "Australia" should be replaced by "Austria". 

Sir Donald ACHESON (United Kingdom of Great Britain and Northern Ireland) said that 
he wished to register his delegation's strong support for the draft resolution on 
preventing the purchase and sale of human organs. There was increasing concern in the 
United Kingdom about reports of commercial transactions in organs, and a number of 
particularly distressing cases had recently attracted public attention. The Government 
felt that it was important to prohibit practices that were unacceptable to society and 
destructive of the spirit of altruism now pervading live organ donation. It had taken 
action to enact legislation aimed at prohibiting commercial dealings in human organs for 
transplant under penalty of imprisonment, and at restricting organ transplants to people 
who were genetically related. The legislation would also make it an offence to publish 
advertisements inviting persons to supply organs for payment. 

Those measures demonstrated the concern with which his Government viewed the 
problem, and its firm resolve to prevent that obnoxious exploitation of human distress. 

Dr CHIMIMBA (Malawi), speaking on programme 3.3 (Health systems research and 
development), commended WHO, the Government of the Netherlands and the Royal Dutch 
Tropical Institute for having introduced that managerial tool for decision-making in the 
African Region. Their collaboration was creating a critical mass of individuals who 
could undertake health systems research and train others in the preparation of research 
proposals and the use of research results； it should be continued and strengthened. It 
was not easy to create such a critical mass of individuals in countries where a manpower 
shortage existed. He therefore appealed to WHO not only to continue its training 
activities and make funds available both for instruction in health systems research and 
for promoting the exchange of experience through technical cooperation among developing 
countries, but also to provide assistance in acquiring funding for research proposals. 

Regarding the budgetary implications of the programme, he noted with concern the 
reductions at the regional level and the transfer of funding to programme 12.1 (Clinical, 
laboratory and radiological technology for health systems based on primary health care). 
Could the Secretariat explain why those changes had been made? As more and more 
individuals participated in the programme, budgetary allocations for it would almost 
certainly have to be increased, unless WHO could use its expertise to mobilize additional 
resources. 

Dr VARET (France), speaking on programme 3.1 (Health situation and trend 
assessment), said that it was important to remember that the collection of 
epidemiological, sociological, demographic and economic data required an enormous 
effort. The data had to be compared and standardized, and the continuing education of 
those engaged in the work was necessary in order to keep them informed of current 



developments. The enormous human and financial effort involved had led her country to 
try to rationalize the process at the district, regional and national levels and thereby 
to produce a data base that could also be of use at the international level. France 
would submit a report to the September 1989 meeting of the Regional Committee for Europe 
on the French health situation in which WHO's global and European indicators would be 
integrated as far as possible. Such an approach would facilitate the regular updating of 
the assessment of the health situation, with simplified procedures and managerial 
economy, and would also make the information more widely available. 

She supported the budgetary proposals for the programme. 

Dr MOJI (Lesotho), commenting on programmes 3.1 and 3.3 (Health situation and trend 
assessment and Health systems research and development), said that the continuing 
reduction in financial resources in developing countries had serious implications for 
their capacity to do justice to those essential programmes. It was necessary to provide 
training and ensure long-term employment for epidemiologists and researchers, yet how 
could that be achieved under the conditions of structural adjustment which so adversely 
affected social programmes, including those in the field of health? 

The epidemiological unit in Lesotho was currently manned by a local epidemiologist, 
supported by expatriates on contract or under technical assistance arrangements. That 
hardly ensured continuity, and raised the problem of migration of health professionals. 

His delegation welcomed WHO's sponsorship and training activities in the field of 
epidemiology, and encouraged the Organization to continue those efforts； he endorsed the 
views expressed by the delegates of Pakistan and Botswana. 

Turning to programme 3.4 (Health legislation), he said that, because of changes in 
health situations and policies, legislation in support of primary health care was lagging 
behind. His delegation endorsed the statement in paragraph 3 of the programme 
statement. Lesotho was beginning to realize that serious gaps existed between its new 
policies and the existing legislation, and its capacity to modernize that legislation, 
which was already outdated, was very limited: it therefore needed assistance in that 
area. 

Mrs KADANDARA (Zimbabwe), speaking on programmes 3.2 and 3.4 (Managerial process for 
national health development, and Health legislation), said that she welcomed the news 
that a number of activities designed to improve managerial structures were planned for 
the African Region. It had been stated in many forums that the achievement of health for 
all by the year 2000 depended largely on the development and strengthening of managerial 
processes at all levels of the health care system. The heaviest load in the management 
of health services, especially in primary health care activities, was borne by the 
nursing profession in many Member States. WHO and Member States should therefore 
allocate funds for the development of nurse leaders and for training enough nurses to run 
health services at all levels, and especially the provincial and district levels. 
Learning materials should also be developed for the training of nurses in management. 

Nurse leaders in the African Region hoped for the forming of stronger links that 
would facilitate professional advancement and the attainment of advanced managerial 
skills. Nursing units, especially in subregional offices, should be expanded in order to 
help cope with problems in the various regions. The nursing profession had fallen behind 
both in continuing education and in the attainment of advanced managerial skills. WHO 
should consider making budgetary allocations for nursing scholarships in management 
training and for intercountry workshops to facilitate the exchange of ideas. Managerial 
support must be provided to a group of people who were doing a sterling job under very 
difficult conditions. The goal of health for all by the year 2000 would not be attained 
unless questions affecting nurses were addressed more energetically. 

Unless additional attention was paid to health legislation, numerous problems of 
law, medicine, and ethics would arise. Her delegation welcomed the International Council 
of Nurses' efforts to help nursing associations review existing laws and regulations on 
training and practice. WHO should provide additional support for the continued review of 
legislation in order to overcome many problems affecting the role of nurses in primary 
health care, which was increasing steadily. 

Dr VONIATIS (Cyprus) said that the draft resolution on preventing the purchase and 
sale of human organs touched on both ethical and humanitarian issues and was an important 



initiative. Organ transplantation was becoming an increasingly acceptable way of 
treating certain conditions and was also becoming available in an increasing number of 
countries. Since the initiation of a kidney transplant programme in Cyprus in 1986, 
legislation had been enacted to forbid the purchase or sale of human organs. That 
legislation would be further strengthened with the introduction of a code of practice on 
organ transplantation. His delegation fully supported the draft resolution and wished to 
become a sponsor. 

Dr JARDEL (Assistant Director-General) thanked delegates for their support for 
programme 3.1 in general and for the strengthening of epidemiology in particular. Their 
suggestions would assist the Secretariat in its efforts to implement the conclusions 
reached by the group of experts on epidemiology. A number of comments, including those 
of the delegates of the United States of America and Zambia, related to support for 
primary health care and would undoubtedly be taken up in the context of major 
programme 4. He would therefore confine his remarks to aspects of programme 3.1, with 
which he was directly involved. 

The United Kingdom delegate would be pleased to hear that WHO's capacity in 
epidemiology was being reinforced to facilitate the coordination of activities carried 
out under various technical programmes. For example, the Division of Epidemiological 
Surveillance and Health Situation and Trend Assessment was making data shared by several 
programmes widely available； the Epidemiological and Statistical Methodology unit backed 
up other divisions. The component of programme 2.5 (Health-for-all strategy 
coordination), involving the monitoring and evaluation of strategies, had been 
transferred to programme 3.1, and the division responsible would be restructured (see 
below). He had noted the concern expressed by the delegate of Chile about strengthening 
financial support for that programme. Certainly, it would be desirable to increase the 
regular budget resources allocated to it, but under present circumstances, a major 
initiative could not be envisaged unless it was able to attract extrabudgetary resources. 

The re inforcement by WHO of epidemiological capacity at country level was an 
endeavour which naturally comprised the training and research activities mentioned by a 
number of delegations. 

Dr HAPSARA (Division of Epidemiological Surveillance and Health Situation and Trend 
Assessment) thanked delegates for their support for the Division's programme and the 
guidance they had given regarding its future activities. As Dr Jarde1 had said, the 
functions of monitoring and evaluation of the Global Strategy for Health for All had been 
reassigned to programme 3.1 (Health situation and trend assessment). In line with that 
change, and in view of the need many countries might have for health information support 
in future, the Division's programme needed to be broadened and its implementation 
accelerated. The programme's objectives must now be: (1) to collaborate with countries 
in the progressive development and strengthening of the relevant information support to 
the management and implementation of their health systems based on primary health care; 
and (2) to support the executive management in the regular assessments of health 
situations and their trends, especially in the context of the monitoring and evaluation 
of the strategy for health for all. Clearly, in order to achieve those objectives, 
efforts must be intensified at country level and in WHO. A plan of action was already 
being developed that was in line with most of the comments made by delegations. The plan 
covered a number of activities. 

The first was monitoring and evaluation of the strategy for health for all and 
undertaking trend analyses and projections. The application of epidemiological, 
economic, managerial and related analysis in that context must be balanced. He believed 
that that information addressed the concerns expressed by the delegates of the 
Netherlands and Spain. 

The second activity was strengthening epidemiological and statistical services. It 
would involve improving methods and procedures, enhancing various forms of training and 
strengthening the networking of research and development institutions in the field. He 
completely agreed with the United States delegate that programme-based information 
systems should be stressed. In that context, various technical programmes were already 
implementing epidemiological aspects of programme activities, in line with the suggestion 
made by the United Kingdom delegate. 



The third activity was the development and strengthening of methods for health 
monitoring, evaluation and projection. That had thus far been rather limited, especially 
in developing countries. The United Kingdom delegate had underlined the importance of a 
plan for such action and of the relation between the development of epidemiological 
capacity in developed and developing countries. 

The fourth activity was the development of information methodology and standard 
tools and the provision of epidemiological and statistical support to WHO programmes. 
That activity was especially relevant to the task of improving data. 

Adequate resources would be needed to expand the health situation and trend 
assessment programme. Existing capacity in manpower (for training, fellowships and 
career development), financing, and research and development activities would have to be 
strengthened. He fully agreed with the delegates who had emphasized the importance of 
research and development in the programme. As the Soviet delegate had pointed out, WHO 
and its Member States had already done a number of studies on health projections and the 
application of epidemiological research. 

Dr NUYENS (Health Systems Research and Development) thanked delegates for their 
encouraging comments on the programme on health systems research and for their support 
for epidemiology, which, with the social sciences, was one of its basic components. The 
delegates of the Netherlands, Botswana, Lesotho and Malawi had referred to the joint 
project on health systems research for the southern African subregion. The project had 
recently been evaluated, and the evaluation commission had recommended that it should be 
consolidated and extended to other subregions in the African Region and to other WHO 
regions. Other countries had already been involved in its training, research and 
development activities. The experience and expertise gained were already being made 
available to other African countries and other regions and were reflected in a series of 
training modules being discussed by a technical working group in which all WHO regions 
were involved with a view to adaptation to their needs and priorities. In 1990, the 
southern African subregion would host an interregional training workshop to share such 
gains with other countries and regions. 

The delegate of Cyprus had emphasized the need to integrate health systems research 
more closely within the managerial processes for health development. That was in fact 
the general objective of the programme. Several strategies had been developed and would 
be further strengthened over the next few years. For instance, the programme was 
supporting the development, within ministries of health, of capacities, "focal points" 
and units dealing with health systems research that were directly responsive to the 
information needs of decision-makers. The programme was also supporting the linking of 
the capacities within ministries of health with the expertise available in various 
university departments, as well as the integration of health systems research in the 
daily practice of management at the district level. Several training workshops had 
already been held in which district managers had been involved in research and 
development activities. The programme would further support that approach. 

The delegates of Sri Lanka, Botswana, Lesotho and Malawi had referred to the need 
for health manpower development in the area concerned. In particular, the delegate of 
Botswana had stressed the need to strengthen efforts to develop capacities at the 
different levels. The programme on health systems research was moving into a further 
stage in which it would no longer be so concerned about training but would develop 
training programmes for different target groups, from top-level decision-makers to 
district-level health workers. University research workers needed additional training. 
Consequently, over the next five years the health systems research training programme 
would definitely be strengthened along those lines. 

The delegates of Chile and Malawi, in particular, had asked for clarification 
regarding the decrease in the regular and extrabudgetary resources for the programme. In 
that connection it should be borne in mind that the programme itself did not reflect the 
total effort made by WHO in health systems research, since it had been decided to 
integrate health systems research activities within the different technical programmes. 
Moreover, as a result of the Secretariat's efforts to raise additional funds, the 
extrabudgetary resources already available for 1991 were greater than those indicated in 
the programme budget document. 

When the Executive Board and the Health Assembly had decided in 1986 to allocate to 
the programme an additional amount of up to US$ 500 000, it had been expected that those 
extra resources from the regular budget would be used to raise additional resources 



within national budgets as well as from donor agencies. In the African Region, for 
instance, over the past year several countries had allocated, within their national 
budgets, substantial resources for health systems research. Such an important 
development was obviously not reflected in WHO's programme budget. In fact, any overall 
assessment of the resources allocated to health systems research must take account of the 
situation with regard to extrabudgetary funding and the crucial efforts made by 
individual countries. 

Mr FLUSS (Health Legislation) thanked the delegate of the German Democratic Republic 
for his encouraging observations concerning the health legislation programme at 
headquarters and at the Regional Office for Europe. The comments made by the delegates 
of Lesotho and Zimbabwe were most timely and pertinent, and an effort would be made to 
respond to their concerns. WHO had already worked closely with the International Council 
of Nurses on issues relating to nursing legislation and intended to pursue that 
cooperation. 

The draft resolution on preventing the purchase and sale of human organs introduced 
by the delegate of the Federal Republic of Germany was in line with WHO policy. Abuses 
that came to light from time to time in the health sector must not be ignored. 
Commercial transactions in human organs that exploited human misery were contrary to the 
spirit of the WHO Constitution and of the Global Strategy for Health for All. In 
addition to the international body to which the delegate of the Federal Republic of 
Germany had referred in his statement at the Committee's third meeting, other 
international bodies, including the Transplantation Society some 20 years previously, had 
condemned the practices dealt with in the draft resolution. WHO had been represented at 
the Ministerial Conference on organ transplants held in Paris in November 1987 under the 
auspices of the Council of Europe. That Conference had recommended that there should be 
no commercial transactions in human organs. The Final Text adopted by the Conference had 
indicated that a human organ must not be offered for profit by any organ exchange 
organization, organ banking centre or by any organization or individual, although that 
did not prevent the compensation of living donors for loss of earnings and any expenses 
caused by the removal or preceding examination. Neither organizations nor individuals 
should advertise outside their national territory, either for donation or 
transplantation. 

WHO had already compiled information on national legislation and policies relating 
to commercial transactions on human organs and tissues as part of its task of monitoring 
and reporting on national legislation relating to organ transplantation. It had been 
interested to hear of the developments in Cyprus and the United Kingdom of Great Britain 
and Northern Ireland. Furthermore, a systematic search had been conducted for relevant 
literature that reviewed and analysed the legal, ethical and policy aspects of the 
issue. He was confident that the Director-General would be in a position to provide a 
comprehensive report to the Forty-fifth World Health Assembly in the event of the draft 
resolution's being adopted. The Secretariat was, of course, willing to share the 
information that it already had on the subject with any interested Member State. 

(For continuation of discussion, see summary record of the fifth meeting, 
section 2.) 

Organization of health systems based on primary health care (major programme 4) 
(Documents PB/90-91, pages 117-123; and EB83/1989/REC/1, Part I, Annex 9 and Part II, 
Chapter II, paragraphs 20, 21 and 25) 

Dr QUIJANO NAREZO (representative of the Executive Board) said that the Executive 
Board considered it essential that the organization of health systems should be based on 
district health systems. The five strategies recommended by the Director-General were 
indicated in paragraphs 3.3 to 3.7 of Annex 9 to document EB83/1989/REC/1, Part I. The 
Committee also had before it two draft resolutions contained in resolutions EB83.R20 
(Strengthening support to countries in rationalizing the financing of health care 
services) and EB83.R21 (Strengthening technical and economic support to countries facing 
serious economic constraints). 

Dr N'JIE (Gambia) said that he supported the Director-General‘s proposals； Gambia 
attached great importance to health system inf ras truc ture and development, and considered 



that all programmes in that area were equally important for achieving the goal of health 
for all. Despite the frustrating fact that, 10 years after Alma-Ata, many countries had 
yet to achieve significant improvements in their health status, there was ample evidence 
that extensive efforts had been directed towards restructuring national health systems. 
Many countries were now engaged in redefining their health administrative arrangements -
strengthening them at the district level and ensuring decentralized management. It was 
therefore a source of some concern to his delegation that inadequate provision had been 
made in the proposed programme budget for some important activities, particularly those 
under major programme 4. 

In paragraph 20 of the report of the Executive Board on its review of the proposed 
programme budget for the financial period 1990-1991 (document EB83/1989/REC/1, Part II), 
the Board had commented that, in the face of the deteriorating socioeconomic situation as 
well as the relatively small increase in the budgetary allocation for major programme 4, 
additional efforts should be made by WHO to stimulate the interest of the donor community 
in activities aimed at strengthening and sustaining national health infrastructures. 
Moreover, there were a number of activities at country level that needed to be analysed, 
the findings being publicized, in order to prevent countries from continuously repeating 
the same mistakes. The practice of recent years, involving joint primary health care 
reviews at the regional level, which had permitted groups of countries to share their 
experience in the development of health systems, had proved most valuable. Could the 
Secretariat say whether the process had come to an end or would it be continued? 

Another area of growing importance in the current situation of economic stringency 
was that of health economics. Most ministries of health had very little expertise in 
that specialized field, yet more and more was being demanded of their limited 
capabilities. He therefore endorsed the Board's comment in paragraph 21 of the report he 
had just mentioned that there was a need to strengthen WHO's capabilities in health 
economics at all levels of the Organization. 

He noted that the Director-General had recently convened a meeting of the 
Consultative Group on the Organization of Health Systems based on Primary Health Care in 
New Delhi, and endorsed the Board's comment on the need to strengthen WHO's capability in 
that respect in most regions. He requested information on the Director-General‘s plans 
for strengthening the relevant programme areas, particularly under major programme 4 and 
in the field of health economics? 

Dr BART (United States of America) said that, if the highly laudable goal of making 
primary health care available to all was to be achieved, more than just rhetorical 
support was needed. The current situation, especially in the least developed countries, 
required more attention, more aggressive action and, above all, more resources. Much had 
been said regarding the economic plight of the developing countries, but it should be 
borne in mind that opportunities did exist. As resources for social services became more 
limited, a systematic reassessment of their allocation was required to ascertain whether 
the available resources had been allocated in the most effective and appropriate manner. 
In many countries efforts were being made to determine the most cost-effective way to 
improve the health status of the population. In some countries allocations were 
appropriately decreasing for some curative activities and increasing for preventive 
services. No areas were being considered sacrosanct. For example, in some countries 
hospital construction had been delayed in order to ensure that immunization and 
diarrhoeal disease control programmes were fully supported. Against that background, the 
recommendations to the Health Assembly contained in resolutions EB83.R20 and EB83.R21 had 
been put forward by the Executive Board. 

He endorsed the remarks by the delegate of Gambia concerning the need for developing 
countries to be able to assess the economic forces affecting health. He proposed that 
operative paragraph 2(1) of the text recommended in resolution EB83.R20 be strengthened 
to make that concern more evident, to call for the rational allocation of resources for 
the health sector, and to encourage WHO to collaborate to the maximum extent with other 
United Nations agencies which had long experience in economic analysis. 

He was surprised to note that despite the rhetorical support given to primary health 
care, the total budget allocations for it were to be reduced. At its eighty-third 
session the Executive Board had adopted a recommendation that was especially pertinent. 
While noting that WHO was guided by the Global Advisory Committee on Health Research 
which analysed research policy and helped the Organization's governing bodies to 
translate policies into strategies and programmes, the Executive Board had recommended -



and the Director-General had agreed to - the establishment of a comparable global 
advisory body for primary health care to assist the Director-General in developing plans 
and strategies. What progress had been made? 

Dr HAJAR (Yemen) said that in the past two years health care coverage had increased 
by 40% and community involvement in financing had reached 50% in Yemen. The 
contributions of WHO and UNICEF had had a very positive effect. Health systems were 
geared to pursuing the goal of health for all by the year 2000. In collaboration with 
the Regional Office for the Eastern Mediterranean, workshops had been organized for 
physicians, hospital managers and directors of health districts in the governorates. 
Efforts were being made to improve the administration of primary health care. There were 
plans to include primary health care in the curricula of medical teaching institutions. 
Political commitment and support were the cornerstone in those achievements. 

Dr SOHAIL (Pakistan) said that the situation analysis on the organization of health 
systems based on primary health care, to be found on page 117 of document PB/90-91, 
applied quite accurately to Pakistan; it identified two common areas of weakness - lack 
of managerial skills at the district level and absence of working examples of health 
systems genuinely based on primary health care - and went on to state that, to be 
self-sustaining, activities needed to be rooted in the local context, with community 
participation in decision-making. In Pakistan those shortcomings were being tackled in a 
number of ways. 

First, the new national health policy placed its strongest emphasis on 
community-based primary health care, stressing in particular local decision-making. 
Secondly, working examples were being developed of community-based primary health care 
for rural districts and their urban equivalents, where tests were being made: of systems 
that could achieve universal coverage with the key components of primary health care； of 
information systems that could track people and families at risk and determine whether 
the care they received was in accord with their needs； of simple methods for determining 
cost-effectiveness and affordability; and of community leadership in developing primary 
health care systems. Models, of course, did not make a system, but given Pakistan's 
extensive physical infrastructure for primary health care, a relatively rapid extension 
from demonstration to widespread coverage was foreseen. Thirdly, in recognition of the 
serious shortage of persons trained in health services management, a "health services 
academy" in which health services management was one of the subjects taught had recently 
been opened. Further, in collaboration with nongovernmental organizations, the early 
initiation of post-graduate training in health services management was envisaged. It was 
expected that in the medium terra one or more schools of public health would be 
established to meet that need among others. 

The general policy for primary health care set out in major programme 4 appeared 
sound, and the careful attention which WHO had given to the subject was appreciated; the 
focus on district health systems was particularly commendable. The establishment of an 
advisory mechanism to help the Director-General to strengthen primary health care had 
been mentioned. He asked for information. In view of the immense complexity of 
developing primary health care systems in such a way that they tackled the deep-seated 
problems of underdevelopment which many countries had to overcome, it would seem that the 
Director-General and his staff would benefit from such an advisory body. 

Dr GREGORICH-SCHEGA (Austria) welcomed the continuing commitment to primary health 
care confirmed both in the policy statements and in the programme budget. Despite 
tremendous efforts, countries continued to experience difficulties in achieving the goal 
of health for all. Weakness in health infrastructures had been identified as one of the 
main reasons. Her delegation appreciated WHO's efforts to collaborate with countries in 
developing viable and sustainable health systems. In particular, the emphasis on 
district health management was most appropriate. Efforts to develop infrastructures at 
the district level would need continuing support from the regular budget as well as from 
extrabudgetary sources. 

Dr VAN ETTEN (Netherlands) stressed his delegation's support for the very important 
programme under consideration. His delegation greatly appreciated the report by the 
Director-General on strengthening primary health care contained in Annex 9 to document 
EB83/1989/REC/1, Part I. In its statement on the second report on the monitoring and 



evaluation of the Global Strategy for Health for All, it had stressed the need to 
strengthen integrated primary health care and to improve coordination for that purpose, 
both within WHO and with other agencies and nongovernmental organizations. It therefore 
welcomed the intensification of WHO's support to Member States based on the strategies 
outlined in the Director-General‘s report, with exceptional support to the least 
developed countries. His delegation also supported the draft resolutions recommended for 
adoption by the Health Assembly in resolutions EB83.R20 and EB83.R21. 

Dr MAGANU (Botswana) said that his country had always been committed to the idea of 
achieving health for all through primary health care and had attempted to base its whole 
health system on the latter. WHO had always provided guidance, inspiration and 
assistance in that endeavour. Although district health infrastructures had existed for a 
long time in Botswana, the country had fully utilized WHO initiatives to develop district 
health systems as the backbone of primary health care. To that end, it greatly 
appreciated the three-phase health development scenario for Africa produced by the 
Regional Director. It also appreciated the work done by the Division of Strengthening of 
Health Services to raise extrabudgetary funds. Worthy of special mention was the 
WHO/DANIDA project on strengthening ministries of health for primary health care 
purposes, which had been used to train district-level officers in management. It had 
been supplemented by a "district health management improvement project" funded by USAID 
and executed by the MEDEX group from the University of Hawaii. 

For the biennium 1990-1991 nearly all Member States of the Africa Region were 
requesting cooperation in the programme under consideration. That was only natural, 
since the advantages of developing strong district health systems could not be 
overestimated. 

It was very important that WHO should continue to help countries to exchange 
information, in addition to being a clearing-house for information on such matters as 
intersectoral coordination and community involvement. While much had been said about 
those concepts, they had proved very difficult to put into practice in most countries. 
It was therefore important to ensure that information flowed freely from those that had 
achieved a measure of success to those that had not. 

His delegation supported the proposed budgetary allocation for the programme while 
urging WHO to continue to mobilize extrabudge tary resources to support those countries 
that were taking bold initiatives. His delegation also supported the draft resolutions 
contained in resolutions EB83.R20 and EB83.R21, both of which bore on the main issue of 
poverty and the effect of structural adjustments. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the programme was 
extremely important since the strengthening of primary health care was an essential 
element in achieving health for all by the year 2000. Unfortunately, progress had not 
been as great as would have been wished, as was clear from Appendix 1 to the 
Director-General's report in Annex 9 to document EB83/1989/REC/1, Part I. The problem 
had been discussed at the Riga meeting in March 1988. The Director-General‘s report 
included a section on the major obstacles to the implementation of primary health care. 
Financial and other resources were required to strengthen these services in developing 
countries where the lack of such resources was causing a deterioration in the general 
health situation. Primary health care had to be enhanced in order to solve major health 
problems at the district level. Management had to be improved, health professionals had 
to be trained, and technology had to be improved. Wider financial support had to be 
sought. Research was needed and its results should be implemented. 

As rightly pointed out in the Director-General‘s report, there were no generally 
applicable criteria or packages of programmes； the social, economic and cultural aspects 
of individual countries had to be taken into account. Technical cooperation should be 
balanced and, where the need arose, should include emergency assistance. One of the main 
problems was the lack of funds. Even when funds were available, they were not always 
used appropriately. He thus welcomed moves to rationalize the use of financial resources 
and to review the administration of funds to ensure that they were directed to the 
achievement of the goals set. He agreed with the Director-General that it was important 
to improve existing coordination mechanisms within WHO. It was essential to unite 
global, regional and national action and to build links between countries and potential 
partners. This should be done in a phased manner so as to satisfy needs as they arose. 
It would be interesting to hear from the Regional Directors how technical cooperation 



among developing countries had contributed to the solution of problems in the field of 
primary health care. Such cooperation had previously been requested in a number of 
resolutions adopted by the World Health Assembly and the Executive Board. 

Appendix 2 to Annex 9 of document EB83/1989/REC/1, Part I, showed that support was 
to be given to the least developed countries. The Programme Committee of the Executive 
Board should be asked to examine that support and to present recommendations, taking all 
administrative and financial aspects into account. Regarding WHO resources, the practice 
of recruiting experts on a long-term basis might well be revived. 

He supported the resolutions recommended to the Health Assembly in resolutions 
EB83.R20 and EB83.R21, as well as the suggestion put forward by the United States 
delegate concerning operative paragraph 2(1) of the former. 

Mr AHOOJA (India) said that the Director-General's report clearly showed the 
strengths and weaknesses of primary health care. India was totally committed to the 
primary health care approach and had already established a vast primary health care 
infrastructure. The overall availability of resources and their utilization in the 
health sector had to be considered. While it was true that resources available to the 
health sector could be more appropriately utilized by concentrating them on primary 
health care, it should be recognized that there was a lack of funds for the sector as a 
whole. Financial constraints should not stand in the way of achieving health for all 
through primary health care. Within the health sector, adequate financial resources had 
to be devoted to primary health care, in spite of the increasing financial demands of 
hospital-based referral, since the vast majority of the populations of developing 
countries lived in the rural areas and depended on primary health care. 

Although the primary health care infras truc ture had been established, the working of 
the system was largely dependent on the motivation and zeal of the health professionals 
who delivered services to the community. The system obviously had to match the 
requirements of the community, but the role of health professionals was an important 
element in the primary health care approach. Broad action had to be considered in that 
context, including the training of health professionals, providing various medical 
education systems, maintaining the interest of health professionals in working in 
particular environments, balancing rural-urban disparities and ensuring that adequate 
medical manpower was available in rural areas. Much would depend on motivation, in 
making a success of primary health care. The correct path was being followed and the 
results so far held out the hope that the goals would be fulfilled. He supported the two 
resolutions recommended by the Executive Board in resolutions EB83.R20 and EB83.R21. 

Professor BORGOÑO (Chile) supported the proposed programme and expressed 
appreciation of the report by the Director-General (Annex 9 of document EB83/1989/REC/1, 
Part I). Referring to paragraph 37 of the programme statement, he observed that 
decentralization was essential to the development of local or district health services, 
adding that it was no easy task, especially in developing countries, to create and expand 
such services on the basis of centralized administrative structures. The countries of 
the Region of the Americas had given the matter much consideration, believing it to be 
fundamental for the implementation of overall health strategies. In addition, programmes 
must be integrated at district level for a genuine improvement in health status to be 
achieved. Throughout the programmes, priority should be given to developing teamwork and 
managerial skills. 

While agreeing with the United States proposal concerning an amendment to the 
recommendation contained in resolution EB83.R20, he believed that the importance of 
conducting economic analyses at the global, regional and national levels alike should be 
emphasized in the text. Perhaps he and Dr Bart could consult together, with a 
representative of the Secretariat, and produce a suitable draft? 

Mr INFANTE (Spain) observed that the issue under consideration was most important 
for WHO's overall strategy. He endorsed the recommendations contained in resolutions 
EB83.R20 and EB83.R21, and supported the proposals by the delegates of the United States 
of America and of Chile concerning the former. He stressed the importance of the 
coordination and subsequent integration of health and social resources at district level, 
as set out in paragraph 21 of the programme statement. Such action would place primary 
health care at the centre of the system and ensure the distribution of resources between 
the various levels - primary, hospital, social services - in line with central policy. 



It would also promote community participation by bringing decision-making and the 
delivery of health care closer to the general public. 

Managerial capacities should be developed through the provision of proper training 
and adequate resources. Furthermore, the managerial process should be organized in such 
a way as to avoid the confusion which sometimes occurred between the different levels 
over participation in and management of the resources at the district level. 

Dr LU Rushan (China) remarked that primary health care was the key to achieving the 
goal of health for all by the year 2000. Paragraphs 27 and 28 of the programme statement 
laid proper stress on the strengthening of peripheral health infrastructures and 
improvement of the quality of health personnel in the Western Pacific Region. Developing 
countries, and the least developed among them in particular, were confronted with a lack 
of funds, as well as difficult living and working conditions for community health 
workers, many of whom were inadequately paid and thus unwilling to work in the jobs for 
which they had been trained, particularly in hardship areas. To encourage them to work 
in such areas required not only proper training but, more important, adequate 
remuneration, decent living conditions, and a system of rewards and incentives. WHO 
should enlist the support of international agencies and nongovernmental organizations in 
the relevant activities. 

In China, the promotion of primary health care was deemed a patriotic undertaking. 
The expansion of the health network in urban and rural areas was a reflection of the 
"macro-health" concept, based on social equity and the right of every citizen to primary 
health care. Central to the approach was preventive care； 1989 would see the 
formulation of programmes, including 13 health indicators for rural areas, in pursuit of 
the strategic goals of health for all by the year 2000; close attention to the execution 
of pilot projects in rural areas； and the establishment of a dynamic review and 
evaluation system. He supported the recommendations contained in resolutions EB83.R20 
and EB83.R21. 

Dr FÛLÔP (Network of Community-oriented Educational Institutions for Health 
Sciences), speaking at the invitation of the CHAIRMAN, pledged the support of the Network 
in all WHO'S efforts to achieve health for all. One of the main objectives of the 
Network, which was celebrating its tenth anniversary in the current year, was to assist 
institutions in countries which so desired in introducing innovations in the training of 
health personnel, the ultimate goal being the improvement of health care and a 
contribution to the achievement of health for all. Since its inception, the Network had 
been working to improve the relevance of training to the requirements of health systems. 
In fact, the tenth anniversary conference would have as its subject "Academic 
institutions and health care systems as partners in health care development". The 
Network now comprised 31 full members, 66 associate and 15 corresponding members, i.e., a 
total of 112 out of more than 1350 existing medical schools. Although that was a modest 
membership, the expansion of the Network could be considered rapid in the light of the 
formidable resistance that still prevailed. Moreover, its influence and impact were far 
greater than its numbers might suggest. It would continue to work closely with WHO and 
other intergovernmental and nongovernmental organizations in pursuit of the goal of 
health for all. 

Professor BERTAN (Turkey), noting that emphasis was laid in the proposed programme 
on strengthening the health infrastructure in urban and rural areas, suggested that 
special attention should also be paid to a third category, namely urban-slum or 
peri-urban settlements whose inhabitants were particularly at risk. The health situation 
and specific problems of urban, urban-slum and rural areas should be reviewed; 
appropriate health care should be organized in accordance with locally available 
resources and local requirements. Programmes for urban-slum areas should be included in 
future primary health care strategies, especially in developing countries, while urgent 
action must be taken to develop innovative and pragmatic methods for the implementation 
and evaluation of such care. WHO was the proper technical body to take up that 
challenge. 

She supported the recommendations contained in resolutions EB83.R20 and EB83.R21, 
including the amendment to the former suggested by the United States delegate. 



Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) endorsed the 
concept and principles of primary health care, pointing out that the strengthening of 
district health systems was a particularly timely requirement in view of the need to 
clarify procedures for the implementation of primary health care and the difficulties 
that many countries, both rich and poor, were encountering in pursuing health for all. 

The district focus was, moreover, highly appropriate to the circumstances prevailing 
in many countries； all possible resources must be mobilized for health development and 
directed at clearly defined targets reflecting the needs of the local population. 
Greater support should be given to district personnel in planning, managing and 
evaluating primary health care. 

She welcomed the considerable emphasis laid by WHO on assistance to countries in 
their efforts to overcome the many operational obstacles to the provision of primary 
health care. It was to be hoped that efforts to that end would be well documented and 
that the resulting materials would be widely disseminated as a stimulus to new concepts 
and action. 

For Dr OPOLSKI (Poland), primary health care constituted the basic structural 
element of the entire health system, involving multisectoral socio-medical functions 
calling for a form of organization small enough to maintain contact with the community, 
yet large enough to offer scope for further development. Specifically, the extension of 
primary health care depended on a coherent and integrated system of district health 
services, the operation of which in different countries should be studied and analysed. 
Furthermore, the various components - promotive, preventive, curative and 
rehabilitative - of a district health system must be coordinated by officers specially 
appointed for that purpose； indeed, its success depended in great measure on their 
competence. A scheme should consequently be devised to train health system managers who 
would be responsible for setting targets on the basis of requirements, establishing 
priorities with due regard to social and economic constraints, planning resource 
allocation, promoting intersectoral approaches and stimulating community involvement. 

Dr MIRCHEVA (Bulgaria) also stressed the importance of strengthening district health 
services and implementing the five strategies recommended. However, that exercise 
presupposed a sufficient national economic basis, in the creation of which international 
assistance, though not the absolute answer, could serve as a catalyst. Careful attention 
must be devoted to resource management and policy-making, and the idea of developing 
research in primary health care to promote health services was very worthwhile. However, 
priorities varied from one country to another; some of them simply did not have the 
resources to carry out such research. 

Bulgaria's main efforts continued to focus on the promotion of primary health care. 
Responsibility for health activities was being decentralized to the regional and district 
levels, where the local health authorities had been fully empowered to implement primary 
health care. A new approach consisted in transferring responsibility to family doctors 
whose knowledge of the different circumstances affecting the health of their patients 
enabled them to administer better care and at the same time carry out social work. 
Health workers must be trained accordingly. 

Her delegation supported the recommendations contained in resolutions EB83.R20 and 
EB83.R21. 

Dr VIENONEN (Finland), observed that as primary health care was the key to health 
for all by the year 2000, much more might have been done since Alma-Ata in 1978； that 
had been implied in the conclusions of the meeting held in Riga in March 1988 and the 
follow-up in resolution WHA41.34. Redoubled efforts were called for during the coming 
decade. 

The slow rate of progress was partly attributable to the interest of many parties in 
maintaining the status quo, including the more affluent urban dwellers who had access to 
high technology care, sections of the medical profession dispensing such care, the 
hospitals accommodating it, the multinational and national pharmaceutical and equipment 
industries supplying the technology such care required, and the insurance companies which 
operated in the medical market. Such opposition was predictable, but it must be 
recognized and challenged. 

With reference to the earlier comments made by the delegate of the United States, he 
questioned the adequacy of the emphasis placed on primary health care in support of 



health for all in the proposed programme budget. For primary health care to function 
properly at the grass-roots level, the district health concept as well as leadership and 
managerial skills in primary health care must be developed. Indeed, the primary health 
care approach should become part of the training of most health workers, especially 
medical professionals, who must be taught to see their respective roles in the context of 
a broad popular and intersectoral progress promoting health. Basic, post-basic and 
refresher training courses, as well as in-service learning, should be restructured to 
provide for the requirements of primary health care. 

His delegation fully supported the proposals before the Committee, and would only 
add that special attention should be given to the management of allocated resources and 
to the quest for alternative financing for programmes which would promote the worldwide 
adoption of the primary health care concept. 

Dr N'JIE (Gambia) said that the African countries set great store by the three-phase 
"scenario" outlined in paragraph 11 of the proposals； successful realization would 
depend very much on a comparison of the experiences of different countries in order to 
avoid the repetition of past mistakes. He noted with concern the proposed decrease at 
the country level for the African Region, a rather tiny allocation at the regional and 
intercountry level, and a truly puny increase in the global allocation. He requested 
information concerning efforts to secure extrabudgetary funding. 

He repeated his suggestion, with which the United States delegate had agreed, 
concerning health economics； steps should be taken to improve competence and expertise 
in financial and economic analysis, both at headquarters and in the regions. 

Dr OKWARE (Uganda) said the development of health systems based on primary health 
care presented considerable challenges in the developing countries until economic 
constraints were relaxed and the terms of trade made fairer; in Africa, there were 
already considerable natural and social obstacles to "health for all". His delegation 
had hoped that the budgetary allocations proposed for the poorer countries would reflect 
that situation: a "zero-growth" budget in a context of deteriorating economic conditions 
was hardly conducive to the achievement of the established objectives. Resources should 
be reallocated to meet the challenges more squarely. 

He welcomed the small increase in funds for interregional and regional activities as 
outlined in paragraph 46 of the programme statement, but had it been achieved at the 
expense of national programmes? 

The health-for-all target should perhaps be modified in the light of the constraints 
identified so far. For want of financial resources, many developing countries might well 
take an extremely long time to reach that target; in all cases, the will to do so must 
have material and financial support; the gap between "haves" and the "have-nots" was the 
most critical measure of progress.. Were there any plans to review the original strategy 
laid down at Alma-Ata in the light of more recent difficulties and developments through a 
similar conference? 

Professor BENAMMAR (Tunisia) said that resolution EB83.R20 was firmly set in the 
context of a reaffirmation of WHO's role in the development of primary health care. He 
urged that the text be left unchanged in order not to reduce the Organization's 
responsibility in the development of health care services, and more especially the 
rationalization of their financing. 

Dr ABDULLAH (Maldives) associated himself with previous speakers in endorsing the 
proposals for programme 4 and the recommendations contained in resolutions EB83.R20 and 
EB83.R21 It was indeed gratifying that adequate account had been taken of the needs of 
the least developed countries. 

His own country, which was fully committed to the attainment of health for all by 
the year 2000, had succeeded in reducing its infant mortality rate from 120 to 50 per 
1000 live births over the past decade and in achieving universal child immunization a 
full year ahead of the target date, notwithstanding the considerable logistic 
difficulties created by its geography. Those achievements were in no small measure 
attributable to support from WHO, UNICEF, UNDP and other international, bilateral and 
nongovernmental organizations which, it was hoped, would continue to provide assistance. 



Dr FERNANDO (Sri Lanka) said that programme 4 dealt with a vital aspect of the 
health system infrastructure. Its components reflected the growing concerns of many 
developing countries, especially the need to strengthen activities at the district 
level. Sri Lanka had decentralized its health system as a matter of necessity, to meet 
community needs. 

Periodic assessment, furthermore, had proved necessary. What was WHO planning for 
the future? Health economics were crucial to the activities undertaken; what was WHO 
doing to improve that science and to strengthen support to Member countries in view of 
the economic crisis and the impact of development policies on health? 

The recommendations contained in resolutions EB83.R20 and EB83.R21, and the 
amendment to the former proposed by the United States delegate, were acceptable. WHO 
should implement them without delay, in view of the vital need of the developing 
countries. 

Dr OSSENI (Benin) welcomed the Director-General's report on the strengthening of 
primary health care (EB83/1989/REC/1, Part I, Annex 9), and especially the references to 
the district level, where, although much had been accomplished over the past decade, the 
approach remained somewhat disorderly and needed clarifying. The time had come to secure 
permanent resources and involve the recipient communities fully in the management of 
services. 

The matter had been debated in the African Region, and the solution proposed by the 
Regional Director centred on the development of health services in three stages. The 
proposal had been adopted by all the health ministers of the Region as a means of 
improving substantially the management of health resources with a view to the 
acceleration of the Global Strategy. The Bamako Initiative offered a novel approach to 
the implementation of primary health care in the developing countries and was currently 
being tested on a large scale in Nigeria, Guinea and Benin. The Initiative secured the 
resources permanently needed for the proper functioning of health services, such as 
essential drugs, making the population responsible. Income from sales made it possible 
to replenish supplies of essential drugs and cover administrative and recurring costs. 
That approach should be encouraged and supported by all the donor agencies and 
international organizations, and the experience should be imparted to the other WHO 
regions so that all developing countries might benefit. 

Dr VARET (France) endorsed the comments by the delegates of the United States of 
America arid Finland, especially in respect of management training designed to secure the 
more rational use of available human and financial resources. She supported the 
recommendations in the two resolutions before the Committee, adding that if the amendment 
proposed by the United States delegate created difficulties for the delegation of 
Tunisia, the wording of paragraph 2 might perhaps be retained with an amendment to the 
first subparagraph comprising the insertion of the phrase "with those Member States which 
so desire," after the words "to undertake". 

Mrs KADANDARA (Zimbabwe) supported the approach proposed in the Director-General‘s 
report for the organization of health systems based on primary health care； 
intersectoral action was needed to promote and support competent organizations and 
community initiatives. 

Like many countries, Zimbabwe had endorsed the primary health care concept and was 
now strengthening intersectoral activities in order to promote health. Women and 
children had been identified as the most vulnerable groups, hence the proposed activities 
were particularly welcome. It was hoped that additional funds would be forthcoming from 
WHO and others to strengthen the activities in Zimbabwe. A pilot project to strengthen 
the functional literacy of women was under way to promote health and income-related 
activities. 

The programme statement for Africa noted, in paragraph 10, that rational and 
"affordable" approaches would be applied to the establishment and maintenance of health 
facilities, and to the adaptation of old facilities and structures to new needs. Her 
country would welcome support in that area. A good working environment also encouraged 
health workers to perform more effectively, and her delegation would appreciate more 
information, perhaps from the Regional Office, on that point. Finally, she expressed 
thanks for the help given by WHO and many friends in improving Zimbabwe's health 
facilities, particularly at the district level. 



Dr KIM Won Ho (Democratic People's Republic of Korea) considered that the programme 
under discussion was of special importance in the proposed programme budget, and it had 
his support. The targets correctly reflected the actual requirements for primary health 
care development. In particular, strengthening of the district health system was a 
reasonable way to improve the quality of primary health care and ensure the success of 
the health for all strategy. 

His Government had sought to strengthen the district health system through various 
approaches such as guidance and proper organization, planning and implementation of 
primary care; effective utilization of health resources； community participation; 
strengthening of intersectoral collaboration; and health manpower development. It would 
work closely with the WHO collaborating centre for the development of primary health care 
at district level, and actively contribute to the activities reflected in the programme. 

Dr ADIBO (Ghana) said there was no doubt that in the developing countries, where 
most people lived in rural areas, health for all would become a reality only when the 
district health systems were strengthened. The programme was thus very important. Ghana 
had enjoyed good collaboration with WHO in its implementation and considered that 
additional resources were necessary, if health for all by the year 2000 was not to remain 
a mirage, in order to enable WHO to give adequate support to Member States in management 
training, strengthening of health as part of overall development, ensuring the district 
focus and improving functional literacy, particularly for women. Operational research 
should also be strengthened. 

He supported the draft resolutions recommended in resolutions EB83.R20 and EB83.R21. 

Dr QUIJANO NAREZO (representative of the Executive Board), referring to the comment 
by the delegate of the Union of Soviet Socialist Republics, said that Appendix 2 to the 
Director-General‘s report reflected a sincere and genuine concern on the part of WHO, and 
its Executive Board in particular, to increase support to the least developed countries. 
WHO had always endeavoured to strengthen their management processes, believing that to be 
the best way of improving health, and to use extrabudgetary resources for such projects. 
A special account had been established for the purpose within the Voluntary Fund for 
Health Promotion but, although contributions had been fairly substantial, they were 
nevertheless inadequate. It was therefore considered best to direct effort towards 
rationalizing the use made of resources and setting proper priorities. A method for 
analysing such use was being applied by the 20 or so Member States in the list of least 
developed countries, but few results were available. 

Dr M0NEK0SS0 (Regional Director for Africa) noted that many of the questions raised 
by delegations centered on the problem of resource allocation and availability. It 
should be borne in mind that within the decentralized WHO structure, the budgetary 
allocations were decided by the Member States themselves. The provision for primary 
health care, for example, reflected the sum total of the amounts which individual Member 
countries had decided to allocate to that activity. The variations between one biennium 
and another did not necessarily reflect a deliberate change in regional policy but merely 
the sum total of positive and negative changes in respect of individual countries. To 
draw a conclusion about changes in regional emphasis, one would need to look at specific 
country decisions and also see what funds the countries were obtaining respectively from 
bilateral or multilateral sources. Nevertheless, it was essential that the Member States 
should give greater priority to key programme areas, and WHO accepted responsibility for 
encouraging countries to do more in that respect. 

It had also been mentioned that to achieve a better allocation of national resources 
it was essential to have people who could communicate in terms of health economics with 
the economic and planning ministries. On that question, he wished first to point out 
that many of the difficulties that health ministries faced were due to the fact that 
governments simply did not have sufficient funds to allocate to health. In some African 
countries the proportion of the national budget devoted to health had fallen to as little 
as 10% of what it had been 10 years earlier, in real terms. The Regional Office had 
taken steps to establish closer links with economic and planning ministers and had 
recently participated in meetings which had, for instance, requested guidance on 
approaches to health system financing. A number of studies were under way on different 
approaches to health care financing and their effects on the actual utilization of 
services. The Regional Office for Africa was also documenting the effects of the 



unfavourable economic climate on health systems and on actual health status. A 
deterioration had been observed in many health system infrastructures and so priority was 
being given to obtaining resources to improve them; contacts had been established with 
the African Development Bank for the purpose. 

The question of priorities within WHO's programme budgets for the African Region had 
been considered on many occasions at regional level and in the Health Assembly. Many 
health leaders were of the opinion that the African Region faced so many difficulties 
that consideration might well be given to increasing the share of the WHO budget 
allocated to it. In any case new initiatives were called for. 

He wished to mention the Director-General‘s initiative in calling for a special 
effort for direct support to the least developed countries. The Regional Office would 
shortly be in contact with some Member countries which had been selected as priority 
targets for the initiative. The gap between the "haves" and "have-nots" would not narrow 
unless the "have-nots" also made a special effort. One striking problem in the delivery 
of primary health care and action in the Alma-Ata spirit was that external donations, 
however great, did not create a primary health care movement within communities； the 
communities had to develop their own resources first. The tendency of larger donors had 
been to direct large resources to small districts and that had had the effect of 
encouraging greater dependency. Consequently, the political leadership in Africa had 
decided that there was a need to create a community health development fund. The 
communities would subscribe to it and those that implemented primary health care would 
then receive additional external support. That partnership would stimulate greater 
primary health care development. 

The African "health development scenario" was now being applied in all countries of 
the Region, and a document on the subject would soon be available. The effort was 
essentially "client-oriented, community-based and district-managed", with appropriate 
support from the higher levels of the national hierarchy, and was directed at using 
external resources, either for vertical programmes or for other broad-based support to 
primary health care. 

The education of women and adult literacy were part of an implementation "package", 
and he agreed with Zimbabwe that such efforts must be promoted, if there was to be any 
hope of achieving health for all by the year 2000. 

Dr TARIMO (Division of Strengthening of Health Services) replied to the delegate of 
the United States of America that the recommendation made in the Executive Board on 
establishment of an advisory committee on primary health care, had been taken up, and 
various options and modalities were now being discussed. The Board would be apprised of 
developments at its eighty-fifth session. 

The United States delegate had also referred to the overall decrease in the 
allocation to programmes relating to primary health care, not confined to major 
programme 4. It would be desirable to find a way of presenting together the components 
that contributed to such care, but it would be difficult to separate them for that 
purpose. 

The delegates of Gambia and Sri Lanka had referred to the joint reviews of progress 
in the implementation of primary health care that had started in the early 1980s. The 
scarcity of information in developing countries made it difficult to assess the 
progress. WHO, through several programmes, had evolved a methodology to assess 
programmes not only at central level but also in selected peripheral facilities and 
communities. Support had been provided to 40 countries to carry out joint reviews, which 
covered a number of programmes in the health and health-related sectors. Some countries 
had invited participation from neighbouring countries. The methodology had now been 
refined and was being published. 

Support to countries in health economics was being concentrated in three areas : 
training, studies on the impact of financing changes on the provision and use of health 
services, and studies on implications of recurrent costs in the health sector. 

The delegates of Chile and Poland had referred to the need to re-emphasize the 
integrated approach in primary health care. Considerable importance was attached to that 
approach within the Organization, where programme 4 was closely coordinated with others, 
such as maternal and child health. As a result it had been possible, for instance, to 
document different experiences of how maternal and child health activities could be 
incorporated into primary health care. Similarly, activities relating to malaria and 



AIDS were becoming increasingly important in efforts to ensure more coherent health 
services and efficient use of resources. 

From what the delegates of Spain and Poland had said it seemed that it might be 
desirable to place further emphasis, in the programme statement, on the fact that primary 
health care and its success would depend on proper interaction between various levels of 
the health system. That problem had been discussed on several occasions by the Executive 
Board and the Health Assembly. It went back to the definition of primary health care 
which was concerned not just with the level of such care but with an approach which had 
to be applied to the totality of the health system. 

The delegate of Turkey had said it might be desirable to single out slum areas for 
special attention. It should be remembered that primary health care in urban areas 
included peri-urban areas. Urban areas in most countries absorbed a disproportionate 
share of available resources. The challenge was to make better use of the available 
resources in urban areas. 

The delegate of India had stressed the importance of motivation of health personnel, 
as well as management. That was indeed also a challenge for all countries and 
ministries. WHO's role had been to provide different examples of programmes for 
motivation and incentives. 

The delegate of Sri Lanka had referred to development policies and the effect on 
health. WHO had reported on experiences with development policies affecting health 
positively or negatively. It was also supporting various studies and assisting with the 
development of training materials. 

Finally, it was of course true that more could be done if more resources were 
available. Because of the limitations of resources within the Organization, great 
efforts were being made to obtain extrabudgetary resources for the programme, and the 
results had been encouraging in recent years. Initially donors had been reluctant to 
provide resources for infrastructure programmes, but recently considerable support had 
been forthcoming, particularly from SIDA, USAID, UNDP, DANIDA and the Finnish 
International Development Agency (FINNIDA). 

The CHAIRMAN suggested that the delegations of the United States of America, Chile, 
France and Tunisia and other interested delegates should form a drafting group to 
consider the draft resolution recommended in resolution EB83.R20 and the proposed 
amendments in order to submit a text to the Committee. 

It was so agreed (see summary record of the fifth meeting, section 5). 

The meeting rose at 12h45. 



FIFTH MEETING 

Saturday. 13 May 1989. at 9hOO 

Chairman: Dr J.-P. OKIAS (Gabon) 
later: Professor J.M. BORGOÑO (Chile), Vice-Chairman ad interim 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (MONITORING AND EVALUATION): 
Item 17 of the Agenda (Resolutions WHA39.7 and EB83.R11; Document A42/4) (continued 
from the second meeting, section 1) 

The CHAIRMAN drew attention to the draft resolution recommended by the Executive 
Board for adoption by the Health Assembly in resolution EB83.R11 and to the amendments 
proposed by the delegations of Chile, Pakistan and the United States of America. He 
asked the Committee whether it wished to approve the amendments proposed by the 
delegation of Chile, namely that a new operative subparagraph 1(1) be inserted, reading: 

to maintain the political commitment to reduce the inequities among the different 
population groups, and to strengthen the infrastructure of the health services so as 
to achieve the objectives of the five challenges contained in the second report on 
monitoring progress in implementing strategies for health for all； 

that the subsequent operative subparagraphs be renumbered accordingly; and that in the 
renumbered operative subparagraph 1(3) the words "taking account of the practical 
realities" be inserted after the words "of their health systems". 

The amendments proposed by the delegation of Chile were approved. 

The CHAIRMAN asked the Committee whether it wished to approve the amendment proposed 
by the delegation of Pakistan, namely that a new operative subparagraph 4(6) be inserted, 
reading: 

to continue to urge governments and nongovernmental organizations to promote and 
support the role of women at all levels of leadership, including in communities, to 
increase their participation in health and related sectors, and to improve their 
educational and socioeconomic status in society; 

and that the existing subparagraph 4(6) should become subparagraph 4(7). 

The amendment proposed by the delegation of Pakistan was approved. 

The CHAIRMAN asked the Committee whether it wished to approve the amendment proposed 
by the delegation of the United States of America, namely that operative 
subparagraph 4(2) should be replaced by a text reading: 

to assist Member States, in view of the problems posed for developing countries by 
the international burden of debt and other economic pressures, to develop the 
capacity to undertake economic analyses that can support improved resource 
allocation for the health sector; where appropriate, organizations with competence 
in economic research should be encouraged to cooperate in this assistance to Member 
States. 

The amendment proposed by the delegation of the United States of America was 
approved. 

The CHAIRMAN asked the Committee whether it wished to approve the draft resolution 
as a whole. 

Professor BORGOÑO (Chile) expressed some misgivings as to the positioning of the 
United States amendment within the draft resolution. 



After a brief discussion between Dr BART (United States of America) and Professor 
BORGOÑO (Chile), Dr BART (United States of America) suggested that, in order to save the 
Committee's time, the difficulty, if any, should be resolved by further discussions 
outside the meeting room. 

It was so agreed (for continuation, see section 4 below). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Health system development (major programme 3) (continued from the fourth meeting, 
page 38) 

The CHAIRMAN invited the Committee to consider a draft resolution entitled 
"Preventing the purchase and sale of human organs" proposed by the delegations of 
Australia, Austria, Canada, Finland, the German Democratic Republic, Federal Republic of 
Germany, Iceland, Italy, Luxembourg, Switzerland, Tonga and the United Kingdom of Great 
Britain and Northern Ireland, which read as follows: 

The Forty-second World Health Assembly, 
Concerned by the commercial trafficking in the organs of healthy donors, which 

exploits human distress and puts at increased risk the health of the donors； 
Aware that commercial arrangements for organ transplants are nevertheless being 

undertaken and that to date there has been little success in preventing trafficking 
in human organs； 

Anxious to prevent the exploitation of human distress and to further the 
recognition of the ethical principles which condemn the buying and selling of organs 
for purposes of transplantation； 

1. CALLS UPON Member States to take appropriate measures to prevent the purchase 
and sale of human organs for transplantation, 

2. RECOMMENDS that Member States introduce legislation to prohibit trafficking in 
organs where this cannot effectively be prevented by other measures; 

3. URGES Member States, in close cooperation with professional health 
organizations and supervising health authorities, to discourage all practices which 
facilitate commercial trafficking in organs； 

4. REQUESTS Member States to report to WHO on action taken with respect to this 
resolution; 

5. REQUESTS the Director-General to report to the Forty-fifth World Health 
Assembly the measures taken by the governments of Member States in furtherance of 
this resolution. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking 
at the invitation of the CHAIRMAN, said that the draft resolution under consideration 
would certainly help to improve the difficult ethical situation with regard to organ 
transplants. The combination of factors such as the capacity of organ transplants to 
save lives, the high cost involved and the scarcity of organs led to a situation in which 
fundamental ethical questions arose. It seemed to him that three main principles of 
medical ethics should prevail - justice, beneficence, and autonomy. Justice required 
that the risks and benefits involved should be equitably shared among the population. 
Beneficence entailed the obligation not to do any harm and to maximize benefits and 



minimize risks - an obligation that should be borne in mind in all organ transplants. 
The principle of autonomy was associated with very controversial issues in some cultural 
and religious settings. 

CIOMS had been active : the first definition of death had been developed at its 1968 
conference, immediately after the first heart transplant. With the advance of science 
and technology, a completely new situation had emerged. Discussions on the definition of 
death had come to the fore in a variety of countries and cultural settings. In the past 
three years CIOMS had held three conferences dealing with the transcultural problems 
relevant to organ transplantation, which was now recognized to be a well established 
health care technology. It was no longer a problem for doctors and patients but for 
policy-makers, and it raised ultimate questions as to who should live, who should pay 
and who should decide. The draft resolution before the Committee would go a long way to 
help all those who wished to improve the situation. Every conference on organ 
transplantation that he had attended had unreservedly condemned the commercialization of 
organs, which could easily lead to unacceptable abuses. CIOMS would continue to 
collaborate closely with WHO, and with the Health Legislation unit in particular, in the 
elaboration of any instrument that the Organization might consider necessary. 

Professor MENCHACA (Cuba) endorsed the comments made by Dr Bankowski. As everyone 
knew, a market was developing for trade in children under cover of adoption. These 
children were used to provide organs for transplantation. The draft resolution should 
include a condemnation of this horrendous traffic in order to protect children in the 
developing countries against it, and should draw the attention of Member States to the 
alarming situation. 

Dr LARIVIERE (Canada) said that, as one of the sponsors of the draft resolution, his 
country shared the concern of other delegations regarding the despicable trade in human 
organs for transplantation. Each province of Canada had already introduced measures to 
prohibit such trade. At the national level, a law reform commission was considering ways 
in which to introduce similar measures that would be applicable to the country as a 
whole. 

Mr BAIL (Australia) strongly supported the draft resolution. Australia regarded 
trafficking in human organs as abhorrent and was opposed to the sale of organs by living 
donors. Legislation was already in force in Australia prohibiting such trafficking. 
Where donations by living donors were permitted on a non-commercial basis, particular 
attention should be paid to the rights of children and the mentally incompetent. 

Mr GHACHEM (Tunisia) thanked Dr Bankowski for his comments and supported the draft 
resolution. He suggested that, in operative paragraph 5 of the draft resolution, the 
Director-General should be requested to report to the Forty-fourth, rather than the 
Forty-fifth World Health Assembly. 

Dr ZOBRIST (Switzerland) stressed the importance of observing ethical criteria in 
the transplantation of organs. Few organs suitable for transplantation were available, 
and waiting periods were long. There was a risk that rich patients might try to jump the 
queue. The only way to avoid such a situation was to ensure that the removal of organs 
from living donors was strictly controlled, in particular by the prohibition of any trade 
in organs. WHO and its Member States should make every effort to ensure that the 
socially disadvantaged were not exploited in such trade to the detriment of the health of 
donors. Action was urgently called for since organizations already existed that were 
making a profit from the trade in organs. The growth of such a dangerous situation was 
to be avoided. She hoped that many delegations would support the draft resolution. 

Dr NARANJO (Ecuador) supported the draft resolution, as well as the amendment 
proposed by the delegate of Cuba with a view to protecting children and condemning 
trafficking in organs. In the third preambular paragraph, the words "Anxious to prevent 
the exploitation of human distress" were not sufficiently precise； they should be 
replaced by, for example, "Anxious to ensure that the use of organs for transplantation 
did not give rise to an immoral traffic in them". 



Dr VARET (France) supported the statements made by the delegates of Switzerland and 
Canada and unreservedly supported the draft resolution. 

Mr INFANTE (Spain) supported the amendment proposed by the delegate of Tunisia, as 
well as those suggested by the delegates of Cuba and Australia with regard to the 
protection of children and the handicapped. 

Dr KOOP (United States of America) said that his country deplored the commercial use 
of organs for transplantation, especially if they were obtained unethically or immorally. 
Legislation existed in the United States to prohibit such activities. Having personally 
arranged the clearing houses for organ transplantation in the United States, he could 
state categorically that they were not involved in any such trafficking, which did not 
take place in the United States of America. 

Dr IARIVIÈRE (Canada), referring to the amendment proposed by the delegate of 
Tunisia, noted that past practice had been to avoid technical discussion of new issues in 
the years in which the programme budget was being discussed. The question was very 
important, however, and he agreed that the Director-General might be requested to report 
to the Forty-fourth World Health Assembly. Since the Director-General was requested by 
the draft resolution to report on measures taken by the governments of Member States, the 
latter would in turn have to undertake to report as rapidly as possible to the 
Director-General. 

Dr DOUG-DEEN (Trinidad and Tobago) said that operative paragraph 4 of the draft 
resolution should specify when Member States should report to WHO in order to enable the 
Director-General to report to the Forty-fourth World Health Assembly. 

Following a suggestion by Mr LUPTON (United Kingdom of Great Britain and Northern 
Ireland), the CHAIRMAN suggested that a drafting group should meet informally and draw up 
an amended text for consideration by the Committee, taking into account the various 
suggestions made. 

It vas so agreed (for continuation, see section 5, page 60 below). 

Development of human resources for health (major programme 5) (Documents PB/90-91, pages 
124-130; EB83/1989/REC/1, Part II, Chapter II, paragraphs 26-29; and A42/61) 

The CHAIRMAN drew attention to the following draft resolution presented by the 
delegations of Algeria, Argentina, Chad, Colombia, Democratic People's Republic of Korea, 
Ecuador, Guinea-Bissau, Guyana, Islamic Republic of Iran, Libyan Arab Jamahiriya, 
Mozambique, Nicaragua, Panama, Peru, Sao Tome and Principe, Trinidad and Tobago, United 
Republic of Tanzania, Uruguay, Venezuela, Viet Nam, Yugoslavia and Zimbabwe: 

The Forty-second World Health Assembly, 
Mindful of the obvious need for TCDC and of the interest shown by WHO in its 

resolutions WHA31.41, WHA31.51, WHA32.27, WHA35.24, WHA36.34, WHA37.15, WHA37.16, 
WHA38.23, WHA39.23, WHA40.17 and WHA40.30 in strengthening this type of cooperation 
with a view to improving the health status of the developing countries. 

Aware that the developing countries are making a considerable effort to find new 
ways of fostering TCDC through the identification of skills and needs in the health 
sector, and especially through the promotion of national TCDC centres for research 
and training to offer training to specialists in various branches of health; 

Recognizing the important role which must be played by WHO as a catalyst and 
support to the development of TCDC； 

Endorsing the analysis made by the non-aligned and other developing countries 
interested in the present status of TCDC and the participation of WHO in its 
promotion; 



1. THANKS the Director-General for his interest in the development of TCDC; 

2. URGES Member States: 

(1) to collaborate in the endeavour to develop TCDC as an effective means of 
cooperation towards the achievement of health for all by the year 2000； 
(2) to make specific proposals to WHO for technical cooperation between the 
Organization and the developing countries which take account of the contribution 
each country can make to TCDC programmes； 

3. REQUESTS the Director-General: 

(1) to give priority to the implementation of the resolutions of the Health 
Assembly relating to activities which should be carried out by the Organization 
to provide systematic support to TCDC; 
(2) to allocate resources from the Director-General‘s and Regional Directors' 
Development Programmes to support the establishment and operation of TCDC 
research and training centres, and funds for training activities at those 
centres； 
(3) to promote, through the focal points for TCDC at the regional offices, TCDC 
programmes in countries and the appropriate exchange of information for the 
conclusion of cooperation agreements in the fields determined by the countries 
and the Organization; 
(4) to report to the Health Assembly in even-numbered years on the progress 
made in the implementation of this resolution. 

Dr QUIJANO NAREZO (representative of the Executive Board) said that major programme 5 
on the development of human resources for health was a cornerstone in the implementation 
of the health-for-all strategy, not only by the year 2000, but for the first couple of 
decades of the twenty-first century. The training of health personnel covered all members 
of the health team, not only medical personnel but others including nurses, health 
educators and traditional health workers. The Executive Board had discussed medical 
studies in connection with the Edinburgh Declaration, which dealt essentially with 
cooperation between universities and health authorities with a view to ensuring that 
medical training was relevant to the needs of health services. The need for health 
personnel did not match their availability. The problem of the "brain drain" was 
especially serious, and both the providers and the users of medical services should make 
efforts to ensure that developing countries retained their own professionals through the 
introduction of new services. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) congratulated the 
Director-General on his excellent report on nursing and midwifery personnel in document 
A42/6. The Health Assembly had on many occasions addressed the question of the 
contribution of such personnel to the health-for-all strategy, as noted in the document. 
It was, however, with particular urgency that the problems of strengthening the structures 
of national health systems and national educational programmes for nursing and midwifery 
were again being taken up. Whatever medical technological advances were made, the 
strategy would not succeed unless the crucial contribution to health care made by nurses 
and midwives was developed and utilized. As stressed in the Director-General‘s report, 
there was an urgent need for action. 

Regarding the reorientation of nursing education to primary health care, the report 
pointed to many areas of neglect, both in the education of nurse teachers and in the 
pre-registration education of nurses and midwives. Methods of education also needed 
attention. In many cases they were stereotyped and old-fashioned, with students being 
lectured by medical practitioners about topics which had little relevance to primary 
health care or to meeting the health needs of the next decade. National systems were 
necessary to ensure proper accreditation, registration and regulation of the professional 
education and practice of nursing/midwifery personnel. Consideration should be given to 
improving employment practices, including conditions of service, flexibility in employment 
and the proper utilization of skills. Such a regulatory body, run by the nursing and 
midwifery professions and independent of the Government, existed in the United Kingdom. 



There was also an independent review body which advised the Prime Minister on the 
remuneration of nurses, midwives and health visitors employed in the National Health 
Service. 

Trained nurses were leaving the health services of many Member States at an alarming 
rate. A survey carried out by WHO showed that the main reason for this was lack of career 
choice, of professional opportunity and of status in society. That situation could no 
longer be tolerated. 

To avoid maldistribution of scarce human and financial resources, there was a need 
for balanced investment in skills' training, workforce planning and distribution of health 
service personnel to meet the needs of rural and urban population groups• In the United 
Kingdom, research was being undertaken into manpower needs and the mixture of nursing, 
midwifery and health visiting skills required to deliver the quality service to which the 
national health system was committed. Like many other countries, the United Kingdom faced 
for demographic reasons a reduction in the size of the pool from which nursing recruits 
were drawn. It also experienced difficulties in retaining sufficient qualified nurses, 
midwives and health visitors. The current management action and recruitment campaign were 
aimed at those who had left for child rearing and family care. The development of 
services required skilled personnel, as well as financial resources. 

There was a paucity of research into many areas of nursing practice and education, 
into the quality of care delivered by nurses, and into the planning and development of the 
nursing work-force. Such research was essential if nursing/midwifery skills were to be 
used adequately and efficiently. Referring to paragraph 87 of the report, she pointed out 
that "simple" research was not necessarily inexpensive. Wise investment in properly 
organized, reputable and responsible research would provide real long-term benefits from 
the point of view both of patient care and of policy and development plans for health 
care. Such research was being impeded because nurses were not adequately trained in the 
methods needed to enable them to carry it out. It was of little use to state, as in the 
report, that nurses were poor at describing their own work. How could people without a 
proper research-based education (in both pre- and post-basic registration programmes) 
undertake such work when they perceived their main role as task-oriented delivery of care 
to patients? 

The question of leadership for nurses to really participate in the development and 
implementation of national health policies had been discussed in the report, reference 
being made to the International Encounter on Leadership in Nursing for Health for All, 
held in Tokyo in April 1986. In 1988, leadership had been the theme of the Technical 
Discussions at the Health Assembly; the question had been debated at length and a 
resolution had been adopted. Why then had there been so little progress in this essential 
element of the health-for-all strategy? Might there be little or no real commitment on 
the part of ministries in Member States to ensuring that nurses and midwives were 
adequately educated and motivated to give good-quality care or to their appointment in 
leadership positions where they could assist in the planning and development of health 
services? WHO should provide leadership, resources and support to Member States in 
implementing the many recommendations made in studies commissioned by the Organization. 
An international strategy for nursing should be drawn up, with targets for action, perhaps 
along the lines of the strategy adopted in the United Kingdom. Action should be taken 
immediately. That required political will, leadership and adequate resources. The United 
Kingdom hoped that WHO would give that leadership and transform recommendations into 
action, and was ready to offer assistance. It requested the Director-General, within his 
budget, to increase support to the planning, implementation and evaluation of the 
nursing/midwifery components of national health programmes and, in particular, those 
relating to nursing/midwifery personnel and their development and utilization. 

The United Kingdom would be cosponsoring a draft resolution on strengthening nursing 
and midwifery in support of the health-for-all strategy which would urge Member States to 
take the necessary action in developing strategies to recruit, educate, reorient and 
retain nursing/midwifery personnel to fully meet national needs. (See summary record of 
the ninth meeting, section 1, page 131.) 

Dr LARIVIÈRE (Canada), recalling resolution WHA36.11, adopted in 1983, said that it 
had already been recognized at that time that nurses and midwives were an essential 
component of national health systems, and that their potential was often under-utilized. 
In particular, better use must be made of their close contact with the population, which 



could promote acceptance and expansion of primary health care through their ability to 
motivate public opinion. The factors constraining the mobilization of nurses in national 
strategies were well documented in the report, as were the solutions to such problems. 

National health authorities must ensure that nurses and midwives were involved in 
both policy-making and decision-making regarding their own education and practice. Their 
working conditions, career structures and work environments must be examined from the 
point of view of equity and partnership with other health professionals as a matter of 
urgency in order to ensure that nurses became and remained integral members of the health 
care team. Nurses and midwives must be more appropriately distributed throughout the 
health system and involved in the management of primary health care. The mobilization of 
their skills throughout the world would provide a cost-effective way of delivering health 
services. 

Canada had participated in the drafting of the resolution on strengthening nursing 
and midwifery in support of the health-for-all strategy, mentioned by the delegate of the 
United Kingdom, and recognized the vital contribution that nursing and midwifery 
personnel had been making throughout the world, as well as the principles of sound 
management, equity and partnership in achieving health for all. Action to that end must 
not be delayed any longer. 

Professor BORGOÑO (Chile) supported the programme under consideration and commended 
the Director-General‘s report. He stressed the importance of nursing and midwifery 
personnel, especially in developing countries, which suffered from a general shortage of 
such staff. It was therefore necessary to promote their training at university level and 
to provide them with refresher courses. Such personnel should be promoted to higher 
positions in view of the very important role they could play in health. 

His delegation would support the draft resolution alluded to by the delegations of 
the United Kingdom and Canada. 

Miss HOLLERAN (International Council of Nurses), speaking at the invitation of the 
CHAIRMAN, commended the accuracy of the report before the Committee. However, 
resolutions and reports meant nothing unless every health ministry acted upon them and 
introduced reforms aimed at better utilizing the potential of nursing and midwifery 
personnel in primary health care delivery. Indeed, nursing and midwifery were a medical 
service like any other requiring identification in the structure of WHO and ministries of 
health as well as adequate financing and staffing. WHO should implement a specific 
long-terra strategy to assist Member countries to that end. The allocation of both WHO 
and national resources must be adjusted to bring about those changes. 

Nursing research was urgently needed. Nurses who were experts in areas of research 
must be brought into the staff of the Organization and serve as consultants and committee 
members, for their expertise would enhance the cost-effectiveness of health services. 
The report under consideration must be acted upon and genuine changes must be introduced 
within the next five years. 

In view of the lack of accurate data on nursing and midwifery in most countries, the 
Council, governments and WHO must give high priority to the collection of such data and 
to planning for the future needs of nursing services. Leadership in interdisciplinary 
cooperation in health care delivery must be developed, notably through the sharing of 
appropriate student learning experiences among health professionals in respect of 
community health, care for the elderly, prevention of human immunodeficiency virus (HIV) 
infection, etc. 

The Council's good working relationship with WHO was expected to continue, and it 
would provide assistance in that matter once WHO had set goals for making nursing 
services more effective in the delivery of health services. 

Mr BAIL (Australia) said that his country was not experiencing problems posed by the 
poor working conditions of nurses, largely because of the industrial bargaining power of 
the profession and the recognition that nursing had in the past been discriminated 
against as a woman's profession. Accordingly, nursing education was being converted from 
a hospital-based system into an accredited diploma/degree course in the tertiary 
education sector; midwifery was to be offered as a postgraduate course. Most states and 
territories in Australia had a senior nursing adviser contributing to government 
discussions on nursing policy. Nursing research was being developed and a national 
workshop had been convened to discuss appropriate goals and strategies. 



Australia recognized that more resources had to be allocated to health promotion and 
disease prevention and that there was scope for the extension of the role of nursing in 
many areas of health care, including midwifery. 

Dr HENRY (United States of America) said she was particularly gratified that the 
report recognized that nurses represented a critical resource in any government‘s 
strategy for achieving the goal of health for all. Many of the conditions and situations 
reported for various countries or regions were fairly widespread and applicable to almost 
every country, including the United States, so that the sharing of information among 
countries would be useful. A key problem stemmed from the need to prepare nurses to 
assume leadership roles in nursing and health care organizations, which, in turn, could 
play a helpful part by emphasizing the importance of the nurse's role in decision-making 
regarding patient care and by adopting staffing patterns utilizing the education, 
competence and experience of registered nurses. In implementing the proposed programme 
budget for 1990-1991, WHO must pay due attention to support for national efforts aimed at 
alleviating such problems. 

In order to cope with the shortage of nurses in her country, a Commission on Nursing 
had been established to work out a plan of remedial action. The Commission had 
recommended 16 actions and 81 strategies, and its report, which was available on request, 
had been submitted to the WHO Nursing unit. 

Finally, her delegation would be pleased to cosponsor the draft resolution on 
strengthening nursing and midwifery in support of the health-for-all strategy, mentioned 
by the delegates of the United Kingdom and Canada, and would invite all delegations to 
support it. 

Dr LU Rushan (China) endorsed the views expressed in paragraph 6 of the report, and 
stressed the importance of human resources in the implementation of health for all. 
Obviously, nurses and midwives had a very important role to play in that connection. In 
China, however, serious difficulties had arisen, as described in paragraph 10, because of 
the concentration of trained nursing personnel in urban areas, with the main emphasis on 
curative medicine, whereas most rural areas were served only by village doctors. Changes 
were therefore needed if nurses were to play an appropriate role in health services. 

Part IV of the report, concerning WHO's role, was also commendable. With regard to 
paragraphs 12 and 13, the problem posed by nurses migrating from developing to developed 
countries was caused by the low salaries that they were paid in the former, an issue 
which must be addressed. It was hoped that WHO would play a more active part in 
leadership and coordination in that respect. 

Mrs BOROTHO (Lesotho) expressed her strong support for the programme, since human 
resources were the key to ensuring the effective functioning of national health systems. 
With reference to paragraph 40 of the programme statement indicating the support to be 
given to regulatory bodies to enable them to support training and practice appropriate to 
health for all through primary health care, especially in relation to nursing and 
midwifery personnel, WHO's collaboration with the International Council of Nurses and 
other agencies was noted with appreciation. The Director-General was particularly 
commended on his report. 

Nurses and midwives had a very important role to play in attaining the goal of 
health for all by the year 2000. Without wishing to minimize the importance of other 
categories of health worker and the need to support them, she considered that nurses and 
midwives were more numerous and spent more time on, and in proximity to patients or the 
community in delivering health services, especially as part of health for all. 

There was an urgent need to concentrate on action to implement earlier decisions on 
the strengthening of nursing and midwifery services. She therefore urged the 
Organization to pay special attention to the development of the leadership capabilities 
of nurses and midwives and to enhance the status of the profession so that it could 
respond to its expanding role. Factors adversely effecting the nursing profession should 
be countered as a matter of urgency. University training for nurses should be 
supported. In Lesotho, efforts had been initiated to collaborate with the local 
university to that end. It was important to ensure that nursing remained a challenging 
and attractive profession by keeping pace with developments. WHO, in keeping with its 
traditions, should take the lead in strengthening nursing and midwifery globally, 



regionally and nationally as indicated and requested by other speakers. She commended 
the Regional Director for Africa for the work that was being done and urged him to ensure 
a speedy follow-up to the recommendations made. 

Lesotho wished to endorse and cosponsor the resolution on strengthening nursing and 
midwifery in support of the health-for-all strategy. 

WHO should support Member States in developing manpower capabilities in order to 
achieve a balanced composition of health manpower in primary health care and to plan 
effectively for its development. 

Dr IVANOV (Union of Soviet Socialist Republics) said that he agreed with the high 
priority given by the Director-General to the programme, since it was a question of 
training manpower for the next century. Many complex problems had, of course, still to 
be overcome, as described in the document. The proposed targets seemed very sound, 
calling, for instance, for a shift in emphasis from quantity to quality in the training 
of personnel, an improvement in training methods and curricula not only in the medical 
but also in the social field. 

He recalled the recommendation contained in resolution EB71.R6 that systematic 
evaluations should be made of WHO's health manpower development programme. Although that 
approach had not, unfortunately, become part of the normal WHO procedure, he believed 
that that important resolution should be implemented since the results of such 
evaluations would be useful both to CIOMS and WHO. 

Notwithstanding the high priority accorded to the programme, the budgetary 
allocations for it had decreased by 7.1%. It would therefore be necessary to seek 
extrabudgetary resources. 

With regard to international cooperation, he considered that the Edinburgh 
Declaration emerging from the 1988 World Conference on Medical Education contained a 
number of useful recommendations for WHO. The Alma-Ata Declaration should also be borne 
in mind, as it referred to the need to take social aspects into account in the training 
of health personnel. The real challenge was to implement those declarations. 

The crucial question of the changing role of health personnel was clearly addressed 
in document A42/6, which recommended a number of useful measures for enhancing that 
role. A new approach was fully justified and deserved every support. There was 
certainly a need for an international approach and for increased coordination by WHO, as 
the problem was shared by many countries, as well as for collaboration between WHO, 
Member States, the regional offices and nongovernmental organizations in determining 
policy and taking measures for the training of middle-level personnel. It was high time 
that practical solutions were found. 

His Government attached high priority to the training of nurses and midwives which 
included a primary health care component. A training manual and teaching materials were 
being produced. Teachers were making good use of WHO documentation, particularly 
concerning primary health care. It was also proposed to carry out studies with a view to 
improving the work of teams of doctors and nurses and involving nurses in health 
planning. Associations of middle-level personnel would enable them to be drawn in to a 
greater extent in research on various aspects of nursing. What was important was to 
instil a spirit of leadership in nursing professionals. In conclusion, he emphasized the 
importance of the measures proposed in the Director-General‘s report with regard to the 
training and further training of nurses and midwives so as to enable them to realize 
their full potential and improve the quality of preventive care. 

Dr VARET (France) said she agreed with the Soviet delegation that the budgetary 
allocation was insufficient for such an important programme. She hoped the necessary 
extrabudgetary resources could be obtained, and that a full evaluation would be made of 
the training and fellowship activities. She believed that better role definition and 
quality assurance in training would bring better working and living conditions for 
nurses. WHO could also help in developing global data banks for training purposes. 

She commended the report on nursing. Reforms in basic training were proceeding very 
slowly, and some of the objectives were not properly defined - particularly with regard 
to public health, epidemiology, teaching management and methods, and research. She 
stressed the importance of action-oriented sectoral training provided as part of 
continuing education, the provision of earlier access to training and the allocation of 
specific funds for the purpose. 



WHO had given valuable support in organizing the Vienna Conference for which 
43 meetings of nursing leaders had been held in France, with over 5000 participants. In 
France, a national committee of nurses had been set up to study the possibilities for 
upgrading the profession generally and introducing components of primary health care and 
public health into nursing education. That work had also been of value in improving 
training methods. Her delegation would support the draft resolution as one of its 
sponsors. 

(For continuation of discussion, see section 5 below.) 

3. DESIGNATION OF AN ADDITIONAL VICE-CHAIRMAN AD INTERIM OF COMMITTEE A 

The CHAIRMAN said that as he was obliged to be absent from Geneva for a short time 
and neither Vice-Chairman was available, he proposed that Professor Borgoño (Chile) be 
designated as Vice-Chairman ad interim under Rule 37 of the Rules of Procedure. 

It was so agreed. 

Professor Borgoño took the Chair. 

4. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (MONITORING AND EVALUATION): 
Item 17 of the Agenda (Resolutions WHA39.7 and EB83.R11; Document A42/4) (resumed) 

The CHAIRMAN invited the Committee to consider the draft resolution on the second 
report on monitoring progress on implementing strategies for health for all, recommended 
by the Executive Board in resolution EB83.R11, taking account of the amendments proposed 
during the discussion (see section 1 of this summary record). 

The draft resolution recommended by the Executive Board in resolution EB83.R11. as 
amended, was approved. 

5. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (resumed) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (resumed) 

Health system development (major programme 3) (continued) 
Organization of health systems based on primary health care (major programme 4) 
(continued) 

The CHAIRMAN invited the Committee to consider the draft resolution on strengthening 
technical and economic support to countries facing serious economic constraints, 
recommended by the Executive Board in resolution EB83.R21. 

The draft resolution recommended by the Executive Board in resolution EB83.R21 was 
approved. 

L Transmitted to the 
as resolution WHA42.2. 

о 

Health Assembly in the Committee's first report and adopted 

Health Assembly in the Committee's first report and adopted 



The CHAIRMAN invited the Committee to consider the draft resolution on support to 
countries in rationalizing the financing of health care services, recommended by the 
Executive Board in resolution EB83.R20, taking account of the amendments proposed during 
the earlier discussion. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, read 
out a proposed new text for operative paragraph 2(1), incorporating the United States 
amendment and which would now read: 

to undertake economic analyses in support of improved resource allocation for the 
health sector； and to assist Member States, in view of the problems posed for 
developing countries by the international burden of debt and other economic 
pressures, to develop the capacity to undertake economic analyses that can support 
improved resource allocation for the health sector; where appropriate, organizations 
with competence in economic research should be encouraged to cooperate in these 
activities； 

The draft resolution recommended by the Executive Board in resolution EB83.R20. as 
amended, was approved. 

The CHAIRMAN invited the Committee to consider the draft resolution on prevention of 
the purchase and sale of human organs, with the amendments proposed by the drafting 
group• 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
it was proposed that in the third preambular paragraph, after the words "human distress", 
the words "particularly in vulnerable groups" should be added. 

In operative paragraph 4, it was proposed the words "as soon as possible" should be 
added after "report". 

In operative paragraph 5 it was proposed to substitute "Forty-fourth" for 
"Forty-fifth World Health Assembly". 

The proposed amendments were adopted. 

The draft resolution on prevention of purchase and sale of human organs. as thus 
amended, was approved. 

Development of human resources for health (major programme 5) (Documents PB/90-91, 
pages 124-130; EB83/1989/REC/1, Part II, Chapter II, paragraphs 26-29; and A42/63) 
(continued) 

Ms WARNER (New Zealand) commended the Director-General on his report on the role of 
nursing and midwifery personnel in the strategy for health for all, which documented key 
issues and concerns of nursing. New Zealand recognized the contributions nurses made to 
the implementation of primary health care strategies : health systems based on primary 
health care could certainly not function effectively without properly trained 
nursing/midwifery personnel, and the role of the nurse could well be expanded. 
Accordingly, New Zealand had allocated resources for nursing work force planning and 
development, which were essential if the country was to recruit and retain sufficient 
nurses with the necessary preparation to enable them to function at all levels of the 
health sector. The Government had also allocated funds to help promote new initiatives 
in primary health care. As part of that strategy, independent nurse practitioner systems 
had been set up, and the expanded role of nursing, together with various other 
initiatives, were being evaluated. 

New Zealand wished to be added to the list of sponsors of the draft resolution 
announced by the delegate of the United Kingdom. 

Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA42.4. 

о 
Transmitted to the Health Assembly in the Committee's first report and adopted, 

after further amendment at the eleventh plenary meeting, as resolution WHA42.5. 



Dr IRANI (Jordan) understood from the proposed programme budget that extrabudgetary 
resources would suffice to offset reductions at the regional and country levels in the 
Eastern Mediterranean which had clearly been hit the hardest by budgetary cuts. The 
programme statement emphasized the importance of health manpower in guaranteeing the 
smooth functioning of health delivery systems, and indeed, some 60%-70% of the budget was 
allocated to related costs. Incentives of all kinds must be provided to attract health 
workers to primary health care activities. In his country, a start had already been made 
in respect of physicians, and it was now possible to graduate from medical school with 
specialized qualifications in primary health care. 

Jordan would welcome the implementation - under WHO's auspices - of a joint 
programme, with a national as well as an international component, for training primary 
health care specialists. Countries certainly had their own tasks to accomplish, but an 
international element must be present alongside national efforts. That would be in 
keeping with the constitutional provisions of the Organization on the improvement of 
teaching and training in the health, medical and related professions, and with the stand 
taken by the Executive Board concerning the rationalization of the use of fellowships. 

Finally, he specifically endorsed paragraph 13 of the programme statement. 

Dr VONIATIS (Cyprus) commended the Director-General‘s report on nursing and 
midwifery. In Cyprus, in response to resolution WHA36.11, nursing curricula had been 
reoriented towards the concept of primary health care； the acute shortage of nurses had 
been tackled by providing a postgraduate course in management for nurse leaders and a 
system of continuing education, with a view to increasing the efficiency and 
effectiveness of existing personnel； and intensified recruitment campaigns had been 
initiated and intersectoral collaboration fostered, particularly with the Ministries of 
Education and Labour, with the aim of recruiting suitable applicants into the nursing 
profession. Efforts had been made to improve the working and living conditions of 
midwives, with the enactment of appropriate laws and regulations. He would fully support 
the draft resolution on nursing and midwifery announced by the United Kingdom. 

Mrs RAVN (Denmark) found the Director-General‘s report to be excellent, realistic, 
and in some respects disturbing. The situation analysis called attention to the 
seriousness of problems relating to the recruitment, utilization and working conditions 
of nursing staff, to the need for remedial or preventive action. The tendencies 
mentioned were also seen in Denmark； she could therefore fully support WHO's objectives 
and targets for nursing and nursing personnel. She would warmly endorse the promised 
draft resolution on the subject. 

It was axiomatic that an effective health system was dependent on appropriate 
numbers of properly qualified nursing staff. That was taken into account at all levels 
of decision-making in Denmark, where planning and quality control for recruitment and 
utilization of personnel had recently been undergoing considerable change as a result of 
decentralization of health care management and of institutions for nursing education to 
the regional level. Educational reforms were under way based on the new planning and 
management criteria and also on current demographic and economic realities. As the 
Director-General‘s report pointed out, the development and maintenance of competence in 
general practice was a prerequisite for the creation of an effective nursing workforce. 
Indeed, over the years, the Member States of the European Economic Community had agreed 
on generalist competence as the appropriate level of qualification required to provide 
skilled, flexible and motivated nursing staff. 

The European Conference on Nursing convened by WHO in Vienna in 1988 had been a most 
welcome event, and had stimulated the participating authorities and nurses to a greater 
commitmerit to the mobilization of nurses and nursing personnel in the health care system 
and in the health-for-all movement. 

Dr VAN ETTEN (Netherlands) joined in welcoming the Director-General‘s report, 
endorsing the view that the nursing profession constituted one of the cornerstones of 
primary health care. That being so, there was a need, inter alia, for a reorientation of 
nursing and midwifery training to health for all, and for improvement in the quality of 
nursing and midwifery practice； WHO collaborating centres could play an important role. 
He wished to cosponsor the draft resolution. 



Medical education should be reoriented to reflect the health needs of the 
population, with more emphasis on public health. It was encouraging to observe that in 
the past year ministerial conferences had been organized on the subject in all WHO 
regions. An extensive dialogue with the appropriate representatives of the universities, 
governments and nongovernmental institutions was called for, to devise a policy framework 
for health personnel development for health for all. He therefore supported the 
Director-General‘s initiatives in that direction. 

Dr SOHAIL (Pakistan) endorsed the objectives and targets of the proposed programme 
budget in the area of human resources development and commended the comprehensive report 
on nursing and midwifery. 

The elitist nature of undergraduate medical training in many countries made it 
difficult to deploy physicians in rural and inaccessible areas； in Pakistan the 
curricula were being reoriented to public health and primary health care, departments of 
community medicine were being strengthened and upgraded, and new medical colleges and 
teaching departments were to be established in rural district hospitals. 

Although some progress had been made in training traditional birth attendants, their 
functions remained limited. Nevertheless, there had been some consequent improvement in 
prenatal and postnatal care. 

Aware of the problems in human resources development, Pakistan was currently 
developing a democratic primary health care programme based on village health workers and 
village health committees. It was hoped that over the next 11 years 75 000 women village 
health workers would be trained at the subdistrict and district levels in family 
planning, nutrition, immunization and other primary health care activities, as well as 
the dispensing of essential medicines and other minor supplies. 

Strong middle management and information systems for proper monitoring arid 
evaluation of the programme were called for. A "health services academy" had been 
established to train managers. A national school of public health with provincial 
branches would be developed during the coming decade. WHO and other international donors 
could help support those activities. 

It was clear from the Director-General's report that Pakistan was not alone in 
having failed to make the best use of nursing in implementing health-for-all strategies； 
it supported Pakistan's contention that without well-trained and committed nursing 
personnel the goal of health for all through primary health care was unattainable. A 
commitment to expand nursing and paramedical forces accordingly was reflected in 
Pakistan's national health policy, which gave priority to the development of professional 
nurses. A community-oriented nurse, being an equal member of a health team consisting of 
a nurse, community health physician, health visitor, village or community health workers 
and auxiliary workers such as health technicians and traditional birth attendants, 
functioned very differently to one providing bedside care. In consultation with the 
communities they served, such teams promoted health, prevented disease and provided 
appropriate curative care, the role of the nurses being to implement, supervise, 
instruct, monitor and assist in management. 

Pakistan's national health policy provided for decentralization of health care 
management. There would be district and local health councils, and nurses would share 
management leadership at both levels. To that end, the basic curriculum would need to be 
revised to include leadership and management skills as well as primary health care. In 
reorienting nursing in Pakistan towards primary health care, the following priorities had 
been recognized: (1) immediate initiation of in-service training to upgrade the skills 
of practising nurses； (2) institution of technical and speciality training in, inter 
alia, teaching skills, skills in communication and group processes； management and team 
administration; early diagnosis and treatment of common disorders； care of patients in 
their homes； and monitoring through management information systems； (3) master's and 
doctoral degree courses to provide leadership in education, supervision and 
administration; (4) creation of posts within the health system for community health 
nurses； and (5) support for nurses, with the help of WHO and the International Council 
of Nurses, to analyse, restructure and reorient nursing for primary health care, to 
enable them to play a constructive part in the political process necessary for those 
changes. 

His delegation wished to be considered as a sponsor of the announced draft 
resolution. 



Dr MAGANU (Botswana) observed that the proposed programme budget highlighted the 
importance of developing human resources for health, as had the introductory statement by 
the representative of the Executive Board. 

Welcoming the Director-General‘s report on nursing and midwifery, he said that no 
one could dispute their pivotal role in health care delivery systems, whether in 
developed or developing countries, but the situation analysis was based on observations 
made in countries that could not be regarded as representative and it contained 
generalizations which clearly showed that it should have been based on a larger number of 
countries and which, in his view, would promote confrontation rather than a constructive 
approach, especially as regards the relationship between physicians and nurses. 
Paragraphs 42, 45, 51, 52 and 81 contained remarks which did not apply to Botswana or 
other countries in the same part of Africa, and which did not augur well for harmonious 
relations between the health professions. The Health Assembly was not the forum for 
improving the image of one profession at the expense of another, and such an improvement 
should not be achieved by casting aspersions on the intentions or behaviour of 
physicians. 

As indicated in paragraph 71, Botswana had recently abolished the post of Chief 
Nursing Officer. However, that had been done with the hope of opening up all 
policy-making and other senior posts to nurses； most of the senior professional posts in 
the Ministry were now occupied by officers with nursing as a professional background. 

His delegation endorsed the proposals outlined in the Director-General‘s report, and 
would support any resolution designed to secure the recognition and strengthening of the 
role of nursing and midwifery personnel in the delivery of primary health care - an 
objective which accorded with the established policy of his Government and was being 
pursued with determination. 

Dr MIRCHEVA (Bulgaria) acknowledged the important role of nursing and midwifery 
personnel in the Global Strategy, and agreed with the main lines of the proposed 
programme in that area. Her delegation endorsed the views expressed by those of the 
Soviet Union and France regarding the need to seek supplementary resources for the 
programme. 

Training of medical personnel was a priority in Bulgaria - particularly midwives and 
paediatric nurses. Polyvalent training enabled staff to work either in an institutional 
setting or at the first level of health care. Feldshers underwent a three-year training 
course qualifying them to work independently in a front-line position, primarily in rural 
areas, in the provision of first aid and emergency health care and in medical units at 
factories and schools. 

Despite the excellent preparation given to middle-grade health care personnel and 
the optimum conditions for their work at all levels of the health care system, some of 
the problems analysed in the report were to be found in Bulgaria, as elsewhere. There 
was a tendency towards disparagement of the nursing profession. Nursing candidates often 
lacked clear motivation. An exodus of personnel from the profession had been observed in 
recent years； nurses often became executive assistants to senior medical staff. 

To ensure the fulfilment of the tasks outlined in the Bulgarian health care 
strategy, the country was planning to focus its energies on the following goals: 
improvement of the qualifications of middle-grade personnel and the consequent 
development of new specifications, curricula and programmes； updating of certain 
regulations in order to extend the rights and responsibilities of such personnel in 
independent work; facilities for higher learning in epidemiology, geriatrics, social 
service, hygiene and health education; and encouragement of scientific research by 
middle-grade health workers. A first national working group on nursing would be 
organized with WHO's assistance in late May 1989 in Sofia. 

Professor LEOWSKI (Poland) supported the proposed programme for the development of 
human resources for health, and commended the Director-General on his report on nursing 
and midwifery, stressing the importance of the issue. Despite the fact that most of the 
results of the planned activities would not be seen until after the year 2000, there was 
still much that could be done to improve the current situation. The programme budget 
proposals aimed at a reorientation of the conventional training of all health personnel 
were therefore most welcome, particularly those for Europe. 



He stressed the importance of continuing education for all types of health 
personnel. There was a danger that, despite recent advances in medical science and 
technology, health personnel trained 10-20 years earlier might resist change. He 
requested WHO to cooperate in forming a network of skilled managers to influence training 
policies and strategies accordingly. 

Poland was formulating a nursing programme along the lines presented in the 
Director-General‘s report with the aim, inter alia, of keeping its 220 000 nurses in the 
profession and attracting new candidates to overcome the current shortage. 

He would support the draft resolution outlined by the United Kingdom delegate. 

Mrs KADANDARA (Zimbabwe) commended the Director-General on his report, which 
highlighted the problems in many Member States, including her own; ministries of health 
were continually trying to retain adequate nursing staff for their health services. 

The vital role of nurses in primary health care had been discussed at the Health 
Assembly for some years. However, the discussions had not been followed by measures in 
Member States or WHO to provide adequate financial backing for training and 
remuneration. Improving conditions of service was an uphill struggle. In Zimbabwe 
nurses were the only health professionals represented at all levels of the health care 
delivery system. They had been a stable group for many years, and thus had gained the 
necessary clinical experience and the trust of the communities they served. 

It was encouraging to note in paragraph 16 of the programme statement for 
programme 5 that mechanisms would be promoted to ensure coordination between health care 
services and health arid medical training institutions, in order to derive the fullest 
benefit. However, coordination alone, without plans adequately to improve conditions of 
service for nurses, would not prevent large numbers from leaving the profession in many 
Member States. Management of the health sector was becoming more complex owing to 
diminishing resources. Planning, training and deployment strategies could appear very 
attractive on paper but, in reality, the numbers completing nurse training were lower 
than expected, and deployment was becoming more difficult. 

Nurses' tasks had multiplied year by year, yet there appeared to be little attempt, 
in developing new programmes, to determine whether sufficient personnel would be 
available to implement, monitor and evaluate them. Nurses were expected to fill the gap, 
and no thought was given as to whether they were able or adequately prepared to manage 
programmes and to cope with the increasing demands. The time had come for Member States 
and WHO to determine whether budgets for nursing departments were adequate. In many 
instances, no allocations were made for continuing education, especially in leadership 
training for health management. At the provincial and district levels, nurses were 
frequently the only professional group available to perform the duties also of other 
professions, such as physicians, pharmacists, radiographers, physiotherapists, laboratory 
technicians, nutritionists, etc. It was hardly surprising that, as stated in the report, 
many nurses were currently leaving the profession. 

WHO should ensure adequate budgets for nurse education at the regional level and 
strengthen its nursing units at regional and headquarters levels for maximum support to 
Member States, where realistic manpower policies were needed. What plans had been made 
to strengthen the units? Sufficient nursing personnel were needed at the regional level 
to review nurse training and practice, to support research and to provide support for 
Member States. 

The goal of health for all would be more difficult to achieve if nurses continued to 
be misused and frustrated. Her delegation wished to be included as a sponsor of the 
draft resolution. 

Dr FURUICHI (Japan) said that the Government of Japan placed great emphasis on WHO's 
programme for development of human resources and was therefore concerned that the 
allocations showed only marginal growth, in fact a decrease in real terms. While 
supporting the proposals, he urged WHO to look for further ways to make the best use of 
the limited resources. 

The emphasis placed by many delegates on policy development that took account of 
economic realities was most encouraging. Paragraph 47 of the Director-General‘s report 



on the work of WHO in 1988-*- mentioned his Government's assistance in launching a 
programme to promote the analysis of policies, which should be regarded not as an 
additional activity but as an integral part of the development of balanced human 
resources at the country level. WHO should therefore strive to integrate existing 
programmes, such as health manpower planning, health manpower management, and educational 
development, as far as possible at the implementation stage. There might also be 
opportunities for an integrated approach on an even larger scale, since the activities of 
major programme 4, Organization of health systems based on primary health care, were 
closely related to human resources development. He was sure that every effort would be 
made to ensure good coordination within WHO. 

Mrs MATANDA (Zambia), commending the report on nursing and midwifery, said that 
nurses in her country had played a leading part in stimulating intersectoral action to 
promote health for all - a point she wished to make in connection with major 
programme 4. That trend had been gaining momentum； Zambia hoped the lessons that had 
been learned from it would be applied in other areas, and that the Director-General would 
mobilize additional extrabudgetary resources for programme 4, because the organization of 
health systems based on primary health care was an important stepping-stone to health for 
all. 

In regard to major programme 5, it was true that in some countries, legislation 
which prevented nursing and midwifery personnel from making their full contribution to 
primary health care was being reviewed, and nursing training was being updated to improve 
its quality and relevance. However, there were still many obstacles to a proper 
diversification of learning experience in the developing countries, some of which had 
been described in the report. Some countries had clearly identified in their development 
plans the quality and quantity of health manpower that they would need within the plan 
period, and had given due emphasis to the development of high-level nursing and midwifery 
personnel, but in the end the translation of policy into practice depended on financing. 

While there was now greater recognition of the role nurses and midwives could play 
in spearheading primary health care strategies, and while nurses were doing everything 
possible to fill the gaps in their training, the status of nurses was still not 
commensurate with their skills or with their responsibilities. Even in countries in 
which many nurses and midwives were leaders, they still lacked incentives, favourable 
conditions of service, and an attractive working environment. 

The imbalance in the distribution of nursing staff between urban and rural areas was 
due to a number of factors； in some countries, for example, nursing personnel were given 
low priority in the allocation of housing. Her delegation had noted with satisfaction 
that WHO would be continuing to develop strategies to enhance the development of human 
resources for health, and was sure that it would not fail to focus on the needs of 
nursing and midwifery personnel. Unless that vital resource was given practical 
recognition, the "brain drain" in some countries would continue, at the expense of 
health-for-all strategies. 

The time was long overdue for enhancing the contribution made by nursing and 
midwifery personnel to primary health care at country, regional and global levels. She 
hoped that WHO would play a leading role in that endeavour, and urged the 
Director-General to consider what global and regional strategies would be required to 
augment initiatives being taken at country level to strengthen educational programmes, 
research capabilities, and leadership skills. She welcomed the guidance and leadership 
given to countries by the International Council of Nurses, as well as its support to the 
development of local initiatives. 

Her delegation would be pleased to cosponsor the draft resolution. 

Mrs SASSI (Italy) said that the unfortunate situation described in part II of the 
report on nursing and midwifery also obtained in her country. Nurses and midwives were 
pressing for entrance requirements to training schools to be made equivalent to 
university entrance requirements. She was pleased to state that Italy's Minister of 
Health had recently undertaken to give his support to the recommendations made at the 
European Conference on Nursing held in Vienna in June 1988. 



Her delegation would welcome a strengthening of nursing units at headquarters and 
particularly at regional level. Member States might consider establishing national 
nursing and midwifery offices at central, regional and district level, and WHO, in 
cooperation with national nurses‘ institutions, should set up a special committee for 
research into nursing and midwifery. 

She was grateful to the Director-General and to the Regional Office for Europe for 
the extensive support given to the Italian nurses‘ and midwives‘ professional association 
in organizing forums for the discussion of the issues raised at the Vienna conference. 

Finally she suggested that WHO should institute a "World Nurses' and Midwives‘ Day" 
which would help to promote a better image of those two professions for the media and 
thus encourage more young people to enter them. Without increased numbers of nurses and 
midwives, it would be impossible to achieve the objectives of heath for all. 

Mrs BROPLEH (Liberia), supporting the suggestions made by the delegate of Zimbabwe, 
requested that subregional as well as regional structures be strengthened to meet the 
needs of the African Region. She further suggested that WHO should support research on 
the relation of nursing to "affordable" and accessible health, and that a conference be 
convened to analyse the contribution made by nursing and midwifery personnel to primary 
health care, in order to determine where the focus should be directed in the future. 
Such a conference would help to make nurses aware of their role in strategies for health 
for all by the year 2000. 

Dr CHIMIMBA (Malawi) fully endorsed the comments made by earlier speakers, 
particularly the delegates of Pakistan and Zimbabwe, on the important role played by 
nurses and midwives in the achievement of health for all. He also supported the view 
expressed by the Director-General, and endorsed by the Executive Board, that the 
development of human resources for health was the cornerstone of health for all. 

His country had had to draw on an already small pool of nursing personnel in order 
to find staff who could be retrained to play an expanded role in primary health care. He 
therefore urged WHO to lay greater emphasis on basic training in order to increase the 
numbers of practising nurses, and also to continue its efforts to raise the status of the 
profession so that more candidates would be attracted to it. 

It was important that the Health Assembly should give formal recognition to the 
Edinburgh Declaration on Medical Education; his delegation would be submitting a draft 
resolution to that effect which he hoped would obtain wide support. 

He was pleased to cosponsor the draft resolution announced by the United Kingdom 
delegate. 

Dr ESPINOSA-FERRANDO (Nicaragua) said that in his country nurses had played a 
fundamental role in implementing primary health care strategies. Midwives, too, had been 
given training that would enable them to be integrated into the national health system, 
so that there was now a proper link between the first and second levels of health care. 
Centres for training nurses and nursing auxiliaries had been set up in all regions of the 
country, and they provided training in public health. Almost all the health programmes 
in Nicaragua involved the participation of nurses in the decision-making process. His 
delegation supported all initiatives aimed at strengthening the role of nursing 
personnel, and believed that in the future that role would continue to increase. 

Dr OJEDA VILLALBA (Paraguay), referring to the "lost opportunities" in training 
listed in paragraphs 57 to 60 of the report on nursing and midwifery, in particular, said 
that all health personnel, especially those working in remote rural areas, should be 
trained, with WHO support, in the strategy and methodology for obtaining community 
participation in primary health care. Community awareness should also be developed, 
especially if the community was to participate in identifying needs, fixing priorities 
and planning, implementing and monitoring health programmes. 

Dr M0NEK0SS0 (Regional Director for Africa) said as part of the follow-up to the 
Edinburgh Declaration on Medical Education, a meeting of ministers of health and of 
education in the African Region was to be convened in Nigeria in early July 1989 at the 



invitation of the Government. It was planned at that meeting to develop cooperation 
between the education ministries, which were responsible for medical education, and the 
health ministries, which were the major "consumers" of medical manpower. It was hoped 
that solutions would be found for some of the current problems in the area of medical 
education. Viewed as a parallel to the Declaration of Alma-Ata, the Edinburgh 
Declaration was expected to do for medical education what the latter had done for health 
care. In earlier years there had been an attempt to revolutionize medical education in 
Africa and adapt it to local conditions. Those efforts had not succeeded, largely 
because the health professions in Africa had still been looking towards European models, 
which at that time were still operating on traditional lines. The current world trend 
would provide a more propitious atmosphere for changes in medical education in Africa. 

The African Region had established a number of midwifery and nursing task forces in 
countries, as well as a regional task force, with the objective of remobilizing and 
revitalizing the nursing and midwifery profession in the countries of the Region, where 
many nurses and midwives had been leaving the profession for other, more lucrative work 
calling for lower qualifications and less effort. Support from bilateral and other 
agencies for the national task forces would be welcome. 

WHO subregional nursing officers had been appointed in addition to Regional Office 
staff. WHO looked upon nursing as providing one of the opportunities open to women in 
the Region for reaching leadership positions. Post-basic nursing institutions were being 
strengthened in Luanda, Yaoundé and Dakar, but financing such work was difficult given 
the limited regional budget. WHO collaborating centres for nursing development were also 
being established. There were many opportunities for achieving leadership positions in 
nursing; WHO believed that with the identification, promotion and financing of such 
positions, nurses would be encouraged to continue to play their essential role in work 
towards health for all. 

(For continuation of the discussion on the draft resolution on strengthening 
nursing/midwifery in support of the strategy for health for all, see summary record of 
the ninth meeting, section 1, page 131.) 

Professor MENCHACA (Cuba) drew attention to the draft resolution - the text of which 
had been approved by the meeting of ministers of health of the non-aligned and other 
concerned developing countries - on encouragement of technical cooperation among 
developing countries (TCDC) through the promotion of national centres for research and 
the training of specialists which had been introduced earlier (see section 2, page 53). 

The lack of appropriate mechanisms, both in countries and in WHO, for promoting TCDC 
had undoubtedly adversely affected the implementation of programmes. The non-aligned 
movement had repeatedly emphasized the importance of TCDC in dealing with the serious 
health problems facing the developing countries； it was an essential form of cooperation 
in a decade of vital importance for the achievement of health for all. While a 
considerable number of resolutions had already been approved by the Health Assembly in 
support of TCDC, the ministers of health of the non-aligned countries had considered that 
the objectives laid down in them had been insufficient. Referring to the relevant parts 
of resolutions WHA31.41, WHA32.27, WHA38.23 and WH040.30, he drew attention to the 
special efforts being undertaken by the developing countries to seek new ways of 
promoting TCDC through the identification of health sector capacities and needs, 
particularly through the promotion of national centres for such cooperation. 

(For continuation of the discussion on the draft resolution on TCDC, see summary 
record of the seventh meeting, page 97.) 



6. FIRST REPORT OF COMMITTEE A (Document A42/33) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, read 
out the draft first report of the Committee. 

The report was adopted.^ 

The meeting rose at 12h50. 



SIXTH MEETING 

Monday, 15 May 1989. at 14h30 

Chairman: Dr J.-P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Public information and education for health (major programme 6) (Documents PB/90-91, 
pages 131-137; and EB83/1989/REC/1, Part II, Chapter II, paragraphs 30-32) 

Dr QUIJANO NAREZO (representative of the Executive Board) said that the Board had 
agreed with the Director-General‘s view that a distinction should be made between two 
concepts and spheres of action with respect to programme 6 : health education and 
promotion on the one hand, and information and public relations on the other. The Board 
had stressed the importance of health education as a real professional necessity for the 
authorities of countries, and also the need to strengthen national communications 
capacity. It considered that all countries should undertake joint educational and 
technical programmes which could foster innovative approaches and make the best use of 
scarce resources. 

Professor BERTAN (Turkey) said that her delegation strongly believed in the 
importance of public information and education for health and welcomed the explanations 
given in document PB/90-91. It was well known that perceptions of health differed among 
societies and age groups and between the literate and illiterate. In-depth studies 
should be conducted to determine the appropriate communication skills and channels 
needed, and ways to approach the various groups. There was, unfortunately, little 
appreciation of the importance of communications, and she therefore considered that the 
techniques of acquiring communications skills should be included in the curricula both of 
medical schools and of institutions for the training of other health professionals, 
particularly those concerned with human relationships. 

Communications were of fundamental importance in informing the public on health 
education matters. Success in primary health care depended on the involvement of 
individuals, their recognition of the importance of health and their own responsibilities 
as partners of the health services. The breakthrough would probably come when all 
nongovernmental organizations and the various national and international organizations 
concerned used professional communication skills in health education to increase such 
recognition through "social mobilization" and "social marketing". 

She drew attention to Facts for life, a publication associated with a venture to 
bring together the experience of many countries in social mobilization both in terms of 
intersectoral and private sector collaboration and of mass media support for health 
knowledge and skills. 

As an example of intersectoral collaboration, the Ministries of Health and Education 
in Turkey had established a joint project for the training of over 200 000 primary school 
teachers in health promotion. New programmes in the most critical areas of health were 
also being developed by the national television authorities in cooperation with the 
Ministry of Health, the universities and some nongovernmental organizations. 

1 Adamson, P. Facts for life: a communication challenge. UNICEF, WHO, UNESCO and 
"P&LA" Oxford, United Kingdom, 1988. 



Mrs MANDEVU (Botswana) said that it was not clear from the figures on page 137 of 
document PB/90-91 whether the allocation for programme 6 was sufficient or not, but if 
the amount usually received by Botswana under the programme was a fair indication, the 
funds allocated were certainly inadequate. WHO should intensify its efforts to mobilize 
the necessary extrabudgetary funds for the programme, to which Member countries should 
also accord priority in their budgetary allocations, as information and education for 
health were stated in many policy documents to be a priority. 

As more and more people became aware of the role that they had to play in health, 
the demands from the village and district levels for financial support for programmes 
increased; the highly decentralized health system in Botswana called for "decentralized" 
support for programmes. 

Her delegation welcomed the fact that WHO had identified health personnel training 
at country level as one of the main areas on which to focus in the African Region during 
the coming biennium; the success of the programme would be greatly enhanced by such a 
step. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that public information and 
education for health was one of the key programmes because of its specific function of 
mobilizing the public and securing the active participation of the people in health 
activities, including the implementation of the health-for-all strategy. Without the 
broad support of the people, even the most promising undertaking, whether at the national 
or the international level, would not succeed. In order to secure such support, it was 
necessary, first and foremost, to arouse public interest in health protection and to 
provide the people with the knowledge necessary to enable them to lead a healthy life and 
to take preventive measures against disease. Public information arid health education 
could play a helpful part in a whole range of programmes for the control of diseases, 
including AIDS. 

Public information was also an important factor in maintaining and strengthening the 
determination of political leaders and the public to take greater responsibility for 
health and for making a conscious and well founded choice of appropriate practical 
measures for improving it, and for the application of such measures. The second report 
on monitoring progress in implementing strategies for health for all (document A42/4) 
showed that those problems were of vital importance in attaining WHO's basic social 
objectives. It also showed that some countries, including developing ones, possessed 
much useful experience in the field of public information and health education. It was 
many years since the Health Assembly had last reviewed the activities of the programme 
concerned. An appropriate draft resolution sponsored by eleven delegations had therefore 
been submitted for consideration (see summary record of the twelfth meeting, section 1, 
page 189). 

Dr RODRIGUES CABRAL (Mozambique) said that his delegation supported the activities 
proposed under programme 6 and shared the concerns mentioned in paragraph 3 of the 
programme statement. He agreed with Dr Quij ano Narezo's introductory comments. 

Experience in his country and others had shown that it was difficult for many 
reasons to develop national capacities in the area concerned. Some countries had tried 
to develop departments in their ministries of health to deal purely with health 
information and education, and there had been a lack of integration with the technicians 
and experts in the various specific disease control programmes. Many programmes had 
concentrated on information in such areas as general behaviour and hygiene, and the 
public and health technicians alike had become somewhat disillusioned at the lack of 
results after a number of years. 

Concerning the development of national capacities, be stressed first the integration 
of health information and education within priority disease control programmes. His 
country's recent experience had shown that public health information and education might 
not merely be one among many components but, in certain circumstances, might be the 
critical one - in programmes for the control of AIDS, sexually transmitted diseases and 
tuberculosis, for example. Technical experts must define the kind of information that 
should be disseminated through the various health systems and networks so that those 
working in specific areas of health information and education could know what kind of 
materials to produce and what media to use. 



The second point was that some opportunities now existed in developing countries to 
build up the necessary national capacities, taking advantage of the experience and 
resources of certain specific programmes such as the AIDS programme. Because of the need 
for rapid development, valuable experience had been gained in that programme in the 
training of personnel and the building-up of local capacity to prepare materials, learn 
how to use communication techniques and non-health networks, and appreciate the 
importance of communication between the users of services and health personnel. Other 
programmes could benefit from that experience and develop appropriate capacities. 

Dr GRIGGS (United States of America) commended WHO for its renewed emphasis on 
education for health, including infras truc ture and curricula. Health education laid the 
foundation for behavioural change and healthy life-style. 

In order to maximize the resources of WHO's technical programmes with health 
education components, the new Division of Health Education and Health Promotion should 
continue to work closely with specific and special programmes, including the AIDS 
programme, with a view to providing the technical assistance required for developing and 
evaluating health education and promotion activities. Behavioural sciences should be 
used in health education, to help determine the demand for preventive as well as curative 
health services. 

Professor BENAMMAR (Tunisia) asked what possibilities existed for evaluating the 
action taken by WHO at the global level in the field of health education and 
information. Although such an evaluation would be difficult, it should be given every 
consideration, since WHO action in that area could be of capital importance. It was 
important to take account of differences in educational, social and cultural 
characteristics. He emphasized WHO's work in the field of AIDS control and the 
importance of epidemiological research, with increasing attention to strengthening the 
educational process and greater use of social and psychological data. WHO should give 
priority to support for national rather than international programmes. 

He endorsed the view that educational and information programmes should be 
integrated within primary health care programmes and that the implementation of education 
programmes not linked with health programmes, particularly at the country level, should 
be avoided. He urged the Committee to support the draft resolution on the subject. 

Dr KÔKÉNY (Hungary) said that Hungary considered the programme on public information 
and education for health to be extremely important and had applied the main findings of 
the situation analysis to its health promotion programme. During the past year it had 
been inspired by WHO's health promotion and health education programmes, particularly the 
first World No-Tobacco Day, the International Conference on Health Promotion and the 
World AIDS Summit. It believed that WHO still had some potential in reserve for the 
production of basic resource materials such as brochures and video films for use by 
Member States. It also welcomed the emphasis placed in the programme on intersectoral 
cooperation and the need for healthy public policy. Several WHO programmes frequently 
covered the same targets in the field of health promotion, and coordination between 
certain activities was inadequate. In addition to the professional disadvantages, that 
situation also entailed a danger of dissipation of financial resources. His delegation 
therefore supported the Director-General‘s intention to separate the key areas under the 
programme. 

There was also a need for WHO, in particular, to make clear the relationship between 
health promotion and health education. The introduction of the health promotion 
programme had caused some uncertainty among health educators in Hungary because of 
differences in emphasis in certain WHO documents with regard to the interpretation of 
health promotion and its importance. 

His delegation agreed with the main targets of the global and interregional 
programme. There was a tendency to consider communications in terms of the "media 
society", in which the developed countries were projected to the world. The programme 
made no reference to the health education problems of the socially disadvantaged which, 
in his country's experience, could not be solved by traditional means. The experience of 
the highly successful "healthy cities" project might be recommended and used in that 
respect. 



The budgetary allocation for programme 6 should be maintained and, if possible, 
increased. 

Mrs KADANDARA (Zimbabwe) said that public information and education for health were 
one of the cornerstones of her country's health programmes. Zimbabwe would appreciate 
any additional help in developing the communication skills of health workers. She 
expressed her appreciation to the Director-General for the assistance given and hoped 
that more would be forthcoming. 

Professor GIRARD (France) said that public information and education for health were 
a necessary, though not a sufficient precondition for any true health policy. Efforts 
must be made to coordinate communications from the point of view of methodology, 
feasibility and evaluation among the various specialized agencies of the United Nations 
if confusion was to be avoided. Concerning training, while it was necessary to ensure 
leadership training, it was also important to place proper emphasis on the identification 
and training of field personnel, especially as they included a very broad range of social 
and professional categories, often from outside the health field. He also emphasized the 
importance of regional cooperation in the exchange of information in order to establish 
sound data bases and thus take advantage of the economy of effort that they made 
possible. He drew attention to the need for careful coordination in such a sensitive 
area as that of information exchange between the focal points of the Organization and 
national governmental bodies. Finally, as other speakers had mentioned, failure to 
respect cultural differences would place major obstacles in the way of success. 

Miss KHAPARDE (India) said that the programme rightly laid emphasis on evolving a 
healthy and useful relationship with the media to promote health programmes and, more 
particularly, to promote health education. With increasing literacy, technological 
developments and improved living standards, the mass media had begun to play an 
increasingly important role even in the developing countries. In India, radio and 
television now covered the entire subcontinent, while newspapers and journals could be 
counted in hundreds and their circulation in hundreds of thousands. More and more time 
was being given to health messages on national television, particularly on aspects of 
mother and child welfare. Newspapers, however, were rather a different matter; it was 
difficult to persuade a free press to stress the positive rather than the negative 
aspects of health programmes. There was doubtless often a lack of understanding between 
the media and health programme managers. Press releases and briefings often tended to be 
regarded as publicity and as a result the positive side of health programmes tended to be 
neglected. The fault lay not only with the media but also with health ministries and 
professionals, who lacked an understanding of the functioning, role and importance of the 
media. Therefore, in strengthening links with the media, programme activities must 
include frequent workshops and seminars with the full participation of representatives of 
the media as well as the strengthening of publicity and, where possible, the involvement 
of working journalists and communications experts in health ministries. In India, steps 
had been taken in that direction and a senior journalist had been appointed as adviser on 
the media in the family-welfare programme. 

Referring to the medical examination of schoolchildren and the provision of health 
education for children and, through them, their families, she said that in rural areas 
examinations could be integrated into the primary health care infrastructure. In health 
education, the teacher must become an active partner of the health worker. A major 
project promoting such close collaboration was under way in India in over 100 districts. 

Health education and information programmes must also be based on close 
intersectoral coordination between ministries of health and ministries of information and 
broadcasting, on the one hand, and between ministries of health and ministries of 
education, on the other. Its success depended on how effective and how close such 
relations might become. 

Dr HAJAR (Yemen), referring to the role of health education in improving health 
conditions at village level in his country, said that there had been community 
participation in measures to ensure proper waste disposal and safe drinking-water. 
Health education had also played a major role in child immunization campaigns, with the 
result that coverage had increased from 12% to over 35% in one year. Television and 



radio had contributed towards a better understanding by families of health problems and 
towards a return to breast-feeding. 

Efforts were being made to support and consolidate health education activities and 
to increase their effectiveness within the framework of health programmes, with 
assistance from WHO and UNICEF which it was hoped would continue and be strengthened. 
Interaction between the Ministries of Education and Information had increased on the 
basis of the Government's commitment to pay greater attention to health information and 
education for health. In conclusion, he agreed that indicators should be established to 
increase the efficiency of health education within specific communities. 

Mrs MATANDA (Zambia) fully endorsed the statements made by previous speakers. 
Zambia would welcome any support from WHO in evaluating the impact of country-level 
activities for the people‘s well-being. It would also appreciate opportunities to endow 
suitably qualified personnel with communications skills and applied research methodology. 

Dr OKWARE (Uganda) said that, although health education and information were 
certainly the most important component of primary health care, they seemed to have 
received only token support in the past. In many developing countries, infrastructure 
for health education had been limited as its results were undramatic compared with more 
direct measures which received higher priority. At the same time, behavioural change had 
been impeded by a number of socioeconomic obstacles. 

His delegation, while supporting the proposed programme activities for 1990-1991, 
believed that greater attention should be paid to the strengthening of health education 
and information at all levels, particularly with regard to AIDS, and especially at 
country level and under local conditions. While international and national seminars on 
health education would be welcome, emphasis should be placed on accurate information at 
community level in the face of local difficulties, poor infrastructure and comparatively 
high levels of illiteracy. Innovative approaches should be used to ensure rapid and 
broad social mobilization. Regional offices, particularly in the African Region, might 
assist in mapping out a strategy for such mobilization. 

Health education alone, however, was not enough. There must be appropriate 
sanitation and water supply services and sufficient food for effective nutrition. Good 
advice was senseless where essentials for nutrition and hygiene were lacking, as was 
often the case in Africa. Consequently, effective health education and behavioural 
change depended on improvements in socioeconomic sectors such as agriculture, industry 
and commerce. Health education programmes must be accompanied by material support if 
they were to be easily applied and accepted. 

Dr ADIBO (Ghana) attached great importance to the programme because it could be very 
effective when properly implemented. Ministries of health in developing countries had in 
the past neglected it, while seeking elsewhere the reasons for the ineffectiveness of 
health programmes in general. Over the past 18 months health education and communication 
strategies had been introduced into programmes in his country and there had been a great 
change for the better. Consequently, in-service training was being provided to impart 
communications skills to field staff, and workshops had been organized for mass media 
specialists, who had become less critical and more informative on health issues as a 
consequence. Several nurses and technical officers involved in disease control had also 
been trained as journalists. However, there was still a need to train a greater number 
of personnel at both national and local levels, while in-service education had to be 
continued in order to train all health staff in the field. The process was neither easy 
nor cheap, particularly as the subject had to be introduced into the curricula of all 
health training institutions so as to ensure that all health workers became health 
educators. 

Considerable resources were required, and his delegation was concerned at the modest 
WHO budgetary allocation for activities at the country level. Additional, extrabudgetary 
resources should be sought for the programme. The production of materials for health 
education of the non-literate or functionally literate was difficult, expensive and 
time-consuming but could be most rewarding. The programme was crucial to community 
mobilization for and participation in primary health care, and his delegation therefore 
fully supported all WHO initiatives to strengthen it. 



Dr MILLÂN (Mexico), stressing the importance of WHO assistance to countries under 
the programme, said that the responsibility of countries was even greater in view of the 
various measures which each had to take, considering the cultural characteristics of the 
local population. In Mexico the cooperation of journalists, illustrators, cartoonists, 
radio and television personnel and medical associations had been invaluable in the 
successful organization of no-tobacco days and AIDS days. It was most important that 
health programmes should involve all national groupings, and not only doctors, so that 
information might be better received generally. 

Dr JARDEL (Assistant Director-General), noting that several delegates had expressed 
concern at the level of allocations for the programme, regretted that WHO was not in a 
position to increase budgetary resources for the programme at either the global or 
regional level, and said that the necessary efforts would be made to obtain 
extrabudgetary funding. While WHO could hardly be compared to a commercial undertaking, 
it was worth noting that such enterprises tended to allocate approximately 10% of their 
budgets to promotion and advertising. WHO was very far from that level. Referring to 
resources at country level, he reminded delegates that the Organization's budget was 
drawn up following discussions with national authorities and that it was consequently 
important for those authorities to decide what share of the budget should go towards 
essential information and educational activities. 

There had also been a number of requests for greater integration of activities into 
the relevant programmes and for increased coordination. He fully agreed that greater use 
should be made of the experiences of other programmes, and in particular, of the Global 
Programme on AIDS. Indeed, some steps had already been taken in that direction. 

The intersectoral aspect of the programme was extremely important, as was the 
involvement of so many people outside the health field. A wealth of support was to be 
had from journalists, in particular, and on several occasions he had noted that, if their 
interest could be turned to health matters, they responded very well and provided good 
coverage. 

The delegate of Tunisia had referred to the evaluation of global activities in that 
area; since the most effective education and information could only be undertaken at 
country level and were very closely related to the cultural context, the validity of 
global efforts might well be questioned. Without going into the details of the 
activities described in the proposed programme budget, he agreed that there should 
perhaps be a more precise evaluation of headquarters activity in that area and attention 
would be given to the matter in the next report of the Director-General. 

Another important element was the role of WHO and, in particular, of WHO 
headquarters in research into communications and behaviour. Efforts had been made to 
introduce into the proposed programme budget for 1990-1991 resources for research in that 
area, to be considered as a sort of catalyst by which to implement activities in national 
institutions. Naturally, results of programmes as important as the "healthy cities" 
project being undertaken by the Regional Office for Europe should be adduced in defining 
the needs of the most deprived sectors of the population. 

The question of coordination of communication activities in the United Nations 
system, raised by the delegate of France, was also important； discussions on that matter 
had been started in recent months. WHO was following the efforts being made by the 
United Nations Department of Public Information to bring the positions of the different 
information divisions closer together. However, such common efforts were not always easy 
as objectives were different in many cases. 

In response to the comments by the delegate of Cuba, he confirmed that technical 
cooperation among developing countries and particularly exchange of experiences, 
expertise and materials were considered an essential element in health information and 
education. 

He noted the comments concerning current activities in different countries and 
pointed out that such details in themselves constituted an example of information of 
interest for exchange among countries. He agreed with the delegate of Uganda that 
education and information alone could achieve very little； they could provide knowledge 
without power, and it was therefore essential for governments to make available to their 
peoples the means of making the right choices among those offered to them by education 
and information. 



Dr MONEKOSSO (Regional Director for Africa) said that the question of how best to 
disseminate information to villagers, which had been raised by the delegate of Uganda, 
was of particular importance in Africa, where the vast majority of people, especially 
women, were illiterate and were quite unfamiliar with modern health concepts. In the 
context of AIDS, for example, such people would not understand what a virus was； their 
concepts of life, death and disease might be quite unhelpful in efforts to combat the 
epidemic. The Regional Office for Africa had therefore been collaborating with a number 
of Member countries in developing ways of presenting health information in terms closer 
to local conceptions of the reasons for health and disease, such as representation of a 
virus as an evil spirit in sketches or cartoons. A sketch on the mode of operation and 
possible effects of the AIDS virus brought the facts vividly alive for peoples in Africa, 
who were much given to acting out situations for their own entertainment, and it helped 
to influence or change their behaviour. In addition to the AIDS sketch, which had been 
recorded on video tape and shown at the last Regional Conference on AIDS, the method had 
been used to illustrate the different components of primary health care. Such sketches 
had been produced for dissemination in the main official languages of the region and also 
in local languages. Those efforts were aimed at community involvement； health 
committees were being encouraged to deal with a series of health topics such as AIDS 
control from week to week. 

With the cooperation of Member countries, the Regional Office had been able to place 
a health information and education officer in each WHO office in the Region, who was 
given access to newspaper space and radio and television time for health messages. Such 
officers were recruited under special service agreements since there were no posts 
available for them; the Regional Office acknowledged the cooperation of the headquarters 
information group in assisting with the continuing education of such staff. 

(For discussion on the draft resolution on this subject, see summary record of the 
twelfth meeting, page 189.) 

Research promotion and development. including research on health-promoting behaviour 
(major programme 7) (Documents PB/90-91, pages 138-142; and EB83/1989/REC/1, Part II, 
Chapter II, paragraph 33) 

Dr QUIJANO NAREZO (representative of the Executive Board) said that the importance 
of the programme needed no stressing. The Board had therefore been extremely concerned 
by the reduction in resources allocated to it. 

Professor BORGOÑO (Chile) said that he agreed that the programme was an important 
one. The time had come for a radical review, for the next programme period, in view of 
the very large annual sum, largely extrabudgetary, now going to research under the 
special programmes on AIDS, human reproduction, tropical diseases and aging. Such 
reassessment was vital in order to ensure coordination and avoid duplication of effort; 
the programme could then concentrate on aspects that required greater support rather than 
on those already adequately funded. Similarly, the advisory committees on health 
research should have a more balanced membership, including fewer biomedical researchers 
and more epidemiologists and health workers. 

Dr KOSENKO (Union of Soviet Socialist Republics) said that the programme was one 
whose priorities were not in doubt. Virtually no-one denied that the sound scientific 
basis of related activities and decisions was a reliable guarantee of their effectiveness 
and the cost-effectiveness of the money spent on them. However, the resources allocated 
to research promotion and development in 1990-1991 had fallen by 12% in real terms, 
entailing reduced activity in that important field, aggravated by reductions in the 
scientific component of other programmes, as shown by the summary on pages 565-567 of 
document PB/90-91. Furthermore, expenditure had been cut in such important areas as 
cardiovascular and other none ommun i с ab1e diseases, where research was needed to ensure 
prevention and control. When the programme budget was being drawn up, priority should be 
given to stimulating and developing research on the prevention and control of the most 
common and most severe diseases. That could perhaps be accomplished by redistributing 
resources within the proposed programme budget, and more particularly, by drawing on the 
Director-General‘s and the Regional Directors' Development Programme. Extrabudgetary 



funds, for their part, were an insufficiently dependable resource to be relied on in 
funding such an important activity as research. 

Dr VAN ETTEN (Netherlands) said that, within the framework of health for all, 
ministries of health undoubtedly bore special responsibility for taking the lead in 
coordinating health research activities at the national level. Ministries of health 
should therefore formulate national research policies and concentrate on the 
strengthening of research capabilities to implement national health-for-all strategies, 
particularly in the field of epidemiology and research on health-promoting behaviour. He 
drew attention to a document entitled "Policy on health research", available in English, 
which the Netherlands' Government had published in 1988 to strengthen research in support 
of the implementation of its national health policy. Emphasizing the importance of the 
programme, he asked that it be given appropriate support. 

Mrs KADANDARA (Zimbabwe) said that she shared the concern that had been expressed 
about the programme. Zimbabwe was trying, within its limitations, to promote and conduct 
applied research in the health field; it was particularly concerned that, although the 
opportunities were great, its capabilities were limited. The Organization's assistance 
would be greatly appreciated in providing training for nurses to conduct applied research 
on factors in their own and other areas of expertise that hindered or encouraged 
health-promoting behaviour. 

The plans to unify the nursing force in the southern region, now being finalized by 
the Regional Commonwealth Secretariat, would bring nurse training institutions, nursing 
associations and nursing leadership together. The draft constitution of the Eastern, 
Central and Southern African College of Nursing had been accepted by many Member States. 
When that College became a reality, nurses would be able both to collaborate more 
effectively and to review the health needs of the region in order to assess their impact 
on nursing training and practice there. 

Nursing task forces were also being set up by the Regional Office for Africa. It 
was hoped that support would be forthcoming for them, so that they could begin their 
analysis of the problems in the areas allocated to each task force. The lack of 
representatives of the nursing profession at headquarters and in the regional offices was 
a major handicap in advancing nursing and in coordinating the promotion of research in 
nursing and health. 

Dr FREIJ (Sweden) said that scientific research was an essential component in health 
development. Sweden supported health research on the problems of developing countries, 
mainly through the Swedish Agency for Research Cooperation with Developing Countries 
(SAREC) and to some extent also through the Swedish International Development Authority 
(SIDA). A substantial proportion of that support went to WHO as extrabudge tary 
contributions. In the early 1970s Sweden had actively promoted the establishment of the 
Special Programme on Research, Development and Research Training in Human Reproduction as 
well as the Special Programme on Research and Training in Tropical Diseases. It was 
still, through SAREC, a major donor to those programmes. Over the last ten years, Sweden 
had also given considerable support to the Organization in the form of joint annual 
grants from SAREC and SIDA to a number of research and action programmes of relevance to 
the development of primary health care. Recently, Sweden, through SIDA, had emerged as 
the major donor to the Global Programme on AIDS, which was also building up an important 
research component. One motive for Swedish support to those programmes had been that 
they often combined research aimed at developing new and improved tools and modules for 
the control of major health problems with direct support to developing countries in 
promoting self-reliance in health research and management. The Swedish attitude had been 
that those programmes needed to maintain their own identity and integrity to fulfil those 
aims without, of course, hampering their coordination with other regular WHO programmes, 
particularly at country level. 

The AIDS epidemic had recently highlighted the need to strengthen national 
capacities for health research, particularly in the African countries. Much of the 
research needed was locally specific and had to be carried out by national scientists and 
institutions. There was also a need in those countries for scientists who could 
participate in international, basic research aimed at developing tools for the control of 
the disease. What emerged was the need to define and organize various forms of 



international research cooperation for developing countries to become self-reliant in 
AIDS and other health research. He therefore welcomed the proposal to devote the 
Technical Discussions during the next Health Assembly to the role of health research in 
the strategy for health for all by the year 2000. That was also timely, as an 
independent International Commission on Health Research for Development was reviewing the 
global health research situation with special attention to the Third World and to what 
was termed national essential health research and health research capacity. The 
Commission, in which scientists from developing countries were in the majority, was 
expected to present its report early in 1990. 

The programme statement in document PB/90-91 should be used in the Technical 
Discussions for outlining research priorities and in laying the foundation for a 
comprehensive WHO health-for-all research policy. He suggested that the preparations for 
that important event should start at an early stage so that the background material could 
be made available well in advance of the Forty-third World Health Assembly. The issues 
should be studied in depth by health and research authorities in Member States as well as 
by international and bilateral bodies supporting research, in preparation for the 
Technical Discussions. 

Dr BANKOWSKI (Council for International Organizations of Medical Science), speaking 
at the invitation of the CHAIRMAN, said that since its inception the Council had aimed at 
promoting biomedical and health research and had for the past 40 years been collaborating 
with WHO in the field. As the delegate of Sweden had indicated, the future of health 
depended largely on developments in biomedical sciences and biology and the extent to 
which that progress could be used to serve the best interests of mankind. The ethical 
questions arising from the extraordinary advances in those sciences and their application 
in health care delivery had not been discussed widely enough. They were a major concern 
of the Council, which endeavoured to consider them in concrete terms. Ethics and human 
values should be taken into account in health policy and research policies relevant to 
health. If they were not, society would judge the consequences. The Council therefore 
considered it important that the relation between human values, ethics and policy-making 
should be studied in their cultural context； it was convening a series of conferences in 
different cultural settings. 

Health research resulted in new health technology, the application of which was 
immediate in developed countries； its transfer to developing countries was, however, a 
problem. Ethics and health policy were also involved. In November 1989, therefore, the 
Council was, jointly with WHO, holding a conference on health care technology transfer in 
order to determine who was engaged in that transfer and what was required to make it more 
appropriate not only in health care delivery but also for building up research 
capabilities in countries. 

In July 1990, a conference would be held in Tokyo on ethical aspects of human genome 
mapping, screening and treatment. In 10 to 20 years' time molecular genetics was likely 
to open the door to the detection not only of genetic determinants of disease but also of 
genetic predispositions to certain diseases. Those possibilities could be very dangerous 
from the ethical or moral point of view, and the dangers, as well as the advantages, 
would be discussed at the conference. 

In 1988, the Council had convened a meeting in Bangkok, in collaboration with WHO's 
Division of Family Health and the Special Programme of Research, Development and Research 
Training in Human Reproduction, on ethics and human values in family planning. The 
discussions included consideration of the acceptability of different methods in different 
cultural settings. 

Those were a few examples of the way in which CIOMS was complementing WHO'S work in 
the research field and developing the ethical aspect of research promotion, which the 
Organization could not do because of budgetary restrictions. The Council considered it 
an honour to be associated with WHO in that work and to contribute to the goal of health 
for all. 

У 

Dr MILLAN (Mexico) said that in his country a national council for science and 
technology cooperated with WHO, covering various research projects such as those related 
to nutrition, one of which concerned the elimination of insects which destroyed 
foodstuffs and had a direct or indirect influence on nutrition. Other such projects 
related to AIDS, and to malaria, which, having almost disappeared from his country, had 



been reintroduced by refugees. While agreeing with the representative of CIOMS, he 
stressed the difficulty of achieving universal agreement on ethical questions, so that 
research should be placed in the cultural context of its acceptability. He considered 
that developing countries should not become involved in costly pure research but should 
apply clinical research which was specific to each country. In that way, rational and 
orderly programming could be achieved. • 

Dr SZCZERBAN (Office of Research Promotion and Development) welcomed the suggestions 
which had been made concerning review of the programme. 

The importance of research in advancing the cause of health could hardly be 
overemphasized. The scope of activities ranged from laboratory investigations to field 
and operational research of benefit to large populations. Fundamental knowledge had 
considerably expanded the physical and biological sciences, leading to the development of 
new technology in engineering and medicine, in areas such as telematics, diagnostic 
imagery or biotechnology. 

It was widely recognized that WHO had a leading role to play in the design of 
policies, strategies and plans for health research and should provide a worldwide forum 
for the exchange of scientific and technological information. Its responsibilities 
included strengthening of medical research councils or similar bodies in developing 
countries as efficiently functioning rather than formal, passive structures. 

WHO could provide conceptual guidance on the logical framework within which Member 
States could develop their own research strategies and plans, a task recently 
accomplished by the formulation of a global health research strategy. As to methods, WHO 
could assist in outlining the most promising research approaches offered by recent 
scientific and technological advances to solve health development problems, for example 
in trend analysis, pattern analysis and "scenario" analysis and in related research on 
qualitative indicators of development. From the organizational point of view, WHO could 
offer expert advice on ways and means of strengthening the scientific and technological 
infrastructure in Member States, and, particularly the research capability of 
health-related manpower. Promotion and development activities, though not of an 
operational nature, could be considered at several levels. 

At the policy analysis level, the global Advisory Committee on Health Research, with 
its sub-committees and working groups, translated the policy guidance provided by the 
governing bodies into research strategies and plans for WHO's programme. This applied 
particularly to the likely impact on health of new developments in biological and 
physical sciences. Those studies should provide an objective background for approaching 
problems of technology transfer, technology assessment and technology forecasting. With 
regard to policy harmonization, close links were being maintained with the United Nations 
Centre for Science and Technology for Development, as well as with nongovernmental 
organizations such as the Council for International Organizations of Medical Sciences and 
the International Council of Scientific Unions. 

On methodology, WHO collaborated with universities and with the United Nations 
Research Institute for Social Development to improve the measurement and analysis of 
qualitative indicators of development, including health-related variables. Particularly 
relevant were techniques of modelling to clarify intersectoral relations and improve 
resource allocation. 

At the service level, two aspects of the programme should be stressed: the research 
information system covered all WHO collaborating centres (over a thousand) as well as 
projects carried out through contractual agreements. Such activities were documented 
every two years in a compendium of research activities. And with regard to the 
strengthening of research capability, a service was provided for managing research 
training and visiting scientists' grants. Many major research projects had been financed 
from extrabudgetary funds and were closely related to the special programmes such as the 
Global Programme on AIDS, the health systems research and development programme and the 
Special Programme for Research and Training in Tropical Diseases. All WHO programmes had 
a strong research component, which called for considerable coordination in order to avoid 
overlapping. There was a definite need to improve the exchange of information and the 
links between programmes, and to integrate regional activities into a coherent whole. 
Further effort would be required to strengthen research promotion and development 
throughout the Organization. 



The DEPUTY DIRECTOR-GENERAL, commenting further on the structural aspects of 
research organization within WHO, and on science policy, said that, as the Executive 
Board had rightly emphasized, great vigilance was called for to prevent any relaxation in 
attention to, or reduction in the resources for research. The programme budget under 
consideration was not fundamentally different from previous programme budgets but 
followed the same science policies, including massive decentralization of research in 
terms of organizational structure and the inclusion of research as an integral part of 
each of WHO's programmes. From that point of view nothing had substantially changed. 
How then were the decreases appearing in the budget to be interpreted? First, in 
comparison with the overall figures relating to research expenditure by research 
institutions in the developed and developing countries, the figures for research within 
WHO were relatively low. On the other hand, the allocation at regional level was greater 
for programme 7 in comparison with allocations for headquarters. The figures reflected 
the results of a number of fluctuations which did not point to a general policy change in 
this area but rather to changing economic conditions. A decrease of over US$ 900 000 at 
country level could be noted for the South-East Asia Region, which in fact allocated 
relatively more funds to research than the other regions； the resources had been 
redeployed from country level to regional and inter-country level, where there was an 
increase of some US$ 425 000 for that Region. Those were fluctuations due to adjustments 
which did not correspond to any substantial reorientation. 

Referring more directly to the question raised by Professor Borgoño and Dr Kosenko, 
he said that an in-depth review might be made of WHO's attitude concerning the allocation 
of resources in the field of research. For some years a sub-committee of the global 
Advisory Committee on Health Research had been studying that question at worldwide and 
regional levels and had made a number of proposals. Meanwhile the independent 
international commission referred to by the Swedish delegate was reviewing the global 
health research situation within the context of the strategy for health for all by the 
year 2000. He stressed the importance which WHO had attached to global, regional and 
national research policies, as emphasized by the delegate of the Netherlands. He 
confirmed that WHO was open to dialogue with the independent commission and had invited 
it to take part in the Technical Discussions at the Forty-third World Health Assembly on 
the contribution of research to the health-for-all strategy. WHO shared the Committee's 
concern that research should continue to receive the attention it deserved as well as 
greater human and financial resources. The form which that would take remained to be 
defined as current restructuring within the Organization affected research, because 
almost all WHO'S programmes contained a research component. A comprehensive review was 
envisaged. 

General health protection and promotion (major programme 8) (Documents PB/90-91, 
pages 143-164; and EB83/1989/REC/1, Part II, Chapter II, paragraphs 34-37) 

The CHAIRMAN said that major programme 8 contained the following programmes: 
8.1 (Nutrition), 8.2 (Oral health), 8.3 (Accident prevention), and 8.4 (Tobacco or 
health). 

On the last subject the Committee would also be invited to consider a draft 
resolution recommended for adoption by the Health Assembly in resolution EB83.R13, to 
which a number of amendments were proposed (see below), as well as document A42/7. 

Dr NTABA (representative of the Executive Board) said that the Board had noted that 
following the initial development of activities by the Regional Office for Europe, the 
global and interregional components of programmes 8.3 (Accident prevention) and 9.5 
(Health of the elderly) would in future be managed by headquarters and that the related 
human and financial resources were being transferred. 

With regard to programme 8.4 (Tobacco or health), the Board had endorsed the plan of 
action for 1988 to 1995 proposed for the new programme, contained in the report by the 
Programme Committee. The Board was aware that tobacco-growing was the only source of 
income for a significant number of families and the main source of income of certain 
developing countries, and that crop substitution could initially have negative economic 
implications. It therefore acknowledged the efforts required to resolve the economic 
problems involved in reducing tobacco production. 



Nevertheless the Board had reaffirmed the role of WHO as the "health conscience of 
the world" and the need to maintain its traditional, ethical stance with regard to the 
use of tobacco, and it had adopted resolution EB83.R13 on "Tobacco or health". The Board 
had further noted the increase in the regular budget provision made by the 
Director-General to that programme area in response to the Programme Committee's 
recommendations, and the addition of a technical officer's post. Successful 
implementation of the proposed activities would call for effective working links with 
other programmes. The Board emphasized the importance of close cooperation between WHO, 
other agencies and voluntary organizations active in that area. 

Dr WILLIAMS (Nigeria) fully supported the proposals contained in the report; the 
health hazards associated with tobacco consumption had been well documented and the 
epidemiological evidence could not be faulted. Ministries of health in the 
industrialized countries had launched campaigns of information on the health risks 
associated with tobacco consumption, encouraging the abandonment of tobacco use in normal 
social behaviour. Despite the massive financial resources controlled by the tobacco 
industry, significant progress had been made in the developed countries against the 
smoking habit, which he described as a legalized form of suicide. 

It was a matter for deep regret, however, that the tobacco industry had shifted its 
promotion activities to the developing countries, where smoking, particularly among young 
people of both sexes, had assumed disturbing proportions. The Ministry of Health in 
Nigeria was about to introduce legislation restricting sales, advertising and promotion 
of tobacco in public places and public transport. All cigarette packets were now to 
carry health warnings and information on tar and nicotine content. In the consultations 
with the tobacco industry during the drafting of the impending legislation, attention had 
been drawn to the adverse effects which that legislation could have on the economy, 
particularly since tobacco production and sale were a major source of employment and 
government revenue. The industry had also raised the issue of unfair competition from 
smuggled cigarettes, which continued to be widely available in the Nigerian market. He 
asked whether low-tar and low-nicotine cigarettes could really be considered safe, as 
claimed by the industry. 

The new programme on "tobacco or health" took fully into account tobacco production 
and export as the major foreign exchange earners of many economies in the Third World; 
the proposal to intensify collaboration with FAO, ILO and the World Bank to promote 
studies on crop diversification and tobacco crop replacement was highly commendable and 
should be pursued. Unless an economically viable alternative that would provide farmers 
and governments with a similar level of income was available, the programme might not 
achieve the desired impact in many countries. 

He welcomed WHO'S undertaking to intensify collaboration with countries in 
developing sound smoking control programmes. Such collaboration should follow the 
example of the Global Programme on AIDS in providing countries with policy and strategy 
guidelines and support - an approach which was likely to be the most effective in 
controlling smoking in many developing countries now facing serious economic difficulties 
with declining resources. 

He also believed that a good example should be shown by all health workers including 
doctors, nurses, midwives， and health and hygiene workers, to encourage patients to give 
up smoking, and WHO should discuss with the film indus try measures to stop showing 
tobacco use in films. 

He supported the programme on oral health but expressed disappointment at the 
reduced budgetary allocation at country, regional and interregional levels, as shown in 
the table on page 154 of the draft programme budget, particularly in view of the high 
prevalence of periodontal disease in many African countries. He agreed with the 
observation in paragraph 8 on the swing to the "treatment first" and specialist 
approach； that was inappropriate in view of the serious problems of dental health in 
many developing countries； greater attention and more resources should be given to the 
preventive approach. 

Oral health still suffered from neglect and unjustified discrimination in the 
implementation of primary health care programmes. He was convinced that oral health in 
the developing countries could not be improved without further financial and technical 
support from WHO and the richer countries. Many of the developing countries had not yet 
conducted nationwide epidemiological surveys to determine the scope of oral health 



problems, and a viable plan of action could not be established. He hoped that the 
Director-General would mobilize extrabudgetary resources to enable the worsening oral 
health problems in developing countries to be tackled with greater vigour. 

Ms FILIPSSON (Sweden) welcomed the plan of action for 1988-1995 on tobacco or health 
as well as the increase in resources allocated to the programme for 1990-1991. She 
called for accelerated implementation of the plan of action, in view of the severe health 
consequences of tobacco use, in connection with which she quoted from the report by the 
Programme Committee of the Executive Board: "the prevalence of tobacco use among women 
and children continues to rise rapidly in many developing countries". 

In pursuance of the resolution recommended in resolution EB83.R13 on "tobacco or 
health", WHO should strengthen its support to national authorities on request, in areas 
such as dissemination of information on the health risks of tobacco, promotion of 
life-styles without tobacco, and measures against the factors in society which favour 
tobacco use. In accordance with the spirit of the resolution, WHO must call for measures 
to reduce tobacco use and to strive for a smoke-free society. 

She evoked the special problems of developing countries which depended upon tobacco 
as a major source of income. In pursuing health objectives account must also be taken of 
their impact on the economy of such countries； the more rapid the assistance in 
developing alternative crops, the more rapid the reduction of the damage caused by 
tobacco to health - and to the environment, since deforestation occurred to provide fuels 
for drying tobacco. Cooperation in the United Nations system, including FAO, the World 
Bank, UNIDO and other bodies was essential to support crop substitution. 

She drew attention to the following amendments proposed by the delegations of 
Finland, Iceland, Malawi, Norway, Pakistan, Sweden and Switzerland to the resolution 
recommended by the Executive Board for adoption by the Health Assembly in resolution 
EB83.R13: 

(1) insert a new subparagraph 3(2) to read: 

to support national authorities, at their request, in taking measures to 
disseminate information on health risks of tobacco, to promote life-styles 
without tobacco, and to avoid the promotion of tobacco consumption; 

(2) renumber subparagraph 3(2) as 3(3) 
(3) insert a new subparagraph 3(4), to read: 

to review the impact of tobacco production on the economy, environment and 
health in developing countries which depend upon tobacco production as a major 
source of income, and to report on this issue to the Forty-third World Health 
Assembly; 

(4) replace subparagraph 3(3) by a new subparagraph which will become 3(5), to 
read: 

to collaborate actively with FAO and other relevant United Nations agencies 
with a view to developing agricultural projects that demonstrate to countries 
that depend heavily upon tobacco production how crop substitution programmes 
can be implemented in their own setting, and to secure their cooperation in 
crop substitution programmes in countries that request such assistance; 

She hoped that the amended text would be adopted by consensus. 

Dr SHIMAO (Japan) welcomed WHO's efforts to strengthen the "tobacco or health" 
programme, in particular the increase in the allocation for the programme and the 
designation of 31 May as World No-Tobacco Day. He expressed support for the resolution 
recommended for adoption in resolution EB83.R13, with the proposed amendments. 

The speed and extent of implementation of the "tobacco or health" programme would be 
different in each country, since background and national structure differed. As a 
country with a large trade surplus, Japan had been making every possible effort to 
rationalize exports and imports. However, since the removal of import tax as a measure 
to correct the trade gap, sales of foreign cigarettes had increased significantly in 



Japan with intensive advertising. His country was concerned that tobacco control efforts 
might be overwhelmed by sales promotion for foreign cigarettes. Cigarettes and other 
tobacco products should not be used by countries to solve balance-of-trade problems. 

Dr KÓKÉNY (Hungary) fully approved the components of major programme 8, General 
health protection and promotion. His country expected to host a European regional 
conference on nutritional policies in October 1990 and hoped that policy-makers and 
experts from different sectors would be able to specify the economic and political 
prerequisites of healthy nutrition and make practical recommendations. 

Hungary strongly supported the plan of action on "tobacco or health" for 1988-1995, 
and World No-Tobacco Day: its experience had confirmed that the dangers of smoking were 
not adequately recognized by the public and sometimes even by health policy-makers. 
Publication of the results of the Tobacco Conference in Madrid and promotion of the 
European Charter against Tobacco were a first priority. 

Hungary was a participant in the European Region's five-year action plan for a 
smoking-free Europe, and had taken steps towards a national tobacco control programme. 
It desired to be one of the three Member States with which WHO would collaborate in 
developing a comprehensive national tobacco control demonstration project, and it 
supported the ideas of "advocacy" and public information and of a clearinghouse. Plans 
for a WHO collaborating centre for tobacco statistics and epidemiology were well advanced 
in Hungary. 

The plan of action did not seem to be sufficiently coordinated with other programmes 
against harmful habits, even though these were strongly related to smoking. Equity in 
health should be given consideration in that connection, since the prevalence of smoking 
was highest among the deprived populations. 

Dr VAN ETTEN (Netherlands) welcomed the WHO programme on "tobacco or health" and the 
continuation and acceleration of the plan of action. That plan was highly relevant since 
the use of tobacco was associated with major diseases. His delegation therefore gave its 
full support to the programme and to the resolution recommended in resolution EB83.R13. 

Dr SALMOND (New Zealand) recalled that the Minister of Health of New Zealand had 
clearly stated to the plenary Health Assembly her Government's commitment to reducing and 
if possible eliminating smoking in New Zealand. Each year in his small country of 
3.2 million people, 4000 premature deaths were attributed to tobacco-related illness； 
the annual cost of treating such illness was estimated at well over US$ 100 million. 
New Zealand aimed to increase the proportion of non-smokers in its population from 68% in 
1981 to 75% by 1991, and it was "on course" to meet that target. Tobacco consumption was 
falling by about 1% a year. 

The national programme to prevent and reduce tobacco use included: an agreement 
with the tobacco industry to restrict the marketing of tobacco products, including longer 
and stronger warnings on cigarette packets； legislation to make the sale of tobacco to 
those under the age of 16 an offense； legislation to ban the import and sale of oral or 
"smokeless" tobacco； national mass- and multi-media campaigns aimed at reinforcing the 
non-smoking message to vulnerable groups - young Maori people, and young women； and 
sponsorship by the Ministry of Health of elite sporting teams willing to promote a 
non-smoking image. Legislation was being planned later in the year to control smoking in 
indoor environments and further restrict and possibly completely ban tobacco 
advertising. The task of reducing, with a view to eliminating, the tobacco sponsorship 
of elite sporting teams would also be tackled. 

There was real determination in New Zealand to promote a smoke-free society. To 
that end, New Zealand wished to play an active part in WHO's programme on "tobacco or 
health". It was willing to collaborate with WHO in the Western Pacific Region in 
developing tobacco control demons trat ion projects. Its own programme promised to be 
effective and was developing the necessary expertise； it had the political and 
administrative commitment to effect the wide range of changes needed, and its experience 
and developing expertise were at the disposal of neighbours in the South Pacific and 
other interested countries in the Region. 

Mr HARLOW (United Kingdom of Great Britain and Northern Ireland) recalled that at 
the Thirty-ninth World Health Assembly his country's delegation had voted in favour of a 
resolution banning the provision by manufacturers of free or subsidized baby-miIks to 



hospitals, but had made a formal reservation that the implementation in the United 
Kingdom could only be undertaken in the light of developments there. He was happy to 
report that his Government had managed to reach agreement with the manufacturers that 
free samples and subsidized supplies of baby-miIks would 110 longer be permitted in the 
United Kingdom. 

The Director-General‘s report has clearly set out the health dangers of tobacco, and 
his delegation welcomed the approach of the global plan of action in supporting national 
tobacco control programmes. He also welcomed World No-Tobacco Day as an annual event； 
the 1989 theme "Women and tobacco" was particularly apposite in view of increasing 
evidence of smoking among women in younger age groups. 

In 1987 2.5 million smokers had participated in the United Kingdom's non-smoking day 
and an estimated 50 000 of them had given up smoking permanently as a result. The United 
Kingdom hoped to build on the record of reducing prevalence from 47% of adults to 33% 
between 1972 and 1986； but it would be quite difficult to reduce consumption by a 
further 10% by 1995. He expressed reserves about a too-dogmatic approach and legislation 
in anti-tobacco measures. The United Kingdom had achieved very creditable results 
through health education and promotion; the validity of varying approaches in different 
countries should be recognized. He strongly supported the resolution recommended in 
resolution EB83.R13, together with the proposed amendments, but proposed three minor 
amendments to the wording, as follows: (1) in the new proposed subparagraph 3(2), the 
words "to avoid the promotion of tobacco consumption" should be amended to read "to 
control the promotion of tobacco consumption", since it was not always possible in every 
country to avoid any kind of promotion of a product allowed to circulate freely in that 
country； (2) in the new subparagraph 3(4), the words "of the populations" should be 
inserted after the words "economy, environment, and health"; (3) in the proposed new 
subparagraph 3(5), everything after the word "demonstrate" should be deleted and replaced 
by "... how crop substitution programmes can be implemented in countries whose economies 
depend heavily on tobacco production and to encourage such countries to implement these 
programmes". 

Dr LU Rushan (China) supported all four programmes under major programme 8, General 
health protection and promotion, and endorsed the 1988-1995 plan of action on "tobacco or 
health"; as had been pointed out in paragraph 6 of the report, the place of the 
programme in WHO must be carefully determined in order that coordination should be 
strengthened; the Coordinating Committee on Tobacco or Health should coordinate with 
countries and actively promote programme activities. Smoking was a serious problem in 
China; and health education and legislation had been undertaken to combat it. In July 
1987, the National Committee of the Patriotic Health Campaign and the Ministry of Public 
Health had jointly issued a circular to discourage smoking in premises frequented by 
children. In July 1987, the Ministry of Public Health and the Ministry of Finance had 
issued another circular giving information on the harmful effects of smoking and on its 
control. In February 1988 the National Committee of the Patriotic Health Campaign and 
the Ministry of Public Health had issued still another circular on measures to discourage 
smoking on World No-Tobacco Day. Experts were being brought together to draft laws 
regulating the sale of tobacco； but since tobacco was linked to the financial income of 
the State and the behavioural patterns and habits of the people, much work still remained 
to be done. China hoped for closer collaboration with WHO and supported the resolution 
recommended in resolution EB83.R13. 

Dr GAROFALO (Italy) stressed the active promotion by the Italian Government of 
measures to disseminate information on the health risks of tobacco. A life-style without 
tobacco was essential for the promotion and maintenance of health. Italy 
enthusiastically observed World No-Tobacco Day and a restrictive legislation would soon 
be submitted to the Italian Parliament. Italy had also pledged to WHO the sum of 
US$ 300 000 to promote tobacco-free life-styles. 

Mr S. S. KHAN (Pakistan) commended the report; there was deep concern in Pakistan 
about the increasing use of tobacco in almost every segment of society. The incidence 
among men was already high and continued to rise, in particular among the lower-income 
groups, who spent from their already inadequate incomes money that should pay for food, 
medical care, and other basic needs. The increasing tendency among young people to 



smoke also not infrequently led to drug dependence. Tobacco use among women so far had 
been low, but was rising; Pakistan therefore faced the prospect of lung cancer and 
cardiovascular diseases in epidemic form. 

Unfortunately, taxes on tobacco products formed a sizeable proportion of government 
revenues in developing countries, resulting in a permissive attitude towards smoking, 
although the economic loss due to morbidity from smoking far outweighed income from such 
taxes. 

He expressed appreciation for WHO'S forward-looking yet highly practical approach to 
the problem; in particular his country sought assistance from WHO: (1) in becoming one 
of the three States in the Eastern Mediterranean Region for demonstration of WHO's 
in-depth involvement in combating tobacco use； (2) in developing and disseminating 
educational material appropriate to its culture and languages； (3) in training health 
workers for its national programme； (4) in persuading the media to reduce if not 
eliminate advertising of tobacco products； (5) in persuading governments to abandon 
permissive attitudes to smoking and their dependence on revenue from tobacco products； 
(6) in persuading governments to enact legislation to ban smoking in educational 
institutions and hospitals, public transport (including aircraft), offices, meetings and 
conferences, and in all public places； (7) strict enforcement of industrial and labour 
laws to protect workers in the tobacco industry from health hazards. 

He asked what programme was envisaged for the Eastern Mediterranean Region; there 
was no mention of any in the programme budget. Pakistan joined other delegations in 
supporting the resolution recommended in resolution EB83.R13 on tobacco and health, with 
the proposed amendments. 

Mrs MANDEVU (Botswana) welcomed WHO'S declaration of its intention to assist Member 
countries to deal with smoking and its associated problems more systematically, as 
outlined in the plan of action. Botswana recognized that where the problems brought 
about by smoking were not yet apparent, further delay in actively addressing them might 
result in smoking-related health problems reaching epidemic proportions. The Government 
was therefore ready and willing to start developing programmes that would systematically 
and aggressively address the problem. Although her country did not have a specific 
programme to discourage smoking, there were ad hoc activities by both governmental and 
nongovernmental organizations, including: "stop smoking" seminars by church 
organizations； prohibition of smoking in public transport vehicles； radio programmes on 
smoking and its associated hazards； lectures on smoking and health in various 
communities and health seminars. 

During the observation of No-Smoking Day on 7 April 1988, it had been encouraging to 
note that some shops and wholesalers had not sold tobacco and cigarettes on that day in 
response to the request from the Minister of Health over the radio the week before. 

The social climate in Botswana was conducive to the success of anti-smoking 
programmes, since smoking was still not socially accepted amongst certain groups such as 
women and young people. Botswana believed that if non-smokers were made aware of the 
hazards of passive smoking they could be used as effective pressure groups to support 
anti- smoking programmes. 

Her delegation recognized the dilemma facing countries whose major source of revenue 
was tobacco in developing and promoting programmes aimed at discouraging tobacco use. 
Those countries needed assistance in developing alternative sources of revenue, as had 
been mentioned by the Swedish delegate. 

She expressed Botswana's willingness to be one of the three countries in the African 
Region for the tobacco control demonstration projects mentioned in the plan of action. 

Dr MIRCHEVA (Bulgaria) expressed approval for the plan of action. The approach was 
realistic and the elements were relevant and exhaustive. 

Bulgaria still faced a very difficult situation. Smoking had become stabilized 
among men and had increased among women and young people. Additional measures had been 
taken to increase awareness and combat smoking. They were aimed mainly at teenagers, who 
were particularly vulnerable in Bulgaria. Bulgaria was strengthening its work on control 
and new forms of mass information systems, and intended to set up an interministerial 
council to carry out multidisciplinary and multisectoral measures. Basic regulations 
would be strengthened. The involvement of the medical community in the fight against 
smoking and the linking of that activity with other programme activities on environment 



and improved living standards would have a great influence in Bulgaria. She supported 
the resolution recommended in resolution EB83.R13 with the proposed amendments. 

Dr ASSELIN (Canada), thanking the Executive Board, its Programme Committee and all 
who had participated in drafting the plan of action on "tobacco or health", said that the 
harmful effects of tobacco were indisputable and had been very well explained in the plan 
of action. 

His delegation agreed with the elements of the programme and hoped that all the 
targets would be reached, indeed exceeded, in particular with regard to national 
programmes. To that end Canada would continue its technical cooperation with WHO. 

The execution of the plan of action would require adequate qualified staff both at 
technical and support level. He asked for an explanation of the data on page 534 of the 
programme budget document indicating that the staff of the "tobacco or health" programme 
would increase from five to seven, comprising all categories. His delegation supported 
the draft resolution recommended in resolution EB83.R13 on "tobacco or health" and the 
decision to celebrate World No-Tobacco Day on 31 May; he hoped that in the 
not-too-distant future all days of the year would be tobacco-free. 

The meeting rose at 17h45. 



SEVENTH MEETING 

Tuesday. 16 May 1989. at 9hl5 

Chairman: Dr J.-P. OKIAS (Gabon) 
later: Dr Damrong BOONYOEN (Thailand) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

General health protection and promotion (major programme 8) (Documents PB/90-91, 
pages 143-164; and EB83/1989/REC/1, Part II, Chapter II, paragraphs 34-37) (continued) 

The CHAIRMAN recalled that while examining that major programme, including 
programmes 8.1 (Nutrition), 8.2 (Oral health), 8.3 (Accident prevention) and 8.4 (Tobacco 
or health), the Committee had also been considering the report on the last subject 
(document A42/7), and the resolution recommended in resolution EB83.R13, with the 
amendments submitted at the sixth meeting. 

Dr CHIMIMBA (Malawi) supported the budget allocation for the oral health programme. 
Oral health was particularly important in Malawi because a situation analysis had shown 
that the prevalence of dental caries and periodontal disease was increasing. Because of 
shortages of manpower, at both managerial and peripheral levels, it had not been possible 
to make oral health policies or plans, or even to provide the necessary preventive and 
curative services. 

WHO rightly placed emphasis on the development of preventive programmes in oral 
health, with increasing coverage of children and adolescents, and the use of auxiliary 
personnel, appropriately trained. His delegation was concerned that there had been a 
decrease at country level in the budgetary allocation for the African Region as fewer 
Member States had requested WHO cooperation. That should be reconsidered because some 
developing countries had no personnel in managerial positions to formulate requests for 
cooperation. He therefore requested WHO's support in developing policies and strategies 
in oral health and identifying agencies willing to collaborate in the improvement of 
services through sound policy and plans, manpower training, health information and 
education, the promotion of traditional oral health methods, epidemiological surveys and 
research, and the strengthening of district health systems and infrastructure. In the 
light of the award of the Sasakawa Prize, his delegation would urge WHO to disseminate 
information on the Chinese models of the primary health care approach for the development 
of oral health care in rural areas. 

As a sponsor, his delegation wished to urge support for the following draft 
resolution on oral health proposed by the delegations of Bahrain, Canada, Kuwait, Malawi, 
Oman, Qatar, Saudi Arabia, United Arab Emirates and United Kingdom of Great Britain and 
Northern Ireland: 

The Forty-second World health Assembly, 
Aware that the promotion of oral health is an integral part of health for all 

by the year 2000, and that the use of fluorides has been highly successful in 
reducing caries and oral diseases in many countries； 

Recalling resolutions WHA22.30, WHA28.64, WHA31.50 and WHA36.14 in this regard; 
Realizing, however, that in some countries, particularly the developing ones, 

oral health status is deteriorating where preventive strategies are not being 
applied or maintained; 



1. REAFFIRMS the need for countries, that have not already done so, to establish 
national strategies for oral health promotion, the prevention of oral diseases and 
appropriate care, making full use of the extensive technology now available, 
including management techniques； 

2. URGES Member States to make full and appropriate use of international 
collaborative oral health development programmes, strengthened by the partnership of 
WHO with the International Dental Federation (FDI), the WHO collaborating centres, 
the intercountry centres for oral health, and the work of FDI and other 
nongovernmental organizations； 

3. REQUESTS the Director-General: 
(1) to continue to support collaboration between WHO and the above-mentioned 
centres and organizations, and to mobilize resources for action and research 
for the promotion of oral health as part of primary health care； 
(2) to strengthen WHO's programme for the provision of standard methods and 
approaches for prevention and care, and for training; 
(3) to promote preventive oral health programmes within primary health care. 

With regard to tobacco or health, his delegation felt that the major economic 
dilemma facing some countries should be re-emphasized. While it was clear that WHO's 
role as the health conscience of the world should be reaffirmed, it should not remain 
indifferent to the adverse economic consequences of its programmes. Malawi's previous 
comments on tobacco or health had been a cry of distress, not opposition to or 
disagreement with the programme. Before WHO's programme had been planned, Malawi had 
already been concerned about its dependence on the tobacco crop and had worked with 
experts on reducing it. A recent agricultural symposium, attended by representatives of 
FAO, the World Bank and other agencies, had discussed rural farming and tobacco in the 
agricultural economy of Malawi. FAO was helping Malawi to improve the production of 
tobacco as a way of strengthening the rural economy. He was not aware of any successful 
large-scale crop-substitution programmes in a context similar to that of Malawi, and 
requested information to encourage the Government, as it had been believed that 
substitution would not be possible. 

The draft resolution recommended in resolution EB83.R13 thus did not fully address 
the problem. In the interest of consensus, however, his delegation would support that 
resolution with the amendments proposed by Sweden, which it had cosponsored because they 
sharpened the focus on the unresolved socioeconomic issues. 

Mr BAIL (Australia) said that his delegation had noted the progress made in 1988 in 
the provision of support to both research and programme activities directed to the 
amelioration of the major nutritional problems in many parts of the world. It wished to 
commend the efforts of the specialized agencies of the United Nations on those 
achievements, and was concerned to see that they were maintained, together with emphasis 
on the establishment of national food and nutrition surveillance systems. Without the 
essential data base it was impossible to direct efforts effectively, either in developed 
or less developed parts of the world. Many western nations still lacked either the data 
or a system of surveillance for monitoring to ensure cost-effective interventions even 
for those most in need. Priorities must be re-evaluated to meet the growing need for 
research on policies suited to individual situations in different parts of the globe. 
Undernutrition and deficiencies in technologically developed societies must be 
acknowledged if the gaps between those with access to an adequate food supply and those 
denied such access for whatever reason were to be closed. 

On tobacco or health, his delegation supported the proposed Plan of Action for 
1988-1995, being convinced of the urgency of promoting the cessation of tobacco use to 
improve the health of the population generally. Australia had accordingly maintained its 
home activities, including the total ban on smoking on domestic airline flights in 
Australia and in all Federal Government offices. It was understood that the Australian 
international airline was about to experiment with smoke-free flights to New Zealand. 

1 Document WHA42/1989/REC/1, Annex 2, Appendix 2. 



His delegation supported the amendments to the resolution recommended by the 
Executive Board in resolution EB83.R13. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) supported the proposed programme 
and the Plan of Action on "tobacco or health". It was quite clear that the problem of 
tobacco control had to be solved within the framework of the general trend towards 
healthy life-styles and improvement of the health of populations. Complementary 
activities carried out under other WHO programmes, particularly those for the prevention 
of noncommunicable diseases, and by other United Nations agencies and nongovernmental 
organizations should be given special attention. World No-Tobacco Day, 31 May, devoted 
in 1989 to the problem of smoking among women, was of great importance in promoting 
healthy life-styles and national programmes； a campaign had been launched in the USSR, 
including radio and television programmes, articles in the national press, lectures and 
discussions. 

In order to achieve good results WHO's national programmes should use the experience 
of Member States with different methods for the treatment of nicotine dependence and 
behavioural studies on the use of tobacco by particular population groups, including 
women, and give appropriate guidance. The use of modelling techniques would enable all 
countries to decide on measures according to the various medical, economic and other 
conditions. 

His delegation fully supported the draft resolution. The proposed amendments, 
although it had no objections in principle, perhaps emphasized the economic aspects more 
strongly than was necessary to the detriment of the medical aspects of the problem. The 
leadership role with regard to the economic aspects should be played by agencies such as 
FAO, and not WHO, although it should cooperate with them in solving the economic problem 
which was of great importance to many Member States. 

Dr CO§KUN (Turkey) said that while many health professionals were doing their best 
to promote healthy behaviour their efforts were being undermined; advertising, for 
example, was often entertaining, but the potential risk to health promotion should not be 
underestimated, since it often focused on products which might be hazardous to health, 
e.g., sweets and chocolate, alcohol and tobacco, and fast cars. Such advertisements 
should be regarded as cause for concern; for the sake of short-term financial benefits 
to the mass media, potential health risks were often ignored. WHO should express its 
concern. 

Anti-smoking activities were making progress in Turkey, although there was still 
much to be done. His delegation supported the Plan of Action drawn up by WHO. The 
European plan of action had also proved most useful. 

An examination of the proposed programme budget showed that a number of improvements 
had been made in respect of major programme 8, e.g., a doubling of the budgetary 
allocation to activities on "tobacco or health", including increases for regions other 
than Europe. However, although it was stated in paragraph 12 of the programme statement 
that activities would be concentrated on developing countries, it was difficult to see 
any reflection in the figures themselves. Cigarette smoking appeared to be decreasing in 
many industrialized countries, yet WHO's support to developed countries in Europe seemed 
greater； countries and regions which did not receive as much should be motivated to 
request it. The priorities should be discussed, before it was too late. 

He proposed that an additional paragraph be inserted after the third preambular 
paragraph in the resolution recommended in resolution EB83.R13 in order to strengthen the 
emphasis on developing countries, and which would read as follows : 

Concerned at the fact that, while tobacco consumption is decreasing in 
developed countries as a result of effective health promotion, supported by 
appropriate legislation and regulations, the developing countries are registering 
increases in tobacco consumption;. 

Professor MATTHEIS (Federal Republic of Germany) approved the objectives of the oral 
health programme and welcomed the efforts made to pursue epidemiological research, 
repeating the request made in previous years for sufficient attention to handicapped 
persons who had more difficulty in practising dental hygiene and obtaining dental 
treatment； it was important that they should be kept healthy. 

With regard to accident prevention, a law passed in the Federal Republic of Germany 



making the use of seat belts compulsory had been followed by a marked reduction in the 
number of deaths and severe injuries in road accidents. That was a positive example of 
the influence of legislation on health behaviour. She agreed with the United Kingdom 
delegate that the probable effects of legislation on health behaviour should be very 
carefully considered. 

Her Government strongly supported the "tobacco or health" programme. The 
recommendations of the WHO meeting in Madrid in November 1988 and the strategies adopted 
in the Federal Republic of Germany concorded. World No-Tobacco Day, 31 May 1989, would 
be used as an opportunity to inform the general public, through the mass media, of the 
advantages of not smoking. 

There were indications that the proportion of young people, especially males, who 
abstained from smoking was increasing. There was still some uncertainty as to whether 
the banning of advertising (mentioned in section 4.1 of the Plan of Action) would bring 
about a reduction of demand, or only a redistribution of the demand for various products 
as claimed by the tobacco industry. Were there any recent findings on that question? 

Her delegation supported the resolution recommended in resolution EB83.R13 with the 
proposed amendments. 

Dr VONIATIS (Cyprus) expressed appreciation of the work already accomplished by WHO 
on "tobacco or health", and welcomed the report and Plan of Action. 

Cyprus was among the countries with the highest proportions of smokers and had taken 
additional action during the previous year emphasizing health education, health promotion 
and legislation. A whole week, from 29 May to 5 June 1989, would be devoted to an 
intensive anti-smoking campaign. The Ministry of Health was collaborating with the main 
local nongovernmental organization concerned and a number of other local agencies and the 
mass media. Newly introduced legislation prohibited smoking in hospitals, public 
transport and other specified public places. Furthermore, a sustained health education 
programme on "tobacco or health" would be initiated in 1990 with WHO collaboration. 

His delegation was greatly concerned that the goal of a society free of smoking 
should be attained, and therefore fully supported the tobacco or health programme and the 
proposed resolution, including the amendments. 

Dr MASON (United States of America) recognized the constraints on research and the 
promotion of oral health resulting from limited budgetary resources. He commended WHO 
for continuing, despite such constraints, its global epidemiological activities to 
increase the coverage of the global oral data bank; the United States National Institute 
for Dental Research would be willing to discuss strategies with WHO. Data-collection 
categories other than those currently covered should be included and quality should be 
improved. He approved the significance WHO gave to the oral manifestations of human 
immunodeficiency virus (HIV) infection. The WHO Collaborating Centre at the National 
Institute for Dental Research had expressed its continuing willingness to participate in 
the coordination of WHO efforts in that area. He recognized the important contributions 
of WHO and participating countries in the international collaborative study of oral 
health outcomes and encouraged WHO to continue such international collaborative studies. 

"Accident prevention" was known as "injury prevention" in the United States of 
America because "accident" implied a random, uncontrollable event, while injury was 
controllable and could be studied epidemiologically, like other preventable diseases. He 
noted the importance of injury as a cause of disability and mortality in both developing 
and developed countries and supported WHO's injury prevention programme. He urged that 
cooperation with Member States for improved epidemiology and surveillance be extended, 
focusing on specific areas such as the roads, the workplace, homes and leisure 
activities. 

The use of tobacco was one of the greatest single causes of preventable disease and 
death and there was no doubt that concerted and dynamic action by WHO could contribute 
significantly to worldwide efforts to reduce the unnecessary morbidity and mortality. 
For that reason, the United States of America fully supported the development of an 
action programme on "tobacco or health" and anticipated contributing US$ 250 000 in the 
current fiscal year to such a programme. To succeed it must have strong leadership, an 
adequate budget and the organizational capacity to carry out the activities proposed and 
provide for coordination, within WHO, of related programmes. 

Although it seemed difficult to change behaviour, especially addictive behaviour, 
through education, the experience of the United States of America showed that it could be 



done. The twenty-fifth anniversary of the First report on smoking and health by the 
Surgeon-General had been celebrated in 1989； over 25 years, the proportion of smokers 
had fallen from 55% to 29% of the population. That would not have been feasible without 
the considerable help of voluntary agencies and the private sector. A programme of 
anti-smoking health messages in kindergartens had been initiated in 1988, similar 
messages would be given to the first grade in 1989, and a 13-year curriculum was planned 
for smoke-free classes up to graduation from high schools. 

He commended the action taken by the Director-General in recent months to enhance 
the WHO programme on "tobacco or health" and to accelerate the implementation of the Plan 
of Action, and asked what the regional plans were. Because the economic advantages of 
growing and selling tobacco were constant obstacles to any anti-smoking health campaign, 
WHO had an international opportunity that was unique. It should sponsor an international 
meeting of government representatives, not only from the health sector but also from 
those of agriculture, commerce and labour to recommend alternative crops to tobacco and 
alternative means of livelihood for those employed in the tobacco industry. He supported 
the draft resolution together with the amendments proposed. 

Mr INFANTE (Spain) attached great importance to programme 8.4 (Tobacco or health). 
He supported the Plan of Action submitted in response to resolution WHA41.25. 

A meeting of health ministers of the European Economic Community currently taking 
place in Brussels was engaged in drawing up guidelines, particularly for the 
harmonization of legislation on the labelling of tobacco products, and was considering a 
resolution on the harmonization of regulations forbidding smoking in public places, a 
directive on reduction of the tar content of cigarettes, and rules limiting tobacco 
advertising. The last-mentioned was in accordance with the conclusions of the European 
regional conference held in Madrid in November 1988, where there had been agreement on 
the need to restrict advertising as a measure of fundamental importance in combating 
tobacco. In Spain, close links were being maintained with other health programmes, such 
as those concerned with cancer, cardiovascular diseases, and healthy life-styles. A 
positive intersectoral and multidisciplinary programme was the most likely to be 
successful in reducing the tobacco habit. 

He supported the resolution contained in resolution EB83.R13 with the amendments 
introduced by the delegate of Sweden. The primary leadership role of WHO was in health; 
economic aspects should be left to other agencies in the United Nations system, such as 
FAO. The Plan of Action for 1988-1995 made it clear that only by completely eliminating 
the danger of tobacco would it be possible to achieve health for all by the year 2000. 

Dr Hatai CHITANONDH (Thailand) supported the strengthening of WHO'S programme on 
"tobacco or health" in order to provide help to Member countries. Thailand was one of 
the few countries in the Third World and possibly the last country in Asia to remain 
independent of tobacco colonialism. A Government tobacco monopoly produced and sold 
cigarettes for domestic consumption, and the import and sale of foreign cigarettes were 
prohibited. All forms of direct advertising were banned. But that independence was 
being threatened by the United States Cigarette Exporters Association which, since the 
previous year, had been trying to place its products on the Thai market through lobbying 
and negotiations. The Ministry of Public Health and many nongovernmental organizations 
had opposed that attempt. On 10 April 1989, the United States Cigarette Exporters 
Association had claimed that Thailand was engaged in unfair trade practices and an 
extreme form of protectionism. It had asked the United States trade representatives to 
apply existing legislation in order to punish Thailand. In fact, not allowing the import 
of foreign cigarettes and completely banning advertising, rather than a form of economic 
protectionism, was a way of protecting the Thai people's health. It was not an unfair 
trade practice, but a legitimate way of preventing death, disease and disability from 
tobacco imports to Thailand. 

Dr ADANDÉ-MENEST (Gabon) said that protecting and promoting the health of 
individuals, families and the community constituted the essential components of the WHO 
programme which best fulfilled health aspirations. Two complementary activities led to 
the attainment of the same goal: namely, providing the essential nutritional energy for 
human life and development and maintaining oral health, a corollary of good nutrition 
since it guaranteed the correct assimilation of food. However, the positive contribution 



made by promoting healthy nutrition could be offset by losses due to preventable 
accidents or by harmful behaviour, whether voluntary or involuntary. 

It was easier to reach a global consensus on the strategies and policies for 
promoting health through the activities included in programmes 8.1 (Nutrition) and 
8.2 (Oral health) than those outlined in programmes 8.3 (Accident prevention) and 8.4 
(Tobacco or health). The individual and collective will to promote health through the 
last two programmes was hindered if not nullified by the negative forces of 
indifference. It was gratifying to see that the African Region had included within its 
future activities anti-smoking campaigns, the creation of multisectoral teams for 
monitoring, prevention and first aid, and the organization of national seminars and 
workshops on the prevention of accidents and their consequences. 

His delegation would support any resolution to strengthen action in the framework of 
the WHO programmes on accident prevention and on "tobacco or health", to increase 
awareness in order to bring about a change in behaviour or attitude, or to provide 
information or training. The recording of accidents on film should support the efforts 
already being undertaken, in particular in the legal and regulatory fields. 

Dr SY (Senegal) welcomed major programme 8 and supported the programme and Plan of 
Action for 1988-1995 on "tobacco or health" as well as the draft resolution on that 
subject, although "tobacco or health" created certain economic dilemmas, not only in 
developing countries which were tobacco producers but also in consumer countries. Health 
education, rather than regulation, was the way to generate a global initiative, under the 
auspices of WHO, in order to promote health rather than tobacco use. 

He welcomed the oral health programme because it touched a neglected area in the 
countries of the African Region. In view of the importance of the programme, he called 
on the Director-General to ensure its financial support at country level. 

The promotion of health for all at the district level required the achievement of 
self-sufficiency in food. In addition to ensuring a proper food supply, a nutrition 
programme should be introduced to monitor the growth and nutritional status of the 
population. The only way of ensuring that such a programme covered vulnerable groups was 
to involve community workers, who were virtually illiterate in countries of the African 
Region. It was thus necessary to have simple but sufficiently sensitive tools to record 
nutritional status. In Senegal, community participation in measuring and improving the 
health of children held promise for the future. Women played an especially important 
role in improving food supplies and nutritional status. Not only did they take part in 
food production, but they also prepared food for consumption. They should therefore be a 
priority target for nutrition education. The nutrition programme, in any event at 
community level, would best succeed through the development of integrated projects 
initiated by women for the benefit of malnourished children. A project of that type had 
been initiated in the Sahel region of Senegal. Not only was there a food crisis because 
of desertification but the country lacked the infrastructure to implement the 
recommendations of the Codex Alimentarius Commission. He hoped that WHO, in conjunction 
with FAO, would assist his country in establishing integrated development projects to 
rehabilitate food crops, feed its malnourished children and help establish a nutrition 
monitoring and alert system to allow for better surveillance of the development of the 
situation in the countries of the Region. 

Professor MANCIAUX (France) welcomed WHO's efforts to improve the global nutrition 
situation with its extremes, child malnutrition and the overnutrition seen especially in 
adults in developed countries. Voluntary and continued action was the best way to deal 
with those difficult problems, since even the most sensible programme would run up 
against the emotional and cultural factors involved. He welcomed the increased 
coordination with FAO and other organizations to speed up studies and research on 
nutritional behaviour, to promote the standardization of nutritional surveys, to examine 
the links between production and consumption, and to consider the question of 
acceptability and the nutritional problems linked to current economic conditions. 
Activities were mainly carried out in the field. It was therefore surprising to see a 
reduction in the allocations for the African and Eastern Mediterranean Regions； he hoped 
that those reductions would be offset by extrabudgetary resources. 

In July 1989 an international conference would be held in France on iron deficiency 
and iron-deficiency anaemia, which were serious public health problems. In 1990, France 



would participate in a large international meeting to be convened in Hungary by the WHO 
Regional Office for Europe. 

He supported the draft resolution on oral health introduced by the delegate of 
Malawi, which went some way towards offsetting the reduction in allocations for the 
programme. While a choice had to be made between activities, the role played by WHO in 
oral health was extremely important. The Organization had to have the necessary means to 
play its recognized and appreciated role as a catalyst. In addition to the problem of 
dental caries, which was the best known and the best controlled, the increasing incidence 
of periodontal disease, especially in aging populations, should be recognized. 
Preventive care was of major importance in that area too. The Organization had a major 
role to play in epidemiological studies, in establishing centralized data bases on oral 
health, in the standardization of methods to determine the need for care, and in the 
training of personnel, with particular emphasis on prevention. The oral health aspects 
of AIDS also required research and should receive attention in the Global Programme on 
AIDS. 

Accident prevention was a sensitive issue, particularly in France with its poor 
record; an intersectoral programme was being established. A national day devoted to the 
prevention of accidents in the home would shortly be celebrated in Paris. The resources 
for accident prevention programmes should be gradually increased and research undertaken 
on the relation between accidents and violent or aggressive behaviour. Indeed, injuries 
resulting from accidents were only one aspect of violence seen as a public health 
problem. Increased coordination was also desirable with special programmes dealing with 
natural and other disasters. 

He supported the draft resolution on "tobacco or health" with the amendments 
introduced by the Swedish delegate. France carried out behavioural research and research 
on the economic aspects of the problem, as well as information campaigns, and supported 
international and community policies within the framework of cancer prevention. "Tobacco 
or health" was one of the priority programmes of the European Region. Although the 
proliferation of "days" of all kinds was somewhat worrying, France supported World 
No-Tobacco Day. He approved the increases in budgetary allocations of about 50% for 
Europe and some 70% for headquarters, but the allocations remained too low. The 
increases were absolutely necessary to enable WHO to help countries develop their own 
national programmes and to coordinate the many activities throughout the world. 

Mrs KADANDARA (Zimbabwe) supported the important programmes under major programme 8 
(General health protection and promotion), but expressed concern at the decrease in the 
allocations for programme 8.1 (Nutrition), a subject of vital importance to the African 
Region. Zimbabwe had developed explicit nutritional objectives and greatly strengthened 
its activities. Training programmes had been organized for health personnel and 
workshops had been held. The training created awareness and appreciation of nutrition as 
a vital component of primary health care. It was encouraging that activities would be 
continued at both regional and subregional level in support of workshops on nutrition and 
the management of nutrition programmes. It was to be hoped that extrabudge tary resources 
would be found to provide assistance in that area. 

Greater attention and support should be given to programme 8.2 (Oral health). 
Manpower training and development were of critical importance in that connection. The 
dissemination of information on oral health and the mobilization of resources for 
research would help to provide data on that subject. The significant decrease in the 
allocation for the African Region, especially at country level, was a cause of great 
concern. 

With regard to accident prevention (programme 8.3), the increased volume of traffic 
on the roads in Zimbabwe was a cause of great concern because of the number of road 
accidents that occurred daily. The Zimbabwe Traffic Safety Board had an educational 
programme on road safety, and any additional assistance to strengthen the activities of 
the Board would be most welcome. A decrease in the number of accidents would benefit the 
whole country and be reflected in the health sector. It appeared from the figures on 
page 159 of document PB/90-91 that no regular budget funds had been allocated for country 
programmes in the African Region. Would any extrabudgetary resources be forthcoming for 
country activities? 

She appealed for more help for all the programmes under major programme 8, and 
especially for programme 8.4 (Tobacco or health), so that health education and health 
promotion could be strengthened. 



Professor LEOWSKI (Poland) said that nutrition problems and accidents were 
responsible, either directly or indirectly, for the majority of deaths and disabilities 
in children and young adults. In particular, malnutrition was an underlying cause, both 
in respect of quantitative deficiencies - which were responsible for almost 90% of the 
15 million deaths of children under five years - and qualitative deficiencies, which 
included overnutrition and which led to chronic disabilities in adults throughout the 
world. 

Referring to earlier discussions on research, he said that in 1988 the global 
Advisory Committee on Health Research had considered the question of priority areas for 
research. As indicated in its report, nutrition was a major priority for coming years, 
which did not appear to be adequately reflected in the activities planned for the 
biennium 1990-1991. 

Poland was one of a number of countries where tobacco consumption was high, and he 
fully supported the Plan of Action for 1988-1995 of the "tobacco or health" programme, 
and looked forward to its accelerated implementation. Poland also hoped that more 
detailed guidance would be given. 

Dr ARSLAN (Mongolia) said that, while all the programmes included under major 
programme 8 (General health protection and promotion) were important, he would confine 
his comments to programme 8.4 (Tobacco or health). He joined previous speakers in 
supporting the draft resolution, together with the proposed amendments, and endorsed the 
activities outlined in document PB/90-91. Mongolia had made considerable efforts in 
recent years； as a result of health education programmes, the population was more aware 
of the harmful effects of tobacco on health. Smoking was not permitted in theatres, 
cinemas, other public places and public transport. Despite all the measures undertaken, 
an increase in smoking among women and young people had recently been noted. There was 
therefore a need for systematic research on the sociological aspects of smoking and for 
national tobacco-control programmes. The experience of other countries and of WHO would 
be most useful in that respect. The Ministry of Health would use World No-tobacco Day on 
31 May each year as an opportunity to increase public awareness of the need to control 
smoking. It had recently suggested to the competent ministry that imports of tobacco and 
tobacco products should be reduced. It was evident that prohibitive measures alone would 
not be sufficient, and it was essential to find an effective way of changing behavioural 
patterns, and of making people more aware of their responsibility for their own health. 

Dr MOJI (Lesotho) said that Lesotho greatly appreciated the support given by WHO and 
others； additional support was needed, for example, for research on, and the production 
of weaning foods using locally available ingredients, in order to reduce or control child 
malnutrition and provide mothers with alternatives to breast-milk that were of proven 
quality at affordable costs. 

More dental therapists should be trained in order to cope with increasing oral 
health problems at district level. He fully supported the proposed draft resolution on 
oral health. 

Additional attention should be given to the control of conditions that led to an 
increasing number of fatal and disabling accidents, particularly traffic accidents. 
There was an urgent need to develop enabling legislation, which should include the 
control of alcohol abuse, frequently an underlying factor in accidents, and to increase 
intersectoral and interministerial cooperation and coordination. 

He supported the proposed draft resolution on "tobacco or health" together with the 
proposed amendments. In Lesotho smoking was currently prohibited in all health 
facilities, and one of the large banks had followed that example. The development of 
legislation on tobacco control was a problem still to be faced. 

Dr NABAEI (Islamic Republic of Iran), referring to programme 8.1 (Nutrition), said 
that iodine-deficiency disorders were an important problem in his country which was 
located in the Asian iodine-deficiency-disease belt. About 30% of the population were 
suffering from iodine-deficiency disorders and more than 3 million people had goitres. 
The latter were important less because they were disfiguring than because of their 
effects especially on children's health; they led to stillbirths, cretinism and mental 
retardation. Despite the great interest in controlling iodine-deficiency disorders, 
there were many difficulties in providing iodine oil for injection, and in developing 



technology for the preparation of sufficient quantities of iodized salt. He urged WHO to 
provide assistance, and especially logistical support, in all aspects of a control 
programme. 

In the Islamic Republic of Iran, as in many other countries, drug abuse was mainly 
restricted to the smoking of cannabis and narcotics. Data showed that nearly all addicts 
had started with tobacco, which could be regarded as a route to drug abuse. A 
tobacco-free society would therefore also tend to be a cannabis- and narcotics-free 
society. His delegation therefore supported all WHO'S activities in that regard. 

Professor MENCHACA (Cuba) said that major programme 8 was of paramount importance in 
supporting society and the family, and in particular the promotion of healthy 
life-styles. He endorsed paragraph 5 of the situation analysis for programme 8.1 
(Nutrition) which referred to parts of the world suffering from the vicious circle of 
communicable disease, inequitable distribution of food and emergency situations, as well 
as to the existence in some countries of significant levels of infant obesity contrasting 
with emaciation and stunted growth elsewhere. Research was needed on levels of serum 
cholesterol and other lipids in affected children. 

With regard to programme 8.3 (Oral health), he said that, because of continuing 
problems with caries, it had not proved possible fully to develop preventive activities. 

In relation to programme 8.4 (Tobacco or health), he recalled that when the issue 
had first been considered at the Health Assembly, a number of delegates had wondered, 
after a discussion very similar to that now taking place, how Cuba, as a tobacco-growing 
country, could support such a programme. However, despite the economic importance of the 
crop to Cuba, few countries had taken such a decisive stand against smoking. The 
national campaign controlled smoking in public places and praised the example of 
prominent members of society, who spoke out against smoking； it involved increasing 
numbers of students and schoolchildren, who did not allow their parents to smoke at 
home. The price of tobacco had been increased, and there was a mass health education 
campaign to stop smoking； assistance was offered to those wishing to stop. 
Nevertheless, information and education techniques still had to be improved, with 
measures to counteract advertising. He supported WHO's proposed Plan of Action for 
1988-1995. Cuba would be interested in cooperating, in particular, in the activities 
outlined in section 4.1. It shared the understandable and legitimate concerns of many 
small countries where tobacco production was the main source of export income. WHO and 
other organizations of the United Nations system should study the socioeconomic aspects 
of the problem for such countries. 

He agreed that insufficient attention had been given to accident prevention, 
particularly since accidents were one of the main causes of death and disability in many 
countries, resulting in high costs to the health services and hence to the economy in 
general. In view of the importance of the accident prevention programme, the resources 
allocated to it in the regular budget and from extrabudgetary funds were disappointing. 

Dr HAMDAN (United Arab Emirates) said that the United Arab Emirates had undertaken a 
large-scale campaign against smoking which had included measures to increase awareness 
and an increase in the excise duty on cigarettes. However, the multinational tobacco 
companies had the means to produce advertising which encouraged smoking. An ethical 
question arose, since young people were being encouraged to believe that smoking would 
enhance their prestige. He supported the efforts of WHO and FAO to try to offset the 
shortfall in earnings resulting from the change-over from tobacco production to other 
crops, and called for further attention to that question. 

The United Arab Emirates had established a committee for oral health, which was 
responsible for developing a unified and comprehensive oral health strategy for the 
countries in the Gulf area. Research had shown a close link between oral health, caries, 
and general health. New oral health problems were arising which had previously been 
unknown. Member States, and particularly developing countries, should therefore place 
greater emphasis on oral health, in order to monitor the incidence of such diseases 
before it was too late. The United Arab Emirates had cooperated with WHO in the oral 
health field, and all data and information would be made available to interested Member 
States. 



Accident prevention was of great importance to his country, since accidents, 
particularly traffic accidents, were a major and daily cause of death and injury. WHO 
should increase its activities in that area. The United Arab Emirates had established an 
accident prevention strategy with the collaboration of the Ministry of Health, the 
Ministry of Transport and the police. 

Dr ABDUR RAHMAN (Bangladesh) endorsed the comments of the delegate of the Islamic 
Republic of Iran on malnutrition, which was a serious problem in Bangladesh. The results 
of three national nutrition surveys undertaken over the past 30 years indicated that the 
nutritional status of the population had continued to deteriorate, and some 70% of the 
population were currently undernourished. In addition, diarrhoea and parasitic 
infections directly influenced nutritional status, particularly in children, and in 
Bangladesh 87% of children suffered from such infections. In addition to general 
malnutrition, iodine deficiency was also present and 11% of the population suffered from 
goitre. Two factories had commenced production of iodized salt, but the desired effects 
had not yet been seen. An integrated nutrition and family planning programme should be 
undertaken by WHO in collaboration with other organizations so that the nutritional 
status, particularly of children and women, could be improved. 

Dr Damrong Boonyoen took the Chair. 

Mr PURCELL (Food and Agriculture Organization of the United Nations) said in reply 
to the comments of the delegate of Malawi that crop substitution was not an easy matter. 
The economic significance of tobacco-growing had been included as an item on the agenda 
for the next meeting of the Commodities Problems Committee of FAO to be held in Rome on 
12-16 June 1989. At its meeting in October 1987, the Committee had supported the 
proposal made by the FAO Secretariat that a study should be conducted on the economic 
impact of tobacco-growing, a proposal arising from the interest in that question shown by 
a number of tobacco-producing countries. WHO had cooperated in that study, and a summary 
of its conclusions, which covered the consequences of tobacco consumption, would be 
considered by the Committee. 

Dr HU Ching-li (Assistant Director-General) welcomed the considerable interest shown 
by delegates in the programmes under discussion, in particular in programme 8.4 (Tobacco 
or health). The Secretariat had taken careful note of all suggestions and comments, and 
of the proposed amendments to the draft resolution on "tobacco or health". 

In reply to the question raised by the delegate of Canada regarding staffing levels 
for that programme, he said that the increase in staff numbers projected for the biennium 
1990-1991 was based on the expected funding from both the regular budget and 
extrabudgetary funds. Many delegates had expressed an interest in contributing further 
to the programme, and it was hoped that staff numbers could be increased to cope with its 
heavy workload. The Director-General had already proposed an increase in staffing for 
planning and management for the programme under the regular budget to four man-years, 
compared to two man-years for the previous biennium, which represented an increase of one 
professional post. It was hoped that the additional staffing proposed in the Plan of 
Action, i.e., to three professional posts and two general service staff, could be funded 
from extrabudge tary resources, if possible with effect from 1989. 

WHO should focus primarily on the impact of tobacco products on health. However, it 
would also continue to collaborate with other organizations of the United Nations system, 
particularly FAO and the World Bank, and with nongovernmental organizations to review the 
impact on the economy and the environment, as well as in initiating and promoting crop 
substitution. 

In his opinion low-tar cigarettes were no less harmful than regular brands. It was 
understood that a study on low-tar cigarettes had shown that they might lead to a 20% 
reduction in lung cancer； no effect was indicated for cardiovascular disease, bronchitis 
or other diseases. That study had been undertaken using machine smoking, which might 
have different results from human smoking - humans pressed on the cigarette filter with 
their lips, which allowed less fresh air to be drawn in. There was also a danger that 
women and young people might develop a liking for low-tar cigarettes and therefore smoke 
more. 



A number of delegates had expressed the view that the funds allocated for activities 
at the country and intercountry and regional levels were not as high as expected. It was 
hoped that Member States would request their regional offices to give greater support to 
the programme. Delegates should note that, in regional offices, the staff concerned with 
tobacco or health also worked for related programmes, such as those on cardiovascular 
diseases and cancer. The funds for staffing were therefore not all indicated under 
programme 8.4 in the proposed programme budget document. WHO was coordinating the 
programme at headquarters and in the regional offices and would use extrabudgetary funds 
to promote and implement the Plan of Action. 

The Injury Prevention Programme had been transferred to headquarters in view of the 
global awareness of its importance, now a significant factor in developing as well as 
developed countries. Many speakers from the African Region had testified to that and, in 
China for example, accidents had come to rank high as a cause of death. Coordination was 
desirable between the Organization's accident prevention activities and its work on 
alcohol abuse, maternal and child health and workers' health. WHO headquarters, in close 
cooperation with the Regional Office for Africa, had set up a task force on traffic 
safety which would prepare the Organization's contribution to the Second African Road 
Safety Congress. 

In connection with the nutrition programme, the delegate of Poland had drawn 
attention to the recommendation of the Advisory Committee on Health Research that 
nutrition should be given the highest priority. The Organization's Nutrition unit had 
prepared an appropriate research project and it was hoped that extrabudgetary resources 
would be available to help finance it. As far as iodine-deficiency diseases were 
concerned, WHO would continue to play a vigorous role in technical matters, in promoting 
research and in assisting regions and Member States to monitor their control programmes, 
with the aim of total control by the year 2000. 

Concern had been expressed at the decrease in the budget for the nutrition programme 
at country level in the African Region. The programme statement in the proposed 
programme budget for 1990-1991 (page 148, paragraph 31) mentioned the possibility of the 
decrease being offset by the use of extrabudgetary resources. Malnutrition was still a 
serious matter in many developing countries. In the affluent societies, WHO took the 
view that it was essential to promote balanced diets. Nutrition reflected health status, 
and WHO's activities not only in nutrition but also in other aspects of health were 
directed to improve it. The Organization was coordinating its nutrition activities with 
the work of other United Nations agencies and that of nongovernmental organizations. 

Dr BARMES (Oral Health) expressed gratitude to those who had collaborated with the 
Oral Health unit in expanding the global oral data bank, in contributing to the Global 
Programme on AIDS and in making a health services research study in ten countries. WHO 
was ready to serve countries' oral health needs at all levels. One of the next tasks 
would be the dissemination of the oral health delivery model requested by China. WHO 
realized that it was very difficult for oral health personnel in developing countries to 
ensure that oral health needs were reflected adequately in national budget requests, 
because the global ratio of one dentist to three doctors was not reflected in most 
ministries of health. That situation made WHO's contacts with the dental profession very-
important for the global oral health programme. The only opportunity for national oral 
health leaders to meet was the annual World Dental Congresses of the International Dental 
Federation. 

(For continuation of the discussion on the draft resolution on oral health, see 
summary record of the twelfth meeting, page 188.) 

The CHAIRMAN invited the Committee to consider the draft resolution on "tobacco or 
health" recommended by the Executive Board in resolution EB83.R13, with the proposed 
amendments. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, read 
out the additional preambular paragraph proposed earlier in the meeting by the delegate 
of Turkey for insertion between the third and fourth preambular paragraphs of the text 
proposed in resolution EB83.R13; the new proposed subparagraphs 3(2) and 3(4) introduced 
at the previous meeting by the Swedish delegate, as amended by the United Kingdom 
delegate, with the consequent renumbering of the original subparagraph 3(2) to 



become 3(3) ； and the new proposed subparagraph 3(5) introduced by the Swedish delegate 
at the previous meeting to replace subparagraph 3(3) of the text proposed in resolution 
EB83.R13. 

The CHAIRMAN invited the Committee to approve the draft resolution contained in 
resolution EB83.R13 with the amendments read out by the Rapporteur. 

The resolution, as thus amended, was approved.� 

Development of human resources for health (major programme 5) (continued from the fifth 
meeting, section 5) 

The CHAIRMAN invited the Committee to consider the draft resolution on technical 
cooperation among developing countries introduced at the fifth meeting. 

Professor RANSOME-KUTI (Nigeria) proposed the insertion of the words "the principles 
of TCDC" after the words "mindful of" in the first preambular paragraph； the deletion of 
the words "and Regional Directors'" in subparagraph 3(2)； and the addition, at the end 
of the subparagraph, of the words "and encourage Regional Directors to take appropriate 
steps to support their development". 

Dr MARGAN (Yugoslavia) proposed the addition of the following new subparagraph, to 
be numbered 3(4): 

to encourage and assist in the designation by the developing countries of an 
appropriate health institution among those already existing for each region and/or, 
when appropriate, for a subregion, such institutions to be entrusted with the task 
of initiating and developing joint programmes and projects；. 

The existing subparagraph 3(4) would then be renumbered 3(5). In making that proposal, 
his delegation was conscious of the fact that TCDC had not yet produced the results 
originally expected of it, partly due to the lack of "focal points" at the regional and 
subregional levels which would be designated by developing countries for joint project 
development. If such focal points existed, they could be recommended to WHO as suitable 
for that purpose. 

Dr CORNAZ (Switzerland) said that her country attached great importance to technical 
cooperation among developing countries and believed that it should be promoted both 
multilaterally and bilaterally. That did not mean, however, that WHO should support the 
establishment and operation of new research and training centres； those already in 
existence - for example, that for "environment, development, action" in Senegal - could 
make a useful contribution to strengthening health protection and promotion if the 
Organization and Member States gave them specific mandates on subjects directly connected 
with WHO programmes and involving related issues such as the environment. 

Her delegation therefore proposed the replacement of operative subparagraph 3(2) by 
the following: 

to support, as far as his resources permit, existing national and regional TCDC 
centres, both governmental and private, and collaborate closely with those existing 
centres which conduct health-related research in the field of TCDC, contribute 
towards personnel training and support projects or programmes for action in that 
field;. 

The purpose of the amendment was to maximize the use of existing resources and to avoid 
imposing a further burden on the Organization's budget. 

Professor MENCHACA (Cuba) said that the movement of the nonaligned countries and 
other developing nations was seeking new forms of cooperation; it had convened a 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA42.19. 



ministerial meeting on "South-South" cooperation in Pyongyang in 1987, where a plan of 
action had been adopted which included the subject of health. The health ministers of 
the countries associated in the movement had approved the resolution before the 
Committee. 

Material difficulties caused by the current grave economic crisis had seriously 
jeopardized the implementation of cooperative programmes, such as the medium-term 
programme for TCDC adopted by the Health Assembly in resolution WHA37.16. But TCDC 
should not only be seen as a means to cope with the major health problems of the 
underdeveloped world, as the Health Assembly had repeatedly confirmed; it was also an 
essential means of cooperation for achieving health for all by the year 2000. Its 
validity depended essentially on the fact that the countries concerned had the requisite 
human potential and skills to cope with many of their health problems. Centres also 
existed where manpower could be developed and research carried out in areas of high 
priority. Knowledge and experience could be provided at costs far lower than those 
currently prevailing. 

His delegation could accept the first amendment proposed by the delegate of 
Nigeria; however, the second would render operative paragraph 3(2) less clear. The 
Director-General and the Regional Directors were being asked to allocate resources from 
the Development Programme. He suggested that that paragraph should read: 

...to encourage Regional Directors to earmark resources from their programmes for 
development activities； 

That would reflect more closely the spirit of the text approved by the ministers of 
health. He agreed with the Yugoslav proposal to add an operative paragraph 3(4) that 
would emphasize the role of countries in designating suitable centres for TCDC 
activities. The Swiss proposal was not acceptable, as it was not in the spirit of the 
resolution. 

Professor KALLINGS (Sweden) supported the principle of the Swiss proposal, 
considering that efforts to strengthen TCDC should be aimed at helping existing national 
institutions to engage in technical cooperation and training. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) asked whether the 
sponsors of the draft resolution considered that TCDC should have a higher priority than 
it had at present. From which other programmes should additional resources be allocated 
to TCDC? It would require major increases in funding from the regular budget at both 
global and regional levels. He endorsed the comments made by the delegates of 
Switzerland and of Sweden; it was not WHO's responsibility to set up research centres. 

Dr SHIMAO (Japan) asked the Director-General's opinion on the proposal that funds 
from his Development Programme be allocated to TCDC. 

Professor BORGOÑO (Chile) suggested that a drafting group be set up to discuss the 
amendments to the draft resolution. 

The CHAIRMAN proposed that the drafting group should include the delegations of 
Cuba, Nigeria, Switzerland and Yugoslavia and the Rapporteur. 

Professor MENCHACA (Cuba), replying to a point of order raised by Professor BORGOÑO, 
noted that, in paragraph 8 of the Introduction to the proposed programme budget, the 
Director-General's and Regional Directors' Development Programme was stated to be "a 
flexible means of providing for technical cooperation activities . . . " , and "adequate 
response to innovative ideas and proposals emanating from Member States". The proposed 
amendment was therefore an appropriate one. 

The DEPUTY DIRECTOR-GENERAL, replying to the United Kingdom delegate, said that 
funds from the Director-General‘s and Regional Directors' Development Programme were 
available for unforeseen expenditures or to stimulate and encourage an initiative. It 
was therefore impossible to predict what other activity might suffer as a result of 
support for a cooperative activity such as TCDC. The substantive content of such 
activities was often supported by the relevant programmes. A training programme, for 



example, could involve health personnel for whom funds had already been allocated with 
regard to training activities. To the delegates of Switzerland and of Sweden he replied 
that certain WHO collaborating centres already had financial support, although their 
designation did not necessarily involve financial support from WHO. The approach was 
therefore flexible. The important priority was to provide for TCDC, whether from the 
Development Programme, if the activity was one that qualified for such funding, or from a 
specific programme, if such cooperation had a specific theme, such as appropriate 
technology, development of vaccines or reinforcement of health services. In that case, 
funds could be made available from either the regular budget of the programme concerned 
or from extrabudgetary funds. WHO would work with the TCDC centre concerned to attract 
the necessary extrabudgetary funds to stimulate and develop suitable activities that came 
within the spirit and principles of TCDC. 

(For continuation of discussion on the draft resolution on technical cooperation 
among developing countries, see summary record of the twelfth meeting, page 186). 

Protection and promotion of the health of specific population groups (major programme 9) 
(Documents PB/90-91, pages 165-194; and EB83/1989/REC/1, Part II, Chapter II, 
paragraphs 38 and 39) 

Dr NTABA (representative of the Executive Board) said that the Board had welcomed 
the emphasis placed on safe motherhood in programme 9.1 (Maternal and child health, 
including family planning), recognizing the positive implications for the health of both 
mothers and infants. In many countries, the fragmentation of maternal and child health 
services, due to the development of programmes centred on specific technology, was a 
persistent problem. The Board had underlined the importance of closer integration and 
coordination of national services. In view of the difficulties of meeting current health 
needs and conscious of the rapid rate of population growth in many areas of the world, 
the Board hoped that additional resources, particularly from extrabudgetary sources, 
would be available for family planning activities. 

Under programme 9.4 (Workers‘ health), the Board had considered that less attention 
was likely to be paid to workers' health as a result of rapid industrialization in many 
developing countries and of economic adjustments. In order to increase awareness and to 
stimulate public pressure on national authorities to take appropriate action to improve 
working conditions and to reduce and eliminate occupational health hazards in those 
countries, the Board had recommended that, in close collaboration with ILO, WHO should 
gather information on disability, morbidity and mortality among workers for dissemination 
to employers, trade unions and other appropriate groups. 

The CHAIRMAN, noting that programme 9.2 concerned adolescent health, introduced the 
draft resolution on "the health of youth" proposed by the delegations of Bangladesh, 
Canada, Democratic People's Republic of Korea, Finland, France, Hungary, Iceland, Kenya, 
Lesotho, Mali, Malta, Nicaragua, Nigeria, Norway, Pakistan, Samoa, Sweden, Trinidad and 
Tobago, Turkey, United Kingdom of Great Britain and Northern Ireland and United Republic 
of Tanzania, which read as follows : 

The Forty-second World Health Assembly, 
Having reviewed- the background document and report on the Technical Discussions 

on the Health of Youth； 
Recognizing that the health of youth represents a critical component for the 

health of future generations and for health development in general, and that both 
the current and future health of young people depend very much on their own actions, 
choices and behaviour； 

Aware that, although the extent of the health problems of youth - such as 
accidental injuries, nutritional imbalances, sexually transmitted diseases, 
pregnancy before biological or social maturity, the abuse of substances including 
tobacco, alcohol and other drugs, and psychosocial difficulties - may vary widely in 
different societies, the essential origins of the problems and the need for healthy 
development among young people are common to all countries, both developed and 
developing; 

Concerned at the high rate of unemployment among young people in many Member 
States, and of its consequences for their health and integration into society; 



Noting that although the promotion of young people's health requires action in 
many quarters, the role of the health sector is central in the mobilization of 
efforts to meet the health needs of adolescents and youth and to encourage the 
contribution of young people to the goal of health for all； 

Recognizing the critical role of nongovernmental organizations, particularly 
those for and of youth, and the innovative approaches that many of these 
organizations have already generated; 

Recalling resolutions WHA27.28, WHA29.55, WHA31.57, WHA33.35, WHA32.40, 
WHA37.23 and WHA38.22; 

1. URGES Member States : 

(1) to give appropriate priority to the health needs of adolescents and youth； 
(2) to provide the resources and facilities necessary to assess critically the 
health situation and needs of adolescents and youth, and identify major factors 
that may influence their current and future health, including policies and 
programmes in health and other sectors； 
(3) to develop socially and culturally acceptable programmes and services to 
meet the health and development needs of all adolescents and youth, ensuring 
the involvement of families, the public at large, health and other relevant 
sectors, and young people themselves； 
(4) to identify and provide support to meet the health and development 
requirements of those groups of young people who are particularly vulnerable, 
disadvantaged, or have special needs, such as those within minority 
sub-cultures, the disabled or the marginalized; such action should not be 
taken in isolation but, to the extent possible, as an integral part of 
programmes benefiting other young people； 
(5) to train health workers and those from other sectors to appreciate the 
developmental basis of the health of youth, to be responsive and sensitive to 
the health needs and perspectives of young people, and to have the necessary 
communication skills for dealing with them； 
(6) to collaborate closely with nongovernmental organizations, particularly 
youth organizations, in the development, implementation arid evaluation of 
programmes to meet the health needs of youth, and to involve them in the 
national strategies for health for all； 

2. REQUESTS the Director-General: 

(1) to support Member States in developing and implementing national 
multisectoral policies and programmes promoting the health of youth, and in 
defining health needs and strengthening research, training, and services to 
meet the health needs of young people； 
(2) to develop further and adapt methodologies and innovative approaches in 
the promotion of the health of youth, and to develop indicators for the 
evaluation of the health of youth and the experiences of countries, agencies 
and organizations in meeting the health needs of young people； 
(3) to take the necessary steps to strengthen WHO's programmes dealing with 
adolescents and youth at all levels, including networks of collaborating 
institutions and centres for adolescent health, training in such areas as 
counselling and communication skills, and research; 
(4) to mobilize additional financial and human resources in order to 
strengthen WHO's capacity to respond, on request, to the health needs of Member 
States in this area; 
(5) to extend WHO's collaboration within the United Nations system, and with 
bilateral and nongovernmental organizations, to meet the health needs of youth 
and to facilitate their participation in the health-for-all movement； 
(6) to report to future Health Assemblies on the progress made regarding the 
health of youth. 

He then introduced the draft resolution on women's health proposed by the 
delegations of Botswana, Brazil, Cape Verde and Mozambique, which read as follows: 



The Forty-second World Health Assembly, 
Recalling resolutions WHA28.40, WHA29.43, WHA31.37, WHA36.21 and WHA40.27; 
Recognizing the importance of an integrated approach to the health of women and 

the crucial role of women in development; 
Concerned that the physical, social and mental health of women continues to be 

threatened by discrimination, by deteriorating social and economic circumstances, 
and insufficient priority being given to the development and maintenance of relevant 
health and social services for women； 

Cognizant of the need to ensure that a woman's perspective is reflected in the 
policies and programmes of the health and other sectors affecting the health of 
women, and that effective non-discriminatory implementation and enforcement are 
required even for those policies and programmes that already exist; 

Recognizing that societies have placed the full burden of their reproductive 
needs on women, but have all too often failed to provide them with adequate 
technical and social support, and have yet to make a commitment to safe motherhood; 

1. URGES Member States: 

(1) to recognize the social significance and implications of women's health; 
(2) to examine the health, social, cultural and economic circumstances of 
women and to implement an integrated and comprehensive approach on the basis of 
this analysis, including in the process the full participation of women； 
(3) to utilize actively the experience, expertise and common concerns of 
nongovernmental organizations, particularly those of obstetricians and 
gynaecologists, midwives and nurses, as well as women's groups in the 
formulation, implementation and evaluation of programmes for women's health; 
(4) to ensure that the health and social services necessary to sustain women's 
health are accessible to all on a non-discriminatory basis； 

2. REQUESTS the Director-General: 

(1) to continue to assist Member States in their efforts to ensure adequate 
and equitable health care for women by strengthening the Organization's 
technical support at all levels, particularly in the areas of research and 
research training in human reproduction, maternal and child health including 
family planning, and women's health and development; 
(2) to maintain and extend in all regions the network of WHO collaborative 
institutions and centres to provide at the regional and global levels technical 
cooperation, training, research and research training in the areas of women's 
health and safe motherhood; 
(3) to maintain and strengthen collaboration with nongovernmental 
organizations, particularly those of obstetricians and gynaecologists, midwives 
and nurses, and women's groups, at regional and global levels. 

Professor RANSOME-KUTI (Nigeria) informed the Committee that, in the course of the 
Technical Discussions on the Health of Youth, the subject had been discussed exhaustively 
and the urgent need for action emphasized. His delegation was sponsoring a resolution on 
the subject, together with 20 cosponsors. He congratulated the Division of Family Health 
for the high standard of the documents prepared for the Technical Discussions. 

Professor HIZA (United Republic of Tanzania) said that human development depended to 
a large extent on health. Women played a leading role in society as the "caretakers" of 
the family and particularly of children. Health policy was concerned with the promotion 
of health standards, with consequent improvement in the quality of life and longevity. 
Long life could result only from a healthy childhood, which itself depended on good 
health care, from the antenatal to the postnatal period. In the preceding five years in 
the United Republic of Tanzania, a national programme of safe motherhood and childhood 
survival and development had been instituted as one of several programmes to augment 
conventional health care delivery systems. There was now one mother and child health 
post in every health service unit, making a total of 3000 such posts throughout the 
country. As many as 85% of pregnant women attended at least once during their pregnancy, 
and 60% were delivered there. The remaining 40% were delivered by traditional birth 



attendants, who nevertheless received training in aseptic delivery through primary health 
care programmes. Vaccination coverage was also 85%. 

A joint nutrition support project in one region of the country had recently been 
shown to have been successful in improving the nutritional status of mothers and children 
in the pilot area and would therefore be extended to other districts. The success of 
those projects for improving the health of specific groups was an example of the optimal 
use of WHO and local resources at a time of economic constraints. 

Professor CARENZA (International Federation of Gynaecology and Obstetrics), speaking 
at the invitation of the CHAIRMAN, expressed the concern of his organization for the 
health of women in many parts of the world. In spite of improvements in the status of 
women, discrimination in many countries was directly related to the poor quality of the 
health care they received. The unacceptably high rates of maternal mortality, especially 
in developing countries, where 99% of such deaths occurred, were a direct result of a 
combination of adverse social, cultural and economic factors. Programmes for women's 
health and social services continued to be given insufficient priority; culturally 
acceptable, scientifically sound, simple measures existed which could help avoid the 
waste of human resources that would result. Poor health and high mortality of women in 
many developing countries were traceable to inadequate breast-feeding in infancy, 
followed throughout life by poor nutrition. They were aggravated by lack of education, 
especially with regard to health, and by discrimination in the labour market. Health 
care systems often offered only limited care directed to the cure, rather than the 
prevention of diseases that affected women. Health care was often restricted to 
pregnancy and childbirth, and virtually no family planning service was offered. 

The Federation had perceived the need for an overall view of human health, which 
should incorporate prevention, cure, health education, family planning, appropriate care 
during pregnancy, childbirth and beyond, and psychological support. The goal of 
satisfactory physical, social and mental health could be achieved only by an integrated, 
comprehensive approach to women's health care. To that end, the Federation encouraged 
research and the exchange of scientific information, publicized advances in, and 
standards for the practice of obstetrics and gynaecology, investigated the particular 
needs of obstetricians and gynaecologists working under various conditions and promoted 
discussions on ethical issues. It had also encouraged governments to support its efforts 
and to devote resources to provide essential care to women, and particularly to those at 
high risk. It had provided governments with the necessary technical support for 
expanding the availability of basic obstetric care and the associated technology. 

The Federation had collaborated with WHO since 1956. Its original concern primarily 
with advanced technology and highly specialized aspects of gynaecological and obstetrical 
care had developed a broader focus, with particular emphasis on primary health care and 
appropriate technology, largely as a result of the joint work with WHO in the Task Force 
on the Promotion of Maternal and Child Health including Family Planning in Primary Health 
Care. The combination of WHO's global influence and the support of national 
gynaecological and obstetrics societies affiliated to the Federation had proved to be 
fruitful and effective. 

There was still much to be done, however. The Safe Motherhood Initiative to reduce 
maternal mortality by at least half by the year 2000 merited full support. The task of 
changing the attitude of governments and policy-makers to women's health was even more 
important； women should participate actively in decision-making. That could be achieved 
only by allowing women's groups to be fully involved in the formulation, implementation 
and evaluation of all programmes concerning women's health. The Federation wished to 
increase its collaboration with WHO and encouraged WHO to make use of national societies 
of obstetrics and gynaecology that were affiliated to it. All countries should be 
encouraged to face up to their responsibilities regarding human reproduction and to 
commit themselves to support women in a role which was of such fundamental importance to 
the future of the human race. 



EIGHTH MEETING 
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Chairman: Dr Damrong BOONYOEN (Thailand) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Protection and promotion of the health of specific population groups (major programme 9) 
(Documents PB/90-91, pages 165-194; and EB83/1989/REC/1, Part II, Chapter II, paragraphs 
38 and 39) (continued) 

Dr OPOLSKI (Poland) welcomed and supported the proposed activities. Referring to 
programme 9.2 (Adolescent health), he observed that young people were naturally much less 
vulnerable to disease than the very young and the very old, but were much more likely to 
indulge in hazardous behaviour leading to accidents, illness and injuries attributable to 
the use of tobacco, alcohol and drug abuse, poor eating and other bad habits. They might 
be considered and treated as a specific target population for prophylactic measures in 
the broadest sense taking account of such issues as the proper selection of priorities in 
the context of scarce resources. 

In his country the health status of young people was, generally speaking, steadily 
improving, but if account was taken of behavioural patterns the data were much less 
encouraging. According to the latest studies, some 60% of Polish schoolchildren had bad 
eating habits, resulting not from shortage of the right kind of food but from mistakes in 
education, misunderstandings as to what was important, and false priorities. Less than 
30% of young people were involved in sport, but from 20% to 40% indulged in tobacco 
smoking and other bad habits. The circumstances called for measures to secure, inter 
alia, the involvement of young people in the planning and realization of health 
policies； strategies to promote health or to impel the younger generation to control or 
modify their behaviour； and modifications in health education for young people, with 
radical reforms adapting the structure and functioning of schools to the wider social 
environment. 

One important factor in promoting life-styles conducive to health was the 
organization of health care. He stressed the potential of district health systems and 
the special needs of urban areas in the planning, implementation and evaluation of a 
health promotion policy concerning young people； the health care establishment should be 
small enough to grasp the health needs and socioeconomic problems of the community yet 
large enough to provide the technical and managerial resources for appropriate action. 

Mrs MANDEVU (Botswana), referring to programme 9.1 (Maternal and child health, 
including family planning), submitted that the statement in paragraph 12 that it was 
generally the education, income and time of women, rather than of men, that determined 
the health and nutritional status of the children was crucial to the entire programme. 
Women in Botswana were placed at the heart of the development process； a number of 
government policy documents and development programmes contained specific provisions, 
including credit facilities for commercial and agricultural purposes for which women were 
allowed to pay lower deposits than men, and the deliberate selection of women as the 
beneficiaries of subsidized agricultural programmes. 

Health care had been a major component of the accelerated rural development 
programme launched in 1982, and maternal and child health services had been the largest 
component in the health care delivery system. The impact of that choice was reflected 



in the substantial declines in maternal, infant and child mortality observed during the 
1970s and 1980s. 

Latest estimates showed that 92% of pregnant women in her country attended antenatal 
clinics at least once, while 77% of births were supervised by a qualified midwife or a 
doctor; 94% of women were familiar with modern family planning methods and knew where to 
obtain the means of contraception. At the time of the 1988 survey, 32% of women had been 
using modern family planning methods, and that had resulted in a fall in the total 
fertility rate from seven in the early 1980s to five in 1988. 

During the past 16 years, Botswana had endeavoured to remove the inequality 
affecting women and give them proper health care and access to related information. The 
efforts were hampered, however, by a deficiency of resources, particularly human 
resources. Care services in district hospitals had been improved in recent years. 

Her delegation supported the proposed budget for the programme and agreed with the 
selection of areas of emphasis for the African Region. In order to reformulate its 
policy if necessary, Botswana was conducting a study, with partial funding from WHO, on 
risk factors in home and hospital deliveries. Other agencies such as the United Nations 
Population Fund (UNFPA) also supported Botswana's maternal and child health and family 
planning programme. 

The reduction in the number of African Member States requesting cooperation under 
programme 9.1 might be due to support from other sources, particularly UNICEF and UNFPA. 
WHO should continue to participate through extrabudge tary funding, however, even in those 
countries which had not directly sought its cooperation. In order to indicate its 
commitment, Botswana was a sponsor of the draft resolution on women's health introduced 
at the seventh meeting. 

Turning to programme 9.4 (Workers‘ health), where a significant decrease at country 
level in the African Region was again attributed to fewer Member States' requesting 
cooperation, she stressed that Botswana, for its part, set great store by workers' 
health. A unit had been established in 1981 to promote the programme, which was still 
relatively new; continued support from WHO was needed if it was to make an impact. 

Dr RODRIGUES CABRAL (Mozambique), referring to programme 9.1 (Maternal and child 
health, including family planning), said that safe motherhood was an issue of the 
greatest importance. The risks were well known, the necessary preventive measures and 
means of applying them were available, so that with WHO's cooperation rapid progress 
could be made. However, the table on page 173 of the proposed programme budget showed a 
reduction in the extrabudge tary resources for the programme. 

While there was a need to increase family planning coverage, adverse factors were 
likely to persist in a number of countries with a largely rural population for some 
years； only when there were advances in such areas as women's employment and the 
development of social security to make elderly couples less dependent on their children 
could family planning practices be generally understood and assimilated. 

Workers' health (programme 9.4) should be considered a major priority for the 
biennium. The importance it was given in the programme statement was not always 
reflected in national policy or budgetary allocations : the issue was a very difficult 
one for the developing countries. The scale of the problem was in some cases unknown； 
estimates from the few reliable statistics available however indicated that mortality, 
morbidity and injury in the working population, at least in the primary production 
sectors, were significantly higher than in the population as a whole. 

The slow pace of industrialization in third-world countries, the economic 
constraints imposed on them, which discouraged technical and financial investment, and 
the negative consequences of adjustment policies, made it likely that little attention 
would be paid to primary prevention in the field of workers' health in the foreseeable 
future. WHO, together with national authorities in the developing countries, should 
carry out surveys to compare the health status of the working population, particularly in 
the primary productive sectors, with the adult population in general at different times 
so as to reveal trends in mortality and morbidity. The findings would enable employers, 
trade unions and governments to appreciate the importance that problems affecting 
workers' health were likely to assume in the developing countries in the coming years. 
In consequence, more countries would probably approach the Organization for increased 
resources for control programmes, and special action would be needed to attract 
extrabudge tary resources. 



Professor BORGOÑO (Chile) said that, as maternal deaths were preventable, 
appropriate health activities and increased professional coverage, which in some 
countries, including his own, was provided in 98% of all births, together with special 
attention to high-risk categories, could lead to substantial progress. Assistance should 
also be given to countries to reduce their infant mortality by the year 2000 in 
accordance with the targets which had been established. 

Concerning programme 9.2 (Adolescent health), action should be taken on the lines 
proposed by the delegate of Nigeria. Wide-ranging Technical Discussions had been held on 
the subject, and a draft resolution had been introduced at the Committee‘s seventh 
meeting. 

On programme 9.3 (Human reproduction research), he stressed that coordination of 
research on adolescent health with that related to other programmes, such as that dealing 
with AIDS, was essential, and should be efficient enough to ensure that the targets were 
met. New epidemiological studies and the social aspects of abortion were two 
particularly significant issues. It was also extremely important to maintain up-to-date 
information. 

Concerning programme 9.4 (Workers‘ health), he observed that the post of head of the 
unit concerned at headquarters had been vacant for a year, and urged the 
Director-General, in view of the importance of the programme, to make the appointment as 
soon as possible so that the coordination could be maintained with other relevant 
programmes. 

Health of the elderly (programme 9.5) was assuming ever greater importance. He 
asked whether the programmes at present based in the Regional Office for Europe and the 
United States Institutes of Public Health in Bethesda were to be transferred to Geneva. 

Mrs KADANDARA (Zimbabwe) commended major programme 9, the stated objective of which 
was the support for specific population groups, including women of childbearing age, 
children, adolescents and young people, workers and the elderly, which were the most 
vulnerable groups. She welcomed the fact that the specific health needs of women and 
children were now being given major consideration in their own right rather than as a 
part of broader activities. Women should be able to discuss their own problems as young 
people had done during the recent Technical Discussions. Women knew their own problems 
and their own bodies and minds, and should be allowed to speak for themselves. Her 
delegation was concerned at the fact that women other than those in related professions 
were not involved in the Special Programme of Research, Development and Research Training 
in Human Reproduction and many other such programmes. As members of expert committees 
they could advise on special problems and needs； since it was an established principle 
that communities should participate fully in primary health care activities, it might be 
asked why women were not properly represented in bodies discussing questions affecting 
their community. 

The social and psychological implications of human reproduction, and women's true 
needs, particularly in developing countries, deserved greater attention. The areas of 
research were complex and difficult for ordinary women to understand. Technical 
activities should be made more comprehensible to average men and women, since a better 
understanding would encourage them to participate more. Information provided in simpler 
forms would help to change attitudes. 

She welcomed the activities planned under programme 9.1 (Maternal and child health, 
including family planning). Major efforts were under way in Zimbabwe to inform men on 
the delicate subject of family planning so that they could play their full role in such 
planning. 

She welcomed the special attention paid to the health of that important social 
category, the workers (programme 9.4), and particularly agricultural workers. Workers on 
commercial farms in her country were receiving health training, and additional help in 
that connection would be welcome. 

She supported the draft resolution on "the health of youth". 

Mr FINN (Canada) expressed keen interest in programme 9.2 (Adolescent health)； the 
proposed activities were ambitious and would call for special attention by Member 
States. The Canadian delegation had been happy to participate in the Technical 
Discussions and commended the quality of the documents. The Discussions had been in line 
with WHO's action during recent years on various subjects of concern to adolescents and 
young people, whose contribution to health-for-all strategies was essential. 



As recognized by a WHO expert committee as long ago as 1976, it was during 
adolescence that the attitudes and behaviour influencing the health of populations were 
formed. Young people in all countries wished to realize their potential for helping to 
attain the objective of health for all. Not only did they constitute a substantial 
proportion of the population in most countries, they possessed abundant energy that could 
be placed at the service of their communities. Without losing sight of traditional 
health problems, more emphasis should be placed on behavioural patterns, which could be 
tackled more effectively by obtaining the participation of young people. Indeed, a 
number of problems could be prevented by taking such early action. The Technical 
Discussions had concentrated on dialogue between young people and workers in health and 
related sectors. In Canada, dialogue had led to the production of a discussion document 
on youth and health, prepared on the basis of research and of activities carried out in 
cooperation with many organizations, including the Canadian Youth Foundation; it was 
hoped the document, which had been available to participants in the Technical 
Discussions, marked the start of a fruitful exchange also between the federal and 
provincial governments, and would win an important place for young people in a global 
health strategy. Activities to improve their health should be integrated in national 
plans, thus accelerating progress towards health for all. 

He supported the draft resolution on "the health of youth". 

Dr LU Rushan (China) said that the topics under major programme 9 were extremely 
important for the attainment of health for all by the year 2000, and fully approved all 
the proposed activities. China would continue to cooperate with WHO and looked forward 
to its support. 

Adolescent health (programme 9.2) had become an important health issue for all 
countries and called for the mobilization of society as a whole and - more particularly -
the participation of young people themselves. His delegation was convinced that the 
Technical Discussions on "the health of youth" would have a considerable impact on the 
issue. The proposed budgetary allocation for activities in that area was - he noted -
extremely limited; extrabudgetary funds should be secured to support the programme. 

Professor BERTAN (Turkey) said that maternal and child health, including family 
planning (programme 9.1) was a priority issue in many developing countries； she was 
happy to note from the Director-General‘s introduction to the proposed programme budget 
for 1990-1991 that it received priority among the programmes for protection and promotion 
of the health of specific population groups. The proposed new programme on adolescent 
health (programme 9.2) was also welcomed. 

Child health depended heavily on maternal health; in fact, the two were 
inseparable. Infant and maternal mortality rates were still alarmingly high in many 
developing countries, and a greater amount of WHO support was required. Every child had 
the right to be born healthy and to enjoy healthy development, with adequate care and 
protection against all types of abuse - physical, sexual and psychological. 

In mother and child health programmes in Turkey, special emphasis had been given to 
immunization, nutrition, control of diarrhoeal diseases and acute respiratory infections, 
and family planning. According to a recent survey, the administration rate of the third 
DPT dose and poliomyelitis immunization was approaching 80% in infants under two years. 
Control of diarrhoeal diseases had also been strengthened; and family planning 
had received special attention, with emphasis on the training of health personnel and 
provision of services. As a result of intensified efforts, the proportion of women 
currently using contraceptives had reached 77% - 38% were users of modern methods. 

In the developing countries, child and maternal health policies should be well 
identified through research; and health planning must be designed and implemented 
accordingly. Government commitment was crucial to successful implementation of 
strategies. Beside the health sector other related sectors should be involved, and WHO 
could play a catalytic role to enhance both commitment and collaboration. Coordination 
and cooperation should be established between ministries of health, finance, and 
education, local authorities, religious institutions, mass media, nongovernmental 
organizations and other bodies as required. 

Effective programme implementation necessitated periodic monitoring, evaluation and 
revision of strategies, for which national child and maternal health advisory councils 



coordinated by ministries of health and involving high-level policy-makers from different 
sectors were recommendable. 

A conference in Ankara would soon discuss at ministerial level policies concerning 
children in the 1990s with particular reference to the protection of children's rights, 
including health. 

Lastly, she noted that although there was a proposed 7.8% increase in the overall 
regular budget for maternal and child health, the allocations for the African Region, 
both in the regular budget and in extrabudgetary resources, had decreased. It was 
gratifying that extrabudgetary funds would be available for family planning activities, 
but considering the great need in maternal and child health including those activities, 
there should be no decrease in the proposed programmes, especially where the African 
Region was concerned. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), supporting major programme 9, 
said that the proposals under maternal and child health, including family planning, would 
be of decisive importance in the strategy of health for all by the year 2000. In spite 
of the difficult world economic situation, and the fact that much remained to be done, 
there had been an improvement in the health status of women and children, and the health 
care coverage for mothers and children had been extended. Positive examples f which 
deserved emulation, had shown how much could be done in implementing programmes and 
increasing effectiveness without increasing budget allocations, through the rational 
deployment of available resources and the application of advanced technology. 

WHO had rightly and in timely fashion drawn the attention of the world community to 
the most frequently occurring and basic impediments to progress in the area. Additional 
extrabudgetary support for such components as family planning were called for. He joined 
in supporting the Safe Motherhood Initiative, with its accent on improvements in the 
health and living conditions of mothers particularly in developing countries. The 
measures planned for the European Region for 1990-1991 were certainly apposite where the 
Soviet Union was concerned. 

Expert meetings should be convened to consider such important and insufficiently 
explored issues as: the physical and mental development of children in relation to the 
age of the mother and birth-spacing in different regions； the physiological and 
psychological development of children born after gonadotropic and hormone-releasing 
stimulation of ovulation; the state of health of children bearing signs of intrauterine 
infections； the characteristics of the psychoneurological status of children following 
perinatal diseases； children underweight at birth and suffering from perinatal damage to 
the central nervous system; children born as a result of artificial insemination and 
extrauterine conception; the effect of resuscitation measures immediately after birth on 
the subsequent physiological and psychological development of the child; the health 
status of children born after infertility treatments. 

He supported the draft resolution on "the health of youth" and proposed that the 
third preambular paragraph should be amended to read: 

Aware of the extent of the health problems of youth - such as accidental injuries, 
nutritional imbalances, sexually transmitted diseases, pregnancy before biological 
or social maturity, the abuse of substances including tobacco, alcohol and other 
drugs, and psychosocial difficulties - and of the need for healthy development among 
young people in both developed and developing countries； 

He also supported the resolution on women's health, in the third preambular 
paragraph of which the words "in many countries" should be inserted after the words 
"mental health of women"； in the fifth preambular paragraph the word "many" should be 
inserted before the word "societies"; and the first operative paragraph should begin: 

URGES Member States which have not yet done so ... 

Dr HABA (Guinea) said that in his country maternal and child health, integrated in 
primary health care, was fundamental to national health policy. Activities included the 
following: antenatal consultation including supervision of pregnancy; detection and 
follow-up of at-risk pregnancies； prevention of malaria and anaemia; therapy of 
detected illnesses； anti-tetanus vaccination; assistance at childbirth and referral of 
cases with complications from the rural areas to the most appropriate maternity clinics； 



postnatal consultations based on nutritional supervision; vaccination of children up to 
five years of age against the six target diseases of the Expanded Programme on 
Immunization； detection of the most widespread diseases； and the promotion of the 
techniques of oral rehydration. All those activities were carried out in district health 
centres by specially trained staff. 

To compensate for the absence of adequate staffing, a programme of training for 
traditional birth attendants was being implemented to care for mothers who sometimes 
lived 10 kilometres or more from the nearest health centre, often in areas where 
illiteracy and traditional customs prevailed. Traditional birth attendants would serve 
as village health agents； in addition to their main activity they could promote sound 
nutrition, adequate hygiene and family planning through the mother, according to a dictum 
for health which was particularly apposite in African countries. 

All the women's organizations of the country, at prefectorial and regional levels, 
included family welfare in their programmes； they thus constituted a valuable pillar of 
the health service structure. At present, 10%-20% of couples in urban areas and 5%-10% 
in rural areas were enrolled in family planning programmes. 

In rural areas, however, beliefs in customs such as polygamy and child marriages 
persisted as obstacles to family planning policy. The supply of contraceptives, the 
training of personnel, and the equipment of mother and child health facilities were 
centrally administered and received government support in a project also financed by 
UNFPA and supervised by WHO. Infrastructures were currently being renovated by 
decentralized groups with community participation. 

Two influential nongovernmental organizations were active : the Guinean Association 
for Family Well-Being and Safe Motherhood, and the Family Planning Association. A number 
of foreign nongovernmental organizations were also operating in the country, but their 
concern was with other aspects of health, or with more general rural development. 

Insufficiency of material, human and financial resources was a major obstacle to the 
achievements of objectives and the monitoring and evaluation of activities within the 
established time limits. Thus bilateral cooperation and the support of international 
bodies and international financial institutions were necessary if all the activities he 
had outlined were to be implemented successfully. 

Professor MATTHEIS (Federal Republic of Germany) welcomed the Director-General‘s 
explicit statement in paragraph 23 of his Introduction to the proposed programme budget 
that WHO did not have a population control policy. Family planning, seen as a 
self-determined manner of organizing one's life, deserved every support but it should not 
be seen as an instrument for population policy. 

Information, and choice of methods by the partners, were of prime importance in 
family planning. Research approaches should therefore be based not only on medical and 
natural sciences but on social science. Her delegation agreed with the proposal to focus 
on high-risk groups, for example, on women too young or too old for pregnancy and 
childbirth. 

WHO activities explicitly included artificially-induced reproduction. In recent 
years the public had become increasingly aware of the scientific possibilities for 
interfering in the genesis and development of human life. The progress of reproductive 
medicine and genetic engineering not only provided relief and hope but also caused fear 
and raised fundamental ethical and legal questions. In a report to Parliament, the 
Government of the Federal Republic of Germany had made a detailed statement on the 
problems of artificial insemination. On the whole, it had taken a critical attitude and 
laid stress rather on determining the causes of infertility than on the further 
development of medical and technological aids to reproduction. WHO's measures were, 
however, being supported within those roughly defined limits and the Federal Republic was 
willing to cooperate closely with the Organization in that field. 

Professor MANCIAUX (France) welcomed the modest increase in the provision for 
maternal and child health under the regular budget but expressed disquiet over the very 
marked decrease in other sources of funds for 1990-1991. He hoped that the decrease 
would be compensated by resources from other organizations in the United Nations system, 
in particular from UNFPA. 

The importance attached to controlling maternal mortality, in which his own country 
was cooperating with WHO, UNICEF and the World Bank, was only just, since many national 
and international programmes rather emphasized child health. 



France had organized a seminar in Niger, involving the National Institute of Health 
and Medical Research (INSERM) and the International Children's Centre (ICC), on the 
identification of problems, data collection and staff training programmes. Many African 
countries had subsequently committed themselves to specific projects in cooperation with 
ICC and INSERM. Attention also had to be paid to the implications of AIDS for mothers 
and children, an agonizing problem, especially in Africa where budgets were still too 
small in comparison with those of other regions. He recalled that an international 
conference on that subject convened by WHO and France would be held in Paris at the end 
of November 1989. 

With regard to adolescent health, his delegation echoed the statement of Professor 
Ransome-Kuti, Chairman of the Technical Discussions, and joined with Canada and other 
countries in congratulations on the excellent preparation and perfect running of those 
Discussions, which had provided the occasion for a very rich exchange of views between 
the young people of many countries and representatives of WHO, and had proved that young 
people had a capital role to play in health for all. His delegation hoped that the 
programme would continue to develop along the lines suggested and would adopt the draft 
resolution to that end; it would be a serious matter indeed if the bright hopes aroused 
by the activity and the contacts established were not realized. 

His delegation noted that the title of the programme was still "Adolescent health" 
whereas - largely under the influence of WHO - the problems of adolescents and young 
adults were more and more being considered concurrently, and rightly so, since they had 
many things in common. He therefore proposed that the title of the programme be 
modified; that its objectives be expanded； and that consequently the budget allocation 
be substantially increased. 

Workers' health was also a very important programme: although it was a huge problem 
in the developing countries and required commensurate efforts, the situation was far from 
idyllic in many developed countries as well. There was a dearth of knowledge and 
capacity to control all the risks of occupational exposure in the modern world, in 
particular the genetic risks for women of childbearing age, which formed a link with 
human reproduction research. Unemployment remained a cause of great concern in many 
countries, with harmful consequences on health, in particular mental health. The 
multiplication of temporary jobs made it more difficult to keep a watch on the health of 
the workers concerned, who were mainly young people with few qualifications. WHO had a 
specific role to play in that field, with ILO. The French delegation approved the 
proposed programme and hoped that it would contribute to better health protection of 
workers in developing and developed countries alike, whether they were employed in 
agriculture, industry or the service sector. 

Dr ABDUR RAHMAN (Bangladesh) said that the universally accepted goal of health for 
all by the year 2000, which would permit all people to lead socially and economically 
productive lives, could not be reached unless priority was accorded to the health needs 
of women, children and elderly people, particularly in the developing countries. The 
health and well-being of women was the key to the health of families and of future 
generations. In many societies, women suffered from social hardships : their multiple 
roles as worker, wife, mother, and member of the family and the community, all compounded 
by their inferior social status, had a profound effect on their reproductive health. 
Moreover, women's health was also affected by other factors such as nutrition, 
availability of clean water, healthy environment, sanitation and gainful employment. 
Sexually transmitted diseases were on the increase in the world, and their repercussions 
on women's health were serious, causing pelvic infection, infertility, ectopic pregnancy 
and AIDS. 

In many developing countries, maternal and child health had a low priority. In some 
countries, concern expressed on paper was not reflected in action. In Bangladesh, more 
than three-quarters of all pregnant mothers were delivered under unhygienic conditions by 
untrained childbirth attendants, relatives or kindly neighbours. There was no doubt that 
perinatal and internatal events were not only responsible for the unacceptably high rate 
of neonatal mortality, but affected the quality of life of the neonate and were a major 
source of handicap in child and adult life. There was no hope of preventing that 



situation without maternal care； untreated complications of pregnancy could cause a 
lifetime of misery and untold damage to a woman's reproductive health. 

Still less attention was given in the developing countries to the mental health of 
women, which was assailed by social evils such as physical abuse, sexual harassment and 
rape, not infrequently leading to suicide. There was no doubt that fertility control 
could significantly improve women's and children's health, especially in developing 
countries like Bangladesh, where complications during pregnancy accounted for more than 
one-third of all deaths in the reproductive age group. 

He urged WHO to request Member countries to ensure accessibility of mother-and-child 
health care services； improved nutrition for mothers and children, using locally 
available foodstuffs； home deliveries conducted by trained professionals； encouragement 
of early breast-feeding; emphasis on and teaching of infant care； and family planning 
advice and distribution of safe contraceptives. 

Emotional and moral support could be provided by non-physicians, such as nurses and 
paramedical personnel, on the basis of personal contacts. 

With regard to the health of the elderly, he pointed out that diabetes in elderly 
people accounted for a large number of cardiovascular accidents, as well as blindness, 
neurological complications and cases of kidney failure. Bangladesh had developed 
integrated diabetes programmes as a part of primary health care coverage, and had some 
success in the prevention of undesirable complications. He urged WHO to promote its 
diabetes programme within the context of primary health care. 

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland), referring to 
programme 9.1 (Maternal and child health, including family planning), wished more 
emphasis to be placed on teaching and educating professional staff for care, including 
traditional birth attendants. What action was taken by WHO to control illegal abortion, 
the cause of 25叉-30% of maternal deaths in many countries? She supported the comments by 
the delegate of Chile on maternal mortality. 

Too much stress had been laid in the proposed programme budget on the technical, and 
too little on the human aspects of maternal and child health: for example, there was no 
mention of the importance of spacing of children in family planning. She endorsed the 
draft resolution on women's health and proposed a minor amendment to the last preambular 
paragraph to read: 

Recognizing that, although the burden of childbearing and child care falls on women, 
societies have all too often failed to provide them with adequate technical and 
social support, and have yet to make a commitment to safe motherhood;. 

Referring to programme 9.2 (Adolescent health), she said her delegation was pleased 
to cosponsor the draft resolution on "the health of youth", concurred with the comments 
by the delegate of Canada and agreed with the amendments proposed by the delegate of the 
USSR. 

Dr SCHAMBRA (United States of America), referring to programme 9.1 (Maternal and 
child health, including family planning), recalled that on several occasions the 
Executive Board had expressed concern regarding increasing demographic pressures, 
especially in developing countries. Noting the effect of inadequate child-spacing on 
infant mortality, he requested information on WHO'S plans to enhance that aspect of the 
maternal and child health programme for the 1990-1991 biennium. 

Turning to programme 9.5 (Health of the elderly), he recalled that the international 
research programme on aging, which was the research component of WHO'S global programme 
for health of the elderly, had been established in 1987 pursuant to resolution WHA40.29. 
In June 1987, a Memorandum of Understanding had been signed between WHO and the United 
States National Institute on Aging, whereby the research programme would be accommodated 
by the National Institutes of Health, Bethesda, Maryland. The Memorandum of 
Understanding covered a period of four years until June 1991. 

During the first 16 months the international research programme had made substantial 
progress on the agenda for the four priority areas recommended by the WHO Advisory 
Committee on Health Research. That agenda, prepared during ad hoc scientific 
consultations, included the tentative wide selection of participating countries and the 
promise of collaboration by a large number of scientists. The programme's scientific 
advisory committee had met in Ottawa in September 1988, and endorsed the agenda. 



That research component of the global programme for health of the elderly would 
certainly provide a stimulus for the formulation of national policies and programmes for 
the elderly, particularly in developing countries where the demographic impact would be 
especially strong in the coming decades. International research had proved effective in 
providing knowledge for disease prevention strategies, medical and social measures and 
planning for the elderly. 

The decision to locate the research programme at the National Institute on Aging had 
been designed to bring the scientific expertise of the Institute to bear on the projects 
recommended by the WHO Advisory Committee on Health Research. The progress indicated 
that the arrangement had been highly successful. 

Dr KÔKÉNY (Hungary) said that human reproduction research (programme 9.3) 
constituted one of WHO's essential activities. There was general agreement on the 
objectives of the Special Programme of Research, Development and Research Training in 
Human Reproduction. Great importance was attached to the promotion and support of 
research aimed at the development of safe and effective methods of fertility regulation. 
Emphasis should be placed on the identification and elimination of obstacles to 
reproductive research and development, as reflected in paragraph 5 of the programme 
statement in document PB/90-91: "Research in the technology of fertility regulation 
remains a high priority for the [Special] Programme because of [ . . . ] the increasing 
trend, on the part of private industry, to withdraw from research and development in that 
field for reasons of cost and profit, litigation, and political climate". The withdrawal 
of the pharmaceutical industry after the campaign against research and development of 
anti-progesterones in 1988 and similar events increased the tasks of the Programme. On 
the one hand, WHO was called upon to offset extremist views, while on the other, it had a 
public duty to fill in the gaps in research, in the interests of health, especially in 
the developing countries. Such activities could cause unexpected expense, and the 
resources of the programme should be increased. As stated in paragraph 10 of the 
programme statement: "The Organization's acknowledged neutrality and objectivity gives 
the Programme a distinct comparative advantage, placing it in a unique position to make 
independent assessments of new and existing technology and to provide impartial advice to 
Member States". Hungary acknowledged the significance and high standard of the Special 
Programme and hoped that all the targets for 1995 would be attained; it would provide 
all possible assistance. 

Dr GREEN (Israel) expressed his country's support for the activities proposed in 
major programme 9. Concerning programme 9.1 (Maternal and child health, including family 
planning), he said that Israel had over 800 health clinics to deal with problems of 
nutrition, immunization, antenatal and postnatal care. As regards workers' health 
(programme 9.4) three occupational health institutes in Israel were devoted to research 
on workers‘ health in areas of safety, toxicology, cardiovascular disease and 
psycho-physiology. The development of epidemiological surveillance was encouraged in 
order to obtain the data required for identifying risk factors and for the design and 
evaluation of intervention programmes. Support was also given to programmes in the 
workplace to discourage smoking, improve nutrition, and detect and manage hypertension. 

Dr HU Ching-li (Assistant Director-General) welcomed the comments and suggestions by 
delegates concerning major programme 9. Under programme 9.1 (Maternal and child health, 
including family planning), WHO collaborated closely with many other organizations such 
as UNFPA and UNICEF, the World Bank and many nongovernmental organizations. Speakers had 
noted that the extrabudgetary resources for 1990-1991 shown in the table on page 173 of 
the proposed programme budget seemed to show a decrease in comparison with the figures 
for the previous biennium. In fact, further extrabudgetary resources were expected from 
agencies with different budget cycles from WHO. In recent years UNFPA had contributed to 
the family planning programme and a sum of approximately US$ 53 million was again 
expected. Much support had been received from the World Bank and other donor agencies 
for the Safe Motherhood Initiative. 

Replying to the United States delegate's question on the strengthening of measures 
to encourage child-spacing, he said WHO had already initiated technical activities and 
advocacy: guidelines and training materials were being prepared, and pamphlets, 
brochures, exhibitions and videos had been produced. Such activities were coordinated by 
a joint working group with many other agencies. 



With regard to the suggestions by the delegate of the USSR for WHO action he said 
that a study on long-term consequences of perinatal problems for the growth and 
development of children was already under way and a WHO collaborating centre had been 
identified to assist Member States in the design and implementation of such studies. The 
United Kingdom and Chile had evoked the problem of abortion; he confirmed that WHO 
expected to start work on guidelines to assess the health and health service impact of 
illegal abortion. 

Considerable support had already been expressed for the new programme 9.2 
(Adolescent health) in the Technical Discussions. Limited funds were available but 
extrabudgetary funds were expected to be raised. With reference to programme 9.4 
(Workers' health), he noted the support that had been expressed for the programme and 
emphasized its links with other programmes and collaboration in this field with ILO. The 
budget for the programme was small but an effort had been made to assist Member States 
through collaborating centres, with a view to strengthening occupational health services. 

He recalled that programme 9.5 (Health of the elderly) had been transferred to 
headquarters from the Regional Office for Europe since April 1989, in view of the global 
interest it had aroused. Coordination with other programmes such as those concerning 
maternal and child health, diabetes, blindness or rehabilitation, was satisfactory. WHO 
acknowledged with gratitude the location provided for the research component of the 
programme in the United States National Institutes of Health. 

Dr BARZELATTO (Special Programme of Research, Development and Research Training in 
Human Reproduction) welcomed the support for the activities of the Special Programme. 

WHO shared the concern expressed by three delegates with regard to the health 
aspects and implications of abortion; three of the eight task forces responsible for the 
research component of the Special Programme dealt with different aspects of that 
problem. The epidemiological and social aspects of abortion were being studied in close 
collaboration with the Population Council, which had recently launched a project in that 
area. 

On the point raised by the representative of Zimbabwe, he said that steps were being 
taken in the Special Programme to involve women representing the public rather than the 
medical profession. Giving examples, he said that during the last five years the 
percentage of women on the professional staff and on the different committees of the 
Programme had been increasing. The Review Group, which made an ethical review of all 
projects, included a woman professor of bio-ethics, and a second female candidate was 
under consideration. Non-professional women had been prominently represented in several 
important meetings: for example, the meeting held in Geneva in 1987 on safety 
regulations for contraceptive steroids, the meeting held in Geneva in April 1988 on 
research needs in reproductive health in developing countries, and the meeting held in 
Bangkok in June 1988 on ethics and human values in family planning, at which 50% of the 
participants had been women, including representatives of feminist and consumer groups. 
Representatives of such groups had also been invited to the meeting to be held in Geneva 
in June 1989 on safety regulations for vaccine development. 

The DEPUTY DIRECTOR-GENERAL added a number of clarifications concerning the 
statement by the delegates of Chile and the United States of America on the research 
component of the programme on health of the elderly, at the National Institute on Aging, 
Bethesda, which was in its initial phase. The importance of the research component and 
the programme as a whole was obvious and he expressed gratitude for the United States 
contribution. The Memorandum of Understanding had been signed on 16 June 1987 and the 
letter to launch the research component of the programme on aging and to convene the 
meeting of interested parties had been signed on 15 July 1988. The whole initial phase 
had been carried out within the framework of the Memorandum of Understanding which should 
shortly be reviewed. The scientific content, and collaboration not only with the 
National Institute on Aging but also with other centres, would be strengthened, but it 
was possible that the modalities of that collaboration might be readjusted and brought 
into line with WHO's organizational methods. The Memorandum of Understanding of June 
1987 referred to a "special programme on research on aging" and, as had rightly been 
noted, that constituted an integral part of the global programme on aging, which was 
being transferred to headquarters. 



(For continuation of the discussion on the draft resolutions on "the health of 
youthи and on women's health, see summary record of the thirteenth meeting, section 1, 
pages 194 and 195.) 

Protection and promotion of mental health (major programme 10) (Resolution EB83.R10; 
Documents PB/90-91, pages 195-210; EB83/1989/REC/1, Part II, Chapter II, 
paragraphs 40-42; and A42/81) 

Dr NTABA (representative of the Executive Board), introducing the programme, said 
that the Board had noted that work on behavioural aspects of drug abuse and its 
prevention arid the treatment of dependent persons would continue to be carried out under 
programme 10.2. The Board recognized that the health sector could not work alone in 
attempting to control drug abuse, and therefore recommended a multisectoral approach, for 
example through the establishment of coordinating committees at country level. The Board 
had noted the addition of a professional post to strengthen that programme. 

In resolution EB83.RIO, the Board recommended to the Health Assembly a resolution on 
prevention and control of drug and alcohol abuse. 

The incidence of psychological disorders among the urban poor was increasing as a 
result of spreading urbanization and the Board had also urged that greater attention be 
paid to those issues. 

Mr BAIL (Australia), referring to programme 10.3 (Prevention and treatment of mental 
and neurological disorders) said that the Australian Government, together with the state 
governments, had recently taken a number of steps to focus on mental disorders in the 
community. A working party was currently preparing a public discussion paper on the 
provision of mental health services on the basis of a nationwide mental health policy. 

A government report, released a few weeks previously, identified serious and 
disproportionate mental health problems among women in Australia. The report showed that 
twice as many women as men in the country suffered from depression; that women in 
Australia were more likely to experience eating disorders such as anorexia nervosa and 
bulimia, and to take too many tranquillizers. A total of 360 000 Australian women per 
year reported mental health problems. Women's mental health was consequently a high 
priority under the national health policy. WHO and its Members should review current 
health services in relation to women's mental health problems without delay. 

Dr CHAUDHRY (Pakistan) said that in recent years in Pakistan increasing numbers of 
mental health workers had ensured activities both in primary health care and at secondary 
and tertiary levels. There had also been a significant increase in epidemiological 
studies and in developing new models for providing mental health services in the 
community. For example, in one study, primary school teachers had received professional 
training in the identification of psychiatric problems in children at school. The 
programme had been well received by teachers and members of the community alike, and was 
to be included in the curriculum for village level and community health workers. 
Similarly, a programme of training in the health management of psychiatric units had been 
launched to provide much-needed manpower. All medical colleges had set up departments of 
psychiatry, which had been made a compulsory subject, giving mental health the status 
necessary to promote preventive activities at public health centres. 

There had also been a significant development in information and education, with 
regular radio and television programmes on all aspects of mental health, especially those 
concerned with myth and magic. 

However, there was still a long way to go to ensure equal access to health care and 
to incorporate socially sensitive and technically effective care for the mentally ill in 
public health services. 

Finally, he urged countries to adopt mental health legislation commensurate with 
present knowledge and practice in psychiatry. The advent of psychotropic medicines and 
various other methods had completely changed treatment. Good legislation was not only a 
fundamental human right but would also assist in modernizing mental health programmes. 



Professor MULLER (Netherlands) referring to programme 10.2 (Prevention and control 
of alcohol and drug abuse), endorsed the draft resolution recommended in resolution 
EB83.R10. 

Turning to programme 10.3 (Prevention and treatment of mental and neurological 
disorders), he welcomed the Director-General‘s report, in particular its emphasis on 
prevention. That accorded with the proposals on the prevention of mental and 
psychosocial disorders made by the Netherlands Secretary of State for Health in the 
recent draft health-target document mentioned in his address to the plenary. His 
delegation fully supported the proposed programme. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the 
CHAIRMAN, said that the Federation counted among its members mental health professionals, 
other interested persons and former patients from about 100 national, regional and 
international associations in over 70 countries. It considered the prevention of mental 
and psychosocial disorders a priority and was cooperating actively in that area with 
WHO. The Director-General and his staff were to be congratulated on producing a plan of 
action and conducting a basic prevention programme on a very tight budget. Given the 
immense scale of mental problems throughout the world the funds were far from adequate； 
that was particularly deplorable as well-tried means of prevention were available so 
that, with greater resources, WHO could help significantly to alleviate the suffering and 
reduce the large financial losses. He appealed to all, and particularly to donor 
countries, to give not only moral but also material support to the programme. The 
Federation, with other nongovernmental organizations supporting various aspects of the 
work of WHO'S Division of Mental Health, would make every effort to promote that goal. 

Dr VASSILEVSKY (Bulgaria) said that under programme 10.3 (Prevention and treatment 
of mental and neurological disorders) WHO was playing a significant part in coordinating 
and conducting research and in developing and disseminating equipment and training 
programmes； work so far had concentrated on acquiring knowledge and experience in 
prevention. The problem was to integrate available information and technology into 
general health care delivery services for primary and secondary prevention, for example, 
of genetic factors predisposing to mental disorder. The same could be said of the 
prevention of psychosocial disorders : many specialized psychotherapeutic techniques were 
available to improve communication between doctor and patient, but they were little used 
in general health care delivery because of the lack of training programmes for medical 
practitioners. WHO could provide valuable assistance in coordinating efforts by 
individual countries to overcome organizational and administrative obstacles to the 
introduction of available techniques. The most practical approach would be to study and 
disseminate the experience gained in countries and collaborating centres, thereby 
facilitating contacts between all parties in the quest for solutions to the problem, 
which was common to most countries. 

Since 1985, the WHO collaborating centre on protection of mental health in Sofia had 
been working on the treatment of psychosocial disorders. In 1989 an international 
meeting would be held on the subject. 

His delegation supported all the activities proposed under major programme 10. 

Mrs MATANDA (Zambia) commended the Director-General on the progress made under major 
programme 10 to protect and promote mental health. In Zambia, negative cultural 
practices had a significant impact on mental health. Despite the obvious need, there was 
insufficient mental health training. As a result, there had been setbacks in developing 
mental health policies and preventive and curative services. Unfortunately, the scarcity 
of vital manpower encouraged poaching among neighbouring countries. Furthermore, there 
were delays in updating legislation on mental health services, linked to the shortage of 
specialists to collaborate with officials in relevant governmental agencies. The 
shortage or lack of transport had delayed supervision and support for mental health 
workers serving at the periphery. Limitations in the financing of services, and the 
shortage of psychotropic drugs, had compounded a difficult situation. 

She praised WHO for its foresight in setting up the African Mental Health Action 
Group, which had provided a forum for discussion, and called for further development of 
communication among countries and between regions with similar problems. She noted with 
satisfaction the appointment of a specialist at regional level, which should increase 
collaboration between the Regional Office for Africa and Member States. She urged WHO to 



assist Zambia in making mental health as attractive as other disciplines to young 
physicians, to offer additional supplies and fellowships, and to develop practical 
indicators to measure the impact in Zambia of the strategies thus far developed. She 
looked forward to increased activity in mental health care and urged the Director-General 
to seek extrabudgetary resources for the programme. 

Mr SAITO (Japan) said it was some years since it had been pointed out that drug 
abuse was no longer a problem confined to industrialized countries but was rapidly 
becoming one of the most serious concerns of all WHO Member States. Drug abuse was an 
especially serious and urgent problem since it harmed not only the health of the 
individual concerned but also affected the family, the community and, the nation. 
Prevention and control were very important for the attainment of health for all, 
especially health in a social context. Because of that and because of its international 
character, Japan was running a comprehensive training programme on prevention and control 
for officials of Asian countries, with substantial support from the Regional Office for 
the Western Pacific. It was hoped that programme would constitute a major element in the 
fight against drug abuse. 

He joined the delegate of Netherlands in endorsing the draft resolution recommended 
in resolution EB83.R10. 

Although alcohol abuse shared some of the characteristics of drug abuse, the 
approach, treatment and countermeasures were somewhat different. In particular, drug 
abuse, and especially the abuse of illicit narcotic drugs, was regarded as a criminal 
offence in many countries whereas the consumption of alcohol was to some extent socially 
accepted. WHO programmes should therefore perhaps treat the two issues separately. 

Dr ESKOLA (Finland) said that there was no doubt that mental, neurological and 
psychosocial disorders constituted a major public health issue, and that the disabilities 
associated with such disorders were of extreme and widespread concern. The problems 
resulting from those disorders were expected to grow as a result of a variety of factors 
including increased life expectancy, increasing numbers of the elderly, and rapidly 
changing social structures and urbanization. Although the gravity of the situation was 
recognized, remedial action did not appear to rank high in national priorities. The 
stigma attached to mental, neurological and psychosocial disorders not only discouraged 
mental patients and their families from approaching health services； it also appeared to 
inhibit the according of priority to such disorders in national policy. It should be 
stressed, however, that if the need for support was not voiced, help could neither be 
provided nor developed. That situation, which was reflected in declining or unchanging 
programme allocations, also had an adverse effect on promotion of mental health policies 
in developed countries. Developing countries should make a careful examination of their 
priorities, including mental health, and voice their need for assistance through WHO and 
through bilateral negotiations. 

Primary health care was the only acceptable and adaptable way of meeting the health 
needs of populations within the strict economic constraints on health care services in 
many developing countries. The industrialized countries' excessive development of mental 
health services as a highly specialized sector should serve as a warning. Training 
programmes for primary health workers should be adjusted to the mental health problems of 
the population. 

During the past decade, mental health service "consumer" movements had arisen in 
many countries in order to promote changes in mental health policies. That was a welcome 
development, and WHO policy should be adapted to strengthen a broadly based approach to 
mental health. 

Two recent developments in Finland might be of interest and benefit to other 
countries. In the early 1980s a successful countrywide project had been launched to 
reduce the number of chronic schizophrenia patients in hospitals by 50% and to avoid the 
hospitalization of new patients. The report was available in English. A second project 
involved a thorough investigation of every case of suicide recorded during a single 
year. A preventive programme would be developed on the information from the completed 
research component of the project. 

He endorsed the proposed budget for the programme； but the support should be 
strengthened. 



Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to the prevention of 
mental, neurological and psychosocial disorders (programme 10.3), said that mental 
disorders were becoming more acute in all Member States for reasons that were generally 
well recognized; the time had come for action. Programme 10.3 was a more practical and 
goal-oriented programme than the others in the section; the work done in previous years 
was well described in the programme statement and the principal results at regional, 
interregional and global levels were briefly reviewed; there was a clear tendency to 
adopt a multidisciplinary approach and broad regional and national programmes. He was 
pleased to note a growing understanding in all countries of the need for timely action on 
mental disorders, especially as the means of prevention and treatment were available. 

He welcomed the work WHO had done on the early detection of alcohol abuse and the 
production of clinical handbooks on the diagnosis and classification of mental, 
neurological and psychosocial disorders for the purpose of mass-screening for early 
detection. 

The report by the Director-General provided a very objective account of the 
mental health situation in all parts of the world and proposed practical measures, based 
on experience gained in many countries, for developing strategies to prevent mental 
disorders at primary, secondary and tertiary health care levels. Development of the 
mental health programme could also assist in overcoming the increasing tendency to 
dehumanize medicine and society as a whole； that was vital for the physical, social and 
moral well-being of all age groups. 

Genetic research on endogenic disorders was also very important and promising. 
Participation in such a progrâmnie by 15 WHO collaborating centres liâd. begun in 1989. 

He supported the draft resolution recommended in resolution EB83.RIO. 

Mrs KADANDARA (Zimbabwe), referring to programmes 10.2 (Prevention and control of 
alcohol and drug abuse) and 10.3 (Prevention and treatment of mental and neurological 
disorders), said that problems related to alcohol consumption and drug abuse continued to 
be a source of concern. The proposed decrease in the regular budget allocation for that 
item was also disquieting. The decrease in regional and intercountry activities in 
Africa was linked to the shortage or absence of expertise; relatively few doctors or 
nurses were trained in that area. She appealed to the Organization to give further 
consideration to the matter, promote understanding of mental and neurological disorders, 
and alcohol and drug abuse, and investigate whether such proposed reductions meant fewer 
needs or, on the contrary, a lack of expertise to address them. Her Government was 
concerned about the protection and promotion of mental health and needed help in training 
more doctors in psychiatry and in providing more scholarships to train nurse tutors and 
strengthen mental health management skills. Zimbabwe had submitted proposals for WHO 
cooperation in reviewing mental health legislation; a number of intersectoral committees 
were already at work and information was being disseminated to communities, but more help 
was needed. 

She supported the draft resolution recommended in resolution EB83.R10. 

Dr C0§KUN (Turkey) was gratified to note that, in accordance with resolution 
WHA39.25, all regions had discussed in detail the prevention of mental, neurological and 
psychological disorders. The importance given to the subject was clear from the report 
by the Director-General； as stated in paragraph 30, it was still important to 
strengthen WHO collaboration with countries. He fully agreed with recommendations for 
the formulation of national mental health policies and programmes in harmony with 
national health and development plans. In Turkey, there had been real progress in the 
preparation of a national mental health programme, which was being carried out in close 
collaboration with the Regional Office for Europe and headquarters, and every effort was 
being made to situate the programme within the country's overall health and development 
plan. The activities were also considered as part of primary health care, the Department 
of Mental Health being attached to the General Directorate of Primary Health Care at the 
Ministry of Health. 

The importance of primary health care was appreciated, but activities to integrate 
specific programmes should be improved; plans of action were required for different 



aspects of mental health. Many good examples of global and interregional activities were 
given in section III of the report. 

Referring to the budgetary table for programme 10.1 (Psychosocial and behavioural 
factors in the promotion of health and human development), he asked whether the 27.36% 
decrease would affect the availability of funds mentioned in paragraphs 23 and 26 of the 
programme statement, so that some planned activities were in danger. If not, the 
situation was even worse, since besides the regional decrease, there was a risk to other 
global and interregional programmes. Mental health programmes should receive all 
possible support. 

Referring to the section of the report by the Director-General (paragraph 38) on 
"development of materials and technical guidance on the application of preventive 
measures", he said that, in training, audiovisual material had taken on considerable 
importance and could be more cost-effective than written material for some countries； he 
suggested that training material should be produced in such forms as video tapes for the 
clearer and more effective exchange of information between people from different 
countries. 

He supported the draft resolution recommended in resolution EB83.RIO. In order to 
emphasize the complementary approach, he suggested that the words "in conjunction with 
other mental health programme activities" be inserted after "promotion," in operative 
paragraph 1. 

In conclusion, he stated that Turkey was determined to place emphasis on its 
national mental health programme, strongly endorsed the WHO mental health policy and 
hoped to play a more active role at regional and interregional level. 

Professor KALLINGS (Sweden) welcomed the increased attention being paid by WHO to 
alcohol and drug abuse. Prevention and control were of considerable significance to the 
health-for-all strategy, particularly as the use of narcotic and psychotropic drugs was a 
continuing and, indeed, increasing health problem; he referred also to the spread of HIV 
infection and AIDS among drug users by injection, threatening broader population groups. 

From experience gained in national action, where diminished drug abuse, especially 
among young people, had been noted, the Swedish Government believed that health-related 
preventive activities were essential. Demand had been reduced by building up resistance 
to drugs in the community, especially through voluntary youth organizations, and a broad 
system of treatment through the development of early contacts with abusers. 

In its "Comprehensive multidisciplinary outline of future activities in drug abuse 
control" the United Nations Vienna Conference had listed several possibilities. His 
Government was pleased to learn that WHO was planning a range of activities to follow up 
those proposals； WHO had a leading role to play in the implementation of international 
drug control treaties and particularly in the training of health personnel in the 
rational use of psychoactive drugs. His delegation commended the Organization's 
strategy; a special grant of 2.5 million Swedish krone had been made to WHO through 
UNFDAC for the prevention and control of drug abuse. 

Measures in the community to influence opinion were of crucial importance where 
life-style was concerned as with drug abuse. It was well known that public opinion was 
influenced by marketing, and many countries, including Sweden, had imposed regulations on 
the marketing of tobacco and alcohol. For most countries, such regulations had been 
considered in terms of a balance between individual freedom and collective health 
protection. The Swedish Parliament had instructed the Government to urge WHO to lead 
international efforts to harmonize action in that respect. 

He drew attention to the fact that the United Nations Economic and Social Council 
was considering a resolution, inter alia, on the negative social consequences of alcohol 
use. It stressed the need to face the challenges to social structures, values, 
traditions and attitudes and to find ways in which the international community could in 
the future deal with the pressing problems related to alcohol use. 

In conclusion, he supported the draft resolution recommended in resolution EB83.R10. 

Dr KIGOZI (Uganda), referring to programmes 10.1 (Psychosocial and behavioural 
factors in the promotion of health and human development) and 10.2 (Prevention and 
control of alcohol and drug abuse) said that his Government has just drawn up a mental 
health policy based on a decentralized model and aimed at incorporating mental health, 
including alcohol and drug abuse prevention, into primary health care at the village 
level, as a prominent feature, in accordance with the Director-General‘s proposals. 



It was well known that the struggle for the recognition of mental health as a vital 
component of general health care had been an arduous one in many countries. He was 
concerned therefore to see that there had been a decrease in the overall budget estimates 
for programmes 10.1, 10.2 and 10.3 (Prevention and treatment of mental and neurological 
disorders) for the African Region; while that might be a reflection of the Region's 
shortage of manpower resources, it suggested that WHO was leaving the initiative to 
Member countries. However, in developing countries with very poor economies a large part 
of regular budget allocations was inevitably absorbed by more urgent measures, against 
potentially fatal infections, malnutrition and diarrhoeal diseases. He therefore 
requested the Director-General to intensify his efforts for the protection of mental 
health in the context of health for all by the year 2000. 

Dr LU Rushan (China) observed that the prevention of mental, neurological and 
psychosocial disorders and related problems were of worldwide importance, and he 
commended WHO's significant efforts in recent years. However, the problems of 
behavioural disorders were very complex and intractable. Mental health and social 
psychology covered all groups, including children, young people, women, the elderly and 
the disabled, and involved all sectors, including the health, cultural, social 
environmental and economic sectors； effective coordination among them must be ensured. 
He therefore supported major programme 10. 

In China in recent years mental health work had been rapidly developed. In October 
1986, the second national conference on mental health work had been organized in 
Shanghai； it had stressed the importance of extensive information and education on 
mental health for society, production and the health and well-being of the population. 
Emphasis had also been laid on coordination between different sectors, the establishment 
of a coordinating body for mental health, prevention of mental and neurological 
disorders, systematic training of professionals, increased funding and the strengthening 
of mental health research and international exchange. 

He thanked WHO for its cooperation and supported the draft resolution recommended in 
resolution EB83.R10. 

Dr MAKANJUOLA (Nigeria) recalled that the WHO Constitution appropriately defined 
health as a state of complete physical, mental and social well-being. In many countries, 
particularly the developing countries, the mental health component of health service 
delivery had tended to be neglected, in most cases because of the need to establish a 
certain order of priority for activities. In the contemporary world, however, the 
significance of the overall effect of psychological and social circumstances and of 
behaviour could no longer be justifiably neglected. He thanked the Director-General for 
the impressive innovations in WHO's mental health programme； but he was concerned that 
cuts would be made in such areas as alcohol abuse. The African Mental Health Action 
Group had recently held its twelfth annual meeting, which had shown considerable 
awareness of the importance of the populations' mental health. WHO headquarters had 
demonstrated increased willingness to become more involved in that important area of 
health services in the Region. 

In Nigeria, the Ministry of Health had recently set up a working party to develop a 
national mental health programme and policy, which was to include national alcohol and 
drug policy. He appealed to WHO for guidance in that exercise and recommended other 
African governments to consider as a matter of urgency the development of similar 
policies. 

He expressed great satisfaction that a full-time adviser on mental health had been 
appointed in the African Region and congratulated the Regional Director on his part in 
that appointment. He hoped that WHO'S mental health programme would continue to expand, 
and fully supported the activities proposed for the coming biennium. 

Mr INFANTE (Spain) also endorsed major programme 10 and commended the 
Director-General‘s report. He supported the draft resolution recommended in resolution 
EB83.RIO; action in his country concorded, particularly drug abuse control and 
cooperation with international organizations, including WHO. 

In Spain, a significant part of the health-for-all strategy was the protection and 
promotion of mental health, including reform of health care services for acute and 
chronic mental diseases and the prevention of mental disorders in high-risk groups. A 



national plan to combat drug abuse had been introduced in 1986 stressing health aspects 
and coordination with other programmes such as the programme on AIDS. 

Dr OPOLSKI (Poland) said that alcohol abuse and its many implications remained one 
of the most serious social problems in his country; activities to combat it comprised 
development of policy, including legislation and price policies； appropriate preventive 
measures； and a system for early detection, treatment and rehabilitation. The 
Government was convinced that such a system must be viewed in the context of primary 
health care. 

He supported the draft resolution recommended in resolution EB83.RIO and endorsed 
major programme 10. 

Professor MATTHEIS (Federal Republic of Germany), referring to the draft resolution 
recommended in resolution EB83.RIO, said that her delegation fully supported the spirit 
and aims formulated therein and proposed that the end of operative paragraph 3, 
subparagraph (1)(b) should be amended to read: "... prevention, treatment and 
rehabilitation;“. 

Mr HARLOW (United Kingdom of Great Britain and Northern Ireland), referring to 
programme 10.3 (Prevention and treatment of mental and neurological disorders), welcomed 
the initiative taken by headquarters and the regional committees in response to 
resolution WHA39.25, which had heightened awareness of the severity, increasing amplitude 
and major public health importance of the disorders in question. The consensus emerging 
from the discussions in the regional committees indicated that action on prevention 
should be taken forward, a conclusion which his delegation strongly endorsed. To be 
effective, a prevention strategy could not be merely a small addendum to health care 
policy; it must form an integral part of a comprehensive health care programme. 

A major element in all prevention strategies was appropriate basic, vocational and 
continuing education for health care professionals. His Government was particularly 
concerned to educate the primary health care team to detect and treat depression and 
anxiety, to assess suicidal risk and the social and physical factors weighing on the 
cause and onset of depression and anxiety. That should enable most minor psychiatric 
morbidity to be cared for adequately at the primary level, reducing referrals to 
hospitals, which in turn should release secondary care teams to concentrate on 
controlling chronic psychosis in the community, reducing relapse rates and minimizing 
disability, and on education, support and liaison with primary health care teams. 

He stressed the importance of the programme as a whole, particularly welcoming 
programme 10.2 (Prevention and control of alcohol and drug abuse), and approved the draft 
resolution recommended in resolution EB83.R10, with its strong emphasis on preventive 
measures. 

Mr NGANDU-KAZUMBA (Zaire) welcomed the report of the Director-General； mental 
health was not receiving sufficient attention. Caring for the patient placed a heavy 
burden on the family and the community, particularly in view of the long duration of 
mental illness. 

Zaire was making considerable efforts to assist the mentally ill and had a number of 
specialized centres for treatment and rehabilitation. However, a new strategy was called 
for within the framework of primary health care to improve services by health personnel 
and the community. In view of the growing numbers of mentally ill and the reduction in 
the already small allocation, more priority should be assigned to the WHO programme, as 
well as additional resources. 

He supported the draft resolution recommended in resolution EB83.RIO. 

Dr HU Ching-li (Assistant Director-General) thanked delegates for their comments and 
suggestions. 

As the delegate of Bulgaria had said, the question was how to use information on 
mental health already available to improve primary and secondary prevention and to derive 
maximum benefit from the experience gained through WHO collaborating centres, including 
the one in Sofia. Steps were being taken along those lines. 

Some delegations had expressed concern about the reduction in budgetary allocations 
at country and regional levels. It should be noted, however, that the seeming reduction 
in the Region of the Americas was in fact due to a shift in resources from programme 10.1 



to programme 10.3. One reason for the reduction in the African Region was the fact that 
there had been no regional adviser for mental health for a considerable time. However, 
the post had been filled and he was sure the programme would achieve greater recognition 
and funding - particularly as the Region had an active mental health coordinating group. 
It should also be remembered that, despite the limited resources, the mental health 
programme was actively cooperating with as many as 80 Member States. 

Headquarters had been working closely with the regional offices through the 
collaborating centres and would continue to make use of the many good examples reported, 
including the use of primary school teachers to identify psychiatric problems in 
children, mentioned by the delegate of Pakistan, as a new model for mental health 
programmes. Exchange of information would continue to be promoted. 

WHO cooperated closely with United Nations bodies including the United Nations 
Division of Narcotic Drugs, the International Narcotics Control Board and the United 
Nations Fund for Drug Abuse Control. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended in 
resolution EB83.R10 of the Executive Board. 

Mr ROY (Secretary) recalled the amendments proposed by the delegations of Turkey and 
the Federal Republic of Germany. 

The proposed amendments were adopted. 

The draft resolution recommended by the Executive Board in resolution EB83.R10. as 
amended, vas approved.1 

Promotion of environmental health (major programme 11) (Resolutions EB83.R14 and 
EB83.R15; documents PB/90-91, pages 211-238* EB83/1989/REC/1, Part I, Annex 8, and Part 
II, Chapter II, paragraphs 43-47; and A42/92) 

Dr NTABA (representative of the Executive Board) said that the Board shared the 
Director-General's view that close interaction with other programmes and coordination of 
health development activities with other United Nations bodies and bilateral agencies 
were required for a primary-health-care orientation in environmental health and to 
contribute to international efforts towards sustainable development. The Board had noted 
that the Director-General‘s report on the subject to its eighty-third session would be 
the basis of WHO's contribution to the Secretary-General‘s report on sustainable 
development to the forty-fourth session of the United Nations General Assembly. The 
Board wished to draw the Health Assembly's attention to its recommendation in resolution 
EB83.R15. 

In reviewing programme 11.1 (Community water supply and sanitation), the Board had 
expressed concern that millions of people were without satisfactory water supply or 
appropriate sanitation, particularly in rural areas. He drew attention to the 
recommendation to the Health Assembly in resolution EB83.R14 on the International 
Drinking Water Supply and Sanitation Decade. Although the Decade would end in 1990, the 
Board recommended that its momentum be maintained to ensure that coverage kept pace with 
population growth and increasing urbanization. More attention should be paid to such 
issues as quality of water, prevention of its wastage, and maintenance of public 
utilities. A more forceful approach was needed in mobilizing the necessary support for 
those activities. 

Health risk assessment of toxic chemicals and the control of environmental health 
hazards were both assuming increasing international importance, and the Board had noted 
the need to strengthen technical cooperation under programmes 11.3 and 11.4 accordingly. 

Under programme 11.5 (Food safety), the Board believed that WHO could act as a 
clearing-house for information exchange when significant public health problems occurred. 



Mr PONTUS (Canada) expressed deep concern at the impact on human health of 
environmental contamination, particularly serious in the Arctic environment where low 
temperatures affected the rates of degradation of substances and contaminants tended 
gradually to accumulate unaltered in the food chain; those identified to date included 
radioactive caesium, PCB-DDT, organochlorides and metals. It had been found in 
particular that almost all the contaminants came from outside the Arctic； that the 
deposition of radionuclides had reached a peak in the 1960s and declined ever since 
(Chernobyl had had a minor impact compared to the earlier testing of atomic weapons)； 
and that the health of the inhabitants was threatened by the increasing contamination of 
the food chain and environment - above all, the native populations were threatened with 
the loss of their traditional foods. Such foods had very high nutritional and energy 
values crucial to the cultural life of the native community. It had been decided that 
the benefits of those foods, and of breast-feeding, were still greater than the possible 
health risks from the current levels of contamination. The situation was being closely 
monitored. 

Canada shared the problems he had evoked with other circumpolar countries, and 
recognized that cooperative initiatives would be necessary at the international level. 
Solutions required action by government, industry, the scientific community and the 
public. WHO could provide vital support； he therefore supported the draft resolution on 
WHO'S contribution to the international efforts towards sustainable development, which 
established a close link between health and the environment. 

He had taken particular note of the Director-General‘s comments in the Introduction 
to the proposed programme budget (paragraph 27) concerning plans to reorganize WHO's 
environmental health activities and to develop a new global strategy for the promotion of 
environmental health. 

Mr SAITO (Japan) supported for the proposals to strengthen environmental health 
activities. It had been recognized in many international forums that the time had come 
to give prominence to protection of the environment, so that the present generation could 
enjoy a healthy environment and that the future one could still pursue sustainable 
development. 

Environmental issues eventually affected human health, and had to be thoroughly 
considered from that aspect. A comprehensive approach taking account of health aspects, 
economic implications, industrial relations, social matters and environmental questions 
was required for effective policy. WHO's involvement was therefore very welcome, 
particularly in the context of collaboration with other specialized agencies, and in risk 
assessment for chemicals and other substances, where its expertise and information were 
unique. Collaboration with national and international agencies in activities relating to 
the International Drinking Water Supply and Sanitation Decade was another priority area; 
he supported the draft resolution on the subject. 

He stressed the importance of preventive measures related to individual programmes； 
once environmental problems occurred, the smallest remedial measure called for immense 
efforts and resources. 

He welcomed the significant increase in the allocation for risk assessment of 
potentially toxic chemicals, and trusted WHO would continue to provide necessary 
information, experience arid opportunities for manpower development in that area. Modern 
society was characterized by widespread use of chemical substances, not only in indus try 
but also in daily life, whether or not people were aware of the fact. Although there had 
been great endeavours to ensure chemical safety, the knowledge available in individual 
countries was limited. In countries undergoing rapid development, the formulation of a 
national chemical management policy was an immediate requirement. That was another area 
for WHO collaboration. 

On programme 11.4 (Control of environmental health hazards), he stressed the need 
for epidemiological information on actual exposure to each risk to establish priorities 
among different environmental health programmes； combined data, for instance on toxicity 
and amount of exposure, could provide a sound basis for that process. 

He supported WHO's active role in the Human Exposure Assessment Location (HEAL) 
project and welcomed the programme proposals, and endorsed the draft resolution on WHO's 
contribution to the international efforts towards sustainable development recommended in 
resolution EB83.R15. 
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Dr VAN ETTEN (Netherlands) welcomed the Director-General‘s report on sustainable 
development, and in particular the emphasis on WHO's programme on the promotion of 
environmental health and the priority given to community water supply and sanitation. 

He supported the extension of the activities of the International Drinking Water 
Supply and Sanitation Decade up to the year 2000. Considerable progress had been made 
since the beginning of the Decade, but it did not appear possible to reach the targets by 
the year 1990. Increased coordination between international organizations such as UNDP, 
UNICEF, the World Bank and WHO was encouraging, and his delegation approved WHO's 
leadership role. External support agencies could be essential to the improvement of 
exchange of information, coordination and cooperation; he mentioned the work of the 
International Reference Centre for Community Water Supply and Sanitation, based in and 
financed by the Netherlands, in the exchange of information. 

He supported the draft resolutions recommended in resolutions EB83.R14 and EB83.R15. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to the report of the 
Director-General on sustainable development, pointed out the close relation of health and 
social and economic development as emphasized in the discussions and resolutions of the 
Executive Board and the Health Assembly. WHO carried out an extremely varied range of 
activities at regional and international levels aimed at protecting and strengthening the 
health of present and future populations. Evaluation of progress in implementing the 
health-for-all strategy showed that it was not uniform. The potential of humanity could 
not be realized and the rational use of resources was not possible unless economic and 
social underdevelopment of large parts of the world was overcome； the necessary internal 
and external resources could only be mobilized if expenditure on armaments, the most 
important obstacle to world development, was reduced. There was an opportunity today to 
resolve global problems, the most important of which was the preservation of civilization 
and removal of the risk of annihilation of humanity. 

WHO, like other institutions, must take advantage of the positive trends that had 
developed in international relations in recent years. Speaking in the plenary, the head 
of the Soviet delegation had made concrete proposals regarding the debts of the 
developing and less developed countries, and the reduction of military expenditure, which 
could improve the economic situation of many countries and facilitate broad, mutually 
beneficial economic and technical cooperation. 

In the draft resolution recommended in resolution EB83.R15 he proposed the addition, 
at the end of the fifth preambular paragraph, of the words "and for the solution of 
ecological problems；и which would not change the substance. 



In the sixth preambular paragraph, after the word "health", the words "of present 
and future generations；" should be inserted, so that it would read: "... the threat to 
the health of present and future generations and the stability of the development process 
itself;". 

A new operative paragraph 3(4) should be added, as follows: 

to adopt appropriate legislation regulating anthropogenic influences on ecological 
systems；. 

A new operative paragraph 5(6) should be added as follows : 

to report on progress to the Forty-fifth World Health Assembly. 
With regard to programmes 11.1 to 11.4, scientific and technical progress had given 

an international dimension to many environmental problems which had, until recently, been 
of concern at the national or regional level. The situation, the knowledge and 
technology available and the action to be taken were adequately presented in the 
programme statements. The scientific aspects of programme 11.1 (Community water supply 
and sanitation) should be strengthened by drawing up a list of the most dangerous 
chemical pollutants of water； working out a system of hygienic requirements for the 
quality of water used for recreational purposes, and hot water used for central heating; 
preparing guidelines on the protection of bodies of water including central water supply 
systems against pollution by industrial, agricultural and domestic wastes； and preparing 
reviews of the most up-to-date methods for the removal, use and treatment of wastes, both 
industrial and domestic, including information on experience of their use in practice. 

Programme 11.2 (Environmental health in rural and urban development and housing) was 
becoming increasingly important. Improving housing and eliminating the adverse 
environmental effects in towns and rural areas should be considered not only from the 
political but also from the human point of view. From an analysis of the situation in a 
number of regions, it could be seen that some living conditions were very poor, 
particularly those of the poorer sections of the population; they could have harmful 
effects on health, e.g., as a result of excessive exposure to synthetic materials. 

The programme activities were not planned on an equal basis for countries and 
regions. In addition to what had been planned for the European Region, he suggested a 
unified set of recommendations on the hygiene of housing, which could then be adapted to 
the different regions and the level of development of the various countries, together 
with methodological approaches to the assessment of the effect of the quality of the 
housing environment on the health status of the population. The assessment of the 
internal environment of dwellings in terms of biological, chemical and physical 
pollutants could also be supplemented by the introduction of an integrated quality 
indicator, and by the assessment of the environment of the inhabited area as a whole. 

There could be no doubt as to the importance of the objectives and tasks of 
programme 11.3 (Health risk assessment of potentially toxic chemicals). It could be 
supplemented by a number of measures, such as the holding of a seminar on methods of 
predicting the toxicity and hazards of chemicals, and the preparation of appropriate 
guidelines； the development of methods of determining the causes and sources of acute 
and subacute intoxication of uncertain etiology among various population groups possibly 
linked to chemical pollution of the environment； recommendations on simple and rapid 
methods for the assessment of the toxicity of chemicals in the environment, e.g., in 
water, air, the soil and food; and the development and unification of methods for the 
assessment of the biodegradability, biotransformation and bioaccummulation of chemicals. 
In addition, brief manuals might be prepared, based on the Environmental Health Criteria 
series already available. 

He also attached great importance to programme 11.4 (Control of environmental health 
hazards). The large number of chemicals used and the rapid development of new techniques 
and technology required the elaboration of appropriate methods of control and effective 
international cooperation. While in general approving the programme for 1990-1991, he 
felt that the assessment of the hazards of long-term low-intensity pollution, and 
especially of the combined effects of different adverse environmental factors, required 
consideration. The scientific reliability of estimates of the risks associated with the 
combined effect of different environmental factors at any given time was limited and such 



estimates needed to be systematically corrected in the light of the most recent advances 
in fundamental research, together with any supplementary information available. 

It would also be desirable to convene meetings of experts on the advantages and 
disadvantages to human health of the use of chemical products for plant protection, and 
on the protection of human health against the effects of environmental carcinogens, so as 
to work out a clear position on such compounds, particularly in industry. 

For financial reasons those proposals could not be fully included in the programme 
budget for 1990-1991, but they should be taken into consideration in the future. 

Miss KHAPARDE (India) emphasized the close connection between the environment and 
health. The process of economic development must take into account the effects of 
industrialization, transport systems and the disposal of toxic wastes on the environment, 
and therefore on health and the quality of life. The difficulty for developing countries 
was that the funds required were not available, nor, sometimest was the necessary 
technical knowledge. 

An important element of environmental health was the provision of a safe and 
adequate water supply. The targets laid down for the International Drinking Water Supply 
and Sanitation Decade were not likely to be fully achieved, even though progress had been 
substantial. Rapid urbanization had left a large number of people unprovided. Financial 
limitations had also reduced targets. The WHO proposed programme budget for 1990-1991 
itself envisaged a reduction in the allocations at regional and intercountry levels, as 
well as a net real decrease in those for the programme as a whole. There was therefore a 
greater need for technological innovations, better managerial capabilities, and greater 
community involvement in the programme. WHO should lay more emphasis on those aspects in 
its collaborative programmes. 

With regard to programme 11.3 (Health risk assessment of potentially toxic 
chemicals) the toxic effects of many chemicals present in articles in daily use in 
developing countries should be studied with a view to rapid preventive legislation, 
regulation and health education. 

She supported the resolutions recommended in resolutions EB83.R14 and EB83.R15. 
Regarding prevention of the effects of development on the environment, however, the 
measures urged on Member States in the latter resolution must not be the responsibility 
of the developing countries alone. The developed countries had contributed greatly to 
environmental pollution and continued to do so; such measures were therefore more 
relevant to them. 

Dr ESKOLA (Finland) said that the International Drinking Water Supply and Sanitation 
Decade had major achievements to its credit, including an increase in the number of 
households provided with clean water and sanitation. Nevertheless, in the light of all 
the problems faced by many countries in satisfying the needs of rapidly increasing 
populations, they were insufficient. Additional resources were therefore urgently 
needed, especially as the next Decade would probably be more difficult than the last. 

He shared the view that the activities should be extended, closely linked with WHO's 
health-for-all programme, and made sustainable with a proper infrastructure. It was of 
paramount importance, however, that the experience gained during the previous Decade 
should first be carefully analysed and evaluated. He supported the resolution 
recommended in resolution EB83.R14, but proposed the addition in operative paragraph 
5(4), after the words "in its resolution WHA39.20", of the words: "including a critical 
evaluation of the progress and results of the Decade, and on that basis . . . и . Without 
such an evaluation it would be difficult to accept the request made in the next operative 
paragraph to extend the formal framework of the Decade until the year 2000. 

Mr WENNSTRÔM (Sweden), speaking on behalf of the delegations of the Nordic countries 
(Denmark, Finland, Iceland, Norway and Sweden), expressed appreciation of the dedicated 
efforts made to strengthen WHO's environmental health activities. He welcomed the report 
of the Director-General on sustainable development, and shared the opinion expressed 
therein on the necessity of both national and international policies and strategies based 
on the interdependence of development, environment and health. 

The time had come to establish a stronger association of a better environment with 
the improvement of health and the quality of life. The health-for-all strategy would not 
succeed unless a healthy environment was ensured. That was clear from the report of the 



World Commission on Environment and Development (the Brundtland report) . ""“United~ 
Nations General Assembly resolutions 42/187, on that report, and 42/186, on the 
environmental perspective to the year 2000 and beyond, strongly urged immediate action. 
The traditional public health approach covered measures to combat poverty and under- and 
malnutrition, community water supply and sanitation and local waste disposal, and 
improvements in conditions of work, e.g., dangerous work and children's work. However, 
new public health problems had arisen, calling for a broad environmental approach, 
including measures to prevent the the unequal distribution of resources, faulty 
nutrition, acid rain, heavy-metal pollution, pollution of the sea including the dumping 
of hazardous wastes, bad housing, segregation in residential areas and urban slums, 
neglect of the working environment, and the global threat to the ozone layer. 

At the first International Conference on Health Promotion, held in 1986, which 
adopted the Ottawa Charter, the question of supportive environments for health was 
singled out as being of great importance. Strategies for promoting health must, under 
the Charter, protect the natural as well as the social and cultural environment. WHO had 
a vital role to play in linking environmental questions and the health of populations, 
both of which had high priority. For those professionally involved in those activities, 
coordination was essential for rapid, concrete results. 

The Nordic countries, with WHO, had convened a third international conference on 
health promotion in Sweden in 1991, to be devoted to health and environment and to 
provide guidance for related activities, bringing together specialists in public health 
and on environmental questions. 

The Nordic delegations supported the resolution recommended in resolution EB83.R15； 
WHO should give prominence to the interdependence of environment and health in its 
programmes. The resolution should include a reference to resolution WHA41.15 on the 
Brundtland report. 

He emphasized that the control of contaminants in the Arctic was also of global 
importance, and would require international cooperation. The same applied to the problem 
of the discharge of hazardous wastes and toxic sewage into the sea. 

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland), referring to 
programme 11.2 (Environmental health in rural and urban development and housing), said 
that information generated during the International Year of Shelter for the Homeless had 
revealed that more than 1000 million people lived in grossly inadequate accommodation and 
that 100 million had no accommodation whatsoever. Rapid population growth in urban 
centres throughout the world was creating one of the major problems of current times. 
The impressive and substantial accomplishments of the International Drinking Water Supply 
and Sanitation Decade had been offset by the growth of urban populations. As a result, 
the proportion of urban populations with access to clean water supplies had changed very 
little since the beginning of the Decade. She supported the draft resolution recommended 
by the Executive Board in resolution EB83.R14. 

Data collection and assessment were lacking for epidemiological studies, monitoring 
of environmental conditions and related health indicators pertaining to urban living 
conditions. There was an urgent need to develop global systems to generate and 
disseminate such information. The Brundtland report had identified urban development as 
one of the major issues confronting mankind. 

She fully supported the aims of WHO's programme, and suggested that the Executive 
Board might consider the health implications of continuing rapid urbanization for future 
Technical Discussions at the Health Assembly, to reinforce and stimulate policies and 
activities in WHO and its Member States. 

She endorsed the emphasis on the interdependence of health and effective economic 
development in the report on WHO's contribution to the international efforts towards 
sustainable development and the Brundtland report. The increasing recognition that all 
activities, including health programmes, should respect long-term needs for economy of 
resources if they were to be effective was encouraging. The response to the call for 
sustainable development should be an emphasis on selected points where health objectives 
could be attained with a balanced use of resources. The acceptance in the 
Director-General‘s report of the overriding importance of easing population pressure on 
resources was therefore welcome. 



Recognizing the case for prudence with imperfect knowledge, particularly where the 
result of erroneous assessment might be catastrophic, she endorsed the report's emphasis 
on rigorous assessment of possible hazards of new technology and the need for adequate 
safety margins when estimating the likelihood of technical failure and when fixing 
quantitative limits, and supported the draft resolution recommended in resolution 
EB83.R15. 

She also approved the objectives of programme 11.5 (Food safety), endorsing the 
situation analysis in the programme statement. 

Dr BART (United States of America), restricting his comments to programme 11.1 
(Community water supply and sanitation), said that clean water and proper sanitation 
were, together with immunization, among the most cost-effective of preventive tools in 
public health, having an impact on waterborne and water-mediated bacterial, viral and 
parasitic diseases, and related programmes should be given high priority. 

The Director-General had reported to the eighty-third session of the Executive Board 
on eight years of progress in the International Drinking Water Supply and Sanitation 
Decade. Unprecedented resources had been mobilized for water supply and sanitation 
programmes, and large numbers of people, in both rural and urban areas, had access to 
clean water and adequate sanitation, yet that substantial progress had been less marked 
than expected. Because of rapid population growth, the proportion of both rural and 
urban populations with adequate water and sanitary facilities had in fact decreased since 
the beginning of the Decade. With the end of the Decade in sight, and the pressure of 
rapid urban growth increasing, it was important to carry forward the momentum of the 
Decade by extending its activities into the 1990s as recommended by the Executive Board. 

Major problems continued in establishing water supply and sanitation programmes, 
including the lack of an effective management infrastructure in many countries, and the 
large capital investments needed for water supply and sanitation systems for growing 
cities. For the most part, health ministries were not responsible for the provision of 
those utilities. However, the important health aspects and the increasing urban stress 
were a challenge to WHO and health ministries to provide sustainable, cost-effective 
programmes, and to develop and retain competent trained manpower. 

He joined the delegate of India in expressing concern, as the Executive Board had 
done, at the decrease of 13% in the allocation for the programme indicated on page 219 of 
document PB/90-91, and asked how WHO intended to meet needs and proceed with post-Decade 
activities, given the decrease. He supported the draft resolution recommended in 
resolution EB83.R14. 

The underlying theme of his intervention, and of others by his delegation, was 
population pressure : the sheer numbers of people needing services were outstripping 
available resources. In his address to the last meeting of the РАНО Directing Council 
and at the eighty-third session of the Executive Board the Director-General had endorsed 
an increased role of WHO in family planning, and specifically in child-spacing, through 
primary health care programmes and in collaboration with UNFPA. The Secretariat had not 
yet reported on the Director-General‘s plans in that area. (For a reply on this point, 
see summary record of the twelfth meeting, page 184.) 

Mrs BURAAS (Industry Council for Development), speaking at the invitation of the 
CHAIRMAN, said that, at its eighty-third session, the Executive Board had decided to 
establish official relations with the Council. It was an honour and pleasure to 
participate for the first time as a nongovernmental organization in the Forty-second 
World Health Assembly. 

The Declaration of Alma-Ata stipulated that the attainment of the goals of primary 
health care would require the coordinated efforts of many sectors - governmental and 
nongovernmental - including industry. The Council's task was to promote practical 
cooperation between governments of developing countries, industry and aid organizations, 
in a common effort to help attain national economic and social goals. It was supported 
by business corporations throughout the world, which contributed their managerial and 
technological expertise and other resources to action-oriented projects in developing 
countries, in partnership with governments and development organizations. The concept of 



partnership, introduced at the Alma-Ata Conference, was particularly vital in the area of 
combating foodborne disease, the focal point of the Council's current cooperation with 
WHO. 

In 1983, a Joint FAO/WHO Expert Committee on Food Safety had stated that the 
diseases caused by contaminated food were perhaps the most widespread health problem in 
the contemporary world, and an important cause of reduced economic activity. The 
Committee had also stressed the need for partnership involving governments, industry and 
consumers, particularly for health education in food safety; in 1987 the WHO 
Consultation on Health Education in Food Safety had recommended that governments, WHO, 
industry and consumers should cooperate at national and international levels. Through 
the Council industry, and particularly the food industry, had responded enthusiastically 
to that call. Pilot cooperative projects in health education in food safety were under 
way in the Dominican Republic and Pakistan, involving national task forces representing 
the partners concerned. The Federal German Agency for Technical Cooperation (GTZ) had 
agreed to finance aspects of those projects. 

Other industrial organizations had joined the programme, including the International 
Chamber of Commerce, the International Advertising Association, and the Grocery 
Manufacturers of America, which were associated in the projects in the Dominican Republic 
and Pakistan; it was hoped those would provide models of cooperative activities to 
promote food safety for many developing countries. 

Partnership between government, industry and consumers, and shared responsibility, 
were particularly relevant in efforts to counteract foodborne diseases. It would require 
the combined and coordinated impact of the regulatory and other programmes of government, 
the quality-assurance and control activities of industry and consumer education to halt 
and reverse the trend towards increasing foodborne illnesses in both developing and 
developed countries. 

As a new member of WHO's nongovernmental organization community, the Council was 
pleased to hear the Director-General‘s call for greater priority to be given to 
environmental health, and his view that WHO should take a more active role in channelling 
the energies and resources of external partners. She hoped that the regular budget 
resources allocated for practical partnership programmes, such as that for food safety, 
could be increased to a maximum as a signal and a challenge to WHO's external partners to 
renew and increase their contributions to cooperative efforts. 

She assured the Committee that the Council would do its utmost to mobilize 
industry's resources for partnership. 

Mr DEBRUS (Federal Republic of Germany) supported WHO's activities under major 
programme 11 (Promotion of environmental health), and especially the development of 
multisectoral environmental policies, the "healthy cities" project and environmental 
data-bases, the publication of risk assessments in the Environmental Health Criteria 
series, and the holding of the first European Conference on Environment and Health in his 
country, in Frankfurt, in December 1989. The Federal Ministers of the Environment and 
for Youth, Family Affairs, Women and Health had issued personal invitations to their 
respective colleagues in the WHO European Region to take part in the Conference. 

His delegation supported the draft resolutions recommended by the Executive Board in 
resolutions EB83.R14 and EB83.R15. With reference to operative paragraph 3(1) of the 
former, urging external support agencies to increase their funding, he sought assurance 
that in the Federal Republic of Germany, where most such agencies were wholly financed by 
the Government, the contribution for the programme would not have to be increased yet 
again. Presumably, any proposal to extend the activities of the International Drinking 
Water Supply and Sanitation Decade would be based on the arrangements for international 
decades. 

He supported the amendments proposed by the delegate of Finland to the draft 
resolution recommended by the Executive Board in resolution EB83.R14. 

Mrs MANDEVU (Botswana) supported programme 11.3 (Health risk assessment of 
potentially toxic chemicals). For developing countries embarking on industrialization 
and technological development, it should provide the opportunity to start essential 
monitoring and related preventive activities. Botswana had no legislation on the 
handling, transport, storage or use of potentially toxic chemicals, but work had started, 
and the Health Legislation unit at headquarters had been most helpful, mainly in 
supplying examples in force in other countries. It was hardly surprising that Member 



States of the African Region had not requested cooperation under that programme； many 
countries were riot aware of its existence, and the regular budget allocations were so 
small that it was difficult to cover the many different programmes. There was also a 
glaring lack of expertise in that field in the Region. 

Paragraph 9 of the programme statement for programme 11.3 stated that one of the 
primary aims in the African Region would be the mobilization of extrabudgetary resources 
for programme development and implementation. Was there a responsible officer at the 
Regional Office in Brazzaville or should the matter be followed up at headquarters？ 

Professor BORGOÑO (Chile) said he had no doubt as to the vigour with which major 
programme 11 (Promotion of environmental health), which concerned not only health but 
also social and economic development, was being implemented. In recent months, the 
international community had expressed grave concern about environmental problems through 
a large number of meetings, for example, those in London and the Hague on the ozone 
layer. His delegation therefore supported the draft resolution recommended by the 
Executive Board in resolution EB83.R15. 

He agreed with the delegate of the Netherlands that the activities of the 
International Drinking Water Supply and Sanitation Decade should be extended to the year 
2000. Insufficient progress had been made so far, and further efforts were needed if the 
goal of health for all through the strategy of primary health care was to be attained. 

With respect to programme 11.3 (Health risk assessment of potentially toxic 
chemicals), he stressed the importance of the International Programme on Chemical 
Safety. The decentralization of the Programme to the regions should be strengthened. 
What was planned for the Region of the Americas was a good example of what could be 
achieved through such decentralization. FAO should collaborate in the Programme, 
together with UNEP and ILO. 

The presentation of programmes 11.3 and 11.4 was somewhat confusing owing to the 
fact that some activities overlapped; that tended to detract from their importance. 
Greater efforts should be made to clarify the situation. 

Programme 11.5 (Food safety), was of great importance for nutrition and health in 
general. New problems were appearing which were having a direct or indirect effect on 
health. The recent contamination of grapes in Chile, of baby food in the United Kingdom 
and of oranges from Israel was a form of economic terrorism, but was of concern not only 
because of the economic repercussions but also because of the potential effects on 
health. WHO should be concerned with such issues. The question of hormones in beef, on 
which the European Community and the United States of America disagreed, was a similar 
issue and was obviously of interest to GATT and other institutions of the United Nations 
system, but also had repercussions in the health field and was thus of concern to WHO. 

His delegation supported the draft resolution recommended by the Executive Board in 
resolution EB83.R14. 

Mr BIRAUD (United Nations Development Programme) said that the International 
Drinking Water Supply and Sanitation Decade had been described recently by the 
Director-General as a qualified success, an expression that had both positive and 
negative implications, as was apparent from his report to the Executive Board on the 
subject, which indicated that, if the goal of health for all by the year 2000 was to 
be achieved, far more intensive efforts would have to be made. The external support 
agencies concerned had agreed to collaborate closely in planning for the 1990s. 
Accordingly, at a meeting held in The Hague in November 1988 a "collaborative framework" 
had been established to coordinate the efforts of the bilateral and multilateral funding 
agencies and the nongovernmental organizations, in accordance with proposals made by 
those responsible for the drinking-water supply and sanitation programme of UNDP and the 
World Bank, in informal consultation with the funding agencies. Open to all the external 
support agencies and to observers from developing countries, the coordinating body would 
probably meet every two years to discuss the orientation and action plans of the 
participating bodies, review the progress of the current joint programme of work and 
reach agreement on the subsequent distribution of tasks. It would also provide a forum 
for exchanges of information on sectoral strategies and approaches. 



Such activities could not be considered merely in terms of health, as would appear 
to be the case in the Director-General‘s report to the Executive Board (paragraphs 38 and 
39). They also involved areas such as agriculture, industry, housing, town planning, the 
environment and tourism, and requirements would be better met if those responsible in the 
public and private sectors and their donors were properly mobilized and made aware of the 
health implications of their decisions. 

An interim committee, the "1990 Committee", consisting of 20 representatives of the 
coordinating body, had been set up to help the developing countries and the external 
funding agencies to prepare for a global consultation in 1990, to make arrangements for 
the "post-1990" period to ensure continued mobilization of the drinking-water supply and 
sanitation sector, to discuss the reports of any temporary working groups set up in 
connection with the activities of the coordinating body, and to submit recommendations to 
its members. 

The "1990 Committee" had met for the first time in December 1988 under the 
chairmanship of Mr Rotival, a senior UNDP official responsible for coordinating the 
UNDP/WHO project for the promotion of activities during the Decade. In order to ensure 
successful interaction with specialists and governments, the Committee had recommended to 
the coordinating body that its own chairman be appointed Chairman of the coordinating 
body. Initial discussions concerned the support to be given to countries and regions in 
reviewing the situation with regard to drinking-water supply and sanitation and in 
learning from experience: UNDP resident representatives were asked to analyse 
requirements and current support in their countries of residence, making use of the 
country external support information system (CESI) set up by WHO with financial backing 
from UNDP. The Chairman had been asked to contact the regional development banks and the 
Kuwait Fund, coordinator of AGFUND, with a view to initiating in the near future 
discussions between governments and funding agencies in each region or, if possible, in 
each subregion, following the example of the very valuable meeting held in Harare in 1988 
for subregion III of the African Region. Contacts had generally produced encouraging 
results. Furthermore, the Committee had given instructions to two temporary working 
groups, one of which would deal with the communication of information, the other with 
applied research. The results of their activities, which involved consultation by letter 
of all members of the coordinating body, would be considered by the Committee at the end 
of the current month. The coordinating body itself would meet in November. 

He expressed satisfaction with the close cooperation between UNDP and WHO since the 
beginning of the Decade. UNDP had provided and recently increased its financial backing 
and staff secondment, helping to assemble a highly qualified team to assist the Chairman 
of the coordinating body for two years. Some of the bilateral donors had also provided 
assistance in that respect. The relationship was strengthened by the fact a UNDP 
representative chaired the interagency committee, while WHO provided the secretariat, as 
it did in the case of the coordinating body. 

Dr ARSLAN (Mongolia) said that, because of its geography and climate, his country 
had limited and unevenly distributed water resources. The rapid development of the 
economy and increased urbanization, and programmes aimed at improving the well-being of 
the population through planned economic development, called for the rational use of water 
resources and the protection of the environment. The main thrust of Mongolian economic 
development in 1981-1990 had been to improve water supplies and sanitation and to protect 
the environment, in both of which the Government had invested large sums, especially in 
the construction of centralized water supply and sewerage systems and the expansion of 
existing systems. An interdepartmental committee had been set up to implement the 
measures planned by the Government for the Decade. 

International cooperation to improve drinking-water supply and health had had the 
beneficial effect of stimulating and accelerating national programmes. In its 
cooperation with WHO under the water supply and sanitation programme, Mongolia had 
received considerable support in connection with the organization of the laboratory 
control of water quality, staff training, the preparation of documentation on a model 
water supply and sewerage system, and sanitary equipment for sparsely populated areas. 
The programme had unfortunately been delayed by lack of resources. 

The proportion of the population served by a water-supply system was 25% in the 
country as a whole, and as much as 52% in large towns； on the outskirts of towns and in 
rural areas, however, more than 60% of the population depended on hydrants and boreholes, 



while the nomads took water from sources intended for the watering of their flocks and 
other local sources. The great depth to which the soil could freeze made work on 
underground pipes extremely expensive. 

In view of the importance of improved water supply and sanitation in meeting the 
target of health for all by the year 2000, he agreed that the activities of the Decade 
should be extended and supported the draft resolutions recommended by the Executive Board 
in resolutions EB83.R14 and EB83.R15. 

Dr M0NEK0SS0 (Regional Director for Africa), replying to delegates who had commented 
on the budgetary reductions proposed under the environmental health programme, said that 
they were partly due to the merging in the African Region of programmes for community 
water supply, environmental health hazards and urban development. There was no lack of 
interest in the environment in the African Region and some newly-industrialized countries 
were taking active steps to protect the environment. 

On the question of how to choose among competing programmes when regular budgetary 
resources were limited, it had been generally agreed in regional committees and 
subregional meetings that certain basic areas such as disease control, maternal and child 
health and family planning, and community water supplies, including as far as possible 
related environmental health control measures, should receive major emphasis in the 
regular programme of work. The inclusion of water supply and environmental health in 
that list was important in view of the fact that the Decade was ending disappointingly in 
regard to rural areas, a situation which made it essential to extend the activities. 

Regarding channels of communication with WHO, the Regional Office for Africa had a 
responsible officer not only in the area of community water supplies but also in that of 
environmental health, as well as a small office responsible for mobilization of 
extrabudgetary resources. 

Dr JARDEL (Assistant Director-General) reaffirmed the Director-General‘s intention 
to reshape the environmental health programme with a view to meeting new global 
challenges and contributing effectively to international efforts towards sustainable 
development. Both primary health care and sustainable development required a healthy 
environment. The Organization must play a leading role in identifying, evaluating and 
controlling the health effects of new environmental problems, and at the same time pursue 
its efforts to meet the needs of developing countries, with particular emphasis on the 
continuation of the Decade activities beyond 1990. 

WHO was elaborating a new strategy which would involve consultation with experts, 
Member States, regional offices and other organizations. Delegates had expressed concern 
about the level of resources allocated to the Decade programme. Meeting the goal of the 
Decade would obviously require enormous resources at country level. It must be 
remembered, however, that the Organization's role in relation to the Decade was mainly 
that of a catalyst. The Director-General had decided to allocate additional resources to 
the water supply and sanitation programme from his Development Programme in 1990-1991, 
but extrabudgetary funds would have to be mobilized as the major source. 

Dr KREISEL (Division of Environmental Health) said that, as Canada and Sweden had 
testified, pollution was a global problem: pollutants generated in one country not only 
harmed people living there but were carried thousands of miles by water and air or 
through the food chain. Pollution must therefore be controlled at source. While that 
was the responsibility of individual governments, the fact that the impact of pollution 
was global meant that it must be dealt with at the international level as well, in a 
spirit of global solidarity. WHO supported that process through activities including its 
contribution to the Global Environmental Monitoring System for air, water arid food, its 
assessment of the health effects of toxic chemicals, through the International Programme 
on Chemical Safety, its collaboration with FAO in the Codex Alimentarius Commission, and 
its participation in the work of the Group of Experts on Scientific Aspects of Marine 
Pollution. 

Enormous global efforts were needed to provide decision-makers with reliable 
scientific information on environmental degradation and its health effects. The 
high-level technical expert commission on health and environment proposed by the 
Director-General would be able to classify the knowledge which existed on the subject and 
identify gaps to be filled by further research, a point alluded to by a number of 
delegates. The findings of the commission should form part of a new global strategy for 



environmental health. The Division of Environmental Health had already identified the 
basic elements of that strategy, which would have to be developed in close collaboration 
with ministries of health and other government departments concerned. In his opinion, 
health authorities in many countries had not fully assumed the role they had to play in 
fostering action to protect the environment and, as a consequence, the health of their 
populations. The first step in the development of the new strategy would be the 
convening of a working group meeting with regional officers to prepare a policy 
framework. It was planned to submit that framework to the Executive Board in 1990. 

Mention had been made of the problems of population pressure and urbanization. An 
expert committee would meet in April 1990 to assess environmental health problems in 
urban development and provide guidance for WHO activities in the 1990s. The Organization 
would play a major part in the international activities outlined by the representative of 
UNDP to prepare strategies for the period which would follow the Decade. The decision to 
extend the framework of the Decade would probably have to be taken at the forty-fifth 
session of the United Nations General Assembly, and WHO was preparing a review with other 
organizations of the United Nations system contributing to the Decade for that purpose. 
It would also review regional programmes on community water supply and sanitation in 
order to bring its own strategy up to date. The Director-General had allocated resources 
for the study of new subjects such as the health impact of ozone layer depletion and 
global climatic warming. 

The CHAIRMAN invited the Committee to consider the draft resolution on the 
International Drinking Water Supply and Sanitation Decade, recommended by the Executive 
Board in resolution EB83.R14, with the amendment suggested by the delegate of Finland. 

The resolution, as amended, was approved.工 

The CHAIRMAN drew the attention of the Committee to the draft resolution on WHO's 
contribution to the international efforts towards sustainable development, recommended by 
the Executive Board in resolution EB83.R15, and to the amendments proposed by the 
delegate of the Soviet Union. 

о The resolution, as amended, was approved. 

Development of human resources for health (major programme 5) (continued) 

Draft resolution on strengthening nursing/midwifery in support of the strategy for 
health for all (continued from the fifth meeting, page 67) 

The CHAIRMAN invited the Committee to consider the following draft resolution 
proposed by the delegations of Australia, Canada, Chile, France, Italy, Kenya, Lesotho, 
Liberia, Malawi, Netherlands, New Zealand, Norway, Pakistan, Poland, Sweden, Union of 
Soviet Socialist Republics, United Kingdom of Great Britain and Northern Ireland, United 
States of America, Zambia and Zimbabwe: 

The Forty-second World Health Assembly, 
Recalling resolution WHA36.11 on the role of nursing/midwifery personnel in the 

strategy for health for all; 
Recalling the discussions at the seventy-fifth session of the Executive Board, 

when the urgent need for an increase in the number of training programmes for 
teachers and managers of nursing/midwifery services was emphasized, together with 
the need to develop leaders to motivate and stimulate the changes required to 
reorient nursing/midwifery education and practice； 

Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA42.25. 

о 



Recalling the discussions at the Thirty-ninth World Health Assembly on the role 
of nursing/midwifery personnel in the strategy for health for all and the 
conclusions that it was not possible to implement national strategies effectively 
without the participation of nursing/midwifery personnel； that there was an urgent 
need to strengthen nursing/midwifery education and practice in primary health care； 
and that there was a need to increase the Organization's nursing/midwifery 
activities at all levels and to ensure the involvement of nursing/midwifery 
personnel in the development of health-for-all strategies； 

Concerned at the present decline in numbers of nursing/midwifery personnel and 
recruits in many countries and the implications for the future； 

Bearing in mind the fact that the demand for nursing care will increase in view 
of the aging population and life-extending technology, the expansion of activities 
in health promotion and disease prevention, including safe motherhood initiatives, 
and the effects of the AIDS pandemic； 

Recognizing also that scarce nursing/midwifery skills must be used more 
cost-effectively; 

Aware that little research on nursing/midwifery is being undertaken, and that 
there are few suitably qualified personnel available to carry out or supervise such 
research; that, on the other hand, information and management systems need to be 
developed so that adequate and reliable information about nursing/midwifery is more 
readily available； 

Having considered the report of the Director-General on the role of 
nur s i ng/m i dw i fe гy personnel in the strategy for health for all, and the comments of 
the Executive Board thereon; 

1. URGES Member States: 

(1) to review their national nursing/midwifery needs and resources and to 
devise measures to avert shortfalls in the future； 
(2) to take the necessary action in developing strategies to recruit, educate, 
reorientate and retrain nursing/midwifery personnel in order to meet national 
needs； 
(3) to encourage and support the appointment of nursing/midwifery personnel in 
senior leadership and management positions and to facilitate their 
participation in planning and implementing the country's health activities； 
(4) to encourage and support the development of research on more efficient and 
effective methods of employment of nursing/midwifery resources, including 
training in research methodology; 
(5) to support the reorientation to primary health care of all educational 
programmes for nursing/midwifery personnel； 
(6) to adopt or, where necessary, amend legislation and regulations to 
facilitate the involvement of nursing/midwifery personnel in all aspects of 
primary health care； 

2. REQUESTS the Director-General: 

(1) to increase support to Member States to strengthen the planning, 
implementation and evaluation of the nursing/midwifery components of national 
health programmes, in particular the development and utilization of 
nursing/midwifery personnel； 
(2) to strengthen the nursing/midwifery components of all WHO programmes, 
increasing within available resources the number of nurses and midwives in 
senior positions at global and regional levels； 
(3) to intensify support for the global network of WHO collaborating centres 
for nursing development and, through these centres, promote the involvement of 
other institutions and agencies in extending WHO's work; 
(4) to promote and support the training of nursing/midwifery personnel in 
research methodology in order to facilitate their participation in health 



research programmes, including the development of information systems on 
nursing/midwifery； 
(5) to develop tools for monitoring progress in this field and to report to 
the Forty-fifth World Health Assembly on the progress made in the 
implementation of this resolution. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that operative paragraph 1(2) of the draft resolution should read: 

to take the necessary action in developing strategies to recruit and retain, educate 
and reorientate nursing/midwifery personnel in order to meet national needs;. 

Dr CORNAZ (Switzerland) said that the role of nursing and obstetrical personnel 
could be vital for achieving health for all, in both industrialized and developing 
countries. Although nursing personnel had a particularly important role to play in 
developing countries, their training was often inadequate to prepare them for providing 
primary health care, and their abilities were often not used to the full. The 
contribution of nursing to prevention should be increased and its practices somewhat 
modified. Her delegation therefore supported the resolution but wished to propose 
amendments that would emphasize: (1) the participation of nursing personnel in the 
implementation of strategies for health for all； (2) the need to ensure adequate 
follow-up of their activities and to give them the support without which they would have 
difficulty in performing their functions； and (3) the importance of training existing 
personnel to enable them to perform their functions more effectively, and of extending 
continuing education, something that was often overlooked. 

Her delegation therefore proposed that, in the penultimate line of the third 
preambular paragraph after "development", the words "and implementation" should be 
inserted; and, in the first line of the fifth preambular paragraph, after "Bearing in 
mind," that the words "on the one hand" and after "will increase", the words "and, on the 
other hand, that the care should be expanded and partially altered in character," should 
be inserted. It also proposed an amendment to operative paragraph 1(5), to read: 

to support both the reorientation to primary health care of all educational 
programmes for nursing/midwifery personnel and the extension of their continuing 
education; 

and the inclusion of a new operative paragraph 1(7), reading: 

to provide the necessary support to nursing/midwifery personnel, especially those in 
peripheral areas, and to follow up their work, so as to enable them to contribute 
effectively to the promotion and protection of health, especially the health of the 
most vulnerable groups；. 

Professor MATTHEIS (Federal Republic of Germany) said that her country was one of 
those that would be facing an increasing shortage of nurses in the future. That was due 
partly to demographic reasons but also to the fact that, at the present time, people 
remained in the profession for an average of only four to five years. It was therefore 
necessary to increase both the quantity and the quality of nursing personnel. Her 
delegation wished to cosponsor the resolution. 

Professor MENCHACA (Cuba), agreeing with the proposed amendment, said that his 
delegation would cosponsor the resolution if a further small change could be made so that 
the reference to qualifications that had been made in the preamble was repeated in the 
operative paragraphs. Thus, operative paragraph 1(2) would now read: 

to take the necessary action in developing strategies to recruit and retain, educate 
and reorientate, and improve the qualifications of nursing/midwifery personnel in 
order to meet national needs； 



to increase support to Member States to strengthen the planning, implementation and 
evaluation of the nursing/midwifery components of national health programmes, in 
particular the development, utilization and improvement of the qualifications of 
nursing/midwifery personnel；. 

The CHAIRMAN asked the Committee whether it wished to approve the draft resolution, 
as amended by Switzerland and Cuba. 

The draft resolution, as amended, was approved.丄 

Draft resolution on the Edinburgh Declaration on the reform of medical education 

The CHAIRMAN invited the Committee to consider the following draft resolution 
proposed by the delegations of Botswana, Canada, India, Lesotho, Malawi, Malta and 
Nicaragua : 

The Forty-second World Health Assembly, 
Noting document EB83/1989/REC/1, Part II, paragraph 28, which draws attention 

to the Edinburgh Declaration on the reform of medical education; 
Acknowledging the continued need to improve the quality of training for all 

categories of health personnel and to reorient the contents of training programmes 
in accordance with the requirements of health-for-all strategies； 

Bearing in mind the proposed plan of action for implementing the 
recommendations of the Edinburgh Declaration; 

1. THANKS the World Federation for Medical Education for its report emphasizing 
the importance of reorientating medical education towards the goal of health 
for all; 

2. URGES Member States to give serious consideration and support to the 
recommendations and concepts embodied in the Edinburgh Declaration. 

Professor BORGOÑO (Chile) proposed that, in the second preambular paragraph, after 
"in accordance with", the words "the realities in Member States and" should be inserted, 
and that in operative paragraph 2 the words "to disseminate and" should be inserted after 
"Member States". 

Dr VARET (France) commented that the Committee was faced daily with a plethora of 
resolutions that were not always backed up by reports and which were presented by 
nongovernmental organizations or by the Secretariat. It was very difficult to consider 
each draft resolution properly in such conditions, which would make future World Health 
Assemblies even more onerous. Resolutions were also usually drafted with separate 
provisions referring to the Director-General, Member States or to nongovernmental 
organizations. Some such order should be observed in the draft resolution under 
consideration, to which she proposed two amendments. Operative paragraph 1 should simply 
read: 

EMPHASIZES the importance of reorientating medical education towards the goal of 
health for all;. 

With regard to operative paragraph 2, she understood that the Edinburgh Declaration 
had been made in the context of the World Conference on Medical Education, and it was 
that that should be mentioned. The Declaration had been submitted to the Executive Board 
only for information. 

Mrs ITHONGO (Kenya) supported the draft resolution. A concerted effort should be 
made by the World Federation for Medical Education, WHO and other organizations to 
promote and accelerate changes in medical curricula. The Edinburgh Declaration was one 



of many steps in that direction. In order to broaden the scope of the draft resolution, 
she proposed that operative paragraph 1 should be amended to read: 

THANKS the World Federation for Medical Education for its efforts in promoting the 
reorientation of medical education towards the goal of health for all;. 

Mr DEBRUS (Federal Republic of Germany) concurred with the basic aim of the draft 
resolution to review the concept of medical education and modify it as appropriate. 
Operative paragraph 2 should begin with the words "CALLS UPON" rather than "URGES", and 
should be toried down, since point 10 of the Edinburgh Declaration called for "admission 
policies that match the numbers of students trained with national needs for doctors; 
That proposal was in conflict with the constitution of the Federal Republic of Germany, 
which guaranteed the free choice of profession; admissions to medical schools were 
limited only in order to maintain a higher standard of medical education. The first 
sentence of the last paragraph of the Edinburgh Declaration read: 

By this Declaration we pledge ourselves and call on others to join us in an 
organized and sustained programme to alter the character of medical education so 
that it truly meets the defined needs of the society in which it is situated. 

His delegation interpreted that part of the Declaration as allowing each country to 
decide the extent to which changes were necessary. It was always difficult to transpose 
the results of one conference to another； in particular no official representative of 
the Government of the Federal Republic of Germany had been present at the World 
Conference on Medical Education held in August 1988 in Edinburgh, since it had been a 
conference of nongovernmental organizations. The Declaration had been discussed at a 
regional conference in Lisbon, but not at the Health Assembly. 

Dr ZOBRIST (Switzerland) supported the remarks of the delegate of the Federal 
Republic of Germany. The Edinburgh Declaration was an interesting document that merited 
detailed study by WHO and Member States. However, a declaration presented by a 
professional association should not necessarily be accepted as such by the Health 
Assembly but should serve as a basis for discussions at the regional level. She thanked 
the Government of Portugal for having organized a ministerial conference in Lisbon in 
autumn 1988 in collaboration with the Regional Office for Europe to discuss the reform of 
medical education and the Edinburgh Declaration. Although she welcomed the fact that the 
Health Assembly had been informed about the Edinburgh Declaration, it was not necessary 
to make it the subject of a resolution. Nevertheless, she did not oppose the adoption of 
the resolution with the amendments proposed by Kenya and the Federal Republic of Germany. 

Dr AMINO (Japan) supported the proposal made by the delegate of Kenya. The 
reorientation of medical education had long been a WHO objective, and the Regional Office 
for the Western Pacific had organized various conferences on that topic. For example, in 
1985, a conference on future health and medical manpower needs had been convened in Tokyo 
by WHO, and the resultant declaration had already been endorsed by the Regional Committee 
for the Western Pacific and the Executive Board. He supported the draft resolution with 
the amendment that broadened its scope； WHO activities aimed at reorienting medical 
education should be further developed within the existing financial and structural 
framework of the Organization. 

Dr GREGORICH-SCHEGA (Austria) supported the amendment proposed by the Federal 
Republic of Germany; point 10 of the Edinburgh Declaration was also not in accordance 
with Austria's principle of free and unrestricted access to universities. 

The CHAIRMAN suggested that an informal drafting group, composed of the Rapporteur 
and the interested delegates, should draw up a text to submit to the Committee 
incorporating the many amendments proposed. 



Diagnostic. therapeutic and rehabilitative technology (major programme 12) (Documents 
PB/90-91, pages 239-264; and EB83/1989/REC/1, Part II, Chapter II, paragraphs 48-53) 

The CHAIRMAN drew attention to the following draft resolution on disability 
prevention and rehabilitation proposed by the delegations of Australia, Belgium, Canada, 
Chile, Denmark, Finland, Gambia, Ghana, Iceland, India, Indonesia, Jordan, Nicaragua, 
Norway, Sri Lanka, Swaziland, Sweden, Switzerland, Thailand, Tonga, Uganda, Union of 
Soviet Socialist Republics, Viet Nam and Zimbabwe: 

The Forty-second World Health Assembly, 
Recalling resolutions WHA28.54, WHA37.18, WHA38.18 and WHA38.19; 
Noting the great medical, economic, social and psychological impact of 

disability on some 400 million people throughout the world, including some 
50 million suffering from visual impairment and an equal number with severe hearing 
impairment； 

Concerned that globally, only a minor proportion of those who could benefit 
from rehabilitation are actually receiving services； 

Recognizing the goal of full participation of and equal opportunities for 
people with disabilities； 

Noting that the report of the Secretary-General of the United Nations to the 
forty-third session of the General Assembly on the implementation of the World 
Programme of Action concerning Disabled Persons and the United Nations Decade of 
Disabled Persons calls for mobilization of additional resources and reinforced 
activities at national and international levels； 

Stressing the requirement of the Alma-Ata Declaration that primary health care 
address the main heath problems in the community, providing promotive, preventive, 
curative and rehabilitative services accordingly; 

Emphasizing the need to integrate within health-for-all strategies activities 
for the prevention of disability and rehabilitation of the disabled; 

1. CALLS ON Member States: 

(1) to remove physical, social or cultural barriers to the participation in 
society of disabled persons； 
(2) to ensure that relevant knowledge and technology for the prevention of 
disability and for rehabilitation are utilized fully within the available 
resources； 
(3) to ensure that programmes for the prevention of disability and for 
community-based rehabilitation are integrated within health-for-all strategies； 

2. REQUESTS the Director-General: 

(1) to intensify WHO'S collaboration and coordination with other concerned 
agencies and voluntary bodies in programmes for the prevention of disability 
and rehabilitation of the disabled; 
(2) to give special attention to the provision of rehabilitative services for 
particular population groups such as children, the elderly, displaced persons 
and war victims； 
(3) to continue to support governments in expanding national programmes to 
combat disability, in particular through action for the prevention of visual 
and hearing impairments, and in strengthening community-based rehabilitative 
services； 
(4) to strengthen further collaboration with governments and nongovernmental 
organizations in promoting new technological approaches, such as efforts to 
increase the availability of optical aids (local workshops and low vision 
centres), the provision of appropriate hearing aids, and the development of new 
manufacturing processes allowing decentralized services for orthopaedic 
appliances； 
(5) to ensure that all relevant WHO programmes emphasize the prevention of 
disability, paying particular attention to groups at risk; 



(6) to review the progress made during the United Nations Decade of Disabled 
Persons and to report on the situation regarding the prevention of disability 
and rehabilitation of the disabled to the Forth-fifth World Health Assembly. 

The CHAIRMAN drew attention to the following draft resolution on traditional 
medicine and modern health care proposed by the delegations of Angola, Botswana, China, 
Democratic People's Republic of Korea, India, Indonesia, Lesotho, Malawi, Mauritius, 
Mozambique, Nepal, Nigeria, Sri Lanka, Zambia and Zimbabwe: 

The Forty-second World Health Assembly, 
Recalling earlier resolutions of the Health Assembly concerning traditional 

medicine (WHA29.72, WHA30.49, WHA40.33) and medicinal plants (WHA31.33, WHA41.19)； 
Noting that these resolutions together constitute a comprehensive approach to 

the subject; 
Aware that plants used in traditional medicine hold great but still largely 

unexplored potential for the development of new drugs against major diseases for 
which effective treatment is not yet available； 

Convinced that a substantial increase in national and international funding and 
support is needed if significant progress is to be made in this field; 

1. URGES Member States: 

(1) to make a comprehensive evaluation of their traditional systems of 
medicine； 
(2) to make a systematic inventory and assessment (pre-clinical and clinical) 
of the medicinal plants used by traditional practitioners and by the 
population; 
(3) to introduce measures for the regulation and control of medicinal plant 
products and for the establishment and maintenance of suitable standards; 
(4) to identify those medicinal plants, or remedies derived from them, which 
are safe and effective in treatment and should be included in the national 
formulary or pharmacopoeia； 
(5) to explore ways in which traditional practitioners may be used to extend 
the coverage of primary health care； 
(6) to encourage collaboration between universities, health services, training 
institutions and relevant international organizations in the scientific 
appraisal of traditional forms of medical treatment and their application, 
where indicated, in modern health care； 

2. REQUESTS the Director-General: 

(1) to assist Member States in giving full effect to this resolution and the 
related resolutions mentioned; 
(2) to provide technical guidance and support through consultations, 
intercountry meetings, workshops, seminars, training courses and other 
appropriate means； 
(3) to strengthen the traditional medicine programme to enable it to ensure 
the timely implementation of the activities required; 
(4) to report on the progress achieved to the Forty-fourth World Health 
Assembly. 

Dr NTABA (representative of the Executive Board) said that with regard to major 
programme 12 (Diagnostic, therapeutic and rehabilitative technology) the Board noted that 
the Director-General had established a new programme of health care technology comprising 
clinical, laboratory, radiological and other health care technology, including diagnostic 
procedures. The activities of the programme would emphasize the development, assessment 
and transfer of technology, as well as the maintenance of equipment. The Board further 
noted that the Director-General had created a new Division of Drug Management and 
Policies, bringing together the activities relating to essential drugs, pharmaceuticals, 
biologicals (including blood products), traditional medicine, the drug-related aspects of 
health laboratory technology, and the assessment of psychotropic and narcotic drugs. 



The Board recognized that, particularly in developing countries, purchases of 
equipment and recurrent costs represented a large percentage of the overall expenditure 
on health care. It therefore welcomed the increased attention given to the provision of 
technical guidance and support to Member States on such issues under programme 12.1 
(Clinical, laboratory and radiological technology for health systems based on primary 
health care), and suggested that collaboration between WHO, nongovernmental organizations 
and regional and national training institutions, particularly with regard to the 
maintenance and repair of equipment, should be further strengthened. 

The Board stressed the importance of ensuring that programme 12.2 (Essential drugs 
and vaccines) continued to function effectively and efficiently in order to attract 
substantial extrabudgetary funding. It was aware that between 1500 and 2000 million 
people throughout the world had only irregular access, or even no access at all, to 
essential drugs and vaccines. In supporting Member States in the development and 
implementation of essential drug policies within national health care systems based on 
primary health care, continuity with the revised drug strategy reaffirmed in resolution 
WHA41.16 must be maintained, as must an open dialogue between all the parties concerned. 

With regard to programme 12.3 (Drug and vaccine quality, safety and efficacy), the 
Board was aware of the importance of national health and drug regulatory authorities 
ensuring quality control and surveillance of locally manufactured or imported drugs and 
vaccines and of the need for related training and educational activities. With regard to 
programme 12.4 (Traditional medicine), the Board stressed the contribution made by 
traditional medicine practitioners, particularly in the rural areas of some countries, 
where they still offered the only accessible health care. 

Mr BAIL (Australia) said that the objective of the resolution on disability 
prevention and rehabilitation, of which his delegation was a sponsor, very much reflected 
Australia's priorities in that important area as they had developed over a number of 
decades. Australia was well advanced in the development and implementation of services 
and opportunities for the disabled. Its policies and legislation were designed to create 
increased opportunities for the disabled to achieve maximum independence and identify 
with the community, and to provide them with choice and fair reward in employment, the 
right to choose where they lived and in what kind of accommodation and the opportunity to 
share the simple enjoyment of recreational activities and holidays. 

Experience confirmed that those goals could only be achieved if the services 
provided to people with disabilities were open, flexible and as diverse as the people 
whom they served. Australia had sought to develop services that were integrated within 
the community, exposing people with disabilities to the mainstream of life rather than 
sheltering them from it. Work training reflected the circumstances and conditions of 
regular employment, tapping individual talent, providing challenges and opportunities for 
advancement. Residential services and "living skills" services operated in an 
environment which as closely as possible mirrored the mainstream of life in which people 
were constantly learning and adapting to new situations, making difficult personal 
decisions and exercising choice and independence with the assistance and advice of those 
they trusted. 

A particular and long-standing initiative of the Australian Government was the 
development of the Commonwealth Rehabilitation Service, which provided social and 
vocational services and aimed at reducing the personal, social and financial cost of 
disability to the individual and the community. Those eligible included Australian 
citizens or permanent residents of working age who had a disability that reduced their 
capacity to work or to live independently. Rehabilitation programmes sought to achieve 
substantial improvement in the means of meeting the needs of the individual at his or her 
current capability; and to assist in achieving an agreed goal in employment or 
independent living. 

He urged strong support for the draft resolution. 

Dr KÔKÉNY (Hungary) said that one of the most important objectives within the scope 
of activities of programme 12.2 (Essential drugs and vaccines) was quality assurance； 
the programme should further strengthen its efforts to promote and support the 
establishment of national quality control laboratories for that purpose. Hungary was 
ready to support and actively participate in such activities, providing assistance in 
training and in the guidance of staff of regulatory authorities from developing countries 



engaged in quality assurance, through the National Institute of Pharmacy, Budapest, which 
was a WHO collaborating centre and was responsible for the coordination of such work. 

Hungary also offered assistance and cooperation in the development of basic tests 
for essential drugs, another important element in quality assurance. He fully supported 
the emphasis given by the Director-General, in his statement to the third plenary 
meeting, on the transfer and use of appropriate technology in assisting developing 
countries. Hungary offered its cooperation in the field of transfer of pharmaceutical 
technology• 

Miss KHAPARDE (India), referring to programme 12.4 (Traditional medicine), noted 
that the traditional systems of medicine in many developing countries enjoyed the 
confidence of the people and played a significant role in health care delivery. In India 
systems such as Ayurveda, Unani and Siddha had evolved on the basis of fundamental 
principles, long experience and usage and had a rich history: Ayurveda had been at its 
height in the ancient Takshila University of India, open between the sixth century B.C. 
and the ninth century A.D. Similarly, the ancient University of Nalanda, open up to the 
thirteenth century A.D., had also had a great name for medical teaching and treatment. 
The famous Ayurvedic hospital of that University, known as Arogya Vihar, meaning "Seat of 
Health", had had hundreds of beds. 

After independence, the Indian Government had made fresh efforts to strengthen 
traditional systems. Today, there were more than 400 000 registered practitioners of 
those systems in India, with 15 000 dispensaries and 2000 hospitals. The hospitals and 
dispensaries were manned by graduates and postgraduates of recognized institutions. The 
practitioners were so successful that they outnumbered the allopathic doctors. Another 
important aspect was that, while practitioners of modern systems were reluctant to go to 
rural areas, the practitioners of traditional medicines had their roots there. A similar 
situation prevailed in many developing countries. 

Medicinal plants were the main source for medicines used by practitioners of 
traditional medicine. It was estimated that there were 250 000 species of plants in the 
world; out of those, only about 5000 were used in medicine, about 1500 of them in India, 
where the demand had been so great that some were becoming scarce. Efforts were required 
to ensure their survival and preservation. 

Traditional medicine was not quackery. There were systems of formal education in 
traditional medicine in many countries. Traditional systems of medicine had their own 
logical basis. They were, moreover, inexpensive and helped to combat the increasing cost 
of modern health services. 

The great efforts constantly being made in many countries to put the traditional 
system of medicine, both diagnostic and therapeutic, on a scientific basis must be 
strengthened substantially, particularly with respect to the preservation of medicinal 
plants in the changing world ecological conditions, identification of their 
effectiveness, standardization of substances and modern technology for production. 

In spite of its important role in the health systems of developing countries, the 
financial allocation for traditional medicine for 1990-1991, only US$ 3 million out of a 
total programme budget of US$ 658 million, was grossly inadequate. The Committee should 
request a greater budgetary allocation and efforts should be made to seek extrabudgetary 
resources for the programme 

She commended the draft resolution on traditional medicine and modern health care, 
cosponsored by her country, to the Committee for approval. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers‘ Associations), 
speaking at the invitation of the CHAIRMAN, said that the Federation, which represented 
manufacturers of prescription medicines including virtually all those engaged in 
research, believed that it had a significant part to play in promoting better health 
throughout the world. In supporting the drive for health for all, the Federation and its 
constituents were working energetically for closer collaboration with WHO and developing 
countries on projects of direct benefit to the latter. In doing so, it had been greatly 
encouraged by the support of WHO; much of the work was done through the Division of Drug 
Management and Policies, but also with other divisions and programmes - in AIDS research 
and tropical diseases, for example. 

The Federation was intensifying its efforts in the training of quality control 
personnel under the aegis of the joint training scheme with WHO, and had produced a new 
descriptive brochure which might be of interest to delegates. More than 60 candidates 



had thus far benefited from the scheme. The Federation believed that the assurance of 
drug quality, including the elimination of counterfeit and spurious drugs, was of 
paramount importance. Its Japanese member association had recently elaborated a 
wide-ranging plan for collaboration in such areas as training, improved drug supply, and 
information and therapeutic programmes, and had pledged substantial resources. He 
expected to be able to report on that development in greater detail at the Forty-third 
World Health Assembly. Member associations, including those in the United States of 
America, Switzerland, the Federal Republic of Germany, France and the United Kingdom, 
were working actively on projects in drug supply, distribution, training and disease 
control in many countries. 

The Federation had maintained its efforts, to good effect, in achieving respect for 
the Federation's code of pharmaceutical marketing practices. The complaint procedure was 
judged to be working well and there was extensive evidence that companies were making 
strenuous efforts to ensure that their obligations under the code were known to their 
staff and were complied with. The Federation was very willing to deal with complaints of 
breaches from any source when made in good faith, and it attempted to disseminate the 
conclusions of the adjudication as widely as possible. In the coming days it would be 
distributing throughout the world a new edition of the code booklet, which provided an 
interpretative commentary to clarify certain aspects. If governments showed 
understanding and provided suitably realistic drug and industrial policies, the 
pharmaceutical industry could make a very important contribution to the attainment of the 
goal of health for all. 

Dr RODRIGUES CABRAL (Mozambique) supported programme 12.1 (Clinical, laboratory and 
radiological technology for health systems based on primary health care)； in particular, 
he welcomed the preparation of information on standardization of equipment for rural 
hospitals, and of training materials for surgery and anaesthesia. The importance of 
referral levels within integrated health systems was well understood. WHO should provide 
information not only on equipment to be bought in large quantities for rural hospitals, 
but also on large pieces of equipment to be bought individually for referral hospitals. 
Developing countries sometimes found it difficult to decide on such large items, not only 
because of cost but also because of maintenance problems. WHO should also stimulate 
bilateral cooperation to set up maintenance facilities in developing countries. 

Referring to programmes 12.2 (Essential drugs and vaccines) and 12.3 (Drug and 
vaccine quality, safety and efficacy), he supported the Director-General's proposal to 
regroup a number of related programmes. From the text of the proposed programme budget, 
it appeared that no artificial division had been made between the priority accorded, on 
one hand, to technical and financial support to developing countries, and, on the other 
hand, to the rational use of drugs, which concerned both developed and developing 
countries and encompassed all levels of health care delivery systems. 

WHO should pursue its leading and coordinating role among multilateral and bilateral 
agencies both to support national drug policies and to stimulate extrabudgetary resources 
for supplies of essential drugs to the least developed countries. Support to national 
essential drug programmes in developing countries should include : technical assistance 
to develop and sustain national drug policies for integrated health services covering all 
levels of health care； strengthening of capacities for establishing national lists of 
drugs both for primary and for referral levels of health care； improvement of 
procurement and logistics of drug distribution for the whole health care system; and 
rational prescription by specialists and hospitals. Technical advisory committees should 
be established to maintain updated lists of drugs and to assist national authorities in 
matters of legislation. The teaching of pharmacology for health personnel should be 
improved at all levels. 

Drug quality assurance and drug efficacy were important aspects of overall drug 
policy. WHO should support developing countries in improving the teaching in medical 
schools of pharmacology and economy in drug prescription. WHO should also stimulate 
surveys on quality of dispensing, compliance with prescription and patients‘ purchasing 
capacity in order to discourage multiple prescriptions, and support the establishment of 
drug surveillance systems at country level, with priority to countries that had 
quality-control laboratories for drugs. The drug surveillance systems would make such 
expensive laboratories more cost-effective and justify their high installation and 
running costs. 



He supported the draft resolution on disability prevention and rehabilitation, and 
suggested that operative paragraph 1(3) be amended to refer to both community- and 
institution-based rehabilitation, since surgical, orthopaedic, physiotherapy and other 
hospital-based techniques were needed in addition to community-based care. 

(For continuation of discussion, see summary record of the tenth meeting, 
section 2.) 

2. SECOND REPORT OF COMMITTEE A (Document A42/38) 

The CHAIRMAN invited the Committee to consider the draft of its second report. 

The report was adopted.丄 

The meeting rose at 12h35. 



Wednesday. 17 May 1989 at 15h30 

Chairman: Dr J.-P. OKIAS (Gabon) 
later: Dr Damrong BOONYOEN (Thailand) 

1. ORGANIZATION OF WORK 

The CHAIRMAN informed the Committee that the Health Assembly, at its twelfth plenary 
meeting, had decided to reallocate agenda item 19 (Global strategy for the prevention and 
control of AIDS) to Committee B, which had completed its agenda. Members of Committee A 
who wished to speak on AIDS under programme 13 (Disease prevention and control) were 
invited to do so during the debate in Committee В. 

Dr Damrong Boonyoen took the Chair. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II (continued) 

Diagnostic. therapeutic and rehabilitative technology (major programme 12) 
(Documents PB/90-91, pages 239-264; and EB83/1989/REC/1, Part II, Chapter II, 
paragraphs 48-53) (continued) 

Dr VARET (France), referring to the inclusion of essential drugs and vaccines, 
(programme 12.2) and drug and vaccine quality, safety and efficacy (programme 12.3) in 
the new Division of Drug Policies and Management, expressed approval of the way major 
programme 12 had been rationalized and its priorities redefined. The increased 
allocations proposed for the programme were very necessary to achieve its aims. The 
importance her country attached to effective drug monitoring policies was demonstrated by 
the fact that it would be hosting the Fifth International Conference on Drug Regulatory 
Authorities in October 1989. 

She supported the draft resolution on disability prevention and rehabilitation and 
asked whether any extrabudgetary funds were foreseen for its implementation. 

She also supported the draft resolution on traditional medicine and modern health 
care, provided that operative paragraph 1(4) was amended to make a satisfactory relation 
between efficacy and side-effects a criterion for the selection of medicinal plants or 
remedies derived from them. Effective substances were rarely absolutely safe. 

Professor MENCHACA (Cuba) said that diagnostic, therapeutic and rehabilitative 
technology was a particularly important concern in national health planning arid 
economics, especially in the developing countries. The use of "appropriate" technology, 
by which he meant the technology required to satisfy national health needs, was 
essential. The district hospital, which employed low-cost technology, and played a key 
role in primary health care, was often disparaged because of its inherent limitations. 
National health systems were called upon to provide universal access to adequate health 
care； a close relationship had therefore to be established between the various levels of 
care to justify the faith people placed in the primary level. He endorsed the inclusion 
of effective low-cost rehabilitative measures in the broad framework of primary health. 
The rational use of and access to high-quality, low-cost drugs and vaccines should 
continue to be promoted; WHO's essential drugs and vaccines programme deserved its 



priority in view of its benefits for health and national economies. Lastly, traditional 
medicine and related research should be promoted and integrated into health care systems, 
especially at the primary level. 

Dr DEVO (Togo) welcomed the activities proposed under major programme 12. His 
country hoped to be able to count on assistance from WHO and other agencies in 
establishing clinical laboratories in outlying areas in support of primary health care. 
With regard to essential drugs and vaccines, implementation of an effective national 
policy depended on the establishment of a quality control laboratory and measures to 
ensure drug safety and efficacy in order, following the Bamako Initiative, to avoid 
malpractice. 

While the proliferation of spurious remedies must be countered, the traditional 
pharmacopoeia, in view of the great respect it enjoyed in many developing countries, 
deserved more considerate attention. Apart from the successes registered in the use of 
traditional remedies to treat mental disorders, Togo had a number of medicinal plants 
that had proved effective in vitro against malaria; the active principles remained to be 
extracted and the proper dosage determined. Funds to support that action were urgently 
needed since parasite resistance to existing drugs was already apparent in the country. 

He would support and wished to become sponsor of the draft resolution on traditional 
medicine and modern health care, with the amendment proposed by France, provided a 
seventh subparagraph was added under operative paragraph 1, to read: 

to encourage traditional therapists to group themselves into medical societies. 

Mrs KADANDARA (Zimbabwe) welcomed the proposed activities under programme 12.1 
(Clinical, laboratory and radiological technology for health systems based on primary 
health care). Paragraph 3 of the situation analysis pointed out that the lack of 
appropriate equipment for clinical work at all levels of the health care system in many 
countries was placing many lives in jeopardy in rural, district and provincial 
hospitals. Zimbabwe was collaborating with the Commonwealth Secretariat in strengthening 
its laboratory services in order to provide safe blood and blood products. Radiological 
services were also being strengthened; WHO assistance in that effort was being sought, 
especially in the fields of training and management. The essential drugs programme in 
Zimbabwe had increased its training activities and was continuing its efforts to improve 
the supply of drugs and vaccines. A national quality control laboratory was now 
operational but required additional staff; she requested support from WHO and other 
organizations in training. 

Zimbabwe regarded the development and strengthening of community-based 
rehabilitation under programme 12.5 at the primary health care level as a priority in 
view of the relatively high prevalence of disability from the causes listed in paragraph 
3 of the situation analysis. Efforts to create awareness and strengthen health education 
and information on the subject were being made by the Ministry of Health with the help of 
the Red Cross and other nongovernmental organizations concerned with the disabled, and 
she urged WHO to continue to provide support for community-based training programmes. 
Her delegation was a sponsor of the draft resolution on the matter. 

Zimbabwe had always recognized the importance of traditional medicine in health 
care, and her delegation therefore strongly supported the draft resolution on the 
subject, hoping that programme 12.4 would be energetically pursued. 

Dr GREEN (Israel), referring to paragraphs 32 and 33 of the situation analysis for 
programme 12.3 (Drug and vaccine quality, safety and efficacy), said that Israel had 
recently experienced a minor outbreak of poliomyelitis among adolescents and young adults 
in an area where the disease had virtually been eradicated and vaccine coverage exceeded 
90%. A component of the vaccine used to immunize the victims during their infancy had 
been of inadequate potency, producing antibody levels too low to confer protection 
against massive exposure to wild poliovirus. He would recommend that checks on the 
potency of poliovirus vaccines be intensified and that booster doses be given to children 
and adolescents to maintain adequate antibody levels. The possibility of supplementing 
oral poliovirus vaccine programmes with inactivated poliovirus vaccine should be 
carefully considered. Israel was willing to share its experience and to collaborate with 
Member States, particularly the developing countries, in the evaluation and improvement 
of immunization programmes. 



Dr VIENONEN (Finland), speaking on behalf of the five Nordic countries - Denmark, 
Iceland, Norway, Sweden and Finland - said that although great efforts were being made to 
prevent and cure disease, little action was being taken on impairment, disability and 
handicap, which affected 400 million (7%-10%) of the world population. However, even if 
all avoidable disability was prevented, increased life expectancy and improved survival 
of handicapped children would ensure that the numbers of the handicapped continued to 
increase. Despite considerable progress in attitudes to the handicapped and the 
disabled, manifested in the many recent international events drawing attention to their 
problems, practical results had remained somewhat meagre. Rehabilitation and handicap 
had not been discussed extensively in WHO although the subject received indirect 
attention in several WHO programmes. The Nordic countries felt those measures were not 
sufficient; a general survey was needed to measure the impact of past campaigns and 
programmes and determine the reasons for their success or failure. 

The international classification of impairment, disability and handicap was 
extremely useful； its general use would promote the introduction of community-based 
rehabilitation, which should form an integral part of general health and social services, 
in particular outpatient services and primary health care. The need for special 
programmes for individual groups of disabled and handicapped persons was recognized, and 
the vital importance of nongovernmental voluntary organizations, which as pressure groups 
had greatly improved the well-being of their members and the services provided for them, 
was acknowledged. Such groups, however, despite the diversity of their problems, all 
suffered from society's failure to acknowledge the right of the disabled to lead a 
productive life； all could gain greatly by uniting their forces. 

Placing more emphasis on disability prevention and rehabilitation would require a 
larger budget allocation and - more important - increased effort and imagination in many 
WHO programmes. The five Nordic countries, as sponsors of the draft resolution on 
disability prevention and rehabilitation, strongly recommended its adoption. Although 
they were not opposed to the amendment proposed by the delegate of Mozambique, they 
considered that institutionalized care should be community-based and community-controlled 
instead of functioning independently. 

Mr S. S. KHAN (Pakistan) warmly endorsed the objectives and targets set by WHO under 
programme 12.2. 

In Pakistan, as in many other developing countries, the situation with regard to 
drug supply was rather disturbing. The purchase of drugs accounted for nearly 50% of 
hospital expenditure and nearly 40% of the health budgets of the public and private 
sectors, leaving inadequate funds for other services. Expenditure on drugs was growing 
by 20% a year, outstripping growth in per capita income. Over 70 drug manufacturing 
companies were located in Pakistan, but 27 were transnationals occupying 85% of the 
market in financial terms and 50% in supplies, making the country dependent on foreign 
sources for essential drugs. There was an urgent need for administrative measures and 
appropriate legislation to reduce that dependency and to regulate and control 
manufacturing and marketing practices. National policy was to encourage the transfer of 
technology and develop substitutes for imports. The Government of Pakistan was more than 
willing to cooperate with governmental and nongovernmental organizations and companies in 
the developed countries for the establishment of plant for the manufacture of drugs and 
vaccines. On that basis, and in view of the WHO resolutions on the subject, it had been 
decided to draw up a list of essential drugs. Arrangements were under way to make the 
listed drugs available in nationwide public and private outlets. In order to reduce 
prices, pharmaceutical companies were also required to reduce expenditure on promotional 
activities. The Ministry of Health was using seminars, symposia and other means to 
familiarize the medical profession and the general public with the list of essential 
drugs. Drug testing laboratories and departments of clinical pharmacology in medical 
institutions would have to be strengthened to regulate and streamline drug administration 
and the registration of new chemical substances. Pakistan sought the support of WHO and 
international donor agencies, including the large transnational companies operating in 
the country, to improve drug testing facilities and make clinical trials and studies on 
the availability of drugs to the local population. 



Professor MEDINA (Nicaragua) said that major programme 12 was vitally important for 
developing countries. Diagnosis, treatment and rehabilitation were complementary to 
prevention, promotion and cure； it was therefore essential to ensure not only that 
appropriate technology in the field was made available to developing countries, but also 
that all those requiring the services of such technology had access to it. WHO and its 
Member States were confronted with the demanding task of formulating national policies 
for evaluating, managing, adopting, applying and distributing health technology; she 
therefore welcomed the targets for 1995 set out in programme 12.1 (Clinical, laboratory 
and radiological technology for health systems based on primary health care). The 
receiving country must be able to use, modify, repair and maintain any technology 
transfer. She hoped that the establishment of the proposed new Division of Drug 
Management and Policies would have no adverse impact on the achievements of the Action 
Programme on Essential Drugs； in view of its benefit to all Member States, it should be 
allowed to continue its work along the lines laid down by previous Health Assemblies. 
Efforts should be continued to permit Member States to formulate national drug policies 
and strengthen their ability to apply them. She further hoped that the senior post in 
the Programme, which had been vacant since February 1989, would soon be filled. An 
essential part of action on essential drugs was to ensure that such drugs were available 
at all levels of health care delivery. New strategies should therefore be sought to 
serve the large numbers in rural and periurban areas who had little or no access to 
essential drugs. 

She welcomed the progress in rehabilitation (programme 12.5). The low level of 
coverage of the population by rehabilitative services, especially in developing 
countries, made it necessary to take practical steps to increase that coverage and ensure 
the social integration of disabled persons. As proposed in the situation analysis, 
rehabilitative care should be community-based and carried out within the framework of 
primary health care. It was important to promote manufacturing capacities for 
rehabilitative equipment besides training specialized personnel, in order to meet the new 
demands that would result from increased coverage. Her delegation would therefore 
support the draft resolution on disability prevention and rehabilitation. 

Dr ADIBO (Ghana) said that major programme 12 constituted a very important buttress 
for effective primary health care. It was clear from the situation analysis for 
programme 12.2 (Essential drugs and vaccines) that a losing battle was being fought 
against the very powerful pharmaceutical industry, which was opposed to the production of 
nonproprietary drugs. His delegation believed that the Action Programme on Essential 
Drugs remained the most important attempt to rationalize the use of drugs in health 
systems and to ensure that developing countries were protected against abusive scientific 
and pharmaceutical exploitation. He urged WHO to continue its efforts to promote that 
Programme and give Member States greater assistance in implementing the national 
components. 

Drug and vaccine quality, safety and efficacy (programme 12.3) were also very 
important to his country, particularly in view of the widespread dumping of drugs of 
doubtful quality in the African Region. He was therefore greatly concerned by the 
drastic cuts in country and regional allocations for the programme, and urged the 
Regional Director for Africa to revive Member States' interest in the programme and seek 
extrabudgetary funds to promote it during 1990-1991. 

Research in traditional medicine (programme 12.4) was the only option available to 
Ghana, which was carrying out such research and was grateful for continued WHO 
assistance. He welcomed WHO's work in that field, and fully supported the aims and 
objectives outlined in the programme. Ghana wished to be considered as a sponsor of the 
draft resolution on traditional medicine and modern health care. 

Dr N'JIE (Gambia), referring to programme 12.1 (Clinical, laboratory and 
radiological technology for health systems based on primary health care), endorsed the 
increased emphasis on health care technology, which now had its own specific programme, 
and welcomed the priority assigned to re inforcement at the district level, which was 
currently a weak link in referral； in his country's experience it provided at best a 
mere transit point and at worst a source of unnecessary and often fatal delay in patient 



care. Many of the major health centres and district hospitals lacked basic facilities 
for resuscitation or transfusion and maternal care in emergency situations involving, for 
example, retained placentae or delayed labour. 

He also welcomed the publications on general surgery and anaesthesia at the district 
hospital. His Government, in collaboration with the UNDP and the WHO Regional Director 
for Africa, had recently concluded an agreement under which three clinical specialists 
would be assigned full-time to the upgrading of skills and competence in those essential 
techniques at all health centres. He also stressed the need for greater attention to 
maintenance and repair of medical equipment. 

Turning to programme 12.2 (Essential drugs and vaccines), he said that without the 
regular and dependable availability of essential drugs, the entire modern health system 
in most developing countries could have no credibility. As his delegation had already 
expressed its views on his country's fruitful collaboration with the Action Programme on 
Essential Drugs, he would confine his comments to limited points for clarification. 
First, improvement was required regarding quantification of needs. Despite repeated 
attempts, there had been a tendency towards gross underestimation, firstly of the 
increase in demand as the supply situation improved; secondly, of the level of 
entrenchment of irrational prescribing practices, despite training and re inforcement of 
standard treatment schedules and management protocols； and finally, of the ingenuity of 
certain elements of society in devising new ways of diverting supplies to other outlets. 
While he did not pretend to understand fully the new administrative structure under which 
the Action Programme operated, his delegation fully endorsed the Board's emphasis on the 
importance of ensuring that it continued to function effectively and efficiently, and on 
the need for ensuring continuity in underlying policies and in the implementation of the 
revised drug strategy. His delegation appreciated the significant extrabudge tary support 
accorded to what was indeed an important programme. 

Commenting briefly on programme 12.5 he stated that his delegation was pleased to 
со-sponsor the draft resolution on disability prevention and rehabilitation. 

Dr LUNDBORG (International Federation of Oto-Rhino-Laryngological Societies), 
speaking at the invitation of the CHAIRMAN on behalf of the nongovernmental organizations 
concerned with ear diseases, hearing impairment arid deafness, said that sufferers, the 
majority of whom were children, were found in great numbers in most developing countries, 
and would increase constantly unless decisive action was taken. For various reasons, the 
problems were still neglected, despite available technology and increasing awareness on 
the part of health authorities of the need to tackle them. The area should be covered by 
strategies for health for all by the year 2000, and more specifically programmes related 
to children's health. It was essential to bridge the gap between policy and 
implementation, and to encourage a more dedicated attitude among policy-makers. 

A nongovernmental organization - the International Agency for the Prevention of 
Deafness - had been created in 1984 to prevent deafness and to rehabilitate deaf people. 
Through promotion and advocacy, practical action had been initiated and the aims of the 
nongovernmental organization had been presented at the Thirty-eighth World Health 
Assembly in 1985, which had resulted in recognition by WHO of the special problems of ear 
care and a decision in principle at the Fortieth World Health Assembly on a medium-term 
programme for 1990-1995 in 20 developing countries, but without budgetary provision. 

Problems of such scope called for a global approach, starting with regional 
activities in newly developed countries arid then national programmes in developing 
countries. The aim was to integrate primary ear care in existing health organizations by 
establishing a first referral level at non-specialized hospitals according to local 
requirements. Thanks to substantial voluntary contributions, it had been possible to 
launch ear care programmes in Italy, Mexico and Thailand. After the first few years of 
successful initiating action, there was clearly an urgent need for a WHO ear care 
programme with a corresponding budget, centred on a corresponding unit whose manager 
would be responsible for the further coordination and promotion of global activities. 
The International Federation, through the International Agency for the Prevention of 
Deafness, would cooperate fully in such an undertaking. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said in connection with 
programme 12.1 that the adoption of up-to-date diagnostic and therapeutic methods and 
appropriate technology would contribute to significant improvements in the organization 
of clinical, laboratory and radiological services at the primary health care level, while 



broader coverage by those services would enhance prevention as well as therapy and 
contribute to a more effective and purposeful utilization of available resources. Noting 
that approximately US$ 11 million had been allocated for the programme, he asked whether 
in view of its importance, especially in the context of primary health care, additional 
funding - perhaps extrabudgetary - might be forthcoming. 

His delegation was a sponsor of the draft resolution on disability prevention and 
rehabilitation; unfortunately, one population group had been omitted from the 
enumeration in operative paragraph 2(2): he proposed the insertion after the words "war 
victims" of the phrase "and the victims of natural disasters". 

Professor BENAMMAR (Tunisia) welcomed the attention paid by WHO to disability and to 
ways of helping disabled people to lead a normal life. He requested the Director-General 
to consider establishing a programme, for example, under General Health Protection and 
Promotion (major programme 8) for prevention of disabilities, to rationalize national 
programmes and define clear-cut targets. Stressing that the Organization had an 
important role to play, he endorsed the draft resolution on disability prevention and 
rehabilitation. 

With reference to programme 12.1 (Clinical, laboratory and radiological technology 
for health systems based on primary health care), he said that although the establishment 
of primary health care was currently the most important concern, WHO should help to 
ensure that developing countries played an active part in the development of laboratory 
technology and made full use of their increasing potential in human skills and research 
to improve diagnosis of diseases arid preparation of vaccines. Those comments also 
applied to programme 12.2 (Essential drugs and vaccines). 

Dr CORNAZ (Switzerland) referring to programmes 12.2 (Essential drugs and vaccines) 
and 12.3 (Drug and vaccine quality, safety and efficacy), said that the often decisive 
contribution of drugs to the protection and promotion of health was indisputable. WHO's 
unique coordinating and catalytic role in no way detracted from the responsibilities of 
the other partners concerned, notably the national authorities. Her country was 
convinced that the original objectives of the Action Programme on Essential Drugs were 
still valid at all levels of the health systems in Member States. WHO should also 
continue to assist Member States in the formulation of their pharmaceutical policies. 
The revised drug strategy endorsed by the World Health Assembly, after the conference 
of experts held in 1985 in Nairobi, was just as important as the objectives of the 
programme of action. The basic principles of the revised strategy, which defined the 
rational use of drugs, should continue to guide the activities of the Organization and 
might also guide those of the other partners concerned. Besides drug quality, effects, 
selection, supply, essential availability and price, there was the need for objective and 
correct drug information and adequate training of medical and paramedical staff. All had 
a bearing on the rational use of drugs for the benefit of patients and of public health. 
She encouraged WHO to pursue its activities with those points in mind. 

Professor MOHS (Costa Rica) supported the proposals in the programmes under 
discussion and the corresponding draft resolutions. Concerning programme 12.1 (Clinical, 
laboratory, radiological technology for health systems based on primary health), the 
development of clinical technology for primary health care had been well illustrated in 
the use of oral rehydration salts, control of acute respiratory infections, and the 
diagnosis of high-risk pregnancy in prenatal care. Nevertheless, he was concerned at his 
own and other countries' failure to develop a strategy specifically designed to provide 
protection for vulnerable or highly vulnerable groups； moving from words to action for 
their effective coverage and protection was obviously a significant step. Efforts should 
be made to achieve that in each country. 

Turning to programme 12.2 (Essential drugs and vaccines), he commented on the 
appropriateness of increasing coverage with traditional vaccines. The number of those 
vaccines should be increased, as they had been in his country for some years, at least to 
cover some of the high-risk groups (for example, those at risk of infection with 



meningococcal and pneumococcal viruses, Haemophilus influenzae. varicella and 
hepatitis B). He also considered that certain preventable diseases such as poliomyelitis 
should be the subject of eradication strategies. The example of smallpox had shown the 
impact which that approach could have. 

Dr LU Rushan (China) supported programmes 12.1-12.5, which constituted major 
components of primary health care. Traditional medicine was important in China and much 
appreciated by the people. His country would be pleased to exchange experience and 
cooperate with other Member States. He noted with satisfaction the increases under the 
regular budget at national, regional and global levels. 

As suggested in paragraph 3 of the situation analysis for programme 12.1, WHO should 
pay greater attention to the proper functioning and maintenance of medical equipment. In 
developing countries, owing to the lack of skilled personnel and of spare parts, 
equipment often broke down irreparably after two to three years of improper use. 

Mr SAITO (Japan) called for implementation of resolutions WHA41.16, WHA41.17, 
WHA41.18 and WHA41.19 concerning pharmaceutical matters and relating to major 
programme 12 as a whole. He welcomed recent moves to secure collaboration from various 
sectors, including a meeting on the role of the pharmacist in health care, held in New 
Delhi in December 1988, where efforts had been made to identify ways of using the 
expertise of pharmacists in the general context of health care. Japan expected WHO to 
play a more catalytic role in manpower development activities, for instance by producing 
an inventory of international training programmes covering all areas of pharmaceutical 
affairs. Japan was, for its part, running a training programme for pharmaceutical 
officials on a bilateral basis and wished to collaborate with WHO. 

Turning to programme 12.2 (Essential drugs and vaccines), he pointed out that 
chemotherapy was the most widespread method of treating and preventing diseases. 
Ensuring adequate drug supplies was the first step towards health for all. Current basic 
demands, particularly in the developing countries, were not met arid their situation 
should be improved through the establishment and implementation of adequate national 
policies. He supported the proposed programme and noted with satisfaction that its 
budget had been significantly increased. 

He considered that one of WHO's basic tasks under programme 12.3 (Drug and vaccine 
quality, safety and efficacy) was to provide reliable and adequate standards on 
medicines, publishing internationally recognized nonproprietary names and The 
International Pharmacopoeia. despite Member States' apparent limited interest in those 
activities. The concept of essential drugs and vaccines could not be developed and the 
revised drug strategy could not be put into effect without such international normative 
action. 

He stressed the importance of facilitating adequate recourse to national traditional 
medicines and medicinal plants under programme 12.4 in response to keen interest in many 
health sectors, particularly in the context of primary health care. However, scientific 
evaluation of the efficiency and safety of such remedies should precede promotion of 
their extended use. Traditional medicine had a unique historical, cultural, geographical 
and medical background in each country - an important point which should also be taken 
into consideration in its promotion. 

He recalled that an amendment to the draft resolution on traditional medicine and 
modern health care had been proposed by the delegate of Togo to add a new operative 
sub-paragraph reading "to encourage traditional therapists to group themselves into 
medical societies". He suggested the replacement of the word "medical" by the word 
"professional" in order to avoid any confusion which might arise from the fact that 
medical societies differed from one country to another. 

Mrs MATANDA (Zambia) supported the proposals under major programme 12. In 
connection with programmes 12.2 and 12.3 she said that considerable progress had been 
made in Zambia in ensuring that essential drugs and vaccines reached the periphery. 
Essential drugs were now supplied to 650 health centres in the form of drug kits, each of 
which covered the requirements of 1000 new attendances : the system had proved to be the 
most effective way of supplying drugs to the remotest part of the country. However, 
shortcomings in transport, poor road networks in certain areas and lack of professional 
staff to advise on correct storage and use of supplies were continuing problems. 

The Zambia national formulary had been revised, and education continued with the aim 
of modifying physicians‘ prescribing habits. A pharmaceutical production centre had been 



established the previous year in order to increase local production of basic essential 
drugs. She welcomed the recommendations by the WHO consultants to strengthen further 
drug production, quality control, and procurement and distribution of drugs. Zambia 
would welcome support for the training of pharmacists, since a local programme was 
lacking. The Pharmacy and Poisons Board had been influential in regulating 
pharmaceutical practices throughout the country. Its vigilance had led to a ban on soaps 
containing mercury, and other similar products. Zambia required assistance in 
strengthening the quality control laboratory. 

She emphasized the importance of programme 12.4 on traditional medicine； many 
people in Zambia consulted traditional healers before seeking help from modern medicine. 
She welcomed the corresponding draft resolution and urged the Director-General to ensure 
that that programme received the desired budgetary allocation. In her view, the concern 
expressed in the amendment proposed by the delegate of Togo was already accommodated in 
operative paragraph 1(5). As a sponsor, she would urge the Committee to approve the 
resolution as it stood to ensure that its effectiveness was not diluted. 

Dr ALVIK (Norway), speaking on behalf of the Nordic delegations - Denmark, Finland, 
Iceland, Sweden and Norway - and referring to programmes 12.2-12.4 - said that one of the 
eight basic elements in the Declaration of Alma-Ata was drug supply, and it could be seen 
from the situation analysis on page 247 of the proposed programme budget how important 
that objective remained. It was estimated that as many as 1500 million to 2000 million 
people had no access, or only irregular access, to essential drugs. The mechanisms for 
sound drug procurement were often weak, and prescribing practices were irrational. To be 
fully successful, the essential drugs concept had to be implemented within the framework 
of a national drug policy. The Nordic countries welcomed the new Division of Drug 
Management and Policies and hoped that it would strengthen the implementation of the WHO 
revised drug strategy formulated by the Nairobi Conference in 1985, endorsed by the World 
Health Assembly in 1986 and reaffirmed by the Executive Board and the Health Assembly in 
1988. The response of the donor community and Member countries testified to the 
soundness of the revised strategy. The Nordic delegations commended WHO on having 
secured an international consensus on the essential drugs concept. Every effort must be 
made to maintain the Nairobi spirit through an open and objective dialogue between 
countries, United Nations agencies, nongovernmental organizations, the pharmaceutical 
industry and consumer groups. The main issue was the further development of the various 
elements of the revised drug strategy in order more effectively to meet the needs of a 
rational use of drugs and the development of comprehensive national drug policies. 

All countries must have access to reliable information on quality, efficacy and 
safety; information on adverse drug reactions was of particular importance. The 
international drug monitoring activities were therefore highly valuable and should be 
further developed in a global context. 

WHO should carefully and critically monitor the impact of the Bamako Initiative, 
which had been designed to generate income through the local sale of drugs； that 
Initiative might, in the long run, undermine efforts to emphasize primary health care. 

The Nordic countries followed with great interest the reorganization of the Division 
and looked forward to collaborating in the various mechanisms established for cooperation 
with Member States. 

Mrs MATEKWE PHOYA (Malawi) fully supported the objectives of major programme 12. 
Because of time constraints, she would limit her comments to programmes 12.1, 12.2 and 
12.4. Her Government approved the importance attached by WHO under programme 12.1 to the 
availability of appropriate clinical and diagnostic capability in district hospitals in 
developing countries. Most deaths certainly occurred at that level of health care 
because of a lack of timely surgical, medical and paediatric care and of diagnostic 
technology. If district health facilities were well equipped with such resources and 
with trained personnel to back up primary health care activities at the community level, 
Malawi would be in a position to reduce its mortality rate. She requested WHO to 
mobilize additional funds for programme 12.1, since the amount shown in the regular 
budget and extrabudgetary funds was insufficient to meet the needs of most district 
hospitals at the country level. 

With respect to traditional medicine, her country had specific policies and 
machinery for collaborating with traditional healers, realizing that they outnumbered 
those practising western medicine in the country. It therefore welcomed the budgetary 



allocation to programme 12.4, which would promote the participation of traditional 
healers in primary health care activities. 

Malawi had completed its compilation of essential drug lists for health care 
facilities and would shortly be embarking on a retraining programme for prescribers. It 
would welcome additional funds under programme 12.2 to help it to procure essential 
drugs. 

Mr HARLOW (United Kingdom of Great Britain and Northern Ireland) concurred with the 
delegate of Norway and other speakers on the importance of the essential drugs programme, 
and joined in confirming continued support for the Nairobi accord on the rational use of 
drugs. 

He agreed wholeheartedly with the reasons expressed by Australia and others for 
their sponsorship of or support for the draft resolution on disability prevention and 
rehabilitation, and was pleased to support it with the amendment proposed by the delegate 
of the USSR. 

Mr BIRAUD (United Nations Development Programme) drew the Committee's attention to a 
noteworthy accomplishment : the International Initiative against Avoidable Disablement 
(IMPACT), which was designed to play the same role in regard to incapacities as that 
played by preventive medicine in regard to diseases, in the same spirit as the draft 
resolution on disability prevention and rehabilitation that was before the Committee. 

IMPACT had been established in 1983 with joint sponsorship by UNDP, WHO and UNICEF 
in collaboration with the United Nations Centre for Social Development and Humanitarian 
Affairs. Its role was to promote action through programmes of development and health and 
with resources from the private sector for the prevention and cure of prevalent causes of 
disability against which appropriate and cost-effective control technology existed. 
IMPACT, which was provided with staff by UNDP, also benefited from the policy, guidance 
and technical support of WHO. He expressed UNDP‘s appreciation of the outstanding 
personal contribution of the Regional Director for South-East Asia in that connection. 
Over the past five years IMPACT had shown its potential for sustainable change in the 
interest of those affected by disabilities - one tenth of humanity. It was estimated 
that half the causes of disability in developing countries could be prevented or 
substantially mitigated by the application of a limited range of basic interventions at 
an acceptable cost. An IMPACT policy review meeting had recently been convened by UNDP 
to consider developments over the next five years with special reference to priorities, 
relationships, structures and resources, and had reached a number of major conclusions, 
with corresponding recommendations. 

In the first place, impairments, disabilities and handicaps constituted a global 
challenge in terms of development, conservation and health policy and a barrier to the 
participation of millions of people in the productive life of their communities. The 
removal of those impediments through proven technology should be a major challenge to 
governments and the international community. IMPACT worked through all kinds of 
alliances for action recognized by the United Nations to ensure disability prevention, 
rehabilitation and equalization of opportunities. 

Secondly, IMPACT'S parent organizations and many other international and 
nongovernmental organizations had important activities in the field concerned, and IMPACT 
should relate to their programmes, benefiting from their experience and resources and 
developing its alliance with professional organizations and organizations of disabled 
people. Through its flexible and innovative approach, IMPACT could also add its own 
dimension to those programmes. 

Thirdly, the main thrust of IMPACT was in primary health care. It was also 
recognized that action to mitigate mental handicaps and help restore sight, movement or 
hearing were the most dynamic means of developing confidence and commitment of 
communities to health for all. 

The recent review meeting had further agreed that integrated national programmes for 
the prevention of disability had conspicuous advantages over separate vertical 
programmes. A powerful example was a recent programme in India introducing a disability 
prevention component at all levels of the health and development structure. It had been 
agreed that one of IMPACT‘s priorities over the next five years should be to seek the 
establishment of such programmes in at least 20 countries. 

Increased human and financial resources were considered to be imperative. IMPACT‘s 
parent organizations were requested, as a matter of urgency, to do everything possible, 



within the limits of regular and extrabudgetary resources, to support it, particularly by 
defraying its central management costs, strengthening its headquarters staff and helping 
to develop and support its essential panel of consultants and advisers. 

The mobilization of the managerial talent and financial resources of the private 
sector had been seen as a characteristic feature of IMPACT. The development of 
foundations on the model of those already established should be a priority during the 
next five years. Help in that development was requested from the country representatives 
of UNDP, UNICEF and WHO. It was recognized that national foundations were autonomous 
organizations with flexibility of action and freedom to develop projects within the 
general strategy. They depended for fund-raising on the development of projects at the 
individual and community levels with low unit cost, accountability and continuous 
feedback of information. It was an important part of the role of IMPACT's international 
office in Geneva to develop projects in a form designed to appeal to donors. 
Consultation with the foundations was being developed, and overall strategy and 
guidelines were being established for the formulation and implementation of those 
projects in the field. IMPACT'S international office would also collaborate with the 
foundations to provide effective publicity, including the development of a library of 
photographs, videos and progress reports. 

Another characteristic of IMPACT identified by the review meeting was the extent to 
which it drew on the enthusiasm and innovation of volunteers, whose status should be 
appropriately recognized and supported. The existing panel of consultants was to be 
enlarged by the establishment of advisory groups to assist with the development of 
strategies and priorities. In realizing those objectives, IMPACT must develop an 
information and funding strategy carefully directed towards critical targets at both the 
national and international levels. A means must be found of enlisting the interest and 
support of multinational corporations and external support agencies. 

Many of IMPACT'S projects had been seen as classical examples of the effectiveness 
of technical cooperation among developing countries and the UNDP-sponsored "Partners in 
Development Programme", involving nongovernmental organizations more actively in the 
developing process. 

Finally, the policy review meeting had been of the opinion that through its 
contribution to the prevention arid mitigation of disablement, IMPACT represented a 
typical example of "development with a human face". 

Dr CO^KUN (Turkey) referring to programme 12.5 and the draft resolution on 
disability prevention and rehabilitation, said that he understood disability to mean 
physical and mental disability, and rehabilitation to include rehabilitative services for 
the mentally ill and mentally handicapped. It was stated in paragraph 3 of the situation 
analysis concerning rehabilitation that the worldwide prevalence of disability was 
estimated to be between 7% and 10%. The diseases and disorders listed in the same 
paragraph as causes of disability included chronic somatic and mental disorders. It 
should be recalled that two-fifths of all disabilities, or 160 million cases, were 
related to mental diseases. 

He understood from other delegates that it was not considered useful to insert any 
reference to mental health in the draft resolution, since it was not thought to fit in 
with the general approach. For the sake of consensus, his delegation would not oppose 
the draft resolution, but remained nevertheless uneasy about its limited scope； the 
figures provided and explanations given for concentrating on selected topics were hardly 
sufficient. He hoped that all disabilities, including those of the mentally ill and 
mentally handicapped, together with the psychosocial aspects of the matter, would be kept 
in mind during the implementation of the draft resolution. 

Dr DOUG-DEEN (Trinidad and Tobago) said that operative paragraph 2(4) of the draft 
resolution, in specifically referring to optical and hearing aids and orthopaedic 
appliances, also tended to reflect a narrow concept of disability that was not fully in 
keeping with the broader scope of the title. Secondly, reference should be made to the 
critical issues of maintenance and repair of appliances. Thirdly, the reference to the 
"development of new manufacturing processes..." was not equally applicable to smaller 
Member States. He had prepared and discussed a corresponding amendment； the principal 
sponsor wished to retain the references to optical and hearing aids, but had agreed to 
insertion of the words "where appropriate" between "services" and "for", and additions at 



the end, of the words "and their repair and maintenance". The words "and appropriate" 
should also be inserted in the second line, between the words "new" and "technological". 
Operative paragraph 2(4), in its amended form, would thus read: 

to strengthen further collaboration with governments and nongovernmental 
organizations in promoting new and appropriate technological approaches, such as 
efforts to increase the availability of optical aids (local workshops and low vision 
centres), the provision of appropriate hearing aids, and the development of new 
manufacturing processes allowing decentralized services where appropriate for 
orthopaedic appliances and their repair and maintenance； 

Mr SAMSOM (Netherlands), referring to programmes 12.2 and 12.3, said that his 
delegation was concerned about the future. The kingpin of the health-for-all strategy 
was the promotion of primary health care as the basic concept in both the prevention and 
cure of disease. The supply of effective, safe drugs of good quality to the population 
was an essential element of care. In the past, WHO had undertaken major initiatives : 
The International Pharmacopoeia. the International Nonproprietary Names, the "Good 
practices in the manufacture and quality control of drugs" and the "Certification scheme 
on the quality of pharmaceutical products moving in international commerce", the 
Pharmaceutical Newsletter. designed to raise the awareness of the competent authorities 
of Member States with regard to the efficacy and safety of drugs, and the periodic 
international conferences of drug regulatory authorities, which facilitated the exchange 
of experience and views among top drug regulatory officials, were all highly important. 
The current well-developed administrative and scientific procedure for the implementation 
of WHO's statutory functions under the international treaties on narcotic drugs and 
psychotropic substances must be maintained. The development of the essential drugs 
concept embodied in the Action Programme on Essential Drugs was a priority activity, and 
the momentum gained in its implementation over the past year after a slow start was 
welcomed; a key element had been the attraction of leadership and talent for its 
organization. The revised drug strategy, which had subsequently been reflected in 
Executive Board and Health Assembly resolutions, had been generally recognized as a major 
step forward; neither the substance nor the terminology of those resolutions must be 
watered down; his Government would be vigilant. 

Almost immediately after his inauguration, the Director-General had decided to 
amalgamate all drug-related activities at headquarters under a single new Division of 
Drug Management and Policies, and the effective leadership in the Action Programme had 
disappeared. The failure to fill the position of Director of that Division had had an 
immediate adverse impact on the continuity of the Programme and the rigour with which it 
was being implemented. 

Over the years, the standard-setting functions of WHO in the drug field had become 
ever more neglected and the financing inadequate. That was all the more regrettable 
because the circumstances in which those functions had to be performed were changing 
rapidly. The establishment of the single European market in the European Economic 
Community in 1992 would constitute a milestone from the point of view of the standards 
governing the quality, efficacy and safety of drugs moving in international trade, and 
would undoubtedly necessitate arrangements with the authorities in North America and in 
Japan. Both in Europe and North America, the economic aspects of the drug supply systems 
were receiving increasing political attention, and WHO could not remain unaffected. The 
developments would affect the health and economic interests of the developing world; the 
Organization should act as a forum to facilitate the equitable distribution of the fruits 
of technological and scientific progress in the pharmaceutical field. Governments 
throughout the world should help each other in the health field and WHO was the only 
common forum available for that purpose at the global level. 

It was essential for political priority to be given to the Action Programme on 
Essential Drugs within the structure of the new Division and for the standard-setting 
functions of the Organization in the pharmaceutical field to be geared to support that 
political priority. The qualifications of the new Director of the Division and the new 
manager of the Action Programme would be indicative of the direction and impetus which 
the current WHO administration intended to give to the Programme. The new officials 
would greatly benefit from the past experience and dedication of the staff in the units 
concerned. 

He was convinced that the cost of new drug development, particularly where the 
application of advanced biotechnology was concerned, would be borne mainly by the 



combined markets of the industrialized world, providing a basis for the equitable 
distribution of the economic assets needed to support the pharmaceutical supply component 
of health care in the developing world. 

WHO's drug policies would inevitably contribute much to the improvement of national 
health care systems, particularly in the developing world; the Organization could not be 
influenced by partial, short-term interests. A meeting of interested parties was shortly 
to be held to examine the issues in the pharmaceutical field, and the Netherlands 
expected the Director-General to state his political intentions. On the basis of the 
information received and the ensuing discussion, the Government would have to review its 
commitments in that critical area. 

The meeting rose at 17h30. 



ELEVENTH MEETING 

Wednesday. 17 May. 1989 at 18h3Q 

Chairman: Dr J.-P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Diagnostic, therapeutic and rehabilitative technology (major programme 12) 
(Documents PB/90-91, pages 239-264, and EB83/1989/REC/1, Part II, Chapter II, 
paragraphs 48-53) (continued) 

Dr HU Ching-li (Assistant Director-General) thanked delegates for their support and 
encouraging comments on the programme. As several delegates had pointed out, the 
Director-General had clearly stated that the purpose of establishing a new Division of 
Drug Management and Policies was to ensure better coordination of all related units so 
that resolutions adopted by the Health Assembly and Executive Board having a bearing on 
drug policies and strategies could be better implemented. 

Referring to the concern expressed by the delegate of the Netherlands about the 
future of the Action Programme on Essential Drugs, he recalled that WHO programme 
implementation was inevitably based on decisions taken by Member States in the form of 
Health Assembly and Executive Board resolutions, and while good personnel and sound 
management had a very important role to play, the programme was of course not dependent 
simply on individuals but relied on the support and decisions of all Member States. 

Referring to clinical, laboratory and radiological services, in connection with 
which many delegates pointed out that they would like the Organization to pay particular 
attention to the whole issue of health care technology, he stressed the need for the 
assessment, transfer and maintenance of technology. As the Director-General had already 
indicated, consultations were currently proceeding with Regional Directors on the 
desirability of establishing a new division on health care technology as a means of 
tackling the issue as a whole. 

Referring to programme 12.1 (Clinical, laboratory and radiological technology for 
health systems based on primary health care), he assured the delegate of the Soviet Union 
that extrabudgetary funds in addition to the US$ 11 million of the regular budget and 
those shown under "Other sources" in the table on page 246 of the programme budget volume 
were indeed expected to be forthcoming during the 1990-1991 biennium. 

Referring to programmes 12.2 (Essential drugs and vaccines) and 12.3 (Drug and 
vaccine quality, safety and efficacy), he reassured members of the Committee that WHO 
would continue to provide support to Member States for essential drug programmes, 
development of national drug policies, rational use of drugs and for assuring the quality 
of drugs and vaccines, in accordance with past decisions of the Health Assembly and in 
the spirit of the Nairobi Conference of Experts on the Rational Use of Drugs. Support 
would be available on the assessment and estimation of demands for drugs at country level 
and on the refining of methodology. 

While poliomyelitis vaccines would no doubt be further discussed under major 
programme 13, the Secretariat had taken note of the experience described by the delegate 
of Israel. 

Referring to programme 12.4 (Traditional medicine) and noting the expressions of 
support for the draft resolution, he informed the meeting that, although funds for the 
programme were limited, 21 projects had already been prepared and submitted to donor 
agencies in the hope that extrabudgetary support might be forthcoming. 



Referring to programme 12.5 (Rehabilitation) and the comment by the delegate of 
France, he confirmed that funds shown in the table on page 264 of the programme budget 
volume were for the first year. Other funding possibilities would be explored in coming 
years. 

The CHAIRMAN invited the Committee to consider the draft resolution on disability 
prevention arid rehabilitation, which had been introduced at the ninth meeting. 

\ 

Dr LARIVIERE (Canada), referring to the proliferation of draft resolutions before 
the Health Assembly, pointed out that several of them requested the Director-General to 
report to the next Health Assembly, and he called on delegates to authorize the 
Director，6eneral to include such reporting within his next annual report in cases 
pertaining to regular activities. ш 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, drew 
attention to two proposed amendments to the draft resolution. The delegate of Mozambique 
had p¿¿posed at the ninth meeting that operative paragraph 1(3) should mention " . . . 
rehabilitation and supportive referral services". The delegate of the Soviet Union had 
proposed at the tenth meeting that, in operative paragraph 2(2), after "war victims" the 
words "and the victims of natural disasters" should be added. Certain drafting 
amendments to operative paragraph 2(4) had also been agreed between the sponsors and the 
delegate of Trinidad and Tobago as reported at the tenth meeting. 
j 
¡ The proposed amendments were adopted. 
j 
,The draft resolution, as thus amended, was approved•丄 
(For approval of the draft resolution on traditional medicine and modern health 

care, see summary record of the thirteenth meeting, page 196.) 

Disease prevention and control (major programme 13) (Documents PB/90-91, pages 265-358, 
and EB83/1989/REC/1, Part II, Chapter II, paragraphs 54-71) 

Programmes 13.1 to 13.5: Immunization; Disease vector control: Malaria: 
Parasitic diseases : Tropical disease research 

The CHAIRMAN invited the Committee, in the course of its discussions, to consider 
draft resolutions on the elimination of dracunculiasis, malaria control, and control of 
disease vectors and pests (see pages 165-168 below), as well as the draft resolution 
recommended by the Executive Board in resolution EB83.R2 on the Expanded Programme on 
Immunization. 

Dr NTABA (representative of the Executive Board) said that the comprehensive 
progress and evaluation report on the Expanded Programme on Immunization (EPI) 
(document EB83/4) had been commended by the Executive Board to the Health Assembly. 
In resolution EB83.R2, the Executive Board had endorsed the outlined plans for the 
Programme for the coming decade, including the Plan of Action for the Global Eradication 
of Poliomyelitis. The Programme was one of the building blocks of primary health care 
and could contribute greatly to strengthening the health infrastructure and health system 
in a country. The Executive Board emphasized that, in adopting poliomyelitis eradication 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA42.28. 

2 Updated as document A42/10, which is published in document WHA42/1989/REC/1, 
Annex 6. 



as target, momentum in vaccinating against the other EPI target diseases should not be 
lost. Mass immunization campaigns and "immunization days" were not substitutes for 
sustained efforts and could in fact lead to a waste of human and financial resources. In 
all countries, developed and developing, sustained political, financial and social 
commitment was needed to achieve and sustain full coverage with all EPI antigens. The 
Executive Board recognized the need for regional disease control targets relating to EPI 
target diseases of regional significance. 

The Executive Board endorsed the activities proposed under programme 13.2 (Disease 
vector control). It believed that the momentum in that area could be maintained in spite 
of the abolition of two posts at the global level. 

Regarding programme 13.3 (Malaria), the Executive Board noted the deterioration in 
the malaria situation in many parts of the world due, inter alia, to vector and parasite 
resistance. It emphasized that sustainable improvements in the situation were not likely 
to be achieved in the short term or even in the medium term and that the situation could 
well deteriorate further. It also recognized that, in many countries, not only was 
managerial capability lacking but there was a shortage of adequately trained and 
experienced personnel to undertake the epidemiological, diagnostic and therapeutic 
activities required. It therefore emphasized the major role that WHO had to play in 
attracting sustained technical and financial support from the international community. 

The Executive Board noted that the mutual complementarity of technical operations 
and research activities in programmes 13.2 (Disease vector control), 13.3 (Malaria) and 
13.5 (Tropical disease research) would be maintained. 

It endorsed the operational research proposals under programme 13.4 (Parasitic 
diseases), recommending that increased attention should be paid to the control of 
leishmaniasis and Chagas‘ disease and, to that end in particular, that a professional 
post should be established. 

Dr WILLIAMS (Nigeria) recalled that dracunculiasis or guinea-worm disease was 
contracted by drinking contaminated water and could be totally eliminated by making safe 
water conveniently available to the rural population. The disease was manifest by worms, 
two or three feet long, which could emerge from the skin in any part of the body; it was 
a painful and crippling disease adversely affecting cultural activity and school 
attendance. Nigeria had the world's largest concentration of victims； the Nigerian 
Government had therefore decided to eliminate guinea-worm from Nigeria by 1995, in 
collaboration with the "Global 2000" project, WHO, UNICEF and other agencies and friendly 
governments. UNICEF, at its recent Executive Board meeting in New York, had also passed 
an important resolution on the elimination of the disease in the endemic countries by the 
1990s. It had also voted US$ 1.5 million to support case detection in 1989-1990 in such 
countries. 

The Government of Nigeria had recently completed a well planned and brilliantly 
executed national case detection exercise with the collaboration of the "Global 2000" 
project and had registered a total of 653 492 cases in 5872 villages, affecting 212 of 
the country's 304 local government areas. While elimination of the disease had been an 
integral part of the country's drinking-water and sanitation programme, it was recognized 
to be beyond the resources available to the Government. For that reason, former United 
States President Carter, in his capacity as head of the "Global 2000" project, was 
organizing a donors‘ conference to be held in Lagos (30-31 July 1989) to mobilize 
external funds and resources for the elimination of guinea-worm in all endemic countries. 

The activities proposed in paragraph 32 of the programme statement for parasitic 
diseases (programme 13.4) were inadequate. Therefore his delegation, with others, was 
submitting a draft resolution on the subject. 

Professor HIZA (United Republic of Tanzania) said that programmes 13.2 to 13.15 
related to controllable diseases. Indeed, the control of those diseases was an essential 
element of primary health care that the developing countries had to focus on more sharply 
if they were to achieve health for all. Experience had shown that local communities 
should develop their own control methods with logistic support from the central health 
authorities. Community participation was therefore of crucial importance, and developing 
countries should work out strategies for control measures at the family, village and 
community levels, and institute surveillance activities. Programmes for the control of 
epidemics must provide for guidance during and after the epidemic and surveillance after 



the epidemic, especially in respect of cholera and plague. In that connection, the 
developing countries could expect little assistance from donors except in respect of 
tuberculosis, leprosy, sexually transmitted diseases, including AIDS, and blindness. The 
commendable initiative of the Regional Director for Africa in establishing the Africa 
Health Development Fund would provide valuable supplementary resources. Member States of 
WHO were invited to contribute to the Fund for the benefit of the developing countries in 
Africa. 

Mrs MATANDA (Zambia) fully supported the proposals for disease prevention and 
control. With regard to immunization (programme 13.1), she felt that the experience had 
clearly shown that much could be achieved through the organization of health systems and 
community mobilization. She was confident that, through greater efforts, Zambia's 
coverage rate of 67% could be increased to meet the target. 

Progress had been almost negligible in combating malaria, and floods had exacerbated 
the problem. Zambia was grateful for WHO support, and she welcomed the proposed 
strategies. She did, however, feel that the country provisions were negligible and 
regretted that extrabudgetary resources had not been made available for so large a 
programme. Both mortality and morbidity from malaria were high in Zambia. Her 
delegation therefore endorsed the action advocated by the Executive Board in resolution 
EB83.R16. 

Professor BORGOÑO (Chile) noted that the Expanded Programme on Immunization had 
clearly made good progress, although there remained some way to go and difficulties to be 
overcome. Experience in the Region of the Americas had shown that poliomyelitis could be 
eradicated quite rapidly, but there were difficulties in keeping up the political will of 
governments to continue the programmes, and the necessary laboratory support for 
epidemiological surveillance. He warned that the problem, which at first appeared 
simple, could gradually reveal greater complexities. Exchange of information with the 
Region of the Americas, where eradication was more advanced, would be particularly 
important in enabling others to learn from that Region's experiences. 

He noted that the draft resolution on the control of disease vectors and pests, as 
also certain others, such as the one on the control of foodborne zoonoses, called for a 
series of specific activities and a certain programme emphasis. The Committee might wish 
to consider whether, as had been suggested during the discussions on the method of work 
of the Health Assembly and of the Executive Board, such resolutions with far-reaching 
implications should not first be considered by the Executive Board, which would be able 
to go into all the details. 

He recalled that the first eradication programme had been against malaria, yet the 
malaria situation had deteriorated compared with other diseases； he asked how WHO's 
strategy was adjusted to take account of the relative importance of such factors as 
vector control, management of the disease and of patients, resistance of the parasite to 
drugs, and vector resistance. Not just one but several regions were affected, and the 
success of the programme throughout the world depended on timely and effective action. 

� 
Dr LARIVIERE (Canada) expressed general agreement with the proposals for malaria 

(programme 13.3) and shared the Executive Board's concern at the deteriorating 
situation. Malaria remained the major health problem for many countries and, in others, 
gains of several decades were being lost in a matter of months. Current efforts and 
resources were inadequate. It was not clear why the budgetary allocation for the 
programme was being reduced; the Director-General should consider making more resources 
available. 

The Expert Committee's recommendations on malaria control were sound. However, to 
be effective, the various components of the control strategy had to be carefully 
coordinated. That also applied to international efforts. WHO had convened a first 
coordination meeting for malaria control three years previously, at which the need for 
international coordination had been clearly demonstrated. The current malaria situation 
might well justify convening a second coordination meeting. 

His delegation was pleased to co-sponsor the draft resolution on malaria control and 
invited all delegations to give it their support. 



the need for a prior examination of them by the Executive Board. Sometimes that approach 
might be desirable, but delegates were fully entitled to carry out their own review. 

It was clear that the Expanded Programme on Immunization was progressing 
satisfactorily, as shown by the 50% coverage of all children in 1988 - although the 
figure was only 20% in the case of diphtheria. To achieve the goal of 80%, planning and 
coordination would not suffice； the efforts of all concerned would have to be focused on 
countries with a low coverage rate. His country was ready to provide scientific 
expertise, especially on diagnostic methods. He noted that the Programme recommended 
that vaccination against measles be carried out at nine months； however, data from 
several developing countries showed that 25% of cases occurred earlier, and that should 
be taken into account. With regard to the target of eliminating neonatal tetanus by 
1995, it seemed clear that coordination between the different WHO programmes would have 
to be strengthened. He commended the poliomyelitis eradication target and supported the 
draft resolution on the subject recommended in resolution EB83.R2. 

Communicable diseases were still a serious problem requiring the Organization's 
attention. The proposed strategies were sound but some clarification was needed, for 
instance with regard to the scope of the programme. More attention might be paid to 
improving the classification of the diseases, learning more about the vectors and 
resistance to pesticides, and investigating new control methods. 

Resolution EB83.R16 was proof of the Executive Board's concern about malaria. He 
urged that in future attention be paid to such crucial programme components as research, 
particularly on diagnostic methods for developing countries, organization of malaria 
control, antimalarial drugs, training and technology. Support by the Organization was 
essential in all those fields. 

Other proposals meriting attention included the integrated control of parasitic 
diseases within primary health care, cooperation of WHO and the Member States in the 
field of epidemiology, and combination of national parasitic disease control activities 
such as leishmaniasis control with community water supply and sanitation and food safety 
activities. In programme 13.5 (Tropical disease research) priority should be given to 
such matters as investigating the problem of drug resistance in malaria parasites and to 
further development of malaria and leishmaniasis vaccines and vector control, 
epidemiological research and methods for malaria arid leishmaniasis control, arid 
strengthening of institutions and training. 

Dr GRANT (Ghana), referring to programme 13.4 (Parasitic diseases), said that Ghana, 
like Nigeria, had to contend with the age-old scourge of guinea-worm infection or 
dracunculiasis, which had such devastating effects on health and agriculture. Ghana was 
therefore fully involved in the programme with help from the "Global 2000" project and 
the Bank for Credit and Commerce International. The endemic countries placed 
considerable hopes in the outcome of the donors' conference in Lagos. Elimination of 
dracunculiasis could be an entry-point for primary health care in villages because it was 
the one subject on which communities needed no convincing once control measures had 
begun, though education could make an important contribution in reforming cultural 
attitudes. It would also bring together other sectors in a programme that produced 
social, economic and health benefits for the community. With the discovery of 
ivermectin, the time had come to tackle the scourge. Her delegation was therefore a 
со-sponsor of the draft resolution on the elimination of the disease in the 1990s. 

With regard to malaria control and prevention, she approved the proposals and fully 
supported the draft resolution, reaffirming that the affected countries could do a great 
deal to help themselves by adopting simple measures to improve environmental sanitation. 
Of course the search for new and more powerful drugs could go on; but every drug had its 
drawbacks, and the considerable sums spent on research and development could be used to 
meet other urgent needs. 

Dr N'JIE (Gambia) expressed appreciation for the good work done by the Expanded 
Programme on Immunization, as described in the progress and evaluation report. The 
figures for global coverage spoke for themselves, and he trusted the momentum would be 
kept up. 



As for malaria (programme 13.3), he noted that a strange pattern of infection had 
developed in West Africa over the last few years. Not only had prevalence increased, but 
the disease itself seemed to have become more virulent. Children were succumbing even 
while receiving the scheduled treatment under medical supervision. The problem was not 
chloroquine resistance, and he trusted the Organization would look into it. More 
generally, he felt that, in view of the worsening situation, it might now be time to 
reconsider the Organization's malaria control strategy, which was still based on early 
diagnosis and treatment； the primary health care experiment in Gambia had shown that 
that approach was not always effective； most infected children died within 40-48 hours. 
His country could hardly afford vector control and found it rather unprofitable, although 
the use of impregnated bed nets was being tried. Other methods should be considered, 
such as chemoprophylaxis, especially for the high-risk groups of "under-fives" and 
pregnant women. 

Dr LU Rushan (China) expressed appreciation for the progress and evaluation report 
on the Expanded Programme on Immunization. China's Ministry of Public Health had set up 
a consultative committee to study the problem of vaccination techniques and ways of 
achieving 85% coverage of the population at district level. The committee had drawn up a 
plan for complete control of poliomyelitis within the period 1988-1989； that should be 
feasible since the 1988 statistics showed that, out of 2800 districts in the country, 
2641 had reported no cases of the disease. However, before proceeding with the 
vaccination programme, certain difficulties had to be overcome. In particular, there was 
a need to strengthen the activities at the periphery and in certain less economically 
advanced areas. His Government trusted that further aid would be forthcoming from WHO 
and UNICEF to achieve the targets under the immunization programme. It fully supported 
the draft resolution recommended by the Executive Board in resolution EB83.R2. 

Mr INFANTE (Spain) said that his delegation, as a sponsor of the draft resolution on 
malaria, was concerned at the apparent decreases in the budget allocations for programme 
13.3, which affected the African Region under both "country" and "regional and 
intercountry" activities and the Eastern Mediterranean Region under "country" 
activities. He requested clarification on that point, although he was aware that many 
antimalaria programme activities were integrated with other activities, particularly with 
those based on primary health care as mentioned in paragraph 35 of the programme 
statement. He was not sure that the global effort of WHO in the fight against malaria 
could be maintained at an adequate level with the budget allocations proposed. 

He endorsed the Canadian delegate's suggestion that a second international 
coordination meeting should be convened. His Government would support such a meeting and 
actively participate in it. 

Professor MULLER (Netherlands) said that his delegation had been impressed by the 
progress recorded in the report on the Expanded Programme on Immunization. That report 
was pervaded by a mixture of euphoria and realism, with euphoria perhaps too 
predominant. The situation with regard to measles and neonatal tetanus justified 
concern; in several countries coverage was still below 10%, which might not augur well 
for the global eradication of poliomyelitis by the year 2000. However, the effort to 
eradicate poliomyelitis was seen as an effective means of accelerating the achievement of 
high coverage for the other diseases preventable by immunization and of fostering the 
development of primary health care in general, whereas it might even draw human and 
financial resources away from other equally important health problems. That had been 
implicitly recognized by the Director-General in paragraph 36 of the programme statement 
for paragraph 13.1, which read: "Additional extrabudgetary resources will be needed if 
long-established support of activities for reducing morbidity and mortality from the 
other target diseases of the programme is to be maintained . . .". If those additional 
resources were not forthcoming, the question of priorities would thus be raised. 

He welcomed the draft resolution on malaria control emphasizing the epidemiological 
importance of man-vector interactions, and wished to join the sponsors of that 
resolution. 

He also welcomed the attention paid under disease vector control (programme 13.2) to 
innovative control methods suitable for community-based health care systems, such as 
impregnated bed nets. In addition, that programme carried a much wider responsibility, 



being concerned with many serious vector-borne diseases other than malaria. The 
Netherlands fully endorsed the programme and had provided support to it by making two 
associate professional officers available for specific programme components. 

Like the delegations of Canada and Spain, his delegation had noted a certain 
inconsistency between the emphasis placed on malaria control and the significance of 
other vector-borne disease on one hand and the decrease of regular budgetary resources 
for those programmes on the other; he requested an explanation. In sponsoring, along 
with other delegations, the proposed resolution on the control of disease vectors and 
pests, his delegation's intention was not to plead for more money for the programme, but 
to promote more clarity as to its role and position. The last subparagraph of that draft 
resolution should be interpreted as a request for the item to be placed on the agenda of 
the Executive Board. 

The problem of the major parasitic diseases (programme 13.4) was enormous； he 
strongly endorsed the idea that control should be organized through the utilization of 
the most peripheral health units or should be part of the primary health care system. He 
also supported the draft resolution on the elimination of dracunculiasis. 

Tropical disease research (programme 13.5), with a relatively modest provision, was 
playing a crucial role globally in the stimulation and coordination of research and 
training in respect of six major tropical diseases. The staff was fortunately not 
deterred by the fact that dependence on extrabudgetary funds implied some degree of 
financial uncertainty. He hoped that the funds would be not just sustained, but 
increased. 

With regard to the field application or advanced clinical trials of improved or new 
chemotherapeutic agents for at least three of the six diseases by 1995, he asked which 
three diseases were the most likely candidates. Lastly, he asked the reasons for the 
changes in allocations from the regular budget for the different regions between 
1988-1989 and 1990-1991. 

Dr MIRCHEVA (Bulgaria) expressed satisfaction with the report on the Expanded 
Programme on Immunization, whose success was largely attributable to unity of purpose. 
However, the unsatisfactory pace of child immunization and improvement of coverage, and 
their possible epidemiological impact, were a source of concern. Worldwide and national 
efforts should concentrate on the global elimination of poliomyelitis by the year 2000. 
Bulgaria was supporting expanded programmes of immunization by providing concrete 
material assistance and advisory services, as well as experience. 

It was expected that poliomyelitis would be eradicated from Bulgaria by 1995； cases 
were isolated and universal child immunization had been achieved. In order to prevent 
rubella in pregnancy a scheme had been introduced for the gradual immunization of women 
of childbearing age, and since 1988 a hepatitis В vaccine had been administered to the 
children of HBsAg-positive mothers. The introduction of those vaccines and of vaccines 
against retroviruses and bacterial intestinal infections was expected to contribute to 
the control and eradication of communicable diseases. 

She supported the draft resolution on the Expanded Programme on Immunization 
recommended by the Executive Board in its resolution EB83.R2. 

Dr DAVIS (United States of America) said that the Expanded Programme on 
Immunization, like the smallpox eradication programme before it, provided a compelling 
demonstration of what unity of purpose could achieve. He welcomed the use of morbidity 
and mortality statistics to measure its impact, as well as the establishment of national 
disease reduction targets and targets for locally-defined population at risk. 
Surveillance systems must be improved in order to show where additional effort was 
needed. 

The goal of poliomyelitis eradication had been accepted. Its achievement presented 
unique challenges, particularly in some African countries, for which he urged WHO to make 
every effort to develop appropriate plans and programmes. He supported the draft 
resolution recommended in Executive Board resolution EB83.R2. The effort to eradicate 
poliomyelitis promised to be a major boost to the Expanded Programme during the 1990s. 
He supported that initiative and hoped that other donors to bilateral programmes and 
other national programmes would help to ensure successful eradication of the disease by 
the year 2000. 



Malaria was again attaining epidemic proportions in many countries, especially in 
Africa, and was increasingly hampering economic development in the least developed areas 
of the world. Numbers of cases were beginning to overwhelm primary health care systems 
into which malaria control programmes had often been integrated. The considerable 
increase in drug resistance over the past decade was making control more difficult and 
costly. In January 1989 the Executive Board had affirmed that malaria control must 
remain a global priority and had requested the Director-General to strengthen WHO's 
programme and reinforce training programmes at all levels. He joined Canada, Spain and 
the Netherlands in deploring the decrease in the budgetary allocation, including that for 
Africa, and requested a report on the action taken in response to the discussions of the 
Executive Board on the subject. His delegation, with others, was sponsoring the draft 
resolution on malaria control. 

Dr HOPKINS (National Council for International Health, United States of America), 
speaking at the invitation of the CHAIRMAN on behalf of the "Global 2000" project of the 
Carter Presidential Center (Atlanta, Georgia, USA), said that there had been considerable 
progress towards eradication of dracunculiasis since the Thirty-ninth World Health 
Assembly had adopted its first resolution on that subject in 1986 (resolution WHA39.21). 
Evidence of that progress had been summarized in the Director-General‘s report to the 
Executive Board in document EB83/9: whereas fewer than 10 000 cases of dracunculiasis 
had been reported for all of Africa each year during the early 1980s, as a result of 
improved surveillance two countries alone had reported over 725 000 cases for 1988. 

UNDP had recently made US$ 249 000 available to help endemic African countries 
develop plans of action and prepare proposals for other donors. A meeting of affected 
countries in the Eastern Mediterranean Region had been held in April 1989 in Islamabad. 
In July, former United States President Jimmy Carter would give the keynote address in 
Lagos at an international donors' conference со-sponsored by the "Global 2000" project, 
the Bank of Credit and Commerce International, UNDP and UNICEF. 

No informed person could now doubt that dracunculiasis could be eradicated. The 
disease had already been eradicated in one large country over 50 years earlier, and in 
several countries of the Eastern Mediterranean Region more recently. It had probably 
also been eradicated already in two of the African countries in which it had been said to 
be endemic. 

That dracunculiasis should be eradicated, even though it was not a threat to 
industrialized countries, was accepted by those who had seen or understood what it did to 
its millions of victims, especially since three groups of measures were known to prevent 
it completely: they related to water supply, health education and vector control, two of 
which were key elements of primary health care. If humanitarian reasons were not enough, 
the economic impact of the disease certainly justified eliminating it as quickly as 
possible. For example, data from a study financed by UNICEF showed losses of over 
US$ 20 million per year in profits from rice production alone in one small area with only 
1.6 million people in one large African country where many farmers were disabled by 
dracunculiasis. 

As a paediatrician he saw no important difference between a child disabled by 
poliomyelitis and one who was permanently disabled by dracunculiasis. Both diseases were 
easily prevented; neither should be tolerated. He also saw little difference between a 
community whose farmers were held in thrall by onchocerciasis and a neighbouring village 
whose occupants were incapacitated by dracunculiasis. Both endemic diseases represented 
preventable atrocities and injustices. 

The only question remaining was how soon dracunculiasis would be eradicated. For 
sufferers and those who had seen their suffering, one year would not be soon enough； the 
outcome depended directly on how soon adequate assistance was extended to endemic 
countries. 

Dr OPOLSKI (Poland), referring to programme 13.1 (Immunization), said that 
immunization coverage in Poland was rather high, being 95% where BCG was concerned and 
95.3% for diphtheria and tetanus immunization. Because of scepticism over such good 
results, surveys had been carried out to check the reliability of statistics, as well as 
the quality of immunization at district level, using methodology elaborated by WHO as a 
base for the entire programme. The high coverage and quality of immunization had been 
proved, but even more important was the relevance and usefulness of such surveys in the 
evaluation of immunization programmes. He asked whether studies had been made of 



duration of immunization protection where the pathogen had limited circulation or none at 
all and there was consequently no boosting effect of natural infection. 

He welcomed the report on the Expanded Programme and expressed support. 

Mr BAIL (Australia) supported the continuation of the Expanded Programme as a major 
WHO programme. Australian experience confirmed the statement at the eighty-third session 
of the Executive Board that the long-term success of the Programme depended entirely on 
the existence of suitable national mechanisms to sustain the initiative once direct WHO 
involvement ended. His Government encouraged all Member States to accord such mechanisms 
a very high priority in their national health strategies. To do otherwise was to forgo a 
very effective tool for improving the health standards of all populations. 

He pointed out that Australia had achieved over 50% immunization coverage, and 
requested that the indicator in Figure 2 of the progress and evaluation report be changed 
accordingly. 

Dr GAROFALO (Italy), noting the proposal in paragraph 16 of the programme statement 
on malaria (programme 13.3) concerning support to "interregional coordination meetings 
for the exchange of experience in diagnosis, management and prevention of malaria, mainly 
in travellers", drew attention to the need for positive action to improve public 
awareness of the risk in countries where malaria had long since disappeared. In 
developed countries with no malaria, early diagnosis followed by correct and well-timed 
treatment was problematic and in fact rare. That was the main reason for deaths caused 
by so-called malignant malaria, which had time to develop because of the delay in 
treatment. Deaths of tourists or workers returning from malarious areas to their home 
countries could be avoided only by effective public information on early diagnosis and 
treatment of the disease； the changes required as a result of Plasmodium falciparum 
resistance to chloroquine should be emphasized in the proposed programme budget. Without 
such measures the tourist potential of countries with malaria would suffer and avoidable 
deaths would occur among citizens of rion-malarious countries. 

Ms BRUZELIUS (Sweden) recognized WHO's outstanding achievements in the development 
of effective measures for the prevention and control of diseases, particularly 
communicable diseases. Substantial extrabudgetary support from Sweden went to tropical 
disease research (programme 13.5), immunization (programme 13.1) and others. She 
welcomed the orientation of those programmes to primary health care in the developing 
countries and their increasing coordination at both central and country level, although 
there was a need for further pooling of resources - for example, with regard to control 
strategies and training - as well as for capability strengthening for research. 

As several delegates had mentioned, dracunculiasis was a water-related disease that 
could be controlled by comparatively simple measures. Sweden had some experience of it 
through SIDA, which supported successful activities for dracunculiasis control in its 
bilateral development cooperation in water and sanitation programmes. She welcomed the 
draft resolution on the elimination of that disease. 

Dr CHAUDHRY (Pakistan) said that the progress and evaluation report on the Expanded 
Programme on Immunization showed the immense effort that WHO and its highly professional 
staff had put into the Programme； he expressed gratitude for the dramatic increase in 
immunization coverage, especially in the Third World. 

Pakistan had an overall immunization coverage of well over 80%. The gains achieved 
through the Programme would help to strengthen the primary health care infrastructure, 
which in turn would make it possible to provide integrated primary health care to the 
people of Pakistan. 

He supported Canada's appeal for international coordination of malaria control 
activities. 

Dr VONIATIS (Cyprus) said that Cyprus had been very fortunate in having the means 
and resources to achieve, early on, not only high rates of immunization but the 
elimination of diseases preventable by vaccination. Diphtheria and poliomyelitis, for 
instance, had not been reported in the country for more than 15 years. He fully 
supported the draft resolution recommended by the Executive Board in resolution 
EB83.R2 and wished to join the sponsors of the proposed draft resolution on the 
elimination of dracunculiasis. 



Mr §TEPANEK (Czechoslovakia) emphasized the importance of cooperation with other~ 
governmental and nongovernmental organizations, especially UNICEF, for quicker and more 
effective achievement of the objectives of the Expanded Programme. He welcomed the 
programme proposals on immunization (programme 13.1), and supported the related draft 
resolution. 

Dr MONEKOSSO (Regional Director for Africa) said that immunization was taken very 
seriously in the African Region. When he had returned to the Region in 1985, one of the 
most striking problems had been the extremely low levels of immunization, which ranged 
from 5% to 15% in most countries. In 1986, a special effort to accelerate immunization 
had mobilized wide participation, from heads of government to inhabitants of remote 
villages. Substantially improved levels of immunization had been achieved, as the 
documents demonstrated; the problem now was how to sustain that effort. He wished to 
thank the Italian Government, UNICEF, and USAID, which had provided support, especially 
in the early stage of the activities. 

At present, dracunculiasis, neonatal tetanus and poliomyelitis had been targeted for 
eradication in the Region, in that order. Working groups had been set up and projects 
devised, and funding was being pursued with many partners. In connection with the 
dracunculiasis eradication effort, he wished to thank the "Global 2000" project and 
former United States President Carter, who had become a valuable ally in the work. 

Poliomyelitis was chosen for eradication in preference to other diseases because 
that would further the achievement of other targets for infectious diseases of 
childhood; the ambition of eradicating poliomyelitis would provide the impetus to ensure 
that other immunization efforts were pursued. 

It was quite true that the malaria situation was no longer stable in Africa as it 
had been in the past. The rapidity of onset in children and the speed with which it 
killed was related in some instances, but not always, to resistance to drugs and perhaps 
to the disturbance of immune mechanisms. A new generation had grown up without exposure 
to malaria; immunity depended very much on continuing reinfection. As to malaria's 
possible relation to the major immunological phenomenon, AIDS, theories to that effect 
should be tested at an early date. 

A major regional financing project had been developed, for the regular budgetary 
provisions would certainly not be sufficient to cover the new efforts against malaria. 
Major epidemics had swept the continent, and in all locations the characteristics of 
malaria had changed dramatically in the last 15 to 18 months, which could explain to some 
extent the sudden inadequacy of budgetary allocations : when the budget had been 
prepared, malaria had not been as critical a problem. 

In general, it was difficult to reconcile the budgeting process and the actual 
epidemiology and disease control situation in the field; between the preparation of 
budgets and their actual implementation, which could be as much as three to four years, 
the epidemiological picture could, and often did, change radically. Countries should be 
encouraged to budget for possible new epidemiological developments in a comprehensive 
fashion, not in terms of individual disease control, and should be prepared to vary and 
transfer funds for implementation according to the evolving situation. Corresponding 
changes would also have to be made in WHO's budget: the programme budget document was 
printed at a very early stage and so figures could not be updated as necessary. 

Monitoring and sustaining the efforts made in immunization and other disease control 
activities required infrastructure support, yet many donors did not pay enough attention 
to such aspects. Gains against a disease were quickly lost if there was no-one to 
sustain the effort. That was why the health ministers of the African Region had decided 
to set aside 5% of their regular budgetary resources for infrastructure support. He 
would strongly suggest that donors, in financing disease control programmes, should set 
aside no less than 10% of the available funds to sustain district infrastructure and 
district health systems. 

Communications in general and telecommunications in particular suffered similar 
difficulties in the African Region: the latest information on epidemics often reached 
the British Broadcasting Corporation, in London, before it arrived at the Regional 
Office. He therefore called on the Region's collaborators to join the Regional Office in 
a major telecommunications project soon to be announced by the Director-General. Such a 
project was particularly important because health now received considerable attention in 



the Region: political leaders were talking about health alongside issues in politics and 
economics, and wished to be informed regularly about changes in immunization coverage, 
with the latest figures. It would be unfortunate if that high level of political 
consciousness could not be put to good effect. 

In concluding, he thanked the Region's collaborators, especially the colleagues at 
headquarters who provided considerable technical guidance and made every effort to see 
that disease control work proceeded as rapidly as possible in a region where disease 
control problems were especially acute. 

Dr BEKTIMIROV (Assistant Director-General), responding to the Soviet delegate 
concerning measles immunization of children aged less than nine months, said that WHO had 
been encouraging and supporting research for a vaccine which could be given early enough 
to protect children at six months of age. The preliminary results with some alternative 
measles vaccines suggested that it was now possible to administer to a child at six 
months a higher than standard dose of an alternative measles vaccine with a high degree 
of confidence that protection would be achieved. But a number of questions still 
remained about the vaccines : for example, optimal dose, safety, efficacy and duration of 
immunity. 

The delegate of the Netherlands had asked about priorities in financing for the 
Expanded Programme on Immunization for other diseases than poliomyelitis if extra 
resources were not forthcoming. Core programme activities would be preserved, first 
priority being given to increasing and sustaining coverage. But he was not optimistic 
that the excellent momentum generated by the Programme in the past decade could be 
maintained without switching the major focus from coverage to disease eradication and 
control and without adding new activities relating to the introduction of additional 
vaccines. To make such activities effective, further resources were required. The total 
extrabudgetary cost of poliomyelitis eradication over the coming decade was estimated to 
be less than that for the Expanded Programme on Immunization as a whole for one year. 

On the question by the delegate of Poland relating to the duration of immunity in 
the absence of a natural booster, he said that it was believed in WHO that industrialized 
countries, such as Poland, could provide information on that very subject. Meanwhile the 
overwhelming priority was reduction of disease incidence in developing countries； as 
that objective was gradually achieved, it would shift towards sustainability of effective 
immunity. 

The Director-General and his staff shared the prevailing concern about neonatal 
tetanus. It was a complex problem, but support was being provided in that area and 
Member States were being encouraged to increase their immunization coverage for the 
disease. 

The concern expressed by many delegates about the malaria programme was also fully 
shared. It was true that the global situation was deteriorating because the number of 
areas of malaria resurgence, and even of outright epidemics, was increasing. Under the 
circumstances, success could not be expected from a large-scale spraying campaign or mass 
treatment along the lines of an eradication campaign. The priority must rather be the 
carrying out of a long-term policy adapted to the development process. WHO concentrated 
on providing technical guidance for endemic countries in supplementing and reorienting 
health service staff and community health workers in order to adapt and apply national 
malaria control strategies. There was no easy solution to the malaria problem: that was 
why WHO was trying to promote research and activities at country and other levels and 
seeking to integrate those activities with primary health care. 

Concerning the problem of chloroquine resistance, he said there were a number of new 
compounds - mefloquine, halofantrine and arteether, inter alia - with the potential for 
limiting the spread of drug resistance. They were at advanced stages of trial, and 
combinations of the compounds were also being tested. 

WHO was continuing to retrain nationals for a horizontal approach rather than the 
vertical control programmes implemented in some countries. 

He explained that if budgetary provisions for malaria programmes had been reduced, 
some resources had been reallocated to primary health care and epidemiology, but members 
of the Committee could rest assured that the Director-General was following the 
recommendations of the Programme Committee and the Executive Board: he had already 
decided to earmark funds from his Development Programme to strengthen the malaria 
programme at headquarters. 



The Soviet delegate had mentioned leishmaniasis； following the Expert Committee in 
1982, regional meetings had been organized to determine the disease's characteristics in 
each region and subregion. On the basis of the relevant reports, standard guidelines for 
control had been drafted for 15 typical nosogeographical varieties. The second meeting 
of the Expert Committee, held in February 1989, had made further recommendations on the 
subject. WHO was now assisting countries in the establishment of long-term national 
prevention and control programmes and in training. 

In response to the delegate of the Netherlands, he said that the budgetary 
provisions for disease vector control (programme 13.2) would allow for measures to help 
strengthen WHO's antimalaria programme as requested in the draft resolution before the 
meeting. However, the simultaneous expansion of measures to ensure safe use of 
pesticides necessitated by the acceleration in WHO's collaboration with FAO would call 
for additional extrabudgetary funds. Also, WHO was to contribute to the greater field 
orientation of the WHO/FAO/UNEP joint Panel of Experts in Environmental Management for 
Vector Control, as requested by its Steering Committee and approved, in principle, by the 
executive heads of the three oganizations involved, on condition that no additional 
regular budgetary funds were solicited. 

The Director-General and his staff had noted the draft resolution on malaria control 
(see page 166 below), and would provide all possible support. 

Regarding the recommendation by the delegate of the Soviet Union for closer 
collaboration among WHO programmes against parasitic diseases, he said that the 
possibility of including dracunculiasis and schistosomiasis as monitoring indicators for 
the International Drinking Water Supply and Sanitation Decade was being studied jointly 
by the environmental health and parasitic diseases programmes of WHO. 

The delegate of Italy had mentioned the problem of malaria as it affected 
travellers. WHO fully shared the concerns expressed; it had actively participated in 
two recent international meetings on the health of tourists and had launched a series of 
measures. A special WHO meeting would soon be convened. He welcomed the proposal for a 
second international coordination meeting on malaria, which he considered fully 
justified. 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases), 
replying to the delegate of the Netherlands on the field application or advanced clinical 
trials of improved or new chemotherapeutic agents for three of the six tropical diseases 
covered by the Programme, said he was pleased to report that that was a conservative 
estimate : it was likely that advanced clinical or field trials would be in progress for 
five of the six diseases before 1995. 

Ivermectin was going through Phase II trials against bancroftian filariasis. Before 
1995 it should be at an advanced stage of development for use against that disease. 
Halofantrine had been registered as an antimalarial. Although there were still problems 
with the bioavailability of the drug, it was likely that by the beginning of the 1990s it 
would enter advanced field trials. As regards artemisinin, clinical trials were expected 
to start soon of the artemisinin derivative arteether and it was likely that by 1995 it 
would reach advanced field trials. Against leprosy, fluoroquinolones had shown promising 
results. It was likely that by the beginning of the 1990s studies of the contribution of 
fluoroquinolones to improved multidrug therapy for leprosy would be initiated. Against 
leishmaniasis, allopurinol riboside and the combination of allopurinol and antimonials 
were expected to reach adyanced trials by the early 1990s. Against African 
trypanosomiasis, eflornithine was showing very promising results in clinical trials. By 
the early 1990s it was likely that it would reach advanced trials with a view to 
operational use. 

Regarding changes in the regular budget allocations to the Special Programme for the 
regions, he explained that they were based on the cost of one professional post and one 
general service post in each of the five regional offices covering tropical-
disease-endemic countries. The amounts of the allocations varied according to the cost 
of the posts. 

Draft resolution on the elimination of dracunculiasis 



Denmark, Finland, France, Ghana, Mali, Nigeria, Norway, Pakistan, Senegal, Sudan, Togo, 
Uganda, United Kingdom of Great Britain and Northern Ireland and United States of 
America : 

The Forty-second World Health Assembly, 
Recalling resolution WHA39.21； 
Deploring the adverse effects of dracunculiasis (guinea-worm disease) on health 

and its constraining influence on agriculture, education and the quality of life in 
affected areas of Africa and Asia, where over 100 million persons remain at risk of 
infection; 

Noting the resolution on the eradication of dracunculiasis adopted by the 
Regional Committee for Africa in September 1988 (document AFR/RC38/R13)； 

Recognizing the need to sustain the efforts to combat dracunculiasis initiated 
during the International Drinking Water Supply and Sanitation Decade (1981-1990)； 

Encouraged by the progress achieved to date, as described in reports submitted 
by the Director-General to the Forty-first World Health Assembly and the 
eighty-third session of the Executive Board; 

1. DECLARES the goal of eliminating this disease as a public health problem from 
the world in the 1990s; 

2. ENDORSES a combined strategy of provision of safe water, active surveillance, 
health education, community mobilization, vector control and personal prophylaxis, 
for eliminating the infection; 

3. CALLS on all affected Member States : 

(1) to intensify national surveillance of dracunculiasis, and assess the 
extent of the disease if they have not yet done so； 
(2) to establish as soon as possible, within the context of primary health 
care, plans of action for eliminating dracunculiasis in the 1990s； 
(3) to give high priority to affected areas in the provision of safe 
drinking-water； 

4. INVITES bilateral and international development agencies, private voluntary 
organizations, foundations and appropriate regional organizations to continue to 
support countries' efforts to eliminate dracunculiasis, and to ensure that funds are 
available to accelerate and sustain these efforts； 

5. URGES the Director-General: 

(1) to assist Member States in intensifying surveillance of the prevalence and 
incidence of dracunculiasis； 
(2) to stimulate international technical cooperation and coordination; 
(3) to take the necessary steps for defining appropriate criteria for the 
certification of elimination; 
(4) to seek extrabudge tary funds to support these activities； 
(5) to submit a report on the status of these activities to the Forty-fourth 
World Health Assembly. 

The draft resolution was approved.丄 

Draft resolution on malaria control 

The CHAIRMAN drew attention to the following draft resolution proposed by the 
delegations of Bangladesh, Canada, Italy, Madagascar, Malawi, Mexico, Mozambique, 
Nicaragua, Rwanda, Spain, Sweden, Union of Soviet Socialist Republics, United States of 
America and Venezuela: 



The Forty-second World Health Assembly, 
Having examined the report of the Executive Board on its review of the proposed 

programme budget for 1990-1991 and recalling resolution EB83.R16; 
Sharing the concerns of the Board about the global malaria situation, and fully 

endorsing that resolution; 

1. AFFIRMS that malaria control must remain a major global priority, essential for 
the achievement of health for all and of the objectives of child survival 
programmes； 

2. URGES Member States concerned to reinforce the capacity of their malaria and 
general health services to ensure appropriate malaria control in accordance with the 
principles and strategy approved by the Health Assembly; 

3. CALLS ON organizations of the United Nations system, development agencies, and 
nongovernmental organizations to support malarious countries in their antimalaria 
activities and WHO in its coordinating and guiding role； 

4. REQUESTS the Director-General: 

(1) to strengthen WHO's antimalaria programme in order to ensure the best 
possible application of the malaria control strategy approved by the Health 
Assembly; 
(2) to reinforce the malaria training programme at the global, regional and 
country levels, so as to accelerate the development of the necessary manpower 
for malaria control； 
(3) to explore ways of improving the extent and nature of WHO's collaboration 
with Member States in the solution of operational problems, including relevant 
research; 
(4) to make all possible efforts to mobilize appropriate human, scientific and 
financial resources for malaria control, including essential epidemiological 
services, and in particular to seek external financial support to this end. 

о The draft resolution was approved. 

Draft resolution on control of disease vectors and pests 

The CHAIRMAN drew attention to the following draft resolution proposed by the 
delegations of Netherlands, Union of Soviet Socialist Republics and United States of 
America: 

The Forty-second World Health Assembly, 
Recalling Health Assembly resolutions WHA35.17 and WHA38.24, and the 

Board's resolution EB83.R16; 
Noting that a number of serious vector-borne diseases continue to be 

public health problems and a severe burden on scarce resources for health 
developed and developing countries； 

Concerned by the recent extensive epidemics of vector-borne diseases 
mortality rates, particularly in Asia, Africa, and Latin America; 

Equally concerned by the impact of urbanization, population movements and the 
exploitation of natural resources on the incidence of vector-borne diseases； 

Aware that improved intersectoral collaboration in the planning, design, and 
implementation of natural resource and agricultural development activities would 
help improve the situation with regard to vector-borne diseases； 

1 See document EB83/1989/REC/1, Part II, Chapter II, paragraphs 58 and 59. 
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Recognizing that vector control and the appropriate and selective use of 
pesticides continue to be essential for the control of most vector-borne diseases of 
public health importance and for protection of the environment; 

Noting that there are at present promising new technologies for vector control 
that warrant accelerated testing for eventual use in field settings； 

Concerned by the shortage of adequately trained specialists in vector 
monitoring and control； 

1. AFFIRMS that disease vector control must remain a global priority of WHO; 

2. URGES Member States: 

(1) to reinforce the capacity of the general health services and other 
institutions, as appropriate, to ensure that effective measures are taken for 
the control of disease vectors, in accordance with the principles approved by 
the Health Assembly; 
(2) to develop and maintain adequate human resources at all institutional 
levels for the appropriate planning and implementation of disease vector and 
nuisance pest control operations； 
(3) to establish sound arrangements to facilitate the involvement of the 
health sector in natural resources development planning; 

3. CALLS UPON donor agencies and development banks to include in development 
projects components specifically dealing with vector-borne diseases and the use of 
pesticides in order to ensure the optimum protection of human health; 

4. REQUESTS the Director-General: 

(1) to ensure that WHO's input in the development of effective and safe 
methods for the control of disease vectors and nuisance pests continues to be 
based on sound ecological considerations, in full accordance with the 
principles of sustainable development； 
(2) to broaden existing collaborative efforts between WHO and FAO in promoting 
the effective and safe use of pesticides； 
(3) to reinforce existing collaboration between WHO, other specialized 
agencies within the United Nations system, and appropriate donors for ensuring 
that control of disease vectors is taken into account in natural resources 
development projects； 
(4) to continue to pay due attention to the control of disease vectors and 
pests and to develop appropriate activities in this area in consultation with 
the Executive Board and the Health Assembly. 

The draft resolution was approved.丄 

Draft resolution on the Expanded Programme on Immunization 

The CHAIRMAN drew attention to the draft resolution recommended by the Executive 
Board in resolution EB83.R2. 

о The draft resolution was approved. 

Programmes 13.6 to 13.12: Diarrhoeal diseases； Acute respiratory infections : 
Tuberculosis : Leprosy : Zoonoses : Sexually transmitted diseases； Research and 
development in the field of vaccines 

Dr NTABA (representative of the Executive Board), introducing programmes 13.6 
to 13.12, said that the Board drew attention to the need for epidemiological research to 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA42.31. 

о 



develop the information base and assess progress in the implementation of national 
programmes concerning diarrhoeal diseases (programme 13.6), together with research on 
knowledge, attitudes and practices for community-based interventions and case 
management. In that connection, close collaboration had to be maintained with programmes 
8.1 (Nutrition), 11.1 (Community water supply and sanitation), and 13.1 (Immunization). 

The Board noted the association of programme 13.7 (Acute respiratory infections) and 
programme 13.6 (Diarrhoeal diseases), which made it possible to apply experience gained 
in the control of diarrhoeal diseases to that of acute respiratory infections. However, 
there were many countries in which such a close association was not yet appropriate. 

With regard to programme 13.8 (Tuberculosis), the Board warned that resurgence of 
active tuberculosis could be anticipated in countries where the prevalence of both 
tuberculosis and human immunodeficiency virus (HIV) infections was high. Accordingly, 
the Board noted with satisfaction the close collaboration with programme 13.13 (AIDS) and 
the addition of two posts at global and interregional level to the tuberculosis 
programme. 

The use of multidrug therapy had contributed to the steady reduction of cases of 
leprosy (programme 13.9). However, additional extrabudge tary resources would have to be 
mobilized to increase the use of multidrug therapy in endemic areas, and the search for 
an effective vaccine must be encouraged. 

Under programme 13.12 (Research and development in the field of vaccines), the Board 
noted the development of an effective vaccine against Japanese encephalitis, although in 
view of its relatively high cost vector control would remain a long-term control 
measure. Similarly, the price of hepatitis В vaccine remained too high for its inclusion 
in the Expanded Programme on Immunization. Lastly, the Board noted the progress made 
towards a heat-stable BCG vaccine. 

The meeting rose at 21h05. 



Thursday. 18 May 1989. at 9hOQ 

Chairman: Dr J.-P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

Item 18 of the Agenda 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Disease prevention and control (major programme 13) (Documents PB/90-91, pages 265-358, 
and EB83/1989/REC/1, Part II, Chapter II, paragraphs 54-71) (continued) 

Programmes 13.6 to 13.12 (continued) 

Mrs KADANDARA (Zimbabwe) supported major programme 13, and stressed its particular 
importance for the African Region. She urged that it should be discussed at an earlier 
stage in the consideration of the proposed programme budget; under current arrangements, 
lack of time often prevented full discussion. 

Referring to programme 13.6 (Diarrhoeal diseases), she said that further support was 
needed in her country to reduce mortality and morbidity rates, especially in children 
under five years of age. Preventive and promotional activities were still being 
strengthened, and more financial aid would be needed to improve the dissemination of 
information. 

Under programme 13.7 (Acute respiratory infections), the training of nursing 
personnel in the diagnosis and treatment of children was being strengthened. Training 
modules had been formulated, and could be used by nurses at all levels. Research was 
being carried out to determine the gravity of the problem. The evaluation of training 
programmes for nurses, started in 1986-1987, was continuing. Her delegation felt very 
strongly that, because of the shortage of doctors, nurses needed to be given the 
necessary expertise in history-taking, diagnosis and treatment. 

Under programmes 13.8 (Tuberculosis) and 13.9 (Leprosy), training and health 
education were under way in Zimbabwe, and more would be needed to create public awareness 
and promote preventive measures. 

Activities aimed at controlling sexually transmitted diseases (programme 13.11) 
should be strengthened particularly for the highly vulnerable groups. Emphasis given to 
the role played by behavioural and social factors in the prevention of those diseases 
would, it was hoped, help to modify the behavioural patterns and attitudes of such 
groups. Anxiety and a sense of helplessness would continue to increase in the absence of 
effective treatment for certain viral diseases. It was hoped that positive results from 
research would soon be forthcoming. The strengthening of health education and health 
promotion activities was appreciated. Additional support was necessary for the training 
of personnel in counselling techniques, both for patients and the community. The 
management of patients and their partners who sought help required new approaches not 
only in the provision of treatment but in communications skills； an appreciation of the 
sociological and psychological factors involved would help those giving care and advice. 
Additional assistance for the organization of on-the-job training and workshops for 
nurses would be welcomed. She requested financial assistance for the publication of the 
Zimbabwe Nursing Journal on a regular basis as an additional means of disseminating 
relevant information on health problems and activities in general. 

Mrs MATANDA (Zambia) expressed appreciation for activities under programmes 13.6 
(Diarrhoeal diseases), 13.8 (Tuberculosis) and 13.9 (Leprosy), and particularly for WHO's 
cooperation in establishing a training centre in diarrhoeal diseases control to 
strengthen the management of those diseases. A setback had occurred in Zambia earlier in 



the year when there had been an outbreak of cholera in one part of the country, which was 
traced to a neighbouring country. The problem had been contained, and surveillance was 
continuing, but Zambia's meagre resources had been depleted. She therefore urged the 
Regional Director for Africa to assist, not only with material and financial resources, 
but in initiating a dialogue with the country concerned. 

There had been an annual increase of 20% in notifications of tuberculosis in Zambia 
over the last five years. The prevalence of human immunodeficiency virus (HIV) infection 
had posed a major threat to the tuberculosis control programme, and further support was 
therefore needed. 

Since the inception of multiple drug therapy in 1983, a decrease in the number of 
registered leprosy cases had been observed, and she thanked WHO, the Sasakawa Memorial 
Health Foundation, the Leprosy Mission and bilateral donors for their continued support 
in providing drugs and scholarships, which had enabled personnel to attend the All-Africa 
Leprosy Training Course in Ethiopia. 

Professor MULLER (Netherlands) considered programme 13.6 (Diarrhoeal diseases) to be 
an excellent programme. Oral rehydration therapy fitted in well with the primary health 
care strategy. Although it was difficult to judge in global terms, training appeared 
extensive, and the research was stimulating production of improved oral rehydration 
salts, vaccine development, and various prevention measures. Mention was repeatedly made 
in document PB/90-91 of the attempts made in the WHO regions to achieve better 
integration of diarrhoeal diseases control in mother and child health services. How 
successful had those efforts been, and what had WHO'S role been in coordination with 
bilateral and multilateral agencies at country level? 

The same two questions also applied to programme 13.7 (Acute respiratory 
infections)； although the technology was both more expensive and more difficult to apply 
than for diarrhoeal diseases control, it was a public health programme of the same 
magnitude and WHO should deal with it in the same way. The financial provision for the 
programme provided for the doubling of extrabudgetary funds in 1990-1991 as compared with 
1988-1989. Even if that goal was attainable, would there be adequate support for such 
research as vaccine trials? 

He expressed concern about the decrease in funds for tuberculosis control, since it 
appeared that there was an increase in the number of patients where HIV infection was 
endemic in a number of African countries, and the trend was likely to develop in Asia and 
Latin America. 

Document PB/90-91 contained a realistic assessment of the leprosy situation. The 
integration of leprosy control with primary health care, which was crucial, required an 
adequate health infras truc ture and methods of mobilizing the community. No mention was 
made in the document of the combined leprosy and tuberculosis control programmes 
operating in several countries. He requested information. 

Success had been achieved in various aspects of rabies control, and it was to be 
hoped that Member States would adopt the effective means available. Zoonotic diseases 
and food-borne infections were becoming increasingly important, and their effective 
control would require both the upgrading of managerial skills and research on improved 
tools for monitoring and control. 

He supported the draft resolution on the control of food-borne diseases now before 
the Committee. 

Countries must be encouraged to use the infrastructure being created for the 
prevention and control of AIDS for the control of sexually transmitted diseases in 
general. 

Programme 13.12 (Research and development in the field of vaccines) was important in 
view of recent developments. The proportion of extrabudgetary funds in the allocation 
for that programme appeared to be about 90%, and the total amount was relatively modest 
in the light of the cost of laboratory and field research. The choice of main priorities 
did not seem to be clearly defined, nor was it stated how those priorities would relate 
to similar activities being developed under the Expanded Programme on Immunization, the 
Special Programme of Research, Development and Research Training in Human Reproduction, 
the Diarrhoeal Diseases Control Programme, and the Global Programme on AIDS. He 
requested information on that point. 



Dr BRÂMER (German Democratic Republic), referring to programme 13.10 (Zoonoses), and 
specifically to human salmonellosis, said that efforts to control that disease were of 
growing importance for both developed and developing countries. The correct 
interpretation, and if necessary, the intensification of already known and proved methods 
of epidemiological surveillance were a prerequisite for the protection of human health 
against salmonellosis caused by meat, poultry, eggs, etc. Further research and 
international collaboration, and also collaboration between developed and developing 
countries, seemed to be necessary. The successful outcome of a WHO meeting on 
salmonellosis, held in the German Democratic Republic, had been encouraging; his 
Government was prepared to make further scientific inputs into WHO'S programme on 
zoonoses, and was interested in closer future cooperation with WHO within the framework 
of a collaborating centre having salmonellosis as its main responsibility. His 
delegation was therefore one of the sponsors of the following draft resolution proposed 
by the delegations of Bulgaria, China, Cuba, Czechoslovakia, Finland, German Democratic 
Republic, Federal Republic of Germany, Hungary, Sweden, Union of Soviet Socialist 
Republics and United States of America: 

The Forty-second World Health Assembly, 
Acknowledging the work of the Organization in the prevention and control of 

zoonoses； 
Concerned at the marked increase in food-borne infections in many countries, 

particularly the incidence of human salmonellosis and other zoonotic enteric 
infections due to the presence of causative agents in livestock and poultry; 

Conscious of the need to protect human health from harmful agents in food 
products obtained from infected animals； 

Noting that international trade in infected feedstuffs, animals and their 
products poses worldwide problems for human health; 

Affirming that the control of these diseases depends on good hygienic practices 
in maintaining, feeding, slaughtering and marketing animals, poultry arid animal 
products for human consumption; in the preparation, processing, distribution and 
storage of food; and in the catering trades and in the home； 

Taking into account the recommendations of various WHO meetings and expert 
committees on the subject; 

1. URGES Member States: 
(1) to intensify their epidemiological surveillance services in monitoring 
critical points of production, processing, and marketing of animals and their 
products with regard to food-borne zoonoses； 
(2) to strengthen efforts to control food-borne zoonoses through the 
application of effective measures to ensure the quality of feedstuffs, animals, 
and their products； 
(3) to foster intersectoral and community-based applied research projects with 
a view to reducing health risks from animals and their products； 

2. REQUESTS the Director-General: 
(1) to develop, in collaboration with FAO and other organizations, WHO's 
activities on the promotion of hygiene in the production and marketing of 
animals and their products； 
(2) to assist Member States in the development of optimum microbiological and 
hygiene standards for products of animal origin; 
(3) to cooperate with Member States in the development and dissemination of 
information on the most effective practical veterinary and public health 
measures for preventing and controlling food-borne zoonoses； 
(4) to prepare, in close collaboration with FAO, guidelines and standards for 
microbiological and hygiene monitoring of the production of feedstuffs； 
animals breeding and animal product processing; 
(5) to pay due attention to the control of food-borne zoonotic diseases and to 
develop appropriate future activities in this area in consultation with the 
Executive Board and the Health Assembly. 



Dr LARIVIÈRE (Canada) said that his delegation had difficulty with the text of the 
draft resolution on the control of foodborne zoonoses. Its views had been shared with 
some of the sponsors, but time had not permitted consultation with them all. 

At first glance, the draft resolution appeared to be both broad and cryptic. His 
delegation's first impression had been that it was addressing a whole range of 
infections, ranging from trichinosis, which was of importance to Canada, to 
salmonellosis, which was important both to Canada and to many other countries. It had 
become clear during discussions with the sponsors, however, that the draft resolution was 
concerned essentially with human salmonellosis. 

The problem caused by salmonellosis to public health was, of course, a problem of 
food safety. It was agreed that the origin might lie in zoonoses and in agricultural 
production, but its control, from a public health point of view, should be looked at from 
the point of view of food safety. His delegation was distressed that there was no 
mention in the draft resolution of the work being done by the Codex Alimentarius 
Commission. It would be remembered that, two years previously, the Health Assembly had 
considered for the first time a report on the work of that Commission, and adopted 
resolution WHA40.20 calling upon WHO to continue to collaborate with FAO in support of 
the Commission, and upon Member States to participate actively in its work. 

He proposed a number of amendments to the draft resolution which it was believed 
would give appropriate scope and breadth to it, and which were felt to be of capital 
importance. 

If, in fact, the main thrust of the resolution was the prevention and control of 
salmonellosis, then the title should be changed to read "Prevention and control of 
salmonellosis". 

The first preambular paragraph should be amended to read: 

Acknowledging the work of the Organization in the prevention and control of 
foodborne diseases, including those of zoonotic origin; 

In the last preambular paragraph the following change was proposed: 

Taking into account the recommendations of the Codex Alimentarius Commission and 
of various WHO meetings and expert committees on the subject; 

Operative paragraph 1(1) should be amended to read: 

to intensify their epidemiological surveillance services in monitoring critical 
points of production, processing, and marketing of animals and their products with 
regard to salmonellosis and other zoonotic enteric infections； 

A third operative paragraph should be introduced, to read: 

to take into account the relevant Codex standards and international codes of 
hygiene practices in the development and implementation of their epidemiological 
surveillance services； 

The next subparagraph would then become paragraph 1(4). 
In operative paragraph 2(1), the word "further" should be inserted after "develop" 

in the first line, to indicate that work had already been carried out. 
Operative paragraph 2(2) should be amended to read: 

to continue to assist Member States, in particular through the work of the 
Codex Alimentarius Commission, in the development ...; 

In operative paragraph 2(3) the words "continue to" should be inserted after "to" in 
the first line. At the end of that paragraph, the words "foodborne zoonoses" should be 
replaced by "salmonellosis and other zoonotic enteric infections；". 

As a result of the changes proposed, paragraph 2(4) would become redundant, and 
should be deleted. Paragraph 2(5) would then become paragraph 2(4), and should be 
amended to read: 



to report to the Executive Board and the Health Assembly on future activities 
of the Organization in the area of prevention and control of salmonellosis and other 
zoonotic enteric infections. 

Activities undertaken by the Organization in collaboration with FAO and other 
agencies required the full cooperation of all the related units within the Organization, 
and he urged the Director-General to ensure the harmonious and effective collaboration of 
everyone concerned. 

Mr KUROKAWA (Japan) said that the activities of the Expanded Programme on 
Immunization were of major importance in the attainment of health for all. So far, 
however, there had been only limited interest and investment in the improvement of 
vaccines, which were the essential tools of the Programme. As a result, vaccines 
continued to be vulnerable to heat, and many users had been obliged to equip and maintain 
efficient "cold chains". Many countries had reported that such cold chains had been 
organized, but the maintenance and expansion of efficient cold chains burdened many 
countries with costs which took up a significant part of the resources of the Expanded 
Programme on Immunization. 

Japan had launched a series of studies on increasing the heat stability of vaccines 
used in the Expanded Programme, through the improvement of production processes, etc. 
Although the project had still not been completed, the data obtained were very 
promising. The aim was to develop BCG and DPT vaccines that were stable at 40°C for 
three months. The studies were being pursued in the hope that the Expanded Programme 
could be further promoted and that the resulting vaccines could be utilized in tropical 
areas. The development and introduction of heat-stable vaccines would not be possible, 
however, without the support and understanding of WHO and its Member States, and their 
collaboration would be greatly appreciated. 

He welcomed the activities proposed for programme 13.12 (Research and development in 
the field of vaccines), and supported them. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) supported the aims and activities 
of the group of programmes under consideration. 

Programme 13.6 (Diarrhoeal diseases) was one of the most timely of WHO's 
activities. It had been based from the start on the concept of primary health care. An 
extremely important aspect of it was that ever-increasing attention was being paid to the 
research component of the programme, including the development of new methods of oral 
rehydration, including formulations that could be prepared and used in the home. 

The control of acute respiratory infections was also of great current importance, 
and WHO should participate in developing effective vaccines against the most dangerous of 
them, as well as in perfecting methods of rapid diagnosis and selecting appropriate 
treatment methods. A study of the role of pathogenic fungi in bronchopneumonia! 
infections in children would be of great interest. 

The old problem of tuberculosis control had arisen once again in connection with the 
dissemination of AIDS. Scientific research on the pathology of AIDS in combination with 
tuberculosis was therefore currently justified, particularly on the development of new 
antituberculosis drugs, treatment regimes, and the determination of the effectiveness of 
BCG vaccines. He welcomed the decision of the Director-General to add two posts to the 
tuberculosis programme. 

With regard to programme 13.10 (Zoonoses), emphasis was correctly being placed on 
the increasing importance of zoonoses as a public health problem in most parts of the 
world. The programme seemed to be well balanced, an important part of it being devoted 
to food-related zoonoses. That seemed to him to be more of a veterinary problem, but it 
was also very important for human health, as had already been pointed out by previous 
speakers. It seemed to be more of a problem in developed countries but, with the spread 
of food processing and industrialization, countries all over the world would be 
increasingly affected; that was the reason why the draft resolution on the subject had 
been submitted. The amendments proposed by the delegation of Canada deserved attention, 
and he suggested that a small drafting group should prepare a consolidated draft 
resolution that could be adopted by consensus. 



He approved the activities shown under programme 13.11 (Sexually transmitted 
diseases) and endorsed the priority given to vulnerable groups, together with the role of 
Chlamydia and other pathogens linked to such diseases in secondary infertility, neonatal 
infections and genital cancer. However, laboratory and diagnostic systems should also be 
given priority, with the aim of standardizing laboratory tests, reducing their cost and 
encouraging the use of rapid, sensitive and specific procedures. 

The CHAIRMAN suggested that if the Committee agreed to establish the drafting group 
proposed by the Soviet Union on the draft resolution on food-borne zoonoses, it should 
consist of the following countries, in addition to the Rapporteur: Bulgaria; Canada； 
China； Cuba; Czechoslovakia； Finland; German Democratic Republic； Germany, Federal 
Republic of; Hungary； Sweden; Union of Soviet Socialist Republics； United States of 
America. 

It was so agreed. 

Mr DEBRUS (Federal Republic of Germany) asked for the amendments proposed by Canada 
to the draft resolution on control of food-borne zoonoses to be circulated in writing 
before the drafting group met. 

Mr BAIL (Australia) acknowledged the vital work done by the Codex Alimentarius 
Commission in the field of hygiene, salmonellosis and other food-borne diseases. He 
therefore commended the draft resolution to the Committee in the form proposed by Canada. 

(For continuation of discussion on the draft resolution, see summary record of the 
thirteenth meeting, section 1.) 

Ms BRUZELIUS (Sweden) approved the further consolidation of programme 13.7 (Acute 
respiratory infections) as a combined programme of research and action. Those infections 
were a major but neglected problem in the Third World, and work on them needed larger 
allocations from the regular budget. Sweden, as a donor to the programme, would welcome 
other donors. 

Professor BORGOÑO (Chile) expressed satisfaction at the progress in programme 13.7 
(Acute respiratory infections)； there had been a substantial drop in infant mortality 
from those diseases, for example in Cuba, Chile and Costa Rica. With the simplified 
strategies and standardized procedures, the programme should produce a similar result in 
other countries. Extensive cooperation by primary health care teams facilitated the 
early diagnosis and treatment which were the programme's main strategy. More funds 
should be devoted to the research component of the programme, and extrabudgetary 
resources could help to meet that need. Countries should be optimistic about controlling 
and preventing acute respiratory diseases after trials of new vaccines which might be 
effective in primary prevention. 

Tuberculosis should be a major concern of the Organization in view of the 
deterioration in control programmes in many countries and because of the relation between 
tuberculosis and human immunodeficiency virus (HIV). There would be a resurgence of 
tuberculosis morbidity and mortality unless adequate steps were taken. Tuberculosis was 
a disease that could be both prevented and cured. The linking of the tuberculosis 
programme with certain aspects of the Global Programme on AIDS was very important and 
should be continued. 

Mr AHOOJA (India), referring to programme 13.9 (Leprosy), said that the success of 
multidrug therapy held out real hope of controlling and eradicating leprosy; in India it 
had resulted for the first time in the number of treatment discharges being greater than 
the number of new cases detected. Momentum should be maintained through continued 
research and the promotion of training and education. He made a strong plea for 
additional resources for leprosy control. 

Dr BEKTIMIROV (Assistant Director-General), replying to the delegate of the 
Netherlands, said that in all countries diarrhoeal diseases control (CDD) was being 
implemented by multipurpose health workers. Training in that subject, especially of 
first-level supervisors, was integrated with training in immunization, acute respiratory 



infections (ARI) and birth spacing. Programme surveys and reviews were often carried out 
jointly with the Expanded Programme on Immunization and other programmes. 

A request had been made at the 1988 Meeting of Interested Parties for the CDD and 
ARI Programmes that WHO should play a greater role in coordinating support for national 
CDD programmes at country level. The Organization had met that request, among other 
things by assigning WHO/CDD medical officers to a number of large countries. Regional 
and global collaboration in the same field was being pursued actively with UNICEF and 
USAID. 

In reply to the point raised by the delegate of Zimbabwe about the ARI programme, he 
said that the Organization fully realized that nurses could play an important role in the 
diagnosis and treatment of acute respiratory infections, especially in first-level health 
facilities. WHO planned to do the same for nurses under the ARI programme as it was 
doing under the CDD programme. 

The delegate of the Soviet Union had spoken of the need to determine the impact of 
acute respiratory infections. Pneumonia accounted for about 3-4 million deaths of 
children below five years of age in developing countries. WHO was dealing with that 
situation through simplified procedures for diagnosing and treating pneumonia that could 
be used in all countries. He hoped that support from donors would be forthcoming for 
that work. The possible impact of HIV infection on pneumonia incidence and mortality in 
children, especially in Africa, drove home the need for more national ARI programmes. 

Concern had been expressed by several delegations at the reduction of country-level 
funds available for tuberculosis control. He wished to assure the Committee that, 
because of the availability of funds other than the amounts proposed for the tuberculosis 
programme in the programme budget for 1990-1991, there would be no decline in 
tuberculosis control work. The Director-General had in fact increased the regular budget 
of the Tuberculosis unit, which was collaborating closely with the Global Programme on 
AIDS. Some of the resources available to the Global Programme were being used for 
tuberculosis activities. 

The delegate of the Netherlands had mentioned combined leprosy and tuberculosis 
programmes. WHO believed that at the primary health care level services for those 
diseases should be combined; at higher levels the extent of integration would depend on 
the health infrastructure of the country concerned. Global and interregional research on 
that point was provided for in the programme budget. 

With regard to the emphasis placed by the delegates of the Netherlands and Zimbabwe 
on collaboration between the sexually transmitted diseases (STD) and AIDS programmes, he 
said that the two programmes worked together increasingly at the national and 
international levels. In countries with extensive STD programmes, AIDS prevention was 
included in STD control； in others, AIDS was a catalyst for strengthening the control of 
sexually transmitted diseases. 

The delegates of the Netherlands, Japan and other countries had referred to vaccine 
development. Programme 13.12 on vaccine research and development and programme 13.14 for 
"other communicable diseases" were run by the same WHO unit, and coordination was close. 
In vaccine development, there were also close links with other programmes, such as the 
Expanded Programme on Immunization, the Diarrhoeal Diseases Control Programme and the 
acute respiratory diseases and human reproduction research programmes. The vaccinology 
and vaccine development programme helped in developing delivery systems which avoided 
repeated administration of vaccines and in encouraging research on live vectors for 
vaccines. 

Programmes 13.13 to 13.15: AIDS : Other communicable disease prevention and control 
activities : Blindness and deafness 

Dr NTABA (representative of the Executive Board) said that the Board's comments on 
programme 13.13 placed AIDS (which was being discussed in Committee B) in the context of 
disease prevention and control as a whole. The Board had noted the desirability of close 
collaboration between the Global Programme on AIDS and other disease programmes in view 
of the increased morbidity which resulted from infectious diseases that were attributable 
to immunological deficiency. The Board had also noted the need for programme monitoring, 
as well as a trend in the budget towards decentralization. It had underlined the 
importance of the Alliance between UNDP and WHO for the global strategy against AIDS and 
had recognized the importance of multilateral, bilateral and nongovernmental support in 
achieving successful programme implementation. 



The Director-General had accepted the Board's suggestion that a group of experts 
should be convened to examine recent developments in legionellosis and other infectious 
diseases related to modern buildings. 

Dr SCHAMBRA (United States of America), referring to programme 13.15 (Blindness and 
deafness), congratulated the Organization on its deafness programme. His country's new 
National Institute on Deafness and Other Communication Disorders would be glad to 
collaborate with WHO in international efforts against deafness. In view of the 
importance of extrabudgetary support for blindness prevention, the National Eye Institute 
and the International Agency for the Prevention of Blindness would be ready to assist WHO 
in the 1990-1991 biennium in preparing a status report on blindness and blindness 
prevention. 

Mr AHOOJA (India) expressed his concern at the merging of the deafness and blindness 
programmes and the consequent reduction in funds available for the latter. The number of 
sufferers from blindness was increasing, and in many developing countries more cataract 
operations were becoming necessary because of increasing longevity. The blindness and 
deafness programmes and budgets should be separate. 

Professor MULLER (Netherlands) said that programme 13.14 (Other communicable disease 
prevention and control activities) seemed to overlap with programme 13.12 (Research and 
development in the field of vaccines) and the Expanded Programme on Immunization. 
Programme 13.14 also dealt with a number of water-borne diseases but made no mention of 
water control. The allocation for the programme from the regular budget was 
substantial. He requested an explanation. 

Dr HU Ching-li (Assistant Director-General) expressed appreciation for the support 
for the new deafness programme. WHO had very limited funds and looked forward to 
assistance for the programme from Member States and nongovernmental organizations. 

Dr BEKTIMIROV (Assistant Director-General), responding to the delegate of the 
Netherlands, said that the programmes for vaccine development and for other communicable 
diseases had many joint activities. The apparent overlap between the two programmes was 
due to the fact that many staff members worked on both, in order to save funds. There 
was no overlap between the Expanded Programme on Immunization and the vaccine research 
and development programme, as the first dealt mainly with the control of diseases, and 
the second was devoted purely to research. The research depended on the requirements of 
the Expanded Programme on Immunization. Those two programmes also had some joint 
activities, resulting in the saving of funds. 

Dr KO KO (Regional Director for South-East Asia) assured the delegate of India that 
the two parts of programme 13.15 were separate with respect to budget, programme content, 
and objectives : 13.15(a) concerned blindness and 13.15(b) deafness. 

Programmes 13.16 to 13.18: Cancer (including the International Agency for Research 
on Cancer): Cardiovascular diseases； Other noncommunicable disease prevention and 
control activities 

The CHAIRMAN invited the Committee to consider a draft resolution on prevention and 
control of cardiovascular diseases and other chronic noncommunicable diseases proposed by 
the delegations of Angola, Austria, Belgium, Bulgaria, China, Cuba, Cyprus, 
Czechoslovakia, Ethiopia, Finland, Federal Republic of Germany, German Democratic 
Republic, Hungary, Luxembourg, Mongolia, Nigeria, Poland, Union of Soviet Socialist 
Republics and United Kingdom of Great Britain and Northern Ireland, which read as 
follows : 

The Forty-second World Health Assembly, 
Recalling resolutions WHA36.32 and WHA38.30, which led to the implementation of 

a long-term programme in the field of cardiovascular diseases with special emphasis 
on research in the field of prevention, etiology, early detection, treatment and 
rehabilitation, as well as on international cooperation in the field of community 
control of cardiovascular diseases and other chronic noncommunicable diseases； 



Considering that sufficient information now exists to prevent and control 
cardiovascular and other noricommunicable diseases from childhood through adulthood; 

Emphasizing the crucial importance of the optimal use and cost-effective 
management of the limited available resources； 

Emphasizing, further, the increase in the number of cases of cardiovascular and 
other chronic none ommun i с ab1e diseases in developing countries； 

Taking into account the proposals made by the two WHO expert committees - on 
appropriate diagnostic technology in the management of cardiovascular diseases, and 
on the prevention in childhood and youth of adult cardiovascular diseases -
regarding the need to apply subsequent findings in both the health and various other 
sectors； 

1. APPROVES WHO's increasing efforts to stimulate and coordinate activities for 
the prevention and control of cardiovascular and other chronic noneommuniсable 
diseases, and notes with appreciation the results achieved; 

2. CALLS ON Member States to strengthen their efforts to apply available knowledge 
on the prevention and control of noneommuniсable diseases by means of integrated, 
community-based programmes with priorities according to national requirements； 

3. REQUESTS the Director-General: 

(1) to continue to promote intersectoral and integrated approaches for the 
prevention and control of cardiovascular and other noncommunicable diseases in 
childhood and youth； 
(2) to encourage particularly the elaboration of community control programmes 
for none ommun i с ab1e diseases for application in developing countries； 
(3) to intensify the distribution of appropriate information, including 
success stories and the results of studies； 
(4) to support research aimed at comparative evaluation of different 
diagnostic, therapeutic and preventive procedures with regard to cost, 
effectiveness, compliance and side effects, and for the elaboration of 
appropriate recommendations； 
(5) to take appropriate action to mobilize further extrabudgetary support for 
global, interregional, regional and national activities within the programme. 

The delegation of Malta wished to be included as a sponsor. 
The Committee was also asked to consider the following draft resolution on 

prevention and control of diabetes mellitus, proposed by the delegations of Australia, 
Belgium, Bulgaria, Fiji, Kiribati, Malta, Mauritius, New Zealand, Pakistan, Seychelles, 
Sri Lanka and the United Kingdom of Great Britain and Northern Ireland, of which San 
Marino also wanted to be a sponsor: 

The Forty-second World Health Assembly, 
Recognizing that diabetes mellitus is a chronic, debilitating and costly 

disease attended by severe complications including blindness and heart and kidney 
disease； 

Noting that diabetes already represents a significant burden on the public 
health services of Member States, and that the problem is growing, especially in 
developing countries； 

Aware of the support of the International Diabetes Federation and the WHO 
collaborating centres on diabetes； 

1. INVITES Member States: 

(1) to assess the national importance of diabetes； 
(2) to implement population-based measures, appropriate to the local 
situation, to prevent and control diabetes； 
(3) to share with other Member States opportunities for training and further 
education in the clinical and public health aspects of diabetes； 
(4) to use diabetes as a model for the integrated approach to the prevention 
and control of none ommun i с ab1e diseases at community level； 



2. REQUESTS the Director-General to strengthen WHO activities to prevent and 
control diabetes, in order: 

(1) to provide support for the activities of Member States with respect to the 
prevention and community control of diabetes and its complications； 
(2) to foster relations with the International Diabetes Federation with a view 
to expanding the scope of joint activities in the prevention and control of 
diabetes； 
(3) to mobilize the collective resources of the WHO collaborating centres on 
diabetes. 

Dr NTABA (representative of the Executive Board) introduced the three programmes. 
Cancer (programme 13.16) was an increasingly important cause of morbidity and mortality 
in developing countries. Continued technical support from WHO to Member States for 
prevention, early diagnosis and clinical care was essential. The Board had reiterated 
the importance of vaccination against hepatitis В in preventing liver cancer. With 
regard to cardiovascular diseases (programme 13.17), the Board had emphasized the 
continued importance both of prevention, particularly in view of the increasing mortality 
rates from those diseases in developing countries, and of continued collaboration with 
institutions that were already active in the field. 

Professor BORGOÑO (Chile) said that the programmes under discussion were of 
particular importance for developing countries. In the Region of the Americas, the 
diseases concerned were among the major causes of death. The programme on cancer 
emphasized the importance of risk factors, especially in connection with anti-smoking 
campaigns, and of secondary prevention of cervical cancer, mortality from which could 
virtually be eliminated if effective programmes were available in all countries. The 
cancer programme also concentrated on the relief of pain, particularly in terminally ill 
patients. It was important that the programme be concerned not only with primary and 
secondary prevention, but also with pain relief. Human beings near death deserved 
particular attention. 

He proposed that in the draft resolution on the prevention and control of 
cardiovascular diseases and other chronic noncommunicable diseases, operative 
paragraph 3(2) be amended to read: 

to encourage particularly the elaboration of integrated community control 
programmes for noncommunicable diseases for application in developing countries so 
that the community can participate actively in the prevention of the risk factors 
that engender these diseases；. 

In operative paragraph 3(4), he proposed the addition of the words "and increase" 
after the words "to support". 

With regard to operative paragraph 1(4) of the draft resolution on the prevention 
and control of diabetes mellitus, his delegation had serious doubts about the use of 
diabetes as a model for developing countries of an integrated approach to the prevention 
and control of noncommunicable diseases. He proposed that the words "to use diabetes as 
a model" be replaced by the words "to establish a model". With regard to operative 
paragraph 2(2), he proposed that the words "and other similar bodies" be inserted after 
"the International Diabetes Federation". He questioned the practice, in which the 
Secretariat might be involved, of promoting certain international federations. Other 
international, regional or national bodies should also be encouraged to participate 
actively. He had raised similar points on many occasions at previous Health Assemblies； 
the preceding year, what appeared to have been a virtual propaganda campaign had been 
launched on behalf of the International Epidemiological Association. The Health Assembly 
should not be involved in that type of activity. 

Dr MOHITH (Mauritius) commended WHO on its efforts to prevent and control selected 
noncommunicable diseases. Diabetes mellitus was a growing public health problem and a 
leading cause of morbidity and mortality in many countries. It had been estimated that 
at least 15 million people throughout the world suffered from the disease. Its incidence 
tended to increase with current trends in socioeconomic development, urbanization and 
industrialization in developing countries. The common form of diabetes was the 



non-insulin-dependent form, generally developing during adulthood, which was associated 
with avoidable life-style factors such as overeating, lack of physical activity and 
inappropriate diet. The other form of diabetes was insulin-dependent and usually 
occurred in childhood, resulting in the lifelong requirement of daily injections of 
insulin. Diabetes mellitus was a chronic debilitating disease, which could lead to 
serious complications such as blindness, kidney disease, gangrene and heart disease. It 
was essential that WHO strengthen its activities in the prevention and control of 
diabetes, by providing guidelines to assist Member States in developing national 
programmes. He urged the Committee to support the draft resolution on the subject. 

Dr KÔKENY (Hungary) said that the health-for-all programme in Hungary had been 
greatly assisted by the WHO cardiovascular diseases programme. The multinational project 
on monitoring trends and determinants in cardiovascular disease (MONICA) had been 
particularly valuable, providing not only significant data but also serving as a health 
information system in the planning, application, management and evaluation of programmes 
for the prevention of cardiovascular diseases for public health managers. Cardiovascular 
diseases, cancer and other noncommunicable diseases were still the most important causes 
of premature death in industrialized countries, in spite of some improvements in 
morbidity in some countries. They were also becoming a public health problem in many 
developing countries, as noted in certain WHO publications and in resolutions of the 
World Health Assembly such as resolutions WHA29.49 and WHA36.32. His delegation 
suggested that a health information system based on the principles of the MONICA project 
be developed further, and that the experience gained be extended to other noncommunicable 
diseases and to other countries. A system of that kind could be a model in developing 
countries for training health personnel in the epidemiology of noncommunicable diseases 
and for developing health information systems in order to plan, manage and evaluate 
programmes for the prevention and control of those diseases. 

He suggested the addition of a subparagraph to the draft resolution, requesting the 
Director-General: 

to promote the development of appropriate health information systems, particularly 
in developing countries, for planning, management and evaluation of cardiovascular 
and other noncommunicable disease prevention programmes. 

The programme deserved further mobilization of extrabudgetary support. 

Mr BAIL (Australia), referring to the draft resolution on the prevention and control 
of diabetes mellitus, said that his country was very much aware of the physical and 
financial burden of that debilitating condition both in Australia and among the Pacific 
islanders. It had been estimated that the incidence of diabetes in Australia had 
increased by 50% over the last 15 years and that there might be a further doubling in the 
next 15 years. Furthermore, the Australian Aboriginal population had a higher than 
average incidence of diabetes. He urged Member States to support the draft resolution. 

Dr GLYNN (Canada) said that the growing burden of diabetes mellitus was also of 
increasing concern in his country. A National Diabetes Task Force had been created in 
1984, and, in 1988, the Canadian Diabetes Advisory Board had been set up. Canada was 
prepared to share the results of the work of those two bodies with Member States. His 
country strongly supported the draft resolution and asked to be included as a sponsor. 

Dr LU Rushan (China) supported programmes 13.16 to 13.18. With the continuing 
improvements in health conditions in his country, communicable diseases had virtually 
been eradicated and average life expectancy had been extended. As a result, the 
incidence of noncommunicable diseases and cancer had increased, and cardiovascular 
diseases and tumours were now the main causes of mortality, representing a major public 
health problem. Early prevention of those diseases was of great importance in primary 
health care. Since some of the diseases were related to life-style, health education was 
an important factor. His country had cooperated with WHO for a number of years in 
programmes such as the MONICA project for cardiovascular diseases, cancer prevention and 
control, including the prevention of liver cancer, and the prevention of diabetes and 
genetically transmitted diseases. China was also involved in the WHO integrated 
programme for community health in noncommunicable diseases (INTERHEALTH). Such 
collaboration had been very fruitful. He hoped that WHO would continue to intensify its 



support for those programmes, and in particular to strengthen its leading role in 
international cooperation. He supported both the draft resolutions under consideration. 

Dr MUCHEMWA (Zimbabwe) said that developing countries would experience a 
considerable decrease in the incidence of many diseases that currently affected them 
while that of the diseases that were common in the developed countries would increase. 
He fully supported WHO's efforts to disseminate information on cancer by health 
education, and its efforts in the area of health manpower development in general and of 
skills for the management of patients suffering from cancer in particular. He hoped that 
WHO would be able to mobilize additional funds to support national control programmes as 
only US$ 74 000 had been allocated for all the countries in the African Region. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) said that diabetes 
mellitus was a growing problem in both developed and developing countries. As the 
Director-General had said in an address to the Fourth World Congress on Diabetes which 
had taken place early in 1989: "As industrialization proceeds in developing countries, 
we may anticipate that the problem will continue to grow unless effective strategies for 
preventing the disease and its many complications can be developed." Many of the 
complications of diabetes could be attenuated, postponed or prevented by timely 
interventions, which could yield enormous savings for national health services. WHO 
activities with regard to diabetes should be strengthened by the appointment of permanent 
staff. Before the subject was given further consideration in the programme budget for 
1992-1993, he hoped that the Director-General would allocate resources from his 
Development Programme to establish a fixed-term post for dealing with diabetes, with 
appropriate secretarial support. That would demonstrate to Member States the importance 
that WHO attached to the subject of diabetes mellitus, in which interventions could have 
a major impact on health. 

He supported the resolution. With regard to the amendment proposed by the 
delegation of Chile in operative paragraph 1(4), he wished to remove any possible doubt 
by proposing that the paragraph read as follows: 

to establish a model for the integrated approach to the prevention and control of 
diabetes at community level； 

The other amendments that had been proposed by the delegate of Chile were acceptable to 
his delegation. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed,satisfaction with the 
programme on cancer, which assisted countries in developing methods of preventing cancers 
at a number of sites. However, the efforts had been limited especially by the lack of 
funds from the regular budget. Yet, in view of the increase in cancer morbidity and 
mortality in the developing countries, special attention must be devoted to prevention, 
and especially to early detection, primary prevention and appropriate treatment; 
measures aimed at the primary prevention of cancer and the early detection and timely 
treatment of breast, cervical and intestinal cancer should be intensified. The USSR, for 
its part, had been conducting extensive research on self-diagnosis since 1985, which had 
reduced the number of deaths due to breast cancer. That approach could usefully be 
applied in other countries. 

He also supported the emphasis in the cancer programme on the large-scale 
introduction of low-cost treatment, especially in respect of the chemotherapy of breast 
cancer after surgery, and approved the strategy adopted under the programme regarding the 
treatment of patients suffering from AIDS-related cancer. 

Turning to programme 13.17 (cardiovascular diseases), he observed that 
cardiovascular diseases were a growing problem in an increasing number of countries. 
Primary health care must therefore be used as much as possible to prevent and control 
such diseases. In that connection, he expressed concern about the reduction by 30% in 
the corresponding regular budget allocation for 1990-1991. Moreover, a decrease in the 
other resources available was also expected. 

With regard to programme 13.18 (Other noncommunicable disease prevention and control 
activities), he supported the draft resolution on diabetes submitted to the Committee, in 
view of the importance of that disease in many countries. Consideration should also be 
given to the further development of the activities concerned with chronic and rheumatic 
diseases, which were currently the concern of a large number of countries. The list of 



diseases for control under the programme should in future include others, such as 
haemophilia, which lent themselves to early diagnosis and/or treatment. In that 
connection, he stressed the importance of the integrated programme for the prevention of 
chronic diseases and its potential for the control of common diseases. 

Finally, he stressed the need to secure additional resources, including 
extrabudgetary resources, to finance projects under the programmes considered. 

Dr SCHAMBRA (United States of America) said that, to enhance WHO's efforts in the 
field of cardiovascular diseases, the United States National Heart, Lung, and Blood 
Institute, in its role as a WHO collaborating centre for research and training in 
cardiovascular diseases in the Americas, would be pleased to offer its expertise to 
assist WHO in developing specific, well-defined joint initiatives that would be of 
benefit to Member States. The Institute would also be interested in assisting WHO in 
developing programmes to reduce the increasing worldwide health problem of pulmonary 
diseases. WHO should consider cooperation with the Institute in expanding its lung 
health study in the United States to other Member countries. He supported the draft 
resolution on prevention and control of cardiovascular diseases and other chronic 
none ommun i с ab1e diseases. 

Professor HUYOFF (German Democratic Republic), referring to programmes 13.17 
(Cardiovascular diseases) and 13.18 (Other none ommun i с ab1e disease prevention and control 
activities), supported the programme targets for 1990-1991 as set out in 
document PB/90-91. As cardiovascular diseases were still a major public health problem 
in industrialized countries, and would pose a similar problem in developing ones in the 
future, more effective activities for the early prevention of cardiovascular diseases and 
in the area of health promotion appeared to be needed. Enough knowledge was available to 
implement cardiovascular disease programmes as part of control programmes for 
noncommunicable diseases. Among the activities suggested in the draft resolution on 
prevention and control of cardiovascular diseases and other chronic noncommunicable 
diseases, priority should be given to starting prevention and control programmes for 
children and adolescents and to adapting the experience gained in developed countries for 
use in the elaboration of community control programmes, particularly in developing 
countries. WHO should intensify its support to countries in putting into effect national 
strategies for the prevention of cardiovascular diseases as part of primary health care 
activities. 

Dr GREEN (Israel) strongly endorsed the WHO programme on chronic noncommunicable 
diseases. Israel was continuing large-scale epidemiological studies on the role of risk 
factors in cardiovascular diseases and cancer. A number of primary and secondary 
intervention programmes were also being undertaken. Three centres in Israel were 
actively associated with WHO's MONICA project and it was hoped that that collaboration 
would be expanded. There was particular interest in the effects of industrialization on 
cardiovascular disease and an extensive programme for the prevention of noncommunicable 
diseases in the workplace was being developed. Israel wholeheartedly supported the draft 
resolution on prevention and control of cardiovascular diseases and other chronic 
noncommunicable diseases, wished to be included as a sponsor, arid supported the amendment 
proposed by the delegate of Hungary. 

Mr DEBRUS (Federal Republic of Germany) said that, with increasing life expectancy, 
cardiovascular diseases and cancer would acquire even greater significance, both in 
developed and in developing countries. Emphasis should be placed on primary prevention, 
through healthy life-styles, at least to postpone the occurrence of those diseases. In 
the Federal Republic of Germany, a medium-term study on the prevention of cardiovascular 
diseases had aimed at the reduction of deaths caused by such diseases among persons less 
than 65 years of age. If that were applied to cancer it would mean reducing the average 
loss of years of life, at present estimated to be 10 years. In particular, his country 
would like to share its experience of screening programmes aimed at the early detection 
of cardiovascular diseases. Among the proposed projects to combat cancer in the European 
Region, his country was particularly interested in the training of health personnel in 
the field of oncology. The psychosocial aspects of cancer were of particular importance, 
and the results of a study project on such aspects in relation to children suffering from 
cancer and their families would soon be available and could be shared with others. 



Dr LEPPO (Finland) welcomed the proposals regarding cardiovascular diseases set out 
in the proposed programme budget. The control of coronary heart disease through the 
community approach was valid, scientifically sound and practically feasible. It 
appeared, according to the situation analysis, that coronary heart diseases were rapidly 
becoming a major challenge in developing countries. 

In Finland, the community approach to controlling cardiovascular diseases had been 
widely accepted, and some parts of a comprehensive strategy had already been implemented, 
e.g. for measures against smoking, control of hypertension and the provision of dietary 
advice. As for many other countries, over the past 15 years Finland had witnessed a 
considerable decline in the incidence of coronary heart disease, as well as in mortality 
and disability caused by it. Progress would, however, have been more rapid if efforts in 
food and nutrition had been intensified. The Finnish Medical Research Council had 
recently held a meeting to discuss why Finnish cholesterol levels were so high and what 
ought to be done. The conclusion reached by that multidisciplinary and intersectoral 
meeting of experts had been that dietary factors were of primary importance, and there 
had been a consensus on the measures required to modify those factors. A strategy 
covering the entire population had been identified as being of key importance, with 
individual strategies playing a supportive role. A shift in cholesterol patterns 
necessitated far-reaching changes in the composition and consumption of foods, 
particularly with regard to dairy products which, in Finland, constituted the major 
source of saturated fat. Measures would include gradually reducing the fat content of 
milk by means of incentives, price policy and cattle breeding. Such measures evidently 
had an impact on agricultural and farming policy. Indeed, it was the first time that 
such options had been placed on the political agenda. A State commission on the 
prevention of coronary heart disease had been appointed, composed not only of health 
experts but also of high-level representatives from the Ministries of Finance, 
Agriculture, and Trade and Industry. The commission had an open mandate to make 
proposals in areas such as agriculture, foodstuffs, taxation and pricing policies, in 
addition to more traditional measures to be applied through the educational and health 
systems. 

The consensus reached in a controversial field and the formulation of a national 
programme to prevent coronary heart disease which included a strong component of food and 
nutrition policy were of paramount importance in Finland, where coronary heart disease 
was a major problem. Such an approach constituted a model for intersectoral action in 
the formulation of public health policy. It was hoped that progress could be reported to 
a forthcoming Health Assembly. Finland had benefited greatly from collaboration with WHO 
on cardiovascular diseases and looked forward to continuing and strengthening that 
fruitful work. He supported the draft resolution on prevention and control of 
cardiovascular diseases and other chronic noncommunicable diseases and was pleased to be 
a sponsor. 

Ms BRUZELIUS (Sweden) welcomed the primary health care approach taken by the WHO 
programme on cancer and said that it deserved attention and support. 

Mrs LYSGAARD (Denmark) requested that her country be included as a sponsor of the 
draft resolution on prevention and control of cardiovascular diseases and other chronic 
noncommunicable diseases. 

Dr ABDUR RAHMAN (Bangladesh) said that diabetes was a common disease in Bangladesh, 
particularly among the aged. Some 54 000 cases had been registered at the Institute of 
Diabetes and Endocrine Disorders in Dhaka, and some 8000 new cases were reported 
annually. In developing countries, diabetes was responsible for a large number of 
cardiovascular accidents, renal failure, blindness and immunological complications. A 
national screening programme had been initiated in Bangladesh, through the primary health 
care system, to prevent and control diabetes. That programme had, to a great extent, 
reduced complications among young diabetics. He supported the draft resolution on 
prevention and control of diabetes mellitus, and requested the Director-General to 
support activities aimed at preventing and controlling diabetes through community action 
programmes as well as making available the collective resources of WHO collaborating 
centres on diabetes, particularly on a regional basis. Bangladesh had developed a good 
programme on diabetes and was ready to cooperate and exchange ideas with other countries 
on the subject. 



Dr HU Ching-li (Assistant Director-General) thanked all delegates who had voiced 
positive support of the programmes. Delegates had noted that cancer, cardiovascular 
diseases and many other noncommunicable diseases, particularly diabetes, were major 
public health problems in developing countries as well as in developed countries, and had 
encouraged WHO to play a more active role in those programmes• WHO was already 
collaborating with many developed and developing countries to develop national cancer 
control programmes； countries involved included Chile, India, Sri Lanka, Canada, 
Cameroon, Indonesia, USSR, and China. Delegates had also stressed that WHO activities 
should not be confined to primary prevention, but should encompass secondary prevention 
and the terminal care of cancer patients• 

WHO had already initiated and collaborated with many countries in the hepatitis В 
immunization programme, as well as in programmes aimed at changing life-styles in 
collaboration with the "tobacco or health" programme and the nutrition programme in an 
effort to develop primary prevention. Programmes had also been initiated in Member 
States for the early detection and treatment of cancer, such as breast self-examination, 
cervical-cancer screening, oral-cancer detection and early diagnosis and referral for 
treatment. Since one-third of cancer patients were in the terminal stage, WHO had 
collaborated with Member States in cancer pain relief and terminal care. The Executive 
Board had requested WHO to use such experience in cancer pain relief and terminal care in 
its cooperation with the Global Programme on AIDS. He was pleased to inform the 
Committee that action had been taken in that matter. 

As many delegates had noted, the regular budget was very limited. WHO was making 
every effort to mobilize extrabudgetary resources； for example, in the previous 
biennium, US$ 2 million of extrabudgetary resources had been mobilized to support the 
cancer programme. That was obviously not enough, and it was encouraging to hear many 
delegates state their willingness to support WHO, riot only financially but also 
technically, as well as to collaborate with other countries in developing that programme. 

Delegates had encouraged efforts to prevent cardiovascular diseases. The MONICA 
project was already ten years old; experience gained through that project could be used 
in the development of national prevention programmes. Collaboration should be ensured in 
nutrition, "tobacco or health" campaigns, and efforts to change life-styles. WHO was 
encouraging countries to develop integrated programmes for the prevention and control of 
noncommunicable diseases, through the INTERHEALTH programme. It was hoped that 
collaboration with Member States would be further developed in that programme. As 
indicated by the United States delegate, pulmonary disease had also been recognized to be 
a major public health problem. 

During the discussion on major programme 11 (Promotion of environmental health), the 
delegate of the United States of America had asked a question concerning family planning 
including child spacing (see summary record of the ninth meeting, page 126) . WHO had had 
a clear policy concerning family planning and child spacing as an important preventive 
health intervention for women and children and for improved health of the family. Family 
planning was an essential element of primary health care. WHO had therefore increasingly 
supported the implementation of national programmes and policies in that area, with 
special emphasis on the health aspects of family planning and maternal and child health, 
as described under programme 9.1, and on the research aspects, as described under 
programme 9.3. Activities for the promotion and support of family planning and child 
spacing had been developed in respect of advocacy and information dissemination； 
technical support to developing countries, including 100 country programmes in maternal 
and child health and family planning, many of which were funded by UNFPA; dissemination 
of technical and managerial guidelines for all contraceptive methods being used in 
countries ; and special aspects of family planning programmes such as the role of 
breast-feeding, community-based distribution of family planning methods, etc. Recently, 
WHO had collaborated closely with the World Bank, UNICEF, UNFPA, UNDP, the Population 
Council and the International Planned Parenthood Federation in the preparation and 
follow-up of the International Conference on Better Health for Women and Children through 
Family Planning. Those were but a few examples, and the Director-General would provide 
further information on WHO's action in the field of family planning and child spacing as 
part of his report on the work of WHO to the next Health Assembly. 



diseases and other chronic noncommunicable diseases, questioned whether WHO actually 
carried out research, as that amendment implied. She proposed an amendment to the effect 
that WHO would give increased support for research. 

Professor BORGOÑO (Chile) accepted the amendment proposed by the delegate of 
Switzerland. 

The draft resolution on prevention and control of cardiovascular diseases and other 
chronic noncommunicable diseases. as amended by Hungary and Chile. with the further 
amendment proposed by Switzerland, was approved. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that the delegate of Chile had proposed an amendment to operative paragraph 1(4) of the 
draft resolution on prevention and control of diabetes mellitus, to which the delegate of 
the United Kingdom of Great Britain and Northern Ireland had proposed a further 
amendment. It was his understanding that the delegate of Chile had agreed to that 
amendment, so that the amended operative paragraph 1(4) would read: 

to establish a model for the integrated approach to the prevention and control of 
diabetes at community level;. 

The delegate of Chile had further proposed the addition in operative paragraph 2(2), 
after "International Diabetes Federation", of the words "and other similar bodies". 

The amendments were approved. 
о The draft resolution, as amended, was approved. 

Health information support (major programme 14) (Documents PB/90-91, pages 359-368, and 
EB83/1989/REC/1, Part II, Chapter II, paragraph 72) 

Dr NTABA (representative of the Executive Board) said that the Board had noted that 
the increasing availability of modern electronic technology for information gathering and 
dissemination and for communication was particularly relevant to the programme. 

Mrs KADANDARA (Zimbabwe) welcomed the assurance that support would be given to 
Member States in continuing to make available valid scientific, technical, managerial and 
other information relating to health. Many health cadres in her country worked in remote 
areas among rural communities, and most felt professional isolation and therefore needed 
regular health information to keep pace with developments in their own country and in the 
world. She appealed for funds to strengthen the country's information systems through 
professional journals and other publications to provide health personnel and the 
community with the necessary data in a language and form which they could understand, as 
only then could regional and intersectoral collaboration be effective. She also welcomed 
the increase in the allocation for regional and intercountry activities and noted that 
staff were being transferred from programme 15.2 (General administration services) to the 
health information support programme. It was hoped that the strengthening of the latter 
at regional level would give Member States the help that they needed. She requested 
additional support for her country in that area. 

Dr ADJEI (Ghana) 
units with up-to-date 
was being carried out 
called for support to 

said that the need to supply health workers in remote rural health 
information had been recognized in his country, where an experiment 
to develop simple mobile library facilities for that purpose. He 
expand such facilities. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted 
as resolution WHA42.35. 

о 



Dr JARDEL (Assistant Director-General) said he had noted the comments of the 
previous two speakers； one of WHO'S main concerns was to make health and biomedical 
information available within a reasonable period of time, at the level and in the form 
needed. The Regional Office for Africa was making a particular effort to equip the 
regional library and country representatives' offices, using simplified library and 
documentation methods. 

Support services (major programme 15) (Documents PB/90-91, pages 369-379, and 
EB83/1989/REC/1, Part II, Chapter II, paragraphs 73 and 74) 

Dr NTABA (representative of the Executive Board) said that under programme 15.2 
(General administration and services) the Board had endorsed the Director-General‘s 
intention to make economies wherever possible so that the highest possible proportion of 
resources could be devoted to programmes for health system infrastructure and health 
science and technology. 

There were no comments. 

Development of human resources for health (major programme 5) (continued from the seventh 
meeting, page 99) 

Draft resolution on encouragement of technical cooperation among developing 
countries (TCDC) through the promotion of national centres for research and the 
training of specialists (continued) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, 
introduced the following revised draft resolution prepared by the drafting group 
appointed at the seventh meeting: 

The Forty-second World Health Assembly, 
Mindful of the principles of, and obvious need for technical cooperation among 

developing countries (TCDC) and of the interest shown by WHO in its resolutions 
WHA31.41, WHA31.51, WHA32.27, WHA35.24, WHA36.34, WHA37.15, WHA37.16, WHA38.23, 
WHA39.23, WHA40.17 and WHA40.30 in strengthening this type of cooperation with a 
view to improving the health situation in the developing countries； 

Aware that the developing countries are making a considerable effort to find 
new ways of fostering TCDC through the identification of skills and needs in the 
health sector, and especially through the promotion of national TCDC centres for 
research and training to offer training to specialists in various branches of 
health; 

Recognizing the important role which must be played by WHO as a catalyst and 
support to the development of TCDC； 

Endorsing the analysis made by the non-aligned and other developing countries 
interested in the present status of TCDC and the participation of WHO in its 
promotion; 

1. THANKS the Director-General for his interest in the development of TCDC； 

2. URGES Member States: 

(1) to collaborate in the endeavour to develop TCDC as an effective means of 
cooperation towards the achievement of health for all by the year 2000 : 
(2) to make specific proposals to WHO for technical cooperation between the 
Organization and the developing countries which take account of the 
contribution each country can make to TCDC programmes； 
(3) to encourage the relevant institutions in their countries to strengthen 
their TCDC functions and capabilities； 
(4) to allocate funds for the strengthening of TCDC activities in their region 
or other regions； 



REQUESTS the Director-General: 

(1) to give priority to the implementation of the resolutions of the Health 
Assembly relating to activities which should be carried out by the Organization 
to provide systematic support to TCDC; 
(2) to allocate resources as he deems fit from his Development Programme to 
facilitate the establishment and operation of TCDC activities in existing or 
future national research and training centres, and to encourage the Regional 
Directors to do likewise； 
(3) to promote, through the focal points for TCDC at the regional offices, 
TCDC programmes in countries and the appropriate exchange of information for 
the conclusion of cooperation agreements in the fields determined by the 
countries and the Organization; 
(4) to encourage and assist in the identification by the developing countries 
of appropriate institutions among those already existing for each region and/or 
sub-region, to be entrusted with the task of initiating and developing TCDC 
programmes and projects in health and health-related fields； 

5. REQUESTS the Director-General and the Regional Directors to report to the 
Health Assembly and the regional committees respectively, in even-numbered years, on 
the progress made in the implementation of this resolution. 

The draft resolution was approved.丄 

Draft resolution on the Edinburgh Declaration on the reform of medical education 
(continued from the ninth meeting, page 135) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that a number of amendments had been proposed at the ninth meeting during discussion of 
the draft resolution proposed by the delegations of Botswana, Canada, India, Lesotho, 
Malawi, Malta and Nicaragua. The drafting group had prepared a revised text, taking 
account of those proposals, which read as follows : 

The Forty-second World Health Assembly, 
Noting document EB83/1989/REC/1, Part II, paragraph 28, which draws attention 

to the Edinburgh Declaration on the reform of medical education; 
Acknowledging the continued need to improve the quality of training for all 

categories of health personnel and to reorient the contents of training programmes 
in accordance with the realities of the Member States and with the requirements of 
health-for-all strategies； 

Bearing in mind the proposed plan of action for implementing the 
recommendations of the Edinburgh Declaration; 

1. THANKS the World Federation for Medical Education for its efforts in promoting 
the reorientation of medical education towards the goal of health for all; 

2. CALLS UPON Member States to give serious consideration to and to disseminate 
the recommendations and concepts embodied in the report of the Edinburgh Conference. 

о The draft resolution, as amended, was approved. 

1 Transmitted to the Health Assembly in the Committee's fourth report 
as resolution WHA42.37. 

о 

and adopted 

and adopted 



General health protection and promotion (major programme 8) (continued) 

Draft resolution on oral health (continued from the seventh meeting, page 96) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that a number of amendments had been proposed to the operative paragraphs of the draft 
resolution on oral health proposed by the delegations of Bahrain, Canada, Kuwait, Malawi, 
Oman, Qatar, Saudi Arabia, United Arab Emirates and United Kingdom of Great Britain and 
Northern Ireland. The amended text read as follows : 

The Forty-second World Health Assembly, 
Aware that the promotion of oral health is an integral part of health for all 

by the year 2000, and that the use of fluorides has been highly successful in 
reducing caries and oral diseases in many countries； 

Recalling resolutions WHA22.30, WHA28.64, WHA31.50 and WHA36.14 in this regard; 
Realizing, however, that in some countries, particularly the developing ones, 

oral health status is deteriorating where preventive strategies are not being 
applied or maintained; 

1. REAFFIRMS that it is necessary for those countries which have not already done 
so to establish national strategies for oral health promotion, the prevention of 
oral diseases and appropriate care, making full use of the extensive technology now 
available, including management techniques； 

2. URGES Member States to make full and appropriate use of international 
collaborative oral health development programme, strengthened by the partnership of 
WHO with the International Dental Federation, the WHO collaborating centres, the 
intercountry centres for oral health, and by the work of the Federation and other 
nongovernmental organizations； 

3. REQUESTS the Director-General: 

(1) to continue to support collaboration between WHO and the above-mentioned 
centres and organizations, and to mobilize resources for action and research 
for the promotion of oral health as part of primary health care； 
(2) to strengthen WHO's programme for the promotion of standard methods and 
approaches for prevention and care, and for training; 
(3) to promote preventive oral health programmes within primary health care. 

The draft resolution, as amended, was approved.^ 

Diagnostic. therapeutic and rehabilitative technology (major programme 12) (continued 
from the eleventh meeting, page 155) 

Draft resolution on traditional medicine and modern health care (see the ninth 
meeting, page 137) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that, during earlier discussions, a number of amendments had been proposed to the draft 
resolution proposed by the delegations of Angola, Botswana, China, Democratic People's 
Republic of Korea, India, Indonesia, Lesotho, Malawi, Mauritius, Mozambique, Nepal, 
Nigeria, Sri Lanka, Zambia and Zimbabwe. 

The delegate of France had proposed that in operative paragraph 1(4) the words "are 
safe and effective in treatment" be replaced by the words, "have a satisfactory 
efficacy/side-effect ratio". 

The delegate of Togo had been reported as proposing an additional operative 
paragraph 1(7) which would read "to encourage traditional therapists to group themselves 
into medical societies；". The delegate of Japan had suggested that the words 
"professional societies" should be used. The delegate of Zambia, considering that the 
effectiveness of the original resolution should not be diluted, had proposed that only 
the amendment made by the delegate of France be accepted. 



Mr KUROKAWA (Japan) said that during the earlier discussions the amendment proposed 
by the delegate of Togo had included the words "medical societies". His delegation had 
then taken the floor to suggest that, in order to avoid any confusion that might arise 
from the use of those words, since such societies varied widely, it would be preferable 
to replace them with the words "professional societies". 

Dr ROSDAHL (Denmark), speaking on a point of order, suggested that, as the delegate 
of Togo was absent, it might be preferable to adjourn the discussion until the next 
meeting, at which time an agreed text might be presented. 

It was so agreed (see summary record of the thirteenth meeting, page 196). 

Public information and education for health (major programme 6) (continued from the sixth 
meeting, page 75). 

Draft resolution on public information and education for health 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, 
introduced the following draft resolution proposed by the delegations of Bulgaria, China, 
Czechoslovakia, Finland, German Democratic Republic, Hungary, Mongolia, Poland, Sweden, 
Tunisia and the Union of Soviet Socialist Republics : 

The Forty-second World Health Assembly, 
Recalling previous resolutions on public information and education for health, 

in particular resolutions WHA27.27, WHA27.28 and WHA31.42; 
Stressing the importance of the proclamation in the Alma-Ata Declaration that 

"education concerning prevailing health problems and the methods of preventing and 
controlling them" is the first of the eight basic elements of primary health care； 

Mindful that information and education on health matters are vital for 
promoting social policies supportive of health development, for fostering 
intersectoral cooperation, and for ensuring people's participation in achieving 
health for all； 

Having due regard to the increasing importance of information and education for 
achieving health goals, especially with the emergence of new and serious health 
problems such as AIDS, as reflected in the London Declaration on the prevention of 
AIDS ； 

Bearing in mind the great potential of modern mass media, and the rapid 
developments in communication technology, and taking into account the evident 
achievements resulting from their use； 

Mindful of the relatively low priority so far given to information and 
education by.the health sector in general and the potential for strengthening 
educational technology, behavioural research and resources for public information 
and education for health； 

1. URGENTLY CALLS UPON Member States: 

(1) to ensure that strategies for health development include health education 
and promotion as an essential element of primary health care and to strengthen 
the required infrastructure and resources at all levels； 
(2) to take necessary action for the training of health and related manpower 
in health education principles and practice, including the use of the mass 
media for health advocacy and education for health; 
(3) to make wider use of the mass media and actively involve the media sector 
in health promotion and education of the public in support of national 
health-for-all strategies； 
(4) to strengthen cooperation and encourage the exchange of experience in the 
development and application of communication and education technology, 
including technical cooperation among developing countries； 



2. CALLS UPON the Director-General: 

(1) to provide support to Member States in strengthening national capabilities 
in all aspects of public information and education for health, particularly the 
training of manpower； 
(2) to pay particular attention to research and the development of new and 
more effective methodologies in the field of information and education for 
health, and to the evaluation of their impact on life-styles and the health 
status of the population; 
(3) to promote the documentation of significant experiences of Member States 
regarding health education, and its dissemination through WHO publications； 
(4) to submit a progress report to the Forty-fourth World Health Assembly. 

Dr GLYNN (Canada) said that the draft resolution might be improved by strengthening 
the references to health promotion. While he could explain at some length the reasons 
why WHO should seriously consider and implement health promotion strategies if the goal 
of health for all was to be attained, in the interest of time he would merely refer to 
the reports, and in particular the Ottawa Charter for Health Promotion, of the First and 
Second International Conferences on Health Promotion, sponsored by WHO and the Government 
of Canada, and by WHO and the Government of Australia, respectively. 

A number of amendments had already been accepted by the sponsors to the draft 
resolution. Regrettably, they were rather extensive and there had not been sufficient 
time for them to be circulated in advance. 

The title should be amended to read "Health promotion, public information and 
education for health". 

A new preambular paragraph should be inserted following the second preambular 
paragraph: 

Recognizing that the spirit of Alma-Ata was carried forward in the Ottawa Charter 
for Health Promotion developed at the First International Conference on Health 
Promotion (1986) in Ottawa, Canada, and in the strategies for healthy public policy 
developed at the Second International Conference on Health Promotion (1988) in 
Adelaide, Australia, and looking forward to the Third International Conference on 
Health Promotion in Sundsvall, Sweden in 1991 on the subject of supportive 
environments for health;. 

The third preambular paragraph, which would become the fourth, should be amended by 
deleting the word "promoting" after the words "are vital for", and inserting the words 
"health promotion and public" after the words "supportive of". 

The next preambular paragraph should be amended by inserting the words "health 
promotion," after the words "importance of". 

The last preambular paragraph should be amended to read: 

Mindful of the relatively low priority so far given to health promotion and public 
information and education for health by the health sector in general and the 
potential for strengthening social marketing, education technology, behavioural 
research and strategies and resources for health promotion, and public information 
and education for health;. 

Operative paragraph 1(1) should be amended to read: 

to develop, in the spirit of the Alma-Ata, Ottawa and Adelaide conferences, 
strategies for health promotion and health education as an essential element of 
primary health care and to strengthen the required infras truc ture and resources at 
all levels；. 

Operative paragraph 1(2) should be amended by the insertion of the words "health 
promotion and" after the words "related manpower in", and of the words "social 
marketing," after the words "mass media for". 

Operative paragraph 1(4) should be amended by the insertion of the words "health 
promotion strategies and" after the words 11 application of" and of the words "and 
developed" after the word "developing". 



In operative paragraph 2(1) the words "health promotion, and" should be inserted 
after the words "all aspects of". 

Operative paragraph 2(2) should be amended to read: 

to pay particular attention to research and the development of 
effective methodologies and strategies in the fields of health 
information and education for health, and to the evaluation of 
individual life-styles, the health of families and communities 
of the populations :. 

In operative paragraph 2(3) the words "health promotion and" should be inserted 
after the word "regarding". 

Operative paragraph 2(4) should be amended to read: 

new and more 
promotion and public 
their impact on 
and the health status 

to submit a progress report to the Forty-fifth World Health Assembly, including 
reports from as many Member countries as possible and the implications of the 
recommendations of the Third International Conference on Health Promotion in 1991. 

Dr HASSOUN (Iraq) said that the amendments were so extensive that it might be 
necessary to allow delegates 48 hours to consider them. It might therefore be preferable 
to defer discussion until the Forty-third World Health Assembly. There were precedents 
for such a procedure. 

Dr JAKAB (Hungary) supported the amendments proposed by the delegate of Canada, 
which would guarantee a broader approach to the issue, taking account of accumulated 
experience of health promotion programmes at international, regional and country level. 

Dr VARET (France) said that delegates should have the chance to study the text of 
the proposed amendments before any decision was made. 

Dr SAVEL'EV (Union of Soviet Socialist Republic) agreed with the delegate of Hungary 
and said that the amendments should be approved. 

Dr DE SOUZA (Australia) supported the amendments proposed by the delegate of 
Canada. Since the Declaration of Alma-Ata, great progress had been made in the area of 
health promotion. While public information and education for health remained important 
elements of primary health care, the two international conferences mentioned by the 
delegate of Canada, held in Ottawa and Adelaide, had brought forward new strategies, and 
indicated that faster progress would be made in influencing life-styles if the techniques 
of health promotion, including social marketing, were used. Any resolution from the 
Health Assembly should be up to date and should therefore include reference to those 
techniques. While the point made by the delegate of Iraq was valid, health promotion was 
such an important element of current policies that a reference to it should be 
incorporated in the resolution. Furthermore, since planning was already under way for 
the Sundsvall Conference, it would be preferable to make a decision at the current Health 
Assembly. He suggested that consideration of the proposed amendments be deferred to the 
next meeting, to allow time for the amended text to be circulated. 

Professor BORGOÑO (Chile) said that, while he personally saw no objection to the 
proposed amendments, since they strengthened the draft resolution, there was a need to be 
consistent as regards the procedures followed by the Committee. Delegates should not 
criticize lack of discipline in following procedures at one stage in the discussion and 
then choose to ignore those procedures later. He agreed with the delegates of France and 
Iraq that it was not appropriate to consider such extensive amendments unless they had 
been circulated in writing, to give delegates the opportunity to study them. However 
excellent they might be, it would set a most dangerous precedent to consider such 
extensive amendments directly, and he wished it to be recorded in the summary record that 
he would not endorse such a procedure. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) read out the draft 
third report of the Committee. 

The report was adopted.丄 

The meeting rose at 13h05. 



THIRTEENTH MEETING 

Thursday, 18 May 1989. at 14h3Q 

Chairman: Dr J.-P. OKIAS (Gabon) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 18 of the Agenda 
(Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part II, Chapter II) (continued) 

Disease prevention and control (major programme 13) (continued) 

Draft resolution on the prevention and control of salmonellosis (continued from the 
twelfth meeting, page 175) 

The CHAIRMAN recalled that a drafting group had been set up to examine the draft 
resolution on control of food-borne zoonoses proposed by the delegations of Bulgaria, 
China, Cuba, Czechoslovakia, Finland, German Democratic Republic, Federal Republic of 
Germany, Hungary, Sweden, Union of Soviet Socialist Republics and the United States of 
America, together with the amendments proposed by the delegate of Canada. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that the drafting group had unanimously accepted the Canadian amendments and had agreed 
on the following amended text: 

The Forty-second World Health Assembly, 
Acknowledging the work of the Organization in the prevention and control of 

food-borne diseases, including those of zoonotic origin; 
Concerned at the marked increase in food-borne infections in many countries, 

particularly the incidence of human salmonellosis and other zoonotic enteric 
infections due to the presence of causative agents in livestock and poultry; 

Conscious of the need to protect human health from harmful agents in food 
products obtained from infected animals； 

Noting that international trade in infected feedstuffs, animals and their 
products poses worldwide problems for human health; 

Affirming that the control of these diseases depends on good hygienic practices 
in maintaining, feeding and slaughtering animals and poultry and the marketing of 
animal products for human consumption; in the preparation, processing, distribution 

storage of food; and in the catering trades and in the home； 
Taking into account the recommendations of the Codex Alimentarius Commission 
of various WHO meetings and expert committees on the subject; 

URGES Member States: 

(1) to intensify their epidemiological surveillance services for monitoring 
critical points of production, processing, and marketing of animals and their 
products with regard to salmonellosis and other zoonotic enteric infections； 
(2) to strengthen efforts to control food-borne zoonoses through the 
application of effective measures to ensure the quality of feedstuffs, animals, 
and their products； 
(3) to take into account the relevant Codex standards and international codes 
of hygiene practices in the development and implementation of food safety 
programmes； 
(4) to foster intersectoral and community-based applied research projects with 
a view to reducing health risks from animals and their products； 

and 

and 

1. 



2. REQUESTS the Director-General: 

(1) to develop further, in collaboration with FAO and other organizations, 
WHO'S activities for the promotion of hygiene in the production and marketing 
of animals and their products； 
(2) to continue to assist Member States, in particular through the work of the 
Codex Alimentarius Commission, in the development of optimum microbiological 
and hygiene standards for products of animal origin; 
(3) to continue to cooperate with Member States in the development and 
dissemination of information on the most effective practical veterinary and 
public health measures for preventing and controlling salmonellosis and other 
zoonotic infections. 
(4) to report to the Executive Board and the Health Assembly on future 
activities of the Organization regarding the prevention and control of 
salmonellosis and other zoonotic enteric infections. 

The draft resolution, as amended, was approved.丄 

Protection and promotion of the health of specific population groups (major programme 9) 
(continued) 

Draft resolution on "the health of youth" (continued from the eighth meeting, 
page 112) 

The CHAIRMAN recalled the draft resolution on "the health of youth" proposed by the 
delegations of Bangladesh, Canada, Democratic People's Republic of Korea, Finland, 
France, Hungary, Iceland, Kenya, Lesotho, Mali, Malta, Nicaragua, Nigeria, Norway, 
Pakistan, Samoa, Sweden, Trinidad and Tobago, Turkey, United Kingdom of Great Britain and 
Northern Ireland and United Republic of Tanzania, and introduced at the seventh meeting 
(see page 99). 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that the delegate of the Union of Soviet Socialist Republics had proposed that the third 
preambular paragraph read as follows : 

Aware of the extent of the health problems of youth - such as accidental injuries, 
nutritional imbalances, sexually transmitted diseases, pregnancy before biological 
or social maturity, the abuse of substances including tobacco, alcohol and other 
drugs, and psychosocial difficulties - and of the need for healthy development among 
young people in both developed and developing countries；. 

The delegate of Turkey had proposed the insertion of a new subparagraph (7) in 
operative paragraph 1, to read as follows : 

to draw the attention of those working in the health and other sectors, and the 
general public, to the action required to meet the health needs of youth and to the 
important contribution of young people to health for all, through different fora, 
media and events such as national conferences and the designation of national youth 
days；. 

The amendments proposed by the delegates of the USSR and Turkey were adopted. 
о The draft resolution, as amended, was approved. 

1 Transmitted to the Health Assembly in the Committee's fourth report and 
after minor amendment, as resolution WHA42.40. 

о 



Draft resolution on women's health (continued from the eighth meeting, page 112) 

The CHAIRMAN recalled the draft resolution on women's health proposed by the 
delegations of Botswana, Brazil, Cape Verde and Mozambique and introduced at the seventh 
meeting (see page 101). 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that the delegate of the USSR had proposed the insertion in the third preambular 
paragraph of the words "in many countries" after the phrase "physical, social and mental 
health of women". 

The delegate of Switzerland had proposed the insertion after the third preambular 
paragraph of a new paragraph to read as follows : 

Aware that maternal morbidity and mortality can be substantially reduced by simple, 
effective and culturally acceptable measures and methods, and that the application 
of such measures and methods constitutes a highly profitable investment；. 

Amendments had been proposed to the final preambular paragraph by the delegate of 
the USSR and the delegate of the United Kingdom. He suggested that, provided the USSR 
delegate had no objection, his amendment might be incorporated in that proposed by the 
United Kingdom. The paragraph would consequently read: 

Recognizing that, although the burden of childbearing and child care falls on women, 
many societies have all too often failed to provide them with adequate technical and 
social support and have yet to make a commitment to safe motherhood;. 

In operative paragraph 1, the delegate of the USSR had proposed the amendment of the 
initial clause to read: 

URGES Member States which have not already done so: 

The delegate of Switzerland had proposed the insertion of a new subparagraph 1(2) to 
read as follows : 

to recognize the severity of the health risks incurred by women, particularly in 
connection with pregnancy and delivery, and to publicize and utilize the adequate 
methods for preventing these risks;. 

The following subparagraphs would be renumbered accordingly. 
The delegate of Pakistan had proposed the insertion of a new subparagraph 1(5) to 

read: 

to bring the legal status of women up to par with that of men so that education, 
health and other social services are available to them equally;. 

The following amendment to the final part of operative paragraph 2(1) had been 
proposed by the delegate of Sweden: "... particularly in the areas of research and 
research training in reproductive health, maternal and child health including family 
planning, women's health and development and also by concrete attention in areas such as 
occupational and environmental health, tropical diseases, communicable diseases and 
immunization, water and sanitation;". 

The addition of a new subparagraph 2(4) had been proposed by the delegate of Sweden, 
to read: 

to maintain and strengthen intersectoral approaches through collaboration with the 
relevant United Nations and governmental and nongovernmental agencies at national, 
regional and global levels. 

Professor MENCHACA (Cuba) expressed concern: while it was normal during the 
discussion of a draft resolution to be given the opportunity to present amendments, the 
vast number of those under examination, even had they been read out slowly enough to be 
copied down, would defy careful analysis in the allotted time. He was naturally 



predisposed to support suggestions intended to promote health, but the deluge of 
amendments had created confusion. One, for example, appeared to take the unsuitable 
position of criticizing childbearing. Notwithstanding time constraints, the method of 
examining the amendments therefore seemed inappropriate and overwhelming. 

The CHAIRMAN, concurring with the previous speaker, submitted that the dilemma faced 
by the Committee could be resolved either by adopting all the amendments in their entity, 
thereby placing trust in the good judgement of the Rapporteur and those who had helped to 
draft them, or by postponing their further examination until later, but he wondered 
whether the time could be found. He therefore suggested adopting all of the amendments 
by consensus at a stroke. 

The amendments were adopted. 

The draft resolution, as amended, was approved by consensus.丄 

Dr CORNAZ (Switzerland), commending the Chairman on his solution of the dilemma, 
pointed out that at least two amendments, those proposed by Sweden and Switzerland, had 
been put forward when the question of women's health was under discussion and had been 
submitted in writing so as not to prolong the discussion unduly, on the understanding 
that they would be discussed the following day. However, that discussion had not taken 
place. As a result, those amendments had been added to the others in a cumulative 
process. She stressed the importance of devising a procedure whereby similar situations 
could in future be avoided. 

Diagnostic. therapeutic and rehabilitative technology (major programme 12) (continued) 

Draft resolution on traditional medicine and modern health care (continued from the 
eleventh meeting, page 155) 

The CHAIRMAN recalled the draft resolution on traditional medicine and modern health 
care proposed by the delegations of Angola, Botswana, China, Democratic People's Republic 
of Korea, India, Indonesia, Lesotho, Malawi, Mauritius, Mozambique, Nepal, Nigeria, Sri 
Lanka, Zambia and Zimbabwe, and introduced at the ninth meeting (see page 137). 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, 
recalled that France had proposed amending operative paragraph 1(4) to read: 

to identify those medicinal plants, or remedies derived from them, which have a 
satisfactory efficacy/side-effect ratio and should be included in the national 
formulary or pharmacopoeia；. 

Amendments had been presented by Togo and Japan, and comments had been made by the 
delegate of Zambia. Following discussions between the three Member States concerned, 
Togo and Japan had agreed to withdraw their amendments. 

о The draft resolution, as amended, vas approved by consensus. 

Public information and education for health (major programme 6) (continued) 

Draft resolution on health promotion, public information and education for health 
(continued from the twelfth meeting, page 191) 

The CHAIRMAN invited the Committee to consider a draft resolution on health 
promotion, public information and education for health, submitted by the delegations of 

1 Transmitted to the Health Assembly in the Committee‘s fourth report and adopted 
as resolution WHA42.42. 

о 



Bulgaria, Canada, China, Czechoslovakia, Finland, German Democratic Republic, Hungary, 
Mongolia, Poland, Sweden, Tunisia and the Union of Soviet Socialist Republics. The text, 
which was a revised version of the proposal circulated earlier, read as follows: 

The Forty-second World Health Assembly, 
Recalling previous resolutions on public information and education for health, 

in particular resolutions WHA27.27, WHA27.28 and WHA31.42; 
Stressing the importance of the proclamation in the Declaration of Alma-Ata 

that "education concerning prevailing health problems and the methods of preventing 
and controlling them" is the first of the eight basic elements of primary health 
care ； 

Recognizing that the spirit of Alma-Ata was carried forward in the Ottawa 
Charter for Health Promotion developed at the First International Conference on 
Health Promotion (1986) in Ottawa, Canada, and in the strategies for Healthy Public 
Policy developed at the Second International Conference on Health Promotion (1988) 
in Adelaide, Australia; and looking forward to the Third International Conference 
on Health Promotion in Sundsvall, Sweden, in 1991, on the subject of Supportive 
Environments for Health; 

Mindful that information and education on health matters are vital for social 
policies supportive of health promotion and public health development, for fostering 
intersectoral cooperation, and for ensuring people's participation in achieving 
health for all； 

Having due regard to the increasing importance of health promotion, information 
and education for achieving health goals, especially with the emergence of new and 
serious health problems as AIDS, as reflected in the London Declaration on the 
prevention of AIDS； 

Bearing in mind the great potential of modern mass media, and the rapid 
development in communication technology, and taking into account the evident 
achievements resulting from their use； 

Mindful of the relatively low priority so far given to health promotion and 
public information and education for health by the health sector in general and the 
potential for strengthening social marketing, educational technology, behavioural 
research and strategies and resources for health promotion, and public information 
and education for health; 

1. URGENTLY CALLS UPON Member States: 

(1) to develop, in the spirit of the Alma-Ata, Ottawa and Adelaide 
conferences, strategies for health promotion and health education promotion as 
an essential element of primary health care and to strengthen the required 
infrastructure and resources at all levels； 
(2) to take necessary action for the training of health and related manpower 
in health promotion and health education principles and practice, including the 
use of the mass media for social marketing, health advocacy and education for 
health; 
(3) to make wider use of mass media and actively involve the media sector in 
health promotion and education of the public in support of national 
health-for-all strategies； 
(4) to strengthen cooperation and encourage the exchange of experience in the 
development and application of health promotion strategies and communication 
and education technology, including technical cooperation among developing and 
developed countries； 

2. CALLS UPON the Director-General: 

(1) to provide support to Member States in strengthening national capabilities 
in all aspects of health promotion, and public information and education for 
health, particularly the training of manpower; 
(2) to pay particular attention to research and the development of new and 
more effective methodologies and strategies, in the fields of health promotion 
and public information and education for health, and to the evaluation of their 



impact on individual life-styles, the health of families and communities, and 
the health status of the population; 
(3) to promote the documentation of significant experiences of Member States 
regarding health promotion and health education, and its dissemination through 
WHO publications； 
(4) to submit a progress report to the Forty-fifth World Health Assembly, 
including reports from as many Member States as possible and the implications 
of the recommendations of the Third International Conference on Health 
Promotion in 1991. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, 
announced two corrections. First, Australia had asked to be added to the list of 
sponsors. The second correction concerned the English language version only: in 
operative paragraph 1(1) the word "promotion" after "health education" should be deleted. 

Professor MENCHACA (Cuba) expressed appreciation of the efforts of the authors of 
the amendments incorporated in the revised draft resolution. While he welcomed the 
proposed Third International Conference on Health Promotion to be held in Sweden in two 
years' time, the allusion was premature and might establish a precedent. 

Dr MORKAS (Iraq) said that the revised text was acceptable, particularly with the 
constructive amendments by the delegate of Canada at the twelfth meeting. The comments 
by the delegate of Cuba deserved careful consideration. 

In keeping with the spirit of consensus prevailing in the Committee, he would not 
insist on his delegation's earlier proposal that the matter be deferred, provided that 
the reservations were included in the summary records and that efforts were made in the 
future to avoid complex and lengthy last-minute amendments to draft resolutions. 

Ms FILIPSSON (Sweden) said that her delegation would have no objection to the 
deletion of the reference to the Third International Conference on Health Promotion from 
the operative section of the draft resolution if such was the desire of the delegate of 
Cuba. Sweden would do everything possible to ensure the success of the Conference. 

Professor BORGOÑO (Chile) said that while the reference to an event so far in the 
future might well be premature and superfluous to the present draft resolution, he saw 
nothing but good in acknowledging, in the operative part, that the recommendations of the 
Conference would have to be analysed. 

Professor MENCHACA (Cuba) reiterated that it was hardly practical to ask WHO to 
study the implications of an event which had not yet taken place. He felt sure, however, 
that the recommendations of the Conference would be most significant. 

The CHAIRMAN said that, as the delegate of Sweden had agreed to the deletion of the 
reference to the Conference, there seemed no need to discuss the matter further. 

Dr RODRIGUES CABRAL (Mozambique) said that without calling in question the 
importance of the Conference, the issue at stake might be whether it was constitutionally 
proper for the deliberative organs of WHO to single out a given body or event for 
favourable mention or encouragement which might be considered invidious. 

Professor MENCHACA (Cuba) concurred with the previous speaker, adding that the 
concern of the delegate of Chile could be met once the Conference had been held: at that 
time, if the Health Assembly so desired, it could formally call for the study of its 
recommendations. 

Ms FILIPSSON (Sweden) reiterated her agreement to the suggestion regarding operative 
paragraph 2(4). Sweden would, however, have preferred that the reference to the 
Conference in the preamble be retained. 



of Sweden had agreed to the elimination of that reference. Bearing in mind that the 
delegate of Sweden was one of the sponsors of the resolution and that she was in 
agreement with Professor Menchaca's proposal, it would seem that that proposal could be 
accepted. He therefore thought that the Committee could approve the resolution without 
any reference to the Conference to be held in Sweden as such a proposal had been accepted 
by the delegate of Sweden. 

The CHAIRMAN said that, if delegates were in agreement with the interpretation 
provided by the Legal Counsel, and in the absence of objections, he would take it that 
the Committee was prepared to approve the revised draft resolution, as amended. 

The revised draft resolution, as amended. was approved.丄 

FINANCIAL POLICY MATTERS : Item 18.3 of the Agenda (Documents PB/90-91; 
Part II, Chapter III, paragraphs 76-85; and A42/35) 

EB83/1989/REC/1, 

the level of the 
the Health 
the Executive 

Dr QUIJANO NAREZO (representative of the Executive Board) said that 
effective working budget involved one of the most important decisions of 
Assembly. In its review of the proposed programme budget for 1990-1991, 
Board had paid particular attention to the planned allocation of resources. The details 
of the proposed budgetary increases and decreases had been described in the 
Director-General‘s proposals, and many aspects had already been reviewed by the 
Committee. Chapter III of the Board's report drew attention to a number of important 
budgetary and financial policy issues, including some significant changes in comparison 
with the 1988-1989 programme budget. 

The Director-General was proposing an effective working budget level of 
US$ 653 740 000, representing an increase of US$ 44 760 000, or 7.35% over the approved 
programme budget for 1988-1989. The increase comprised statutory and inflationary cost 
increases of 8.15%, offset by a cost decrease of 0.43% due to an adjustment of the 
budgetary rate of exchange for the Egyptian pound, arid a decrease in real terms of 
0.37%. The proposed programme budget for 1990-1991 continued to implement the policy of 
zero budget growth in real terms； it nevertheless provided for a real increase of 0.39% 
at country level and 0.48% at global arid interregional level, which had been made 
possible by corresponding real decreases at regional and intercountry level. 

As a result of its review, the Executive Board considered that the effective working 
budget of US$ 653 740 000 proposed by the Director-General for 1990-1991 continued to 
strike the right balance between the need to move towards health for all and the need for 
realism in view of the world economic situation. The Board accordingly endorsed the 
Director-General‘s proposals, and recommended that the Committee approve the proposed 
revised appropriation resolution for the period 1990-1991, which read as follows : 

The Forty-second World Health Assembly 

RESOLVES to appropriate for the financial period 1990-1991 an amount of 
US$ 726 100 400 as follows: 



A. 

Appropriation Amount 
section Purpose of appropriation US $ 

1. Direction, coordination and management . 83 094 900 
2. Health system infrastructure 204 526 800 
3. Health science and technology: 

health promotion and care 115 176 900 
4. Health science and technology: 

disease prevention and control 89 386 400 
5. Programme support 161 555 000 

Effective working budget 

Transfer to Tax Equalization Fund 
Undistributed reserve 

653 740 000 

60 000 000 
12 360 400 

Total 726 100 400 

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 1990 - 31 December 1991 in accordance with the provisions of the Financial 
Regulations. Notwithstanding the provisions of the present paragraph, the 
Director-General shall limit the obligations to be incurred during the financial 
period 1990-1991 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$ 10 433 000). 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 1990-1991. 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: 

$
 

s
 

и
 

(i) reimbursement of programme support costs by the 
United Nations Development Programme in the 
estimated amount of 

(ii) casual income in the amount of 
4 000 000 
40 977 000 



thus resulting in assessments on Members of US$ 681 123 400. In establishing the 
amounts 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. 

Mr VAN DONGEN (Netherlands) supported the 7.35% increase in the proposed programme 
budget for the period 1990-1991. That increase represented an absence of real growth in 
the period since the former Director-General had been forced to reduce the agreed budget 
level because of shortfalls in the collection of assessed contributions and the need to 
exceed the available exchange rate facility of US$ 31 million. It was to be hoped that 
all the resources allocated to the five appropriation sections would be forthcoming, 
since any shortfall would seriously hamper the Director-General and the Regional 
Directors in their work. He asked when and how the Director-General proposed to address 
the question of balancing the budget. He assumed that the eighty-fifth and 
eighty-seventh sessions of the Executive Board would be provided with an analysis of 
programme implementation in relation to incoming funds and any planned readjustments in 
programme activities for the remainder of the 1990-1991 biennium. 

Dr LARIVIÈRE (Canada) thanked Committee В for its competent and expeditious handling 
of the financial aspects of the budget, and supported the revised proposals. He also 
congratulated Mr Furth, Assistant Director-General, on the excellent manner in which he 
had guided the Organization through successive economic crises. 

Dr AMINO (Japan) expressed appreciation of the efforts made to maintain "zero" 
budget growth in real terms in the proposed programme budget for 1990-1991. He fully 
appreciated the difficulty of continuing to ensure the high quality of activities under 
currently severe financial constraints, and supported the proposed programme budget for 
1990-1991, hoping that WHO would continue to make every effort to carry out its work 
efficiently. 

Mr BOYER (United States of America) endorsed the recommendation by Committee В on 
the amount of available casual income to be used to help finance the budget for 
1990-1991. He commended the Director-General on the proposed budget, the first submitted 
by him to a Health Assembly, welcoming the fact that it showed "zero real growth", which 
reflected the realities of a difficult world financial situation. He joined the delegate 
of Canada in praising the work of Mr Furth in his years with the Organization, whose 
financial operations he had made a model for many other specialized agencies of the 
United Nations. 

In the lengthy debate on the proposed programme budget, there had been many 
proposals for increased budget allocations but none for decreases. That placed the 
Director-General in the difficult position of having to adjust programme priorities in 
order to maintain the policy of "zero real growth". It was to be hoped that new 
mechanisms could be developed to involve Member States in setting priorities during 
preparation of the programme budget, for example during the next meeting of the Programme 
Committee, as foreseen by the Executive Board and as indicated by Dr Jardel, Assistant 
Director-General, at an earlier meeting. In addition, he hoped that the Board at its 
next session would consider ways to improve the handling of the budget discussion at the 
Health Assembly. 

The United States delegation supported the proposed revised appropriation 
resolution, and hoped that it would be approved by consensus. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said it had become the custom 
during the past eight years for the Organization's budget to show no growth in real 
terms. Increases in the budget figures since 1984 had been due exclusively to the 
effects of inflation and exchange rate fluctuations. Long-standing financial 
difficulties had compelled WHO not only to introduce stringent internal economies but 
also to make cuts in the approved budgets for the past two bienniums. A continuation of 
that practice in the future could not be excluded. He welcomed the fact that almost all 
available casual income was being used by the Director-General to finance the regular 



budget and reduce assessed contributions. The delegation of the USSR supported the 
proposed revised appropriation resolution. 

Mr ARRIAZOLA (Mexico) regretted that, although consideration of the proposed 
programme budget for 1990-1991 had been one of the most important items before the Health 
Assembly, the Executive Board, while fully discussing the content of the programmes, had 
given less detailed attention to the actual figures involved. The overall budget total 
was high in the light of the financial difficulties facing many countries, including his 
own. Although the proposed budget showed no growth in real terms it involved an 
effective increase of 7.35%, which was not easy to accept since it meant higher 
contributions from countries. He therefore asked the Secretariat to keep the operation 
of the Organization under constant review. 

He supported the recommendation to use US$ 40 977 000 of available casual income to 
help finance the budget for 1990-1991. 

Health and disease recognized no frontiers； he therefore considered that countries 
in wealthier circumstances should contribute more to WHO's work. 

Dr BORGES RAMOS (Venezuela) said that the proposed programme budget for 1990-1991 
showed a substantial increase, more than 7%, over the previous biennium, which had not 
been adequately explained. That would result in a major increase of contributions from 
Member States. Venezuela, for example, although its assessment had been reduced from 
0.59 to 0.56, would see its 1990-1991 contribution rise by almost US$ 80 000, a 
considerable burden for a country coping with adverse exchange rates. He therefore 
entered a formal reservation with regard to the total budget figure submitted to the 
Health Assembly. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) joined in 
commending the Secretariat on achieving a budget proposal showing no real growth. He 
also endorsed the expressions of appreciation of the valuable contribution made by 
Mr Furth to the working of the Organization. Like the United States delegate, he 
believed that the handling of the discussion of the proposed budget at the Health 
Assembly could be improved. Committee A had been under considerable pressure； the 
forthcoming session of the Board should consider ways of ensuring that all WHO's 
programmes enjoyed an equal airing at the Health Assembly. 

Mr AL-KHATTABI (Saudi Arabia) said that, a-s his delegation had pointed out in 
Committee В during discussion of the scale of assessments, the 1990-1991 budget figure 
was considerably larger than that for the previous biennium. He therefore maintained the 
reservation entered by his delegation in that connection. 

Mr FURTH (Assistant Director-General) said that the delegate of the Netherlands had 
shown justified concern that a shortfall might occur in collected contributions in 
1990-1991, thus necessitating a reduction in programme activities. Should that need 
occur, the Director-General would inform the Executive Board of it at the first 
opportunity. 

He thanked the delegates of the United States of America, Canada and the United 
Kingdom of Great Britain and Northern Ireland for tributes addressed to him personally. 

The revised draft appropriation resolution was approved by consensus.丄 

The DIRECTOR-GENERAL observed that, with its approval by consensus of the proposed 
appropriation resolution, the Committee had endorsed the programmes he had proposed for 
the 1990-1991 biennium. He wished to express his sincere thanks to all delegations for 
having done so and for the confidence they had shown in the Organization and himself. 
The Health Assembly had not been an easy one but it had been heartening to see that 
Committee A had been able to conduct its deliberations with the thoroughness and 
technical insight that had always been the hallmarks of WHO. Although the Committee had 
adopted many resolutions on technical subjects, the final pronouncement lay in its 



approval of the proposed programme budget. He had taken note of all members' comments, 
advice and reservations and would endeavour to improve further WHO's work for the 
implementation of the programme budget, as well as of the programming process in the 
coming years. 

For the biennium 1990-1991, extrabudgetary contributions were expected to exceed the 
regular budget provision. Such contributions would, of course, probably become even 
larger as the biennium progressed, since it was hoped to obtain additional funding for 
various programmes, which governments could support only in consonance with their 
budgetary cycles. Despite the laudable magnitude of extrabudgetary contributions, it 
must be pointed out that the regular budget was indeed a bulwark for preserving WHO's 
technical independence. Extrabudgetary contributions reflected, in many cases, what 
donors felt to be important, and hence they had the possibility of affecting the future 
direction of WHO's work. That was as it should be, but the regular budget ensured that 
WHO continued to act as the conscience of the world as far as health was concerned, since 
it was discussed and approved by all delegations, and each country had one vote. 
Constant vigilance was called for to ensure that the quest for resources did not 
influence WHO's role as the world health conscience. 

Delegations of the developing countries should participate equally with, if not to a 
greater extent than, delegations of industrialized countries in establishing regular 
budget priorities. It was principally to alleviate the plight of people in the former 
that WHO's programmes were developed. Unless the developing countries made known their 
wishes and priorities, their problems and the solution to those problems, and realities 
and criticisms through their representatives, there was too great a danger that the 
programme would reflect the perceived priorities of the "haves" instead of the 
"have-nots". 

He once again thanked members of the Committee for the confidence they had shown in 
him and in the Organization in approving the proposed programme budget for 1990-1991, and 
hoped that the spirit of consensus would continue to prevail. 

2. FOURTH REPORT OF COMMITTEE A (Document A42/42) 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, read 
out the draft fourth report of the Committee. 

The report vas adopted.工 

3. CLOSURE 

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

The meeting rose at 17h00. 





FIRST MEETING 

Wednesday. 10 May 1989. at 15h45 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 21 of the Agenda (Document A42/29) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He 
drew attention to the third report of the Committee on Nominations (document A42/29) 
in which Dr T. Kargbo (Sierra Leone) and Professor N. Fikri-Benbrahim (Morocco) were 
nominated for the offices of Vice-Chairmen of Committee В and Ms A. Warner (New Zealand) 
for that of Rapporteur. 

Decision: The Committee elected Dr T. Kargbo (Sierre Leone) and 
Professor N. Fikri-Benbrahim (Morocco) as Vice-Chairmen and Ms A. Warner (New 
Zealand) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN, noting that the Health Assembly's schedule was a heavy one and the 
time limited, urged Members to be brief so that everyone who wished could take part in 
the debates. Referring to the role of the representatives of the Executive Board in the 
work of the Committee, he emphasized that they would be conveying the views of the Board 
only, not those of their respective governments. 

He suggested that, in accordance with the Health Assembly's earlier decision, the 
working hours of the Committee should normally be from 9h00 to 12h30 and from 14h30 to 
17h30. 

It was so agreed. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 
(Document A42/12) 

Mr FURTH (Assistant Director-General), introducing the item, drew attention to the 
interim financial report for the year 1988 (the first year of the two-year financial 
period), contained in document A42/12. A final report covering the full biennium 
1988-1989 would be prepared at the end of the second year for submission to the Health 
Assembly in 1990. The interim report was similar in content and presentation to that 
presented two years previously. It contained key financial data and, in textual form in 
the Introduction on pages 5-7, the most significant facts which had marked the financial 
year 1988. There was also an Appendix (pages 25-143) on the extrabudgetary resources 
available for programme activities during the year 1988. The Appendix contained a number 
of summaries including notably, on page 27, a summary of income and expenditure during 
1988 under all extrabudgetary funds and, on pages 28-40, cumulative figures of all 
donations, by donor, to the Voluntary Fund for Health Promotion and to other WHO funds. 
A considerable amount of detail was provided, in particular in respect of the Voluntary 
Fund for Health Promotion (pages 42-107) and the Trust Fund for the Global Programme on 

1 See document WHA42/1989/REC/2. 
2 Decision WHA42(4). 



AIDS (pages 108-123). The Appendix listed for each donation the funds contributed, the 
amount obligated and the balance available at the end of 1988. The reason for providing 
so much detail was to meet the information requirements of a number of donors to the 
Voluntary Fund for Health Promotion and the Trust Fund for the Global Programme on AIDS, 
thus obviating individual reporting by WHO to such donors. 

WHO had unfortunately not yet emerged completely from the financial difficulties it 
had faced for several years. Firstly, as indicated in paragraph 4 of the Introduction to 
the report, the rate of collection of contributions in 1988 had been 83.88% - a slight 
improvement compared with the 1987 figure of 78.47%, but still far below the levels of 
over 90% recorded in most previous years. As shown in Table 4 (Assessed contributions -
1988 and prior financial periods), the unpaid assessed contributions for the effective 
working budget for 1988 had totalled nearly US$ 47 million, or 16.1% of all assessed 
contributions, at 31 December 1988. That large shortfall included US$ 27.8 million, or 
9.5% of all assessed contributions for the year, due from one Member alone, in addition 
to US$19.2 million, or 6.6% of all assessed contributions for 1988, owed by 72 other 
Members which had failed to pay all or part of their contributions by the end of the 
year. 

As mentioned in paragraph 5 of the Introduction, that unhealthy situation had, in 
1988, obliged the Director-General to reduce the implementation of activities included in 
the approved programme for 1988-1989 by US$ 25 million in order to limit the 
Organization's regular budget expenditures in the interest of prudent financial 
management. The situation did not appear to have improved by May 1989 so, after the 
expected depletion of the Working Capital Fund, recourse to internal borrowing, in 
accordance with Financial Regulation 5.1, would be the only means of covering on a 
short-term basis - as had been done in 1986-1987 - the remaining shortfall caused by that 
serious deterioration in the payment of assessed contributions by Member States. 

Under agenda item 22.2 (Status of collection of assessed contributions and status of 
advances to the Working Capital Fund), the Committee would have an opportunity to 
consider in detail the adverse effects of non-payment, or late payment, of contributions, 
and to recommend, if it wished, the adoption of a resolution on the lines of that 
proposed by the Executive Board in resolution EB83.R5, urging Members that systematically 
made a practice of late payment of contributions to take whatever steps might be 
necessary to ensure earlier payment It was also hoped that the incentive scheme, adopted 
by the Health Assembly in 1988 and based on the record of Members‘ payments beginning in 
1989, would be conducive to the timely payment of assessed contributions in future years. 

Table 6, on page 20 of the Financial Repor.t, showed that the casual income available 
at 31 December 1988 had amounted, on closure of the accounts, to US$ 43 284 816, compared 
with the US$ 41 850 000 estimated at the time of the Executive Board session in 
January 1989. That would make it possible, if the Health Assembly so decided, to 
increase the appropriation of casual income to help finance the programme budget for 
1990-1991. The Committee would be considering the use of the available casual^income 
under agenda item 22.4. 

He welcomed the opportunity to draw the Committee's attention to the continuing 
substantial increase in extrabudgetary funds. As would be noted from paragraph 16 of the 
Introduction, the level of obligations incurred in 1988 under extrabudgetary funds 
available for financing WHO's integrated international health programme had been 
US$ 242.3 million, or nearly US$ 24.5 million (11.2%) more than in 1987. That had 
largely been due to the considerable amount of contributions received in 1988 by the 
Voluntary Fund for Health Promotion and the Trust Fund for the Global Programme on AIDS. 
The table on page 41 of the Financial Report showed that during 1988 the Voluntary Fund 
for Health Promotion had recorded the largest amount of contributions ever received 
(US$ 79.8 million, or US$ 18 million more than in 1987). That increase had benefited in 
particular the Special Programme of Research, Development and Research Training in Human 
Reproduction, which had shown an increase of about 50%, from US$ 14.6 million in 1987 to 
nearly US$ 21.7 million in 1988； the Vaccine Development Programme, with an increase of 
more than 100% t from US$ 1.6 million to US$ 3.3 million; the Special Account for the 
Leprosy Programme (from US$ 0.2 million to US$ 2.3 million)； the Special Account for 
Diarrhoeal Diseases including Cholera (from US$ 7.7 million to US$ 9.1 million)； the 
Special Account for Disasters and Natural Catastrophes (from US$ 1.1 million to 
US$ 2.3 million)； the Special Account for the Expanded Programme on Immunization, with 



an increase of US$ 1.4 million; and the Control of Acute Respiratory Infections 
Programme, with an increase of US$ 1.5 million. Even more remarkable had been the growth 
of contributions to the Trust Fund for the Global Programme on AIDS (pages 108-122 of the 
Financial Report), which had received US$ 70.1 million in 1988, representing an increase 
of US$ 39.7 million over 1987. That continuing trend of increased voluntary 
contributions was highly encouraging, as it reflected the confidence of Member States and 
other contributors in WHO's ability to implement programmes successfully. 

Pursuant to arrangements approved by the Health Assembly in 1980, the interim 
financial report was not accompanied by any certificate from the External Auditor, who 
had also submitted no report, although he would have been free to do so had he felt it 
necessary. WHO's financial operations were subject to continuous review by both internal 
and external auditors and, in accordance with the approved arrangements, the External 
Auditor was expected to certify the final financial statements for the biennium 1988-1989 
when they were issued in 1990. At that time he would also probably present a report 
commenting on the financial management of WHO for the two-year period 1988-1989. 

Interim financial report on the accounts of WHO for 1988 and comments thereon of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Health Assembly： Item 22.1 of the Agenda (Resolution EB83.R23; Documents A42/12 and 
A42/30) 

Mr SONG Yunfu (representative of the Executive Board) introduced the first report of 
the Committee, of the Executive Board to Consider Certain Financial Matters prior to the 
Forty-second World Health Assembly (document A42/30), which covered the review by the 
Committee, on behalf of the Board, of the Director-General's interim financial report for 
the year 1988 (document A42/12). In the course of its review the Committee had paid 
particular attention to: the rate of collection of assessed contributions (paragraph 3 
of the report)； the reduction of US$ 25 million of the activities financed from the 
regular budget (paragraph 4)； the timely payment of contributions by Members 
(paragraph 5)； the operation of the exchange rate facility (paragraph 6)； the amount of 
casual income available at 31 December 1988； the Director-General‘s recommendation -
which it had endorsed - concerning appropriation of funds to help finance the 1990-1991 
regular budget (paragraph 7)； the situation of the 1988-1989 regular budget 
(paragraph 8), and the obligations incurred under extrabudgetary funds (paragraph 9). 

Following its examination of the interim report for 1988, the Committee had decided 
to recommend to the Health Assembly the adoption of the draft resolution contained in 
paragraph 10 of its report. 

Mr BOYER (United States of America) said his delegation was pleased to see that the 
amount of casual income available at the end of 1988 was higher than had been estimated. 
As Mr Furth had said, some US$ 43.3 million had been actually available at the end of the 
year, as compared with an estimated US$ 41.9 million, and had been provisionally 
earmarked to help finance the 1990-1991 budget. The United States delegation expected 
that, in accordance with the practice of the Health Assembly, budget calculations would 
be formally revised so that the higher amount of casual income might indeed be utilized 
to help finance the budget for 1990-1991 and that the amount needed from assessments 
would be reduced accordingly. 

One item of concern to his delegation was the use of the exchange rate facility. 
Two years previously, the Health Assembly had authorized the Secretariat to charge a 
maximum of US$ 31 million against casual income to compensate for exchange rate losses 
and to ensure the continuation of authorized programme activity. According to 
paragraph 9 of document A42/12, US$ 25.5 million of the amount authorized had been 
obligated during 1988. Noting that the exchange rate had markedly improved during the 
first months of 1989 and now stood at above 1.65 Swiss francs to the dollar, he wondered 
whether the full amount of that obligation had been needed, especially since Table 6 of 
the interim financial report showed that only US$ 12.6 million had in reality been 
disbursed. Moreover, since the exchange rate had been rising during 1989, the final 
average could be above the rate of 1.65 Swiss francs to the dollar at which the budget 
had originally been calculated, so it might well prove unnecessary for the Organization 
to draw on the totality of the US$ 31 million authorized; and if the Organization did 
not in fact require all of the US$ 25.5 million already obligated, it seemed that the 
unliquidated portion should be returned to the casual income account. 



As pointed out in paragraph 5 of document A42/12, the Organization had been 
constrained "provisionally to reduce by US$ 25 million the implementation of 
activities". Referring to his delegation's remarks at the previous Health Assembly, he 
expressed the hope that the largest reductions had been made in the area of support 
services and the fewest in health programmes； could further information in that 
connection be provided? 

While commending the Organization on its efforts in establishing the new Global 
Programme on AIDS, he wondered - considering that the need for resources for the 
programme must still be considerable - why according to the figures in the bottom line on 
page 122 of document A42/12 only about half (US$ 41 million) of the US$ 89.1 million 
available for expenditure on AIDS in 1988 had actually been spent. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) shared the concern 
expressed by the previous speaker with regard to the casual income facility and the 
matter of current obligations reaching some US$ 25 million for the biennium against an 
overall authorized withdrawal of US$ 31 million. He looked forward to Mr Furth's 
comments on that question. 

The previous speaker had also mentioned the Global Programme on AIDS. He himself 
would appreciate an assurance from the Secretariat that where there was a substantial 
credit balance - or, for that matter, a deficit - in a special programme, the matter 
would be considered strictly within the framework of the programme concerned. At the 
recent meeting of the Management Committee of the Global Programme on AIDS, there had 
been mention of establishing a working capital fund so that any surplus in one year might 
be carried forward to meet obligations in the event of a shortfall in receipts early in 
the following year. Could the Secretariat confirm that there could be no question of 
using the regular budget of the Organization to make up for any underfunding of special 
programmes, which in his delegation's view should indeed have their own working capital 
funds• 

Referring to the table on page 41 of document A42/12, he found it difficult to 
interpret the final column, which gave cumulative totals of contributions pledged to the 
Voluntary Fund for Health Promotion but not yet received. A year-by-year breakdown of 
the figures might be more informative concerning the evolution of the situation. 

Mr HAMMOND (Canada) shared the concern of previous speakers with regard to the 
amount of unobligated casual income actually available at 31 December 1988. The figure 
at the bottom of Table 6 on page 21 of documenta A42/12 (US$ 43.3 million) took account of 
the so-called "unliquidated obligation" of some US$ 12.9 million, i.e. the amount 
outstanding from the approved US$ 31 million withdrawal facility. But while there had 
been some exchange rate loss with regard to the Swiss franc, the CFA franc and the Danish 
krone in 1988, leading to the use of US$ 12.6 million in obligated funds, the situation 
now seemed more favourable for the Organization, especially where the US dollar/Swiss 
franc exchange rate was concerned, so that use of the "unliquidated obligation" might 
prove unnecessary. If that indeed proved to be the case, the amount of casual income 
available to help finance the 1990-1991 regular budget - and thus reduce the assessments 
on Member States - could be increased accordingly. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that, although at the end of 
1988 the rate of collection of contributions had been somewhat higher than on the same 
date in the two previous years, arrears continued to be a source of anxiety and had led 
to an enforced reduction in the implementation of activities. He expressed satisfaction 
at the Director-General‘s proposal, following analysis of the casual income situation, to 
increase the appropriation from that source to almost US$ 41 million, in order to help 
finance the regular budget for 1990-1991. The draft resolution submitted in paragraph 10 
of document A42/30 was quite acceptable to his delegation. 

Mr LADSOUS (France) said that his delegation also found the draft resolution 
perfectly acceptable. It was stated in paragraph 3 of document A42/30 that of the 
contributions outstanding in 1988, some US$ 27.8 million were owed by one Member alone 
(in fact, the major contributor to WHO). Had there been any reduction in the arrears 
since 31 December 1988? 



Mr IMBRUGLIA (Italy) said that the draft resolution was also acceptable to the 
Italian delegation. Referring to the use of casual income to offset exchange rate 
losses, he asked whether he was right in assuming that some part of the obligations of 
US$ 12.8 million unliquidated at the end of 1988 had been liquidated in the early part of 
1989 at rates below the budget rate. Referring to paragraph 6 of document A42/30, he 
called attention to the fact that savings of US$ 3.7 million in respect of certain 
currencies had resulted in a net use of US$ 21.7 million of casual income. 

Mr FURTH (Assistant Director-General), replying to the comments by the delegate of 
the United States of America concerning the higher amount of casual income reported in 
the interim financial report as compared with the estimates given to the Executive Board 
in January 1989, said that the Director-General would be proposing, under another item of 
the Agenda, that a larger amount of casual income be appropriated to help finance the 
budget for 1990-1991 than had been recommended by the Executive Board. 

Referring to the question of the exchange rate facility, raised by several 
delegates, and in particular the US$ 25 507 400 obligated during 1988 in the operation of 
that facility, he noted that the accounting rate of exchange in the current month and the 
previous month had been 1.65 Swiss francs to 1 US dollar, for the first time 
corresponding exactly to the budgetary rate of exchange. The average accounting rate of 
exchange for the Swiss franc in 1988 had been only 1.45 to 1 US dollar - 20 centimes 
below the budgetary rate of exchange. Even at the present time there were two major 
regional office currencies - the CFA franc and the Danish krone - for which the 
accounting rates of exchange remained far below the budgetary rates. In the first case 
the budgetary rate of exchange was 350 CFA francs to 1 US dollar and the accounting rate 
315 CFA francs to 1 US dollar - exactly 10% less. In the second case, the budgetary rate 
was 8.20 Danish krone to 1 US dollar and the accounting rate 7.27 Danish krone to 1 US 
dollar. Therefore, despite the recent increase of the US dollar exchange value in 
relation to the Swiss franc and some other currencies, there remained a significant 
problem. 

The US$ 25.5 million that had been obligated consisted, as indicated in Table 6, 
page 21 of document A42/12, of a disbursement of US$ 12 635 420 and an unliquidated 
obligation of US$ 12 871 980. The question implied in speakers‘ remarks on that point 
was whether the full US$ 12.9 million recorded as an unliquidated obligation would really 
be needed in 1989. Up to 30 April 1989, some US$ 2.9 million - almost a quarter of the 
total amount - had already been liquidated. Expenditure under that item was therefore 
not running quite as high as had been expected at the end of 1988. However, whether the 
entire US$ 12.9 million would be required to liquidate the recorded obligations as of 31 
December 1988 would depend on the fluctuations of exchange rates until the end of the 
year and would thus be known only at the end of 1989, at the closure of the accounts for 
the biennium. It was quite possible that less than the full amount would be needed if 
the exchange rate of the US dollar remained at its present level. If the full amount of 
US$ 12 871 980 was not liquidated by the end of the financial period, the remaining 
balance would be automatically returned to the casual income account and would become 
part of the casual income available as of 31 December 1990 for appropriation by the Board 
and Health Assembly in 1991 to help finance the budget for 1992-1993. 

Full information on the programme reductions made as a result of the shortfall in 
assessed contributions had been given to the Health Assembly in 1987 and 1988 and would 
be found in the official records of the Board and the Assembly. It was true that the 
largest programme reductions were not made in the support programmes. The costs of such 
programmes were relatively inelastic since they related to such matters as building, 
maintenance, utilities, supplies, organization of meetings, etc. When substantial cuts 
were made in a technical programme, the support activities associated with it could riot 
be reduced to the same extent. On the other hand, it should be remembered that when 
funding for the technical programmes was increased, the costs of support programmes did 
not rise to anything approaching the same extent. 

The relatively small proportion of the funds donated to the Global Programme on AIDS 
that had so far been expended was explained by the fact that many contributions had 
arrived too late in the year to be spent in 1988, and that the unobligated balance as of 
31 December 1988 included funds specifically donated for expenditure in 1989. It should 
also be remembered that the programme had grown extraordinarily fast from very small 
beginnings； a more valid comparison than that between the amounts received and spent in 



1988 would be between the amounts spent in 1987 and 1988, which graphically reflected the 
speed at which the programme had grown. 

He assured the United Kingdom delegate that where balances appeared in a programme 
funded by extrabudgetary funds, they were used only under the terms set by that programme 
or for those funds. Voluntary contributions were almost always made for specific 
purposes and such conditions had to be respected. Likewise, no regular budget or Working 
Capital Fund resources were ever used to finance any special programme or activity meant 
to be financed from extrabudgetary funds. 

The figures for contributions pledged but not received (page 41 of the report) were 
not cumulative； each concerned the year in question. The US$ 58 226 103 indicated for 
1988 were the actual pledges outstanding on 31 December of that year; some would 
undoubtedly become "contributions received" in 1989 and subsequent years. 

In reply to the delegate of France, he said that no payments of assessed 
contributions had been received from the largest contributor since the end of 1988. 

Mr BOYER (United States of America) said he remained perplexed by the procedure for 
the use of casual income to reduce adverse effects of currency fluctuations. Noting that 
while US$ 25 million had been obligated, only US$ 12 million had been needed, he 
submitted that it was implicit in the relevant authorization that only the amounts 
actually required, up to a limit of US$ 31 million, would be obligated. 

Secondly, with regard to the reduction of activities, he recognized that fixed costs 
were associated with the execution of many WHO programmes. However, it seemed 
regrettable that when contraction proved necessary, larger cuts were made in programme 
activities than in overheads. He would urge the Secretariat to take all possible 
measures to ensure that programme activities were protected should future reductions be 
called for. 

Mr FURTH (Assistant Director-General) explained that the unavoidable conditions 
governing the operation of the exchange facility were responsible for the discrepancy 
between funds obligated and funds disbursed. A large part of the funds required to meet 
the Organization's budgeted expenses during a biennium (for example, staff salaries) had 
to be obligated at the outset of that biennium for the entire period at the then current 
accounting rate of exchange in order to safeguard cost items (such as staff salaries) 
against exchange rate fluctuations. Adjustments were then made each month on the basis 
of the projection of that month's accounting rate of exchange, the obligation then being 
correspondingly reduced or increased. . 

It was a fact of life that large increases in technical programmes were associated 
with much smaller increases in support programmes, and large reductions in the former 
were matched by smaller cuts in the latter. It was unrealistic to expect that programmes 
which provided essential operating services, such as budget, finance and personnel, could 
be reduced in the same way as ancillary parts of technical programmes. 

The draft resolution proposed in paragraph 10 of document A42/30 was approved.丄 

Status of collection of assessed contributions and status of advances to the Working 
Capital Fund: Item 22.2 of the Agenda (Documents EB83/1989/REC/1, Part I, resolution 
EB83.R5 and Annex 2; and A42/13) 

Dr OWEIS (representative of the Executive Board) said that in reviewing the 
Director-General‘s report on the matter at its eighty-third session, the Executive 
Board had expressed deep concern at the alarming deterioration in recent years in the 
payment of contributions by Member States, and at the impact of those delays on the 
financial situation of the Organization and the approved programme of work. As at 
31 December 1988, the rate of collection of contributions in respect of the effective 



working budget had amounted to 83.88%, the fourth lowest rate since the year 1950. While 
only 91 of the 164 Members contributing to the effective working budget had paid their 
current-year contributions in full, as many as 44 had made no payment whatsoever. As a 
result of the adoption, by resolution WHA41.12, of an incentive scheme to promote the 
timely payment of assessed contributions, Members which paid their contributions for 1989 
and 1990 early in the year in which they were due would have their contributions payable 
for the 1992-1993 budget effectively reduced, while those which continued to pay late 
would have their contributions for that biennium increased correspondingly. Agreeing 
with the Director-General that there was no substitute for the prompt payment of 
contributions, the Board urged all Member States to pay them as early as possible in the 
year in which they were due； early payment was in the best interest of each and every 
Member State, in view of the introduction of the financial incentive scheme with effect 
from the contribution payment record for the year 1989. In resolution EB83.R5, the Board 
submitted a draft resolution for consideration by the Health Assembly. 

Mr FURTH (Assistant Director-General) said that the Director-General‘s report 
(document A42/13) updated the information on the payment of contributions by Member 
States to 30 April 1989. 

As indicated in paragraph 2 of the report, at 30 April 1989 total collections of 
1989 contributions in respect of the effective working budget had represented 30.16% of 
the assessments on the Members concerned. That compared with 46.81% in 1988 and was the 
third lowest end-of-April rate in the past ten years. As many as 94 Members, or over 
half of those contributing to the effective working budget, had made no payment at all 
towards their 1989 contributions. 

As noted in paragraph 4 of the report, on 1 January 1989 arrears of contributions 
due for the years prior to 1989 from Members actively participating in the work of the 
Organization had totalled US$ 55 617 408. At 30 April 1989 some of those arrears had 
been settled, but the major portion, amounting to US 43 323 104, still remained unpaid. 
As at 30 April 1989, as many as 34 Members had made no payment at all in respect of the 
1988 instalment, and thus owed that instalment in full. 

During the first 10 days of May, payments totalling US$ 6 913 651 had been received 
from 15 Members in respect of 1989 assessments, raising the proportion of current-year 
contributions collected from 30.16% as at 30 April 1989 to 32.66% as at 10 May 1989. As 
at 10 May 1988, the corresponding proportion had been 48.02%. 

The Members which had paid the 1989 instalment of their contributions, either in 
part or in full, during the period 1-10 May 1989 were: Barbados, Botswana, Colombia, 
Cook Islands, Fiji, Gambia, Ireland, Kiribati, Mozambique, Paraguay, Seychelles, 
Singapore, Spain, Trinidad and Tobago and the United Kingdom of Tanzania. 

Furthermore, since 30 April 1989 payments totalling US$ 617 575 in respect of 
arrears of contributions had been received from Brazil, Democratic Kampuchea, Grenada, 
Guatemala, Guinea-Bissau, Nicaragua, Pakistan, Paraguay, Sierra Leone and Zaire. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) reported that the USSR had paid 
half of its assessed contribution for 1989 by the end of April. He found the draft 
resolution submitted by the Executive Board perfectly acceptable. 

Mr 0NISHI (Japan) said that as a result of internal political difficulties the 
Japanese national budget for 1989 was still being debated in Parliament, although the 
Japanese financial year had begun on 1 April. The new budget was expected to be adopted 
before the end of May, so it was hoped that within a month or two Japan would be able to 
pay its assessed contribution for 1989. 

Mr ARRIAZOLA (Mexico) said that Mexico was fully committed to the work of WHO and 
made every effort to pay its contributions to the Organization. However, because their 
financial years started on different dates, not all Member States were able to do so by 
the first day of the WHO financial year. Furthermore, the financial crisis prevailing in 
many countries, including his own, made prompt payment difficult, so he regretted that 
operative paragraph 4 of the draft resolution gave the impression that late payment was 
voluntary. For its part, Mexico was doing its utmost to honour its commitments to the 
Organization in as timely a manner as possible. 



Mrs PARKER (Jamaica) asked whether the penalties imposed on late payers as a 
consequence of the incentive scheme would be entered in the accounts as interest or as 
contributions. 

Mr HAMMOND (Canada), referring to the table in paragraph 2 of Annex 2 of document 
EB83/1989/REC/1, observed that the rate of collection of contributions to the 
Organization had been good between 1979 and 1986 but had thereafter fallen. Canada was 
concerned by that deterioration； its firm view was that Member States should abide by 
the provisions of Article 5.6 of the Financial Regulations regarding date of payment of 
their contributions. However, recognizing that some countries would, for various 
reasons, be slow in making their contributions, and despite the domestic fiscal 
difficulties involved, Canada had paid its full contribution for 1989 in advance, in 
December 1988, as it had done the previous year. Other Member States that were in a 
position to do so should help the Organization in a similar manner, and meanwhile it was 
to be hoped that the incentive scheme adopted by the previous Health Assembly would 
produce rapid and positive results. 

Mr VEHMEIJER (Netherlands) observed that the rate of collection of contributions, 
although still disappointing, had improved in 1988 when compared to the 1986 and 1987 
levels, while the shortfall of US$ 41 million in 1988 was largely due to non-payment by a 
single contributor. In view of the extent of the arrears, had the Director-General 
considered making a contingency plan, as had been done for the current and the preceding 
biennia, in case the present trend continued? 

Mr GOMES PIRAS (Brazil) said that despite the difficulties which, like other 
developing countries, Brazil had been facing in meeting its external debt, it had 
completed payment of its 1987 contribution in December 1988 arid, more recently, had 
liquidated some of its 1988 arrears. Although Brazil's assessment was one of the highest 
among the developing countries, every effort would be made to honour to the full its 
commitment to the Organization. 

Mrs HERNANDEZ CORREA (Venezuela) said that her country, like others in Latin 
America, was facing a severe crisis resulting from external debt difficulties and 
domestic economic problems； that state of affairs, together with the fact that its 
fiscal year did not coincide with that of the Organization, had delayed the payment of 
its contribution to WHO. But every effort had .at all times been made to fulfil 
Venezuela's financial obligations to international organizations. 

Mr FURTH (Assistant Director-General), on behalf of the Director-General, expressed 
appreciation for the payment of the Canadian contribution for 1989 before the start of 
that year. Such early payment was of benefit not only to the Organization, but also to 
Canada, whose contributions for 1992 and 1993 would as a result be substantially reduced 
under the incentive scheme. 

The delegate of Jamaica had asked how the increased contribution by late payers 
would be recorded. In the proposed programme budget for 1992-1993, each country's gross 
assessment would be shown and also the credit by which that gross assessment would be 
reduced as a result of the incentive scheme to arrive at the country's net assessment. 
Early payers would have large credits and late payers small credits, if any. 

In reply to the delegate of the Netherlands, no contingency plan had yet been made 
for 1990-1991, but such a plan could be envisaged. 

The draft resolution proposed by the Executive Board in resolution EB83.R5 was 
approved. 

The meeting rose at 17h35. 



SECOND MEETING 

Monday. 15 May 1989. at 09h00 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION： Item 22 of the Agenda 
(continued) 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: Item 22.3 of the Agenda (Document A42/25) 

Dr OWEIS (representative of the Executive Board) explained that the Committee to 
Consider Certain Financial Matters prior to the Forty-second World Health Assembly 
appointed by the Executive Board in January 1989 had been entrusted, inter alia, with the 
task of examining the question of "Members in arrears in the payment of their 
contributions to an extent which would justify invoking Article 7 of the Constitution" 
and to submit appropriate findings or recommendations to the Health Assembly on the 
Board's behalf. The Committee had met on 8 May 1989 to consider the matter. 

The Director-General‘s report to the Board's Committee, annexed to its second report 
(document A42/25), classified the Members concerned into two groups: Members that were 
due to lose their voting rights as from the opening of the Forty-second World Health 
Assembly in accordance with resolution WHA41.20； and Members that might lose their 
voting rights as from the Forty-third World Health Assembly in accordance with resolution 
WHA41.7. The Committee had considered the circumstances of those two groups separately. 

The Members that had been due to lose their voting rights as from the Forty-second 
World Health Assembly, unless the Committee of the Executive Board were to find that any 
of them had been faced with exceptional difficulties and had made a payment considered to 
be reasonable in the circumstances, had been Benin, Comoros, Dominican Republic, 
Guatemala and Sierra Leone. The Committee had been informed that, as a result of 
payments made by Guatemala since the date of issue of the Director-General‘s report and 
prior to the opening of the Forty-second World Health Assembly, the decision taken with 
regard to Guatemala by the Forty-first World Health Assembly in resolution WHA41.20 had 
lapsed, and so the suspension of its voting rights had not taken effect. The Committee 
had found that none of the remaining four Members concerned had complied with both of the 
conditions stipulated by resolution WHA41.20 and, as a result, the suspension of the 
voting rights of Benin, Comoros, the Dominican Republic and Sierra Leone had taken effect 
as from the opening of the Forty-second World Health Assembly. 

The other Members that, on 8 May 1989, had been in arrears in the payment of their 
contributions in amounts which equalled or exceeded the amounts due from them for the 
preceding two full years had been Burundi, Democratic Kampuchea, Grenada, Guinea-Bissau, 
Lebanon, Liberia, Mauritania, Nicaragua, Peru, Suriname and Zaire. In reviewing the 
payments made by those Members since the Forty-first World Health Assembly and the 
communications received from them during the same period, the Committee of the Executive 
Board had been advised that, as a result of payments made since the date of issue of the 
Director-General‘s report, Nicaragua and Zaire were no longer affected by the provisions 
of Article 7 of the Constitution. The Committee had come to the conclusion that none of 
the other Members concerned had been faced with exceptional circumstances which, pursuant 
to resolution WHA41.7, warranted a measure different from the suspension of voting rights 
as from the Forty-third World Health Assembly. 

The report of the Committee of the Executive Board contained the following draft 
resolution for consideration by the Health Assembly: 



The Forty-second World Health Assembly, 
Having considered the report of the Committee of the Executive Board to 

Consider Certain Financial Matters prior to the Forty-second World Health Assembly 
on Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution; 

Noting that, at the time of the opening of the Forty-second World Health 
Assembly, Benin, Comoros, Dominican Republic and Sierra Leone were still in arrears 
in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution and that therefore, in accordance with resolution 
WH41.20, their voting privileges have been suspended as from 8 May 1989, such 
suspension to continue until the arrears of the Member State concerned have been 
reduced, at the next and subsequent Health Assembly sessions, to a level below the 
amount which would justify invoking Article 7 of the Constitution; 

Noting that since Guatemala had made payments prior to the opening of the 
Forty-second World Health Assembly which reduced its unpaid arrears of contributions 
to a level below the amount which would justify invoking Article 7 of the 
Constitution the decision taken with3respect to Guatemala by the Forty-first World 
Health Assembly in resolution WHA41.20 had lapsed and the suspension of its voting 
rights has not taken effect; 

Noting that Burundi, Democratic Kampuchea, Grenada, Guinea-Bissau, Lebanon, 
Liberia, Mauritania, Peru and Suriname were in arrears at the time of the opening of 
the Health Assembly to such an extent that it is necessary for the Health Assembly 
to consider, in accordance with Article 7 of the Constitution, whether or not the 
voting privileges of these Members should be suspended; 

1. EXPRESSES serious concern at the number of Members in recent years which have 
been in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution; 

2. URGES the Members concerned to regularize their position at the earliest 
possible date； 

3. FURTHER URGES those Members which have not communicated their intention to 
settle their arrears to do so as a matter of urgency； 

4. REQUESTS the Director-General to approach, through the Regional Directors, the 
Members in arrears to an extent which would justify invoking Article 7 of the 
Constitution, with a view to pursuing the question with the Governments concerned; 

5. REQUESTS the Executive Board, in the light of the Director-General‘s report and 
after the Members concerned have had an opportunity to explain their situation to 
the Board, to report to the Forty-third World Health Assembly on the status of 
payment of contributions； 

6. DECIDES: 

(1) that if, by the time of the opening of the Forty-third World Health 
Assembly, Burundi, Democratic Kampuchea, Grenada, Guinea-Bissau, Lebanon, 
Liberia, Mauritania, Peru and Suriname are still in arrears in the payment of 
their contributions to an extent which would justify invoking Article 7 of the 
Constitution, their voting privileges shall be suspended as from the said 
opening, unless the Executive Board has previously found that the Member 
concerned is faced with exceptional difficulties and the Member has made a 
payment considered by the Board to be reasonable in the circumstances； 
(2) that any suspension which takes effect as aforesaid shall continue until 
the arrears of the Member concerned have been reduced, at the next and 
subsequent Health Assembly sessions, to a level below the amount which would 
justify invoking Article 7 of the Constitution; 
(3) that this decision shall be without prejudice to the right of any Member 
to request restoration of its voting privileges in accordance with Article 7 of 
the Constitution. 



Mr FURTH (Assistant Director-General) reported that since 8 May 1989, when the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Forty-second World Health Assembly had met, the Organization had received the amount of 
US$ 5000 from Democratic Kampuchea. That payment was not, however, sufficient to remove 
Democratic Kampuchea from the list of countries with arrears large enough to justify 
invoking Article 7 of the Constitution; also, an amount of US$ 7655 had been received 
from Sierra Leone, one of the four Members whose voting rights had been suspended as from 
the opening of the Forty-second World Health Assembly. However, that did not reduce the 
arrears of Sierra Leone to a level below the amount which would justify invoking 
Article 7 of the Constitution, and therefore the voting rights of Sierra Leone remained 
suspended. 

Nevertheless, three other developments did affect the draft resolution before the 
Committee. Amounts of US$ 29 595, US$ 172 031 and US$ 28 000 had been received from 
Guinea-Bissau, Peru and Suriname respectively. As a result, the arrears of contributions 
due from them had been reduced to levels below the amounts which justified invoking 
Article 7 of the Constitution. The draft resolution should therefore be amended by 
inserting before the operative part an additional preambular paragraph reading: 

Having been informed that, as a result of payments received after the opening 
of the Forty-second World Health Assembly, the arrears of contributions of 
Guinea-Bissau, Peru and Suriname have been reduced to levels below the amounts which 
would justify invoking Article 7 of the Constitution; 

Also, the names of Guinea-Bissau, Peru and Suriname should be deleted from the list of 
Members in operative paragraph 6(1) of the draft resolution. 

Mrs SAIF DE PREPERIER (Peru) said that, despite the economic difficulties it was 
experiencing, her country had made a great effort to comply with its financial 
obligations to WHO. It had paid its contribution for 1986 and part of its contribution 
for 1987. Peru was a strong supporter of WHO, but the increasing impoverishment of the 
developing countries was making it more and more difficult for them to pay their 
contributions on time. The major problem facing the Latin American countries was their 
external indebtedness, and the same probably applied to the other countries listed in the 
draft resolution. It was not that they did not wish to pay their dues； they just could 
not pay them, however much they wished to do so. 

For all those reasons, her delegation would vote against the draft resolution. 

Mr ARRIAZOLA (Mexico) said that his Government's position in the Health Assembly and 
elsewhere had always been that a Member State's voting rights should not be suspended 
when it displayed, especially in writing, an intention to meet its financial obligations, 
when it submitted a plan for the payment of its arrears, or when emergencies prevented it 
from making its payments on time. His delegation would therefore vote against the draft 
resolution. 

Mrs HERNANDEZ CORREA (Venezuela), Mr DUPONT (Argentina), Mr GOMES PIRAS (Brazil), 
Mrs LUETTGEN DE LECHUGA (Cuba) and Mr DIOUF (Senegal) said that, in view of the economic 
difficulties confronting the Member States concerned, they would vote against the 
suspension of their voting rights. 

Mr QASEM (Jordan) suggested that the Health Assembly should examine the possibility 
of permitting Member States in arrears to pay all or part of the sums due in local 
currencies. 

Dr OSSENI (Benin) noted that the Committee of the Executive Board had considered the 
cases of all countries which had not paid their contributions in the amounts required. 
It was his understanding that his Government had approached the Director-General some 
time ago with a plan for the payment of its arrears, but it did not know to what extent 
that plan had been taken into account. It had received no reply, but Benin was included 
among the Member States mentioned as having had their voting rights suspended as from the 
Forty-second World Health Assembly. 



Mr FURTH (Assistant Director-General), commenting on the point raised by the 
delegate of Jordan, said that the question of the payment of contributions in local 
currencies had been examined on several occasions by the Executive Board, which had 
arrived at the conclusion that the practice could not be adopted because only few and 
small amounts of local currencies were used by WHO. Moreover, the finance ministers of 
the countries concerned would not be too happy because they would rather WHO purchased 
needed local currencies with United States dollars. The payment of assessed 
contributions in local currencies would adversely affect the international balance of 
payments of the countries concerned. At present the only currencies in which assessed 
contributions could be paid were the United States dollar, the Swiss franc, the 
Philippine peso, the Danish krone, the pound sterling, and the CFA franc. At one time it 
had also been possible to pay contributions in the Indian rupee and the Egyptian pound, 
since those currencies were used in quite large amounts by the Organization, but the 
practice had been discontinued at the request of the Indian and Egyptian Governments. 

With regard to the point raised by the delegate of Benin, the Director-General had 
in fact replied to the letter received from that country's Minister of Public Health. 

Dr ТАРА (Tonga) asked whether it was correct that the suspension of a country's 
voting rights did not prevent WHO from continuing to provide it with technical 
assistance. 

Mr FURTH (Assistant Director-General) confirmed that the suspension of the voting 
rights of any country did not affect the services WHO rendered to it, which continued as 
before. 

The CHAIRMAN observed that, in accordance with Rule 72 of the Rules of Procedure of 
the World Health Assembly, the draft rest^lution before the Committee must be approved by 
a two-thirds majority of the Members present. He invited the Committee to vote by show 
of hands on the draft resolution, with the modifications indicated by Mr Furth. 

The draft resolution, as amended, was rejected by 29 votes to 25. with 30 
abstentions. 

The CHAIRMAN said that since the proposal had been rejected, it would henceforth be 
necessary to review the matter annually. 

Dr HAMDANE (Lebanon) said that he had arrived too late to vote, but that he would 
have voted against the draft resolution. All those present were familiar with the 
circumstances prevailing in Lebanon and could therefore understand why the country was in 
arrears. It was the first time that such a situation had occurred. 

Dr OSSENI (Benin) asked what effect the rejection of the draft resolution would have 
during the Forty-second World Health Assembly, particularly with regard to those 
countries whose voting rights had been suspended. 

Dr ZEIN (Mauritania) said that before his departure to attend the Health Assembly 
arrangements had been made for the transfer to the Organization of US$ 20 000. The money 
should be arriving shortly. 

Mr FURTH (Assistant Director-General) said that the rejection of the draft 
resolution would not affect the four remaining countries whose voting rights had been 
suspended (Benin, Comoros, Dominican Republic and Sierra Leone). Their rights had been 
suspended pursuant to resolution WHA41.20, which remained in effect. The text of the 
draft resolution contained no decision with regard to those countries, noting merely that 
their rights had been suspended. 



Report on casual income: Item 22.4 of the Agenda (Documents EB83/1989/REC/1, Part I, 
resolution EB83.R3 and Annex 1, and Part II’ Chapter III, section (b); and A42/23) 

The CHAIRMAN drew attention to the Executive Board's conclusions and 
recommendations concerning the use of casual income, as set out in the Board's report 
on the proposed programme budget (document EB83/1989/REC/1, Part II, Chapter III, 
section (b)) and to the Director-General's report to the Executive Board on the same 
subject (document EB83/1989/REC/1, Part I, Annex 1). 

He further invited the Committee's attention to the additional report (document 
A42/23) in which the Director-General recommended that a larger amount of casual income 
be appropriated to help finance the regular budget for 1990-1991 than that recommended 
by the Executive Board in January 1989. There were two issues to be addressed under 
the sub-item: the first concerned the amount of casual income to be used to help 
finance the budget for 1990-1991； and the second, the "exchange rate facility" to be 
granted to the Director-General in 1990-1991 to use available casual income to help 
offset adverse effects of currency fluctuations in those years. It would be possible 
at a later stage to consider the Committee's draft report to Committee A on the first 
issue, while the draft resolution contained in resolution EB83.3 would be considered on 
the second issue. 

Dr OWEIS (representative of the Executive Board), referring to the amount of 
casual income to be used to help finance the programme budget for 1990-1991, said that 
the Executive Board had considered various aspects of the subject on the basis of a 
report by the Director-General (document EB83/1989/REC/1, Part I, Annex 1, paragraphs 3 
to 5). It had endorsed his proposal (also set out in paragraph 51 of his Introduction 
to the Proposed Programme Budget for 1990-1991 (document PB/90-91)) to appropriate 
US$ 39 543 000 of casual income available at 31 December 1988 to help finance the 
regular programme budget, thus reducing the assessed contributions of Member States. 
Additional information supplied by the Director-General (document A42/23) showed that, 
following the closure of the accounts as at 31 December 1988, the final amount of 
unobligated casual income was somewhat larger than anticipated at the time of the 
eighty-third session of the Executive Board. The Director-General therefore 
recommended that US$ 40 977 000, rather than US$ 39 543 000, be appropriated to help 
finance the regular budget. The Committee of the Executive Board to Consider Certain 
Financial Matters prior to the Forty-second World Health Assembly had endorsed that 
recommendation in its first report (document A42/30). 

The CHAIRMAN said that, if he heard no objection, he would take it that the 
Committee agreed to recommend to Committee A that US$ 40 977 000 of available casual 
income be used to help finance the regular budget for 1990-1991. 

It was so agreed. 

The CHAIRMAN said that the Committee's recommendation would be included in its 
report to Committee A, which would be reviewed at a later stage (see page 201). 

Dr OWEIS (representative of the Executive Board), referring to the exchange rate 
facility, said that the Executive Board had also considered paragraphs 6 to 8 of the 
Director-General's report, concerning the authorized use of casual income to finance 
the exchange rate facility in the 1990-1991 biennium. The Director-General proposed 
that the Health Assembly authorize him to charge against available casual income the 
net additional costs resulting from differences between the budgetary rate of exchange 
of the Swiss franc and the major regional office currencies, namely the CFA franc, the 
Danish krone, the Egyptian pound, the Indian rupee and the Philippine peso, on the one 
hand, and the current United Nations/WHO accounting rates of exchange on the other, up 
to an amount of US$ 31 million. Conversely, any net savings resulting from accounting 
rates of exchange higher than the budgetary rates for the currencies in question would 
be transferred to casual income. The Board had agreed with the Director-General‘s 



proposal to extend to 1990-1991 the exchange rate facility, and had adopted resolution 
EB83.R3, recommending to the Health Assembly the adoption of a draft resolution endorsing 
the Director-General's proposal. 

Mr HAMMOND (Canada) said that such a facility was necessary only because WHO used an 
obsolete system for dealing with exchange rates. Like other organizations which were 
reducing that need by raising revenue in the currency of major expenditure, it should 
raise revenue in Swiss francs to avoid the need for such an expensive exchange rate 
facility. It should, however, continue to use exchange rate facilities in respect of 
other currencies, where protection was necessary. 

Mr LADSOUS (France) fully supported the views expressed by the delegate of Canada. 
His delegation had pointed out in previous years that the system used by the Organization 
was not entirely satisfactory: it had made it possible to offset some of the more 
serious fluctuations, but was expensive and should certainly be revised. The range of 
systems used by the other specialized agencies indicated that, while there was no one 
answer to the problem, innovative and often highly satisfactory solutions could be 
found. WHO might follow the example of some of the agencies referred to by the delegate 
of Canada, which used a budget based on two or more currencies, for example, and consider 
the possibility of using the futures market to obtain currencies which would be needed 
later. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) expressed concern 
as to whether the rates of exchange used for the 1990-1991 budget were appropriate. Was 
the amount of US$ 31 million sufficient to meet requirements or should the budget be 
recalculated on the basis of more realistic exchange rates? In his delegation's view 
that amount represented an absolute maximum and there should be no discussion in future 
years of any increase. It was preferable to use realistic exchange rates in order to 
avoid the need to use so much casual income for offsetting the adverse effects of 
currency fluctuations. He was not convinced, however, that the systems used by other 
agencies were relevant, because they had different problems and used different 
assortments of currencies. 

Mr FURTH (Assistant Director-General) felt that the budgetary exchange rates of the 
proposed programme budget were appropriate； some of them were fairly close to current 
exchange rates. Only once in the previous ten years had the Director-General had to ask 
for the ceiling of the exchange rate facility to be raised. 

In reply to the delegates of Canada and of France, he said that, unlike other 
systems, that used by the Organization did not involve supplementary budgets requiring 
immediate payment by Member States of additional assessed contributions to offset 
additional costs arising as a result of exchange rate fluctuations. The systems of all 
organizations had two basic objectives: first, to ensure that the approved programme was 
carried out without disruptions due to currency fluctuations and, secondly, to shield the 
Member States from having to pay additional assessed contributions during the current 
budget period. The WHO exchange rate facility met these two basic objectives in the most 
straightforward and effective manner. Contributions were made, and accounts kept, in the 
same currency. The exchange rate facility protected against fluctuations between the 
United States dollar and the six major currencies of expenditure. Some other 
organizations used only two main currencies : that of the headquarters host country and 
the United States dollar. As a decentralized organization, WHO was less affected than 
others by the exchange rate fluctuations between the United States dollar and the Swiss 
franc. For the period 1990-1991, only 19.7% of its effective working budget would be 
subject to exchange rate fluctuations between the Swiss franc and the United States 
dollar, and only 27.66% of the effective working budget would be subject to currency 
fluctuations between the United States dollar and the major currencies of expenditure, 
including the Swiss franc. The main advantage of the WHO system was that, if the value 
of the United States dollar weakened in relation to the other major currencies of 
expenditure, the Member States did not have to pay more immediately. For example, in 
respect of the cost of the exchange rate facility in 1989, they would pay nothing in 
1989, 1990 or 1991, and would pay only indirectly in 1992 and 1993, when there would be 
less casual income available to finance the effective working budget for that period. In 



view of inflation and other factors, it was highly advantageous for Members to be able to 
pay later. The second advantage was that the amount of protection could not exceed a 
predetermined limit. In the case of systems used by other organizations, Member States 
were obliged to cover the entire cost of currency fluctuations. In the WHO system, 
however, if the cost exceeded the limit of US$ 31 million set for the exchange rate 
facility, the Director-General would normally have to absorb the additional cost. 
Furthermore, any profit on exchange transactions and the higher interest earned on United 
States dollar holdings (much higher than that earned on the Swiss franc and any other 
usable currencies) were returned to the Member States in the form of casual income, which 
was available to help finance the programme budget, thus reducing the level of assessed 
contributions. 

In conclusion, he suggested that delegations which had doubts about the system 
should discuss the matter with the other organizations. All of them would adopt the WHO 
system if they were able to do so. 

In the absence of any further observations. the draft resolution proposed by the 
Executive Board in resolution EB83.R3 was approved. 

2. SCALE OF ASSESSMENTS: Item 24 of the Agenda 

Assessment of new Members and Associate Members (if any): Item 24.1 of the Agenda 

The CHAIRMAN announced that there were no new Members for which assessments had to 
be established. 

Scale of assessments for the financial period 1990-1991: Item 24.2 of the Agenda 
(Documents EB83/1989/REC/1, Part II, Chapter III, section (c); and A42/24) 

Mr FURTH (Assistant Director-General) said that the scale of assessments for the 
financial period 1990-1991 had been calculated on the basis of the United Nations scale 
for the years 1989 to 1991, as approved by the General Assembly in resolution 43/223. 
The proposed scale contained in the Director-General's report (document A42/24) 
superseded those appearing in the proposed budget for the financial period 1990-1991 and 
in the report of the Executive Board on the proposed programme budget (document 
EB83/1989/REC/1, Part II, Annex 1). 

No country had been assessed at a level higher than in the United Nations scale. 
The assessments of 127 countries, including 84 Member States assessed at the minimum rate 
of 0.01%, were at the same level in both scales, and the assessment percentages of 40 
countries were lower in the WHO than in the United Nations scale. 

A draft resolution for consideration by the Committee was contained in the 
Director-General‘s report. 

Mr HOSSEINI (Islamic Republic of Iran) said that, in his delegation's view, the 
scale of assessments annexed to the Director-General‘s report did not reflect the content 
of operative paragraph 2 of part A of General Assembly resolution 43/223, which stated 
that the Committee on Contributions, in accordance with its mandate and the Rules of 
Procedure of the General Assembly, should consider representations made by Member States 
during the forty-third session of the General Assembly on their respective assessments 
and should advise the General Assembly of its recommendations for possible adjustments so 
that the Assembly could take a decision at its forty-fourth session. 

He therefore expressed a reservation as to the assessment applicable to his country 
for the financial period 1990-1991. 

Mr ARRIAZOLA (Mexico) said that the United Nations scale of assessments was unjust 
to the developing countries, which were having to increase their contributions at a 



time of acute economic and financial crisis. According to the proposed scale, his 
country's contribution would be increased by 0.05 percentage points, because the United 
Nations Committee on Contributions had arbitrarily based its statistics on the period 
1977-1986. While many developing countries had experienced strong growth in national 
income up to 1981, the situation had since been steadily deteriorating. 

In part В of its resolution 43/223, the General Assembly had requested the Committee 
on Contributions to make a comprehensive study of all aspects of the existing 
methodology, according to a number of guidelines covering all aspects that could 
negatively or positively influence the scale of assessments. He was confident that the 
review would take into account the question of the base period so that the United Nations 
would have enough latitude to allow for great fluctuations such as those that had 
affected his country and others in the previous period. A prime consideration in the 
decision to increase or decrease an assessment should be the capacity of a country to 
pay, in the light of problems such as external debt and the price of raw materials on the 
international market, which particularly affected the developing countries. 

Mr PÉREZ (Colombia) noted that his country's assessment rate had been raised from 
0.13% to 0.14%, bringing its contribution for the coming financial period up to over 
US$ 900 000, which represented a considerable increase, despite the freezing of the 
budget level. As his country's currency had been depreciating in the course of 1989, he 
feared that it might shortly join the countries unable to pay their contributions in 
time. 

Mr AL-KHATTABI (Saudi Arabia) wished to place on record his country's reservation at 
the increase of his country‘s assessment rate from 0.95% to 1.00%, which would raise its 
contribution by a substantial amount. 

Mr GOMES PIRAS (Brazil) expressed his Government's concern that, under the proposed 
new scale of assessments, most of the Members whose assessments had been increased were 
developing countries, all of which were experiencing serious economic and social 
problems, and that most of those with reduced assessments were industrialized countries. 
Thus, the developing countries were having to bear an increasingly heavy burden at a time 
when their economic problems were aggravated by their external debt. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in the 
Director-General‘s report. • 

The draft resolution was approved.丄 

3. ORGANIZATION OF WORK 

Mr TILLFORS (Sweden) proposed that consideration of agenda item 29 (Health 
conditions of the Arab population in the occupied territories, including Palestine) be 
postponed until the afternoon of Tuesday, 16 May 1989, to allow delegations to obtain 
instructions from their national authorities. 

It was so agreed. 

4. REAL ESTATE FUND: Item 26 of the Agenda (Document EB83/1989/REC/1, Part I, 
resolution EB83.R7 and Annex 4) 

Dr OWEIS (representative of the Executive Board) explained that the Executive Board 
had considered the report of the Director-General on the Real Estate Fund, which was 
contained in Annex 4 to Part I of document EB83/1989/REC/1. It had noted the status of 



implementation of approved projects for the period up to 31 May 1989 and the estimated 
requirements of the Fund for the period 1 June 1989 to 31 May 1990. The projects 
included completion of the extension to the Regional Office for Africa during the period 
prior to 31 May 1989, a major renovation project there during the period 1 June 1989 to 
31 May 1990, and purchases of essential building equipment for the Regional Office for 
South-East Asia also during the latter period. The Board had also recommended the 
replacement of the 23-year-old telephone exchange of the headquarters building, a matter 
that had already been brought to the notice of the Board at its eighty-first session. 

The Executive Board had adopted resolution EB83.R7, which recommended to the 
Forty-second World Health Assembly the adoption of a draft resolution authorizing the 
financing from the Fund of an estimated expenditure totalling US$ 2 585 000 and the 
appropriation of US$ 2 307 000 from casual income for that purpose. 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution proposed by the Executive Board in resolution EB83.R7 was 
approved. 

5. SPECIAL ACCOUNT FOR HEADQUARTERS EXTENSION AND REPAYMENT OF THE SWISS LOAN: Item 27 
of the Agenda (Document EB83/1989/REC/1, Part I, resolution EB83.R8 and Annex 5) 

Dr OWEIS (representative of the Executive Board) said that at its eighty-third 
session, the Board had reviewed a proposal by the Director-General for the construction 
of a new extension to the headquarters building, to be financed through the existing 
Special Account for Headquarters Extension and Repayment of the Swiss Loan. That 
proposal was given in detail in the Director-General‘s report, contained in document 
EB83/1989/REC/1, Annex 5. 

The need for additional accommodation at WHO headquarters in Geneva was due entirely 
to the growth of programmes funded from extrabudgetary sources, and to the space 
requirements of informatics equipment. The proposal was to construct a new building 
extension, at an estimated cost of Sw.fr. 18.1 million, for occupation early in 1991. 

The Board had carefully reviewed the proposed means of financing the construction 
and maintenance of the new extension through the Special Account. In order to generate 
income, the Organization would continue to levy and credit to the Special Account rental 
charges in respect of space occupied by the staff and facilities of programmes financed 
from extrabudgetary funds. Interest income on balances would also be credited to the 
Special Account. 

If necessary - and only if necessary - the Director-General would borrow on a 
short-term basis from internal resources to help finance the extension operations. The 
Board had recommended that such borrowing should not be from the Working Capital Fund, 
but rather from the Casual Income Account, to be repaid as and when sufficient income 
became available. 

On the expenditure side, it was proposed to use the Special Account to pay for the 
costs of construction and maintenance of the new extension, plus interim outside rental 
of premises, and to repay, in instalments, the remaining amounts due on the Swiss loan 
for the original headquarters building. 

A detailed explanation of the proposed procedure was given in the Director-General‘s 
report, which also included a tentative projection of cash flows from 1989 to 1995. The 
cash flow estimates were a conservative approximation, and any differences that might 
eventually become apparent would only accelerate or delay by a small amount the 
attainment of the "break-even" point when the Special Account would begin to rebuild its 
credit balances. 

The salient feature of the Director-General‘s proposal was that, no matter how the 
financial figures might turn out, the construction of the new extension would in no case 
constitute a charge on the regular budget, or call for any additional assessed 
contributions from Member States. 



In the opinion of the Executive Board, the Director-General had found the right 
solution to the important problem of headquarters accommodation, without imposing any 
additional financial burden on Member States. Accordingly, in resolution EB83.R8, the 
Board had recommended to the Health Assembly a draft resolution authorizing the 
construction of the additional facilities at an estimated cost of Sw.fr. 18.1 million, 
approving the financial arrangements proposed by the Director-General, and specifying 
that the Director-General should keep the Executive Board and Health Assembly informed of 
progress in the construction and financing of the headquarters accommodation extension. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that, while 
his delegation would not wish to oppose the draft resolution recommended by the Executive 
Board in resolution EB83.R8, he would appreciate reassurance on a number of points. 
First, had sufficient thought been given to the possibility of finding accommodation 
elsewhere than in Geneva for the Organization's extended operations? Secondly, was it 
likely that there would be a continuing requirement for additional staff even if zero 
growth in WHO's regular budget was maintained? Could an assurance be given that the 
special programmes would be charged the full economic rate for the additional 
accommodation they required? Was it essential that the various agencies and services 
listed in paragraph 4.6 of the Director-General‘s report should continue to be 
accommodated in the headquarters building, and were they being charged a full commercial 
rate for the accommodation they occupied? Finally, was the additional accommodation to 
be rented in the ILO building, over and above the new quarters that WHO was proposing to 
provide, in fact needed? 

Mr BOYER (United States of America) echoed the concern expressed by the previous 
speaker. It was proposed that a new extension costing Sw.fr. 18.1 million be 
constructed, and yet apparently there was to be no charge to the regular budget, no 
charge to the Casual Income Account, and no increase in assessments on Member States. It 
was natural that the Committee should seek to be reassured that the proposed new building 
could in fact be provided free of charge. 

The need for the new building had been justified on the grounds that the growth of 
extrabudge tary programmes, and notably of the Global Programme on AIDS, would necessitate 
increases in staff. It was claimed that rental to be charged against those programmes 
would help to finance the new building. His delegation would appreciate confirmation 
that the projections both for staff increases and for rental income were in fact well 
founded. • 

Mr VEHMEIJER (Netherlands) said the plan for financing the proposed headquarters 
extension was undoubtedly sound from the technical point of view. However, since the 
immediate future was more than usually uncertain, he wondered whether it was advisable to 
go ahead with the plan at the present stage. 

He had some reservations in regard to the proposal, in paragraph 11.3 of the 
Director-General's report, that costs should be met inter alia by borrowing from the 
Working Capital Fund. His delegation believed that working capital should be used 
primarily for financing budgetary appropriations, and that what was not needed should be 
invested, the interest gained being credited to miscellaneous income. The financing of 
the proposed extension should in no way interfere with the Organization's regular 
activities. 

At the present stage, WHO should be conservative in using advances from Member 
States, in case the current trend towards late payment of assessed contributions 
continued. 

Dr AL-MAZROU (Saudi Arabia) agreed that the Director-General‘s financial analysis 
was sound. However, future developments could not be predicted with certainty, and his 
delegation could give its support to the proposal only if it was assured that there would 
ultimately be no effect on assessed contributions of Member States. 



been made of the feasibility of moving headquarters to a less expensive location, but 
after full consideration of all the factors involved, including the cost of removal, it 
had been decided not to pursue the matter further. Moreover, the Director-General was 
convinced that to split up headquarters services between different locations would be 
detrimental to the implementation of WHO's programmes. Owing to the interdisciplinary 
nature of many of WHO's activities, the advantages of having staff members able to 
communicate with each other in the same location far outweighed any possible cost 
benefits from moving part of the headquarters staff away from Geneva. 

The indications regarding staff growth were long-term, not short-term, projections. 
It was true that without the very considerable staff increases necessitated by the Global 
Programme on AIDS, which had been virtually nonexistent two years previously, the 
proposed extension could have been postponed for another couple of years. However, 
sooner or later the Director-General would have had no choice but to bring that proposal 
before the Assembly. WHO's experience had been that, even independently of the Global 
Programme, there had been regular increases of at least ten staff members per year since 
the middle 1970s, despite the substantial reduction in staff financed under the regular 
budget that had followed the adoption of resolution WHA29.48. Not only had special 
programmes expanded, but regular budgetary programmes had received additional 
extrabudgetary resources, which had compensated to a large extent for the zero growth in 
the regular budget in real terms. 

WHO did in fact charge all programmes financed from extrabudgetary resources a full 
economic rent, which was exactly the same as that charged by the United Nations to WHO 
and to other agencies for the use of its facilities. In every location where it had 
facilities, the United Nations now charged the highest commercial rental applicable 
there. 

As to whether all the agencies and services referred to in paragraph 4.6 of the 
report needed to be accommodated in the headquarters buildings, he said that since the 
Director-General had already taken the decision that they be housed at headquarters, it 
was difficult to see which of them could be removed. Clearly, some services, such as the 
Swiss Bank Corporation, the Thomas Cook Travel Agency, and the Cooperative restaurant and 
cafeteria services, as well as the offices of the External Audit, the Ombudsman, the 
Staff Association secretariat, and the Joint Medical Service, had to be housed at 
headquarters. It was also considered in the best interests of the Organization that 
agencies such as the United Nations Development Programme (UNDP) and United Nations 
Children's Fund (UNICEF) should have offices there. 

The cost of the accommodation being rented by WHO from the ILO was Sw.fr. 550 000, 
as shown in the table in Appendix 2 to the Director-General‘s report. If the period of 
rental proved to be shorter than anticipated, WHO would be reimbursed. 

In reply to the United States delegate, the projections for rental income made in 
the report were in fact, if anything, over-conservative, and they had already been 
revised. For example, the table just referred to showed the balance of the Special 
Account at 1 January 1989 as standing at Sw.fr. 12 095 308, based on a rate of exchange 
of Sw.fr. 1.58 to the United States dollar. However, on the basis of the current month's 
accounting rate of Sw.fr. 1.65 to the United States dollar, that balance now in fact 
stood at Sw.fr. 12 615 728. The estimate for rental income for 1989 had likewise 
increased by nearly Sw.fr. 600 000 and now stood at something over Sw.fr. 3.8 million, 
while the figure for rental income for 1990 had been revised to Sw.fr. 3 560 000, instead 
of Sw.fr. 3 285 000 as indicated in the table. 

On the disbursement side, payments to contractors had now been rescheduled to permit 
far less to be disbursed in 1989 and far more in subsequent years, with the result that 
under the updated projections, there would be no need for internal borrowing. In the 
table referred to no balances in the account were indicated for 1991 or 1992； however, 
under the new projections, the balance for 1991 should stand at some Sw.fr. 1 million and 
the balance for 1992 - the lowest to be attained - should be Sw.fr. 925 000. 

He did not mean to suggest that operative paragraph 2(2) of the draft resolution 
before the Assembly, authorizing the Director-General to borrow, as necessary, from the 
Casual Income Account, should be deleted: it should be maintained as a safeguard, in the 
unlikely event that any part of the plan were to go wrong. Even if the projections for 
staff growth proved too high, WHO would have no difficulty in renting out its surplus 
office space to other organizations or commercial enterprises. Rents were continuing to 



rise rapidly in Geneva, and he would predict that rental income in future years would be 
much higher than that currently estimated. 

Replying to the points raised by the delegate of the Netherlands, Mr Furth said that 
construction work on the proposed new building should begin as soon as possible because 
of the Organization's pressing need for more office space, in particular for the Global 
Programme on AIDS. Negotiations were in progress for the rental of office space in 
commercial buildings in Geneva as an interim measure. With regard to the Working Capital 
Fund, the Executive Board had rejected the Director-General‘s original proposal to borrow 
from that Fund to finance the proposed new building, as had been done for the preceding 
extension of headquarters. The draft resolution before the Committee proposed that 
internal borrowing, if needed, should be on a short-term basis from the Casual Income 
Account. The delegate of Saudi Arabia could rest assured that the new building would not 
in any circumstances be financed from the regular budget. If current estimates regarding 
rental income and staff increases were to prove wrong, all that would happen would be 
that it would take longer to accumulate a positive balance, after reimbursement of the 
Swiss loan, for appropriation by the Health Assembly for other purposes. The current 
conservative estimates provided that by the end of 1994, when the last instalment of the 
Swiss loan had to be repaid, there would be a balance of Sw.fr. 3.3 million to the credit 
of the Special Account, which the Health Assembly would have at its disposal in 1995 to 
use as it deemed fit. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) understood that ILO 
was planning to develop additional accommodation for renting out to WHO and his 
delegation would like to be reassured that the two organizations were not pursuing two 
sets of building programmes to meet the same need. While he appreciated Mr Furth's 
explanation, he considered that the possibility of dispersing some of WHO's operations 
should always be borne in mind; health administrations in many capital cities were 
having to cope with such problems in very practical terms. WHO was not in the property 
business and should not over-build, although it should rent out any accommodation that 
was surplus to planned needs. 

Mr VEHMEIJER (Netherlands) observed that casual income could be transferred to the 
Working Capital* Fund, so the two accounts were related to that extent. Consequently he 
felt it necessary to maintain his reservation regarding operative paragraph 2(2) of the 
draft resolution. There had been many changes in the provision of financial resources 
for specialized agencies in recent years and governments were increasingly reluctant to 
provide funds for international organizations. 

Mr FURTH (Assistant Director-General), explaining the arrangements between WHO and 
ILO, said that WHO had paid rental income in advance to ILO to enable it to complete 
accommodation which it had not been able to develop fully for lack of resources. 
Referring to the question of dispersal, he noted that the new Director-General of WHO had 
recalled the staff of three global programmes to Geneva from the Regional Office for 
Europe in Copenhagen because he considered that it made more sense to have the staff in 
one place. The comments of the United Kingdom delegate would be brought to the 
Director-General's attention. He agreed that WHO should not go into real estate 
business : renting out accommodation was only a remote possibility in case the 
Organization needed less office space than projected. As regards the comment by the 
delegate of the Netherlands, it was just possible, but most unlikely, that it would be 
necessary to appropriate casual income to the Working Capital Fund in the future, since 
the Fund had stood at about US$ 11 million for the preceding 20 years and had proved 
sufficient for its purpose. If casual income had to be borrowed it would be for only a 
year or two. The alternative to any internal borrowing would be to appropriate money to 
the Real Estate Fund; that would be an appropriation of casual income and not a simple 
internal borrowing. 

Under the new plan, with a new exchange rate and a new schedule of payments now 
being worked out with the contractors, it was most unlikely that any borrowing should 
prove necessary. Still, however remote, such a possibility did exist, and provision 
should be made for it. He would therefore prefer to retain the paragraph in question. 



In the original financing plan for the proposed new extension, it had been proposed 
to borrow from the Working Capital Fund. It had been thought that Member States would 
prefer such an arrangement because, unlike casual income, the Fund was not used to 
finance the regular budget, but the Board had recommended that any internal borrowing be 
done from casual income, and the Director-General had no objection to such a course of 
action. 

The draft resolution proposed by the Executive Board in resolution EB83.R8 was 
approved. 

The meeting rose at 12h25. 



THIRD MEETING 

Monday. 15 May 1989. at 14h30 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

1. ORGANIZATION OF WORK 

The CHAIRMAN reported that, at its meeting earlier that day, the General Committee 
had decided to reallocate agenda item 20, "Management of WHO's resources (report by the 
Executive Board)", from Committee A to Committee B. 

The General Committee had also decided that consideration of item 29, "Health 
conditions of the Arab population in the occupied Arab territories, including Palestine", 
should be deferred until Wednesday, 17 May 1989 at 09h00, to enable the Director-General 
to be present during the discussion. 

After the delegates of Iraq, Jordan, the United Arab Emirates and Yemen had called 
for the maintenance of the decision already taken on the date for consideration of the 
item, and following consultations with the interested parties, the CHAIRMAN suggested 
that, irrespective of the progress of work, item 29 be taken up on Tuesday, 16 May at 
10h30. 

It was so agreed. 

2. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 28 of the Agenda, 
(Resolutions WHA40.9 and WHA40.10； Document EB83/1989/REC/1, Part I, resolutions 
EB83.R9 and EB83.R12 and Annexes 6 and 7) 

The CHAIRMAN noted that two different subjects had to be considered under the item: 
the geographical representativeness of the staff, and the employment of women in WHO and 
their participation in its work. It was proposed, subject to the agreement of the 
Committee, to consider the two subjects separately. 

It was so agreed. 

Geographical representativeness of the staff 

Dr OWEIS (representative of the Executive Board), reported that at its eighty-third 
session the Board had considered the geographical representativeness of the staff on the 
basis of a report by the Director-General submitted in accordance with resolution 
WHA40.10 (document EB83/1989/REC/1, Annex 7). The report stated that the encouraging 
trends announced two years earlier had been fully maintained, and that the 40% target set 
by the Board and the Assembly for appointments from unrepresented and under-represented 
countries had been met. The number of over-represented countries had decreased by six 
and the number of unrepresented countries by one, while the number of adequately 
represented countries had increased by seven. There had been no change in the number of 
under-represented countries. 

In December 1987, the report noted, the United Nations General Assembly had adopted 
changes in the formula for establishing desirable ranges. For the first time, 5% of all 
posts had been distributed directly to Member States in proportion to their populations. 
The main effect for WHO of adopting those changes would be to increase significantly the 
desirable ranges of very populous countries and to widen the ranges of the smallest 
contributors from 1-6 to 1-8. 



The Director-General proposed that the existing target of 40% of all vacancies 
subject to geographical distribution be retained for the appointment of nationals of 
unrepresented and under-represented countries for the next two years； that continued 
improvement of the geographical representativeness of the staff be energetically 
pursued; that the method of calculating desirable ranges be modified in line with that 
adopted by the United Nations General Assembly; and that a further report be submitted 
to the Executive Board and the Health Assembly in 1991. 

The Board had welcomed the Director-General‘s report, and had endorsed his 
proposals. Its recommendations to the Health Assembly, in the form of a draft 
resolution, would be found in resolution EB83.R12. 

Dr FERNANDES (Angola), after expressing support for the draft resolution proposed by 
the Executive Board in its resolution EB83.R12 and suggesting that the Regional Directors 
and governments should be consulted in the process of recruiting staff in order to 
improve the selection of personnel, made a specific appeal for stronger representation of 
the African Region on the staff of WHO. 

Dr VASSILEVSKY (Bulgaria) submitted that the progress described in the 
Director-General‘s report was not as considerable as it might have been had changes been 
introduced more rapidly. Much discussion and many resolutions had been devoted to an 
issue that should have been relatively easy to settle, since vast resources were not 
required. Unrepresented and under-represented countries could surely provide suitable 
candidates, both men and women. The Secretariat must indeed "pursue energetically" its 
efforts to improve the situation, arid his delegation hoped that the next report would 
contain a more explicit account of the results achieved. 

Professor DENISOV (Union of Soviet Socialist Republics) said the selection of 
international staff for WHO was an important problem that touched the interests of all 
Member States equally, greatly influenced the efficacy of WHO's work arid, above all, 
affected the strengthening of international cooperation. Despite the heightened interest 
shown by the Executive Board and the Health Assembly, the problem had still not been 
resolved over the past decade. The reports on the subject now before the Committee were 
of high quality, containing a useful and balanced blend of information conducive to 
assessment of the actual situation. 

He welcomed the progress made in a relatively short period of time. The target of 
40% had been reached and even surpassed for nationals of unrepresented and 
under-represented countries； the number of WHO staff members from over-represented 
countries had been reduced. Those were encouraging developments； but the slow pace of 
reduction in the number of unrepresented countries should also be noted: during the past 
two years, the figure had been reduced by only one; the number of under-represented 
countries had remained stable； and the recruitment of nationals of over-represented 
countries still continued. 

The report failed to analyse adequately the degree of under-representation and 
over-representation of various countries. The category of under-represented countries 
encompassed those which were only one post below the lower limit of the desirable range 
as well as those which were lacking in several dozen posts: for example, Japan (47 
below), the Federal Republic of Germany (29 below) and the Soviet Union (24 below). A 
familiar theme resurfaced there, namely, that the disproportion applying to that group of 
countries was being corrected only slowly, as demonstrated by the figures in document 
EB83/1989/REC/1, Annex 7, Appendix 1. 

It was to be hoped that WHO's leadership at all levels would adopt decisive measures 
to correct the situation, so that delegates would no longer have to repeat, from year to 
year, the same comments, nor the Secretariat have to listen to them. 

Regarding the proposed arrangements for calculating desirable ranges, his delegation 
had no comment to make : the practice adopted by the United Nations had always been 
followed, and that approach should continue to be used, for the ranges calculated on that 
basis seemed both acceptable and equitable. 

On the whole his delegation endorsed the report by the Director-General. 



equitable geographical distribution of posts in WHO, despite the requirement that the 
Director-General should allot to nationals of unrepresented or under-represented 
countries 40% of all appointments to posts subject to geographical distribution. The 
only gratifying developments in the last two years had been the reduction in the number 
of over-represented countries and the increase in the number of adequately represented 
countries. The number of unrepresented and under-represented countries remained 
unchanged. Her delegation considered that the 40% target should be maintained, as 
proposed in resolution EB83.R12, or even increased. Her own country was 
under-represented in WHO, although it had put forward suitable candidates for several 
posts. 

Mr DEBRUS (Federal Republic of Germany) welcomed the progress made towards more 
equitable geographical representation during the past two years. However, his country 
had been under-represented in WHO for several years, even though it had put candidates 
forward for a number of vacancies, particularly in 1986-1987. The experts concerned 
could, he submitted, have done valuable work for international cooperation. The 
disparity between the Federal Republic's scientific and financial input into WHO and its 
level of representation on the staff was, regrettably, still large, and seemed likely to 
grow wider before very long: the Parliament, the Head of State and several ministries 
were following the matter closely. He hoped that WHO would endeavour to bring the number 
of staff from the Federal Republic of Germany progressively nearer the mid-point of the 
desirable range for adequate geographical representativeness, and in that connection 
would call particular attention to paragraph 2 of the draft resolution before the 
Committee. His country was not asking for unduly favourable treatment: no doubt WHO's 
primary criterion for staff selection was high professional qualification. However, it 
was difficult to explain the number of rejections of candidates from the Federal Republic 
of Germany applying for posts in WHO. All his country sought was equal treatment. 

His delegation had no objection to the proposal in operative paragraph 3 of the 
proposed resolution to change the method of calculating desirable ranges, since the 
principle had already been adopted by the United Nations General Assembly. 

Dr ABDUR RAHMAN (Bangladesh) observed that, according to the Director-General‘s 
report to the Executive Board, Bangladesh was now an adequately represented country. 
Owing to recent retirements, however, that statement was probably out of date. 
Bangladesh's transfer from category A to category В in accordance with the criteria 
described in Appendix 4 of the report implied that it was entitled to 13 posts subject to 
geographical distribution, yet the actual figure was only four. Moreover, most of the 
countries in the South-East Asia Region were over-represented except for Bangladesh and 
Burma. There were many specialized doctors in Bangladesh, and the difficulties 
identified by the Director-General in recruiting staff from unrepresented or 
under-represented countries did not apply there. In the interests of broad international 
cooperation, developing countries must be given the opportunities they deserved. 
Furthermore, the desirable ranges proposed in Appendix 4 of the report made it absolutely 
necessary to improve the representation of unrepresented or under-represented countries. 
He therefore urged the Director-General and the Regional Directors to remedy existing 
imbalances in recruitment within the next two years. 

Mr ONISHI (Japan) welcomed and appreciated the progress made in recruitment during 
the past biennium. However, much remained to be done in that respect. WHO, as an 
international organization, must maintain adequate geographical distribution; the 
Secretariat must consequently intensify its efforts to achieve more positive results as 
rapidly as possible. To that end, he would propose that the Secretariat undertake 
recruitment missions to under-represented or unrepresented countries, not merely as a 
formal exercise, but with a view to achieving genuine results. 

Mrs WOLF (German Democratic Republic) said that, although the Director-General‘s 
report showed progress in 1986-1988 in implementing the principle of geographical 
representativeness, further efforts would be called for in the years ahead. Her country 
remained under-represented and was therefore particularly interested in improvements. It 
recognized the need for recruitment to be dictated, inter alia, by efficiency arid 
integrity, in accordance with the Constitution. However, considering that all countries 



could offer suitably qualified candidates, over-representation must be eliminated more 
rapidly so that under-represented countries could make full use of the quotas allocated 
to them. For example, although the quota for the German Democratic Republic was 11-17, 
its nationals held only four posts. She therefore supported the resolution submitted to 
the Health Assembly. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) expressed sympathy 
with the aim of the proposed resolution and endorsed its content. In that connection, 
however, as in regard to the participation of women, it was essential to bear in mind the 
constitutional requirement concerning the maintenance of the highest standards of 
competence, efficiency and integrity in recruitment. Quality must indeed receive the 
highest priority in the selection of staff, and that also applied to efforts to achieve 
better geographical representation. Such an approach was ultimately in the interests of 
all Member States. 

Mrs BROPLEH (Liberia) expressed satisfaction with the efforts of the Executive Board 
and the course pursued so far by the Secretariat. Proportionate representation was, 
however, a matter of such importance to the promotion of international cooperation, 
understanding and mutual respect among Member States that stronger and more positive 
steps were called for. Her delegation fully supported the resolution submitted to the 
Health Assembly by the Executive Board. % 

Mr JU Kuilin (China) commended the Director-General and the Secretariat on their 
efforts to improve geographical distribution and representativeness. However, greater 
efforts should be made to recruit staff from under-represented countries, including his 
own, which had suitable candidates to offer. His delegation supported the proposed 
resolution. 

Mr FURTH (Assistant Director-General), referring to the suggestion made by the 
delegate of Angola, said that consultations with the Regional Directors in the process of 
recruiting staff were indeed essential and in fact required by Article 53 of the 
Constitution. Consultations with governments were of course also required. 

In reply to the observations of the delegate of the USSR, the slow progress made in 
improving the representation of under-represented and unrepresented countries was due to 
the fact that for several years in succession there had been reductions in staff subject 
to geographical distribution. For example, over the past two years the number of such 
staff had been reduced by 38, making it difficult to recruit sufficient numbers of 
nationals from under-represented and unrepresented countries in a short space of time. 
Moreover, the overall numbers of project field staff, who were also subject to 
geographical distribution, had also been declining very sharply, from 983 in December 
1975 to 425 at present. That trend was continuing, since more and more consultants and 
temporary advisers were being used for short-term tasks. 

Regarding the comments of the delegate of the USSR on degrees of 
under-representation and over-representation, he explained there were already four 
categories of countries as far as representation of nationalities of staff was 
concerned: unrepresented, under-represented, adequately represented and 
over-represented. Although the Secretariat did take account of the extent to which 
countries were under-represented or over-represented, the creation of additional 
subcategories would only make matters unduly complicated. 

The regrets expressed by the delegate of the Federal Republic of Germany concerning 
the decline in the number of nationals from that country employed by the Organization 
were justified. However, that trend was not due solely to the rejection of candidatures 
by WHO: many nationals of the Federal Republic of Germany had left the Organization and 
some had rejected offers made to them. For example, between 1 November 1986 and 
31 October 1988 five had been recruited, but 10 others had left the Organization for 
various reasons and six had declined offers, including two who had done so because they 
had not been released by their Lander Governments. However, the situation had been 
showing signs of improvement since October 1988. 

The delegate of Bangladesh appeared to have misinterpreted paragraph 3.3 of the 
report as far as the status of his country was concerned. Indeed, since Bangladesh was 



no longer over-represented, the Director-General was once again in a position to appoint 
its nationals, a development which surely offered grounds for satisfaction. 

Regarding the proposal by the delegate of Japan concerning recruitment missions, 
talks were already under way between the Secretariat and the Japanese Mission in Geneva 
regarding the possibility of such a mission to Japan later in the year. However, that 
required careful preparation. 

He agreed with the delegate of the United Kingdom that efficiency, competence and 
integrity should be given much higher priority than geographical distribution. The 
Secretariat took that consideration fully into account. 

Lastly, he confirmed that China was now adequately represented, but would become 
under-represented if the World Health Assembly approved the new desirable ranges, in 
which event efforts would be made to increase China's representation. Incidentally, when 
and if the new desirable ranges were approved, the number of adequately represented 
countries would increase from 86 to 91 and the number of staff members from 
over-represented countries would be reduced by approximately one-third. 

Mr DEBRUS (Federal Republic of Germany) said that, while it was regrettable that six 
candidates from the Federal Republic of Germany had turned down firm offers of employment 
from WHO, any employer must take into account such a possibility, especially when the 
offer was made long after the candidate's original application. He believed that the 
length of the list of candidates approved for employment by WHO but not yet offered a 
post might have some bearing on the Federal Republic's low representation on the 
Organization's staff. 

The draft resolution proposed by the Executive Board in resolution EB83.R12 was 
approved. 

Participation of women in the work of WHO 

Dr OWEIS (representative of the Executive Board) said that the Board's consideration 
of the issue of employment and participation of women in WHO had been based on a report 
by the Director-General which was reproduced in document EB83/1989/REC/1, Annex 6. 
Dr Law, at the time chairman of the steering committee set up to deal with the question, 
had stressed the need to identify qualified women and help them to fulfil their 
potential. Although the percentage of professional women in established offices had 
increased from 20.3% in 1986 to 22.3% in 1988,•the target of 30% would not be reached for 
some years at the current rate. Dr Law had stressed the need for Member States to 
support the Director-General in his efforts to identify qualified women for all posts, 
particularly at higher levels. it was particularly important to increase the recruitment 
of women as temporary advisers, experts and consultants, and thereby create a pool of 
experienced women who could apply for established posts. 

The Executive Board had welcomed the Director-General‘s personal commitment to 
improving the employment and participation of women in WHO, and had endorsed the 
conclusions and proposals contained in his report. There had been some encouraging 
improvements, but the present momentum must be maintained. Some members of the Board 
considered that the current target figure of 30% for the number of professional and 
higher graded posts in established offices occupied by women should be increased, but the 
general feeling had been that there should be no change until the actual figure achieved 
came closer to the existing target. Nevertheless, the Board believed that the current 
employment situation of women in WHO was still unsatisfactory, since there had been a 
marked increase in women's participation in decision-making in health research and 
administration throughout the world. If the Organization was to be credible and 
effective, more attention must be given to the role played by women at all levels of its 
activity. The Board had stressed that Member States should cooperate fully in 
identifying qualified women and facilitating their recruitment, particularly to senior 
posts. The Secretariat should provide the necessary support at the global and regional 



levels. The regional offices should designate focal points to improve the recruitment 
and promotion of qualified women, as the Director-General had proposed. 

The Board had appointed three of its members to the Steering Committee on the 
Employment and Participation of Women in WHO. In resolution EB83.R9, it recommended that 
the Health Assembly maintain the 30% target, urge Member States to put forward women 
candidates for WHO activities, call on the Director-General and the regional directors to 
pursue energetically their efforts to increase the recruitment of women to management, 
direction and policy-making posts in WHO programmes and to promote the career development 
of women in the professional categories, and request the Director-General to report to 
the Board and the Health Assembly again in 1991. 

Mr FURTH (Assistant Director-General) said that the Director-General‘s report 
covered the period up to October 1988. From November 1988 to April 1989, the recruitment 
of women had continued to increase : the percentage of professional and higher graded 
posts in established offices occupied by women had risen from 22.3% in October 1988 to 
22.8% in April 1989. Appointments of women to headquarters, regional offices and field 
projects represented 28.4% of all appointments. Half the appointments of women had been 
to posts in grades P4 and above. Of a total of 77 candidates selected for headquarters 
and interregional posts, 26 (33.8%) were women. The percentage of consultant-months 
worked by women had increased from 18.3% in 1987 to 20.2% in 1988, and the percentage of 
women among WHO consultants from 18.3% to 20.6% during the same period. 

Professor MEDINA SANDINO (Chairman of the Steering Committee on the Employment and 
Participation of Women in WHO) said that at its eighty-third session the Executive Board 
had selected three of its members to serve on that committee, namely Dr Тара, Professor 
Kallings and herself. The committee, which had met on 12 May 1989, comprised not only 
the members selected by the Executive Board, but also five members appointed by the 
Director-General from among the staff of the technical programmes and the Division of 
Personnel, and three members designated by the Joint Ad hoc Committee on the Employment 
of Women, a tripartite body consisting of representatives of the WHO Staff Association, 
the Division of Personnel and the 50/50 Group, which was concerned with promoting equal 
employment opportunities and strengthening the role of women in WHO. 

She had been elected Chairman of the Steering Committee at the meeting held on 12 
May 1989, and was determined to fulfil her mandate with enthusiasm and dedication. She 
commended Dr Law, her predecessor, on her excellent work as a member of the committee 
since its inception, and expressed the hope that she herself would be able to carry 
forward that work with adequate strength and application. 

Together with the other members of the Steering Committee, Dr Law had presented to 
the Director-General a series of recommendations, many of which were reflected in her 
report. At its recent meeting, the committee had assessed the participation and 
employment of women in WHO and reviewed its own terms of reference. Its tasks included 
collecting and examining information, preparing reports for the Director-General on the 
employment and participation of women in WHO, recommending to the Director-General 
specific strategies to increase the employment of women and improve their position at all 
levels of the Organization, and reviewing and monitoring the employment of women in WHO 
and their participation in its work, pursuant to the relevant Executive Board decisions. 

The Steering Committee had submitted several recommendations to the Director-General 
in connection with the draft resolution transmitted to the Health Assembly in resolution 
EB83.R9. One of those recommendations, reflecting the proposal contained in 
paragraph 5.4 of the Director-General‘s report, was for extending the study begun by 
Dr Law at headquarters to at least one, and if possible to all, the WHO regional 
offices. The Director-General had also proposed, in paragraph 5.5 of his report, that 
the Steering Committee should continue to monitor the situation with respect to 
employment and participation of women in WHO and to recommend strategies to strengthen 
women‘s representation at all levels. 

To be successful, the Steering Committee's work required the full cooperation of the 
Member States and programme leaders, both at headquarters and in the regional offices. 
Countries should therefore take a more active role in promoting the employment of women, 
step up their efforts to appoint qualified women to serve as representatives in WHO's 
governing bodies, and employ more women in professional and technical posts. Despite the 



progress made so far, great efforts were still required to promote the participation of 
qualified women at all levels of decision-making and employment. 

Dr LAW (Canada) drew attention to two points contained in the Director-General's 
report. The first concerned the tremendous regional differences observed in the place 
occupied by women in the WHO Secretariat. The Region of the Americas had performed most 
satisfactorily in that respect, and the European Region was close behind it. The Eastern 
Mediterranean Region had shown the greatest improvement and certain other regions, whose 
record left something to be desired, stood to learn from its example. The overall 30% 
target could not be reached unless all regions strove to increase women's participation. 
It would therefore be particularly useful to extend efforts to the regional offices. 

The second point, already referred to by Professor Medina Sandino, was the need for 
Member States to take the issue seriously and strive to nominate women not only to posts 
in the Secretariat, but also to positions on expert committees and advisory panels. The 
Secretariat appeared to have a better record than the Member States, since women's 
participation in the Health Assembly and the Executive Board was particularly low. Only 
five women had been members of the Executive Board in 1986, three in 1988 and one in 
January 1989. Member States therefore needed to redouble their efforts to nominate 
suitable women to the delegations and the Executive Board. 

The question of geographical representation seemed to have captured the attention of 
the Health Assembly to a far greater extent than the issue of women's participation. It 
was to be hoped that that did not reflect a lack of interest. One possible solution to 
both problems was for under-represented countries to nominate more women. The issue of 
quality could also be addressed in that manner. To promote the employment of women did 
not imply downgrading the quality of WHO staff, but rather providing equal employment 
opportunities for qualified women at all levels and in all regions. 

Dr JАКАВ (Hungary), referring to the debate at the eighty-third session of the 
Executive Board, said her delegation fully agreed with members who believed that there 
was still a long way to go before the 30% target was achieved. However, it could 
undoubtedly be attained and even surpassed. She thanked the Steering Committee on the 
Employment and Participation of Women in WHO, particularly its former Chairman, Dr Law, 
who had done a most remarkable job monitoring the situation and identifying solutions to 
the problems raised. Her delegation hoped that the committee would continue its work 
with equal dedication under the new Chairman. 

Since equity was one of WHO'S guiding principles, it was essential that women should 
take part in the Organization's decision- and policy-making on an equal footing with 
men. Although a slight improvement had been noted in the situation of women, increased 
efforts remained necessary to ensure equal participation in terms of level as well as 
number of posts. Member States had an important role to play in that respect since they 
were in a position to identify suitable women candidates. More women should be appointed 
not only to the WHO Secretariat, but also to its advisory panels and technical meetings. 

Two of the regional offices had particularly distinguished themselves in promoting 
women's rights, namely those for the Americas and for Europe. In the latter, great 
efforts were being made to offer equal employment opportunities to women and attain the 
30% target. The Hungarian delegation hoped that there would be further substantial 
progress to report in 1991, when the Director-General would present his next 
comprehensive report on the question, and it fully supported the resolution submitted to 
the Health Assembly for consideration. 

Mrs OLLIIA (Finland) said that her delegation had followed the development of 
women's participation in the work of WHO with great interest. Despite attempts to 
improve the situation, progress had been far too slow. Her delegation therefore wished 
to stress the points made in paragraph 1.3 of the Director-General‘s report. 

The restructuring of programmes and personnel outlined in the proposed programme for 
1990-1991 offered the Director-General a good opportunity to attain the 30% target. Her 
delegation supported the proposed resolution and looked forward to its rapid 
implementation. 



WHO on its important work and the high level of female involvement in its activities. 
However, the recruitment of women to higher posts had not increased to a satisfactory 
degree. The proportion of women in professional and higher posts currently stood at 
22.8%, which represented a gain of only 2.5% since 1986 and fell far short of the 30% 
target set four years ago. Moreover, women were found mainly in grade PI to P3 posts and 
were absent from the highest, ungraded ones. That situation was unacceptable, 
particularly since women occupied a much higher proportion of senior posts in most other 
United Nations agencies. 

Women played a crucial role in health care, particularly in the family and at the 
primary level. They also occupied increasingly large numbers of posts in the health 
professions in general at all levels, including the highest; in fact, they constituted a 
majority in those professions in most countries. The small percentage of women in WHO 
could therefore not be explained on grounds of insufficient qualifications. 
Long-standing and unfounded cultural resistance had blocked women's recruitment to higher 
posts and would have to be overcome if the rather modest target of 30% was to be 
attained. Member States would have to put forward more qualified women candidates and 
WHO would have to give higher priority to examining their applications. The number of 
women engaged as short-term consultants and advisers should also be increased, as a stage 
towards improved opportunities of permanent employment. Equitable representation of 
women was just as important as equitable geographical representation to ensure WHO's 
universality, its credibility and its effectiveness. Her delegation therefore fully 
supported the draft resolution submitted to the Health Assembly by the Board. 

Miss KITAMURA (Japan) said that her delegation welcomed the Director-General‘s 
efforts to increase the participation of women in WHO. Equal employment opportunities 
for women had been secured in Japan, and efforts were made to promote their career 
development at a professional level in various fields. More Japanese women now wished to 
participate in the work of the international organizations, including WHO. Her 
delegation accordingly supported the draft resolution before the Committee. 

Mr DEBRUS (Federal Republic of Germany) commended the Director-General‘s report as 
an excellent survey of women's participation in WHO bodies and in the work of the 
Organization. His delegation supported the recommendation that the participation of 
women in WHO activities should be further increased. The measures taken to enhance 
recruitment and other participation of women in WHO, described in section 4 of the 
report, were similar to his own country's campaign to encourage the participation of 
women at a professional level in public service and the economy. His delegation 
supported the proposed resolution. 

Mr TILLFORS (Sweden) observed that, until the delegate of the Federal Republic of 
Germany had spoken, only women had addressed the item. In his view, the issue also 
concerned men, who stood to benefit equally from the increased participation of women in 
WHO and in the other United Nations organs. He therefore supported the delegations which 
had spoken of the need for increased participation of women in the WHO Secretariat and 
was heartened to note the small but significant increase in the recruitment of women 
between October 1988 and April 1989. 

It was also important to focus on participation in WHO projects at grass-roots 
level, where every effort should be made to mobilize women through strategies such as 
functional literacy, in collaboration with other agencies including UNESCO. 

Dr FRIEDMAN (Swaziland) concurred with the remarks by previous speakers and fully 
supported the proposed resolution and the comments thereon. On a specific issue, she 
wished to recommend that the Director-General, in his efforts to encourage the 
recruitment of women, take into account one of the constraints, or obstacles, which 
currently debarred some women from applying for or accepting posts in WHO. She was 
referring to the case of married women, who might be given assignments away from home 
with the result that they were separated from their spouses. Could the Secretariat say 
whether any effort was being made to assist such women to keep their families together, 
perhaps by providing assistance in connection with employment for the spouse? There were 
also other impediments which WHO should investigate with a view to overcoming them. She 
fully supported the proposed resolution. 



Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), in supporting the 
draft resolution as a whole, wished to draw particular attention to the reference in 
operative paragraph 2 to the participation of women in expert advisory panels. While 
Appendix 3 to the Director-General's report showed that there had been a degree of 
improvement between 1986 and 1988, women serving on such panels still constituted only 
12.6% of their total membership. The United Kingdom had submitted a list of women 
experts for the attention of the Organization, thereby setting, it was hoped, a precedent 
which other Member States might follow. 

Dr GRANT (Ghana), referring to the statements by the delegates of Swaziland and the 
United Kingdom, wondered whether the Assistant Director-General had any explanations to 
offer similar to those which he had given in connection with the geographical 
representativeness of the staff. All members of the Committee were aware of the great 
contribution which women were making in all parts of the health sector, and her 
delegation fully supported the recommendations of the Director-General. The sooner the 
target of 30% or more was achieved, the better it would be for WHO. 

She commended Dr Law on the great work she had done and looked forward eagerly to 
its continuation by her successor. 

Miss BELMONT (United States of America) strongly agreed with the delegate of 
Sweden: the issue was indeed as crucial for men as it was for women. There was no doubt 
about the important contribution which women could make to WHO and to global health when 
given the opportunity to serve in senior posts. The Director-General and the 
Organization should take the lead in the United Nations system in promoting women to 
decision-making positions. 

Mr AHOOJA (India) said that progress towards increasing the representation of women 
had been slow; it was clear that the target of 30% would not be easily achieved in the 
immediate future. That was not, however, because suitably qualified women were not 
available. The recruitment of women could be accelerated even in developing countries, 
where the number of highly qualified women in the health sector was increasing rapidly. 
In many such countries, including his own, the number of women entering medical schools 
was close to parity with men and a very large number of women specialists occupied 
positions of authority in teaching and research institutions and even in the ministries 
of health and family welfare. 

Mr FURTH (Assistant Director-General) said that hardly anything had been said in the 
discussion with which the Secretariat and the Director-General would disagree. He wished 
to assure the Committee that the Secretariat would make every effort to make the optimum 
use of women's qualifications and capacities in the management of WHO's programmes at all 
levels. 

Progress to date was not perhaps as insignificant as some members of the Committee 
might think. During the previous two years the total number of staff members had 
increased by only 3, but there were currently 31 more women and 28 fewer men than two 
years ago. On a global numerical basis that meant that all the men who had left had been 
replaced by women and, in addition, three more women had joined the staff. The reason 
why progress had not been faster was that the total increase in staff had been very 
small. Geographical distribution was another main constraint. Nevertheless, men were 
being rapidly replaced by women in WHO, as could be seen from the statistics； no effort 
would be spared to appoint more women staff in all grades and also to increase the number 
of women consultants and temporary advisers, members of technical groups and holders of 
fellowships. 

The delegate of Swaziland had asked what efforts were being made to facilitate the 
employment of the spouses of staff members. The issue concerned both sexes and the 
Organization had as substantial a problem with the female spouses of male staff members 
as the other way round. It was difficult to help find jobs outside the Organization and, 
in some cases, such employment was not permitted by the host country. WHO was not an 
employment agency but there was at least one person in the Division of Personnel and also 
at regional offices to help the staff members concerned to find work for spouses. Such 
assistance could, however, be of only limited scope. 



As regards employment in the Organization itself, WHO had a long-standing staff rule 
to the effect that persons closely related by blood or marriage to a staff member could 
not normally be appointed if an equally qualified person was available. On an individual 
basis, the Director-General had occasionally permitted the employment of spouses in the 
Organization and even in the same location where such action had been in the interests of 
the Organization, or possibly on humanitarian grounds. It must, however, be realized 
that such employment of spouses often ran counter to the principle of geographical 
distribution, particularly in the case of nationals of over-represented countries. The 
Director-General had been and would continue to be flexible but did not feel that the 
staff rule in question should be eliminated. 

The Organization would continue its efforts and, with the momentum which had been 
gained, particularly during the previous six months, and which was accelerating, he was 
confident that the target of 30% would be reached in the next four to five years. 

Professor MEDINA SANDINO (Chairman of the Steering Committee on the Employment and 
Participation of Women in WHO) assured the delegations which had participated in the 
discussion that she had taken careful note of all the suggestions made. She was keenly 
aware that it was essential to stress the importance to men as well as women of the 
contribution which appropriately qualified women could make to all the activities of the 
entire United Nations system. 

While it was true that progress during t:he past six months had been limited, it was 
important to maintain the impetus which had been built up during that period. It was 
equally important that the Organization should promote women to positions at the 
decision-making and higher levels. The Steering Committee's work during the next few 
years would be vital. Meanwhile delegations could accelerate progress towards achieving 
the 30% target by drawing the attention of the Organization to women who were 
sufficiently qualified to participate in and develop its work. Without such 
participation by delegations, the goal could not be reached, notwithstanding all the 
decisions which had been taken. The Steering Committee would welcome all suggestions 
from delegations as to strategies which it might pursue. 

The draft resolution proposed by the Executive Board in resolution EB83.R9 was 
approved. 

The meeting rose at 17hl5. 



FOURTH MEETING 

Tuesday. 16 May 1989. at 9h00 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

FIRST REPORT OF COMMITTEE В (Document A42/36) 

Ms WARNER (New Zealand), Rapporteur, read out the draft first report of Committee B. 

The report was adopted.^ 

2. REPORT OF COMMITTEE В TO COMMITTEE A (Document A42/35) 

Ms WARNER (New Zealand), Rapporteur, read out the draft report of Committee В to 
Committee A. 

The report was adopted.丄 

3. MANAGEMENT OF WHO'S RESOURCES (REPORT BY THE EXECUTIVE BOARD): Item 20 of the 
Agenda (Document EB83/1989/REC/1, Part I, resolution EB83.R22 and Annexes 10 and 11) 

Dr NTABA (representative of the Executive Board), introducing the item, said that in 
the current climate of resource constraints, resource management was a highly important 
topic. In accordance with resolution WHA40.15, the management of WHO resources had been 
discussed in 1987 and 1988 by the regional committees and by the Executive Board and its 
Programme Committee. The outcome of those discussions had been duly reported to the 
Forty-first World Health Assembly (document EB81/1988/REC/1, decision (14) and 
Annex 13). At the request of the Executive Board, which had been unable to reach 
consensus on a number of topics, the Programme-Committee had again reviewed the situation 
in October 1988, using as a basis for discussion a report by the Director-General, and 
had itself reported to the Board (Annex 10 to document EB83/1989/REC/1, Part I). 

The Executive Board agreed with the Programme Committee that the range of issues 
relating to resource management had been clarified through those extensive discussions 
and was more clearly recognized and better understood at all organizational levels. One 
positive aspect of the review was that the Member States had reaffirmed not only their 
support for WHO'S value system, policies and strategy, but also their political and 
administrative resolve to meet the challenges implied in the common goal of health for 
all. 

Noting general agreement that WHO resources were being appropriately and efficiently 
managed, the Board recognized that the prevailing economic climate called for a 
continuing evaluation of the use of resources and constant efforts to remedy any 
weaknesses. Accordingly, it strongly supported the Programme Committee's view that the 
current emphasis should be on practical programme implementation, monitoring and 
evaluation. 

Having noted, in the course of the discussion, that a consensus might have to be 
worked out on what actually constituted better use of resources, the Board welcomed the 
Programme Committee's recommendation that the Director-General and Regional Directors 
report informally to the Committee on new orientations and changes in priorities and on 
their implications with regard to the use of resources. 



As there was general support for WHO's agreed policy of decentralization, the Board 
endorsed the suggestion that the practice of issuing "country planning figures" as a 
starting point for the joint government/WHO reviews on the programme budgeting process 
should be maintained. It considered the type of punitive measures proposed on previous 
occasions inappropriate and detrimental to the spirit of cooperation that permeated the 
Organization. Policies on fellowships, supplies and equipment were reaffirmed and the 
Board drew attention to the need to ensure the control and evaluation of the use of 
fellowships at the regional level. 

In view of the critical role of WHO representatives, especially in relation to the 
assistance they gave with the planning of technical cooperation, the Board underlined the 
need for adequate and appropriate training. 

The Board endorsed the Programme Committee's recommendation that the regional 
committees and the Programme Committee itself keep under constant review the management 
of WHO resources. Given their important role, it would be appropriate to review the 
relationship between the Executive Board and the Programme Committee, as well as the 
functioning of the governing bodies, with reference to the Constitution. 

With regard to the setting of programme priorities, resolution EB83.R22, adopted by 
the Board following its review of the subject on the basis of the Programme Committee's 
report (Annex 11 to document EB83/1989/REC/1, Part I), contained a request to the 
Director-General to undertake studies on the criteria used at different levels of the 
Organization with a view to identifying thos'e which could be used for the determination 
of priorities (paragraph 3(2)). 

Following its consideration of the Programme Committee's report on the "Selection 
and appointment of the Director-General and Regional Directors" (Annex 12 to document 
EB83/1989/REC/1, Part I), the Board endorsed the Programme Committee's conclusion that 
current procedures did not require modification. As indicated in decision EB83(1), the 
Board would follow with interest the experimental approach adopted by the Regional 
Committee for Europe for the selection of its Regional Director. 

Dr FERNANDO (Sri Lanka) said that since the Member States were close and equal 
partners in the general endeavours to achieve health for all, they should also be willing 
partners in whatever attempts were made to improve the use of resources. He welcomed the 
rejection of the suggestion that country planning figures should no longer be used. 
Making the release of part of the resources available conditional upon performance was 
not a good idea since it meant ignoring the reasons underlying poor performance, such as 
lack of manpower, inadequate management or problems of infrastructure. In those 
situations, WHO should reinforce its activities, rather than penalize those struggling to 
improve conditions. The suggestion that standard lists of equipment should be submitted 
was impracticable since it would be impossible to prepare exhaustive lists and, in any 
case, the equipment needed would vary from place to place and could be country-specific. 

With regard to the suggestion that staff should be selected according to a unified 
system, such a system might not always be effective, particularly as far as key posts 
were concerned. A WHO representative selected without consulting the country concerned 
might be unacceptable and, therefore, completely ineffectual. It was important to bear 
in mind that a WHO country budget was minute compared with the average national health 
budget, and that programmes were designed to have a catalytic effect. A WHO 
representative had to be acceptable if he was to fulfil an appropriate catalytic 
function. However, as considerable cultural variations existed, it was not always 
desirable for a WHO representative to become too closely involved in the culture of a 
country or region while iri office. 

With regard to the appointment of the Regional Directors, various ideas had been 
considered. That of having a "search committee" was rejected by most of the WHO regions, 
including his own, and he urged the Executive Board not to make any attempt to impose the 
idea. The regional committees currently nominated Regional Directors in consultation 
with the Director-General. 

The decentralization process advocated by WHO should apply not only to countries, 
but also to all activities involving WHO resources. The Director-General had taken a 
significant step in making the Regional Directors chief executive officers for the 
Regions concerned. It was important for activities to reflect the priorities determined 
by the regional committees, and for the Regional Directors selected by the committees 



both to feel responsible towards the regions as far as implementation was concerned, and 
to be able to influence countries in the promotion of health for all. Not only would the 
appointment of Regional Directors from outside be unacceptable, but it could also 
jeopardize harmonious relations between the countries of a given region and WHO. The 
Health Assembly should endorse those views and the Committee itself should endorse the 
Executive Board's resolution. 

Mr BOYER (United States of America) welcomed Dr Ntaba's introduction, agreeing that 
it was a very important time for WHO with regard to its financial resources. Management 
of those resources should always be of major concern both to the Member States and to 
WHO. Many significant proposals had emerged during the discussions in the Executive 
Board and in its Programme Committee； some had been discarded and many others acclaimed. 
The Director-General should continue to give full attention to the ideas that had 
emerged. Everyone concerned was seeking more effective operational methods and means of 
using resources. 

One of the most important considerations concerned priorities, an issue currently 
being addressed by Committee A as it examined the proposed programme budget for the 
financial period 1990-1991. He hoped that that Committee would look at the relative 
allocation of financial resources. The amounts allocated were constantly discussed 
within WHO and the proposed programme budget indicated shifts made from one programme to 
another. It was important for the Member States to be involved in the setting of 
priorities, an issue addressed in resolution EB83.R22, which set out various mechanisms 
by which the Board and the Programme Committee could become more extensively involved. A 
meeting of the Programme Committee in July would consider the next step in that process 
and it would be interesting to see how the new mechanism for helping Member States to 
contribute to the setting of priorities developed. 

Mr AHOOJA (India) agreed that the review of WHO resource management had shown a 
consensus with regard to the Organization's system of values, policies and strategies for 
health for all and to its role and functioning. Policies, strategies, programmes and 
operating mechanisms had also been shown to be consistent with the health-for-all goal. 
The decentralization policy had helped to make the collaborative programmes more relevant 
to the Member States‘ requirements and had improved programme formulation and 
implementation. The apprehensions expressed with regard to the possible misuse of 
resources had been shown to be largely unfounded. Nevertheless, there was still room for 
improvement and a flexible approach was required in order to meet changing demands and 
new challenges. Accordingly, there should be a greater capacity for both monitoring and 
evaluation at country, regional and global level. In that context, his delegation 
endorsed the Executive Board's resolution calling for a pragmatic and efficient approach 
to the development of WHO's priorities, and requesting the Director-General to undertake 
studies with a view to identifying the criteria which could be used to determine 
priorities and to keep the Board informed of new challenges. 

Dr JАКАВ (Hungary) said that there seemed to be a consensus on the main lines of WHO 
policies, strategies, structures and priorities. Member States should always be involved 
in the setting of priorities, and her country had always, therefore, welcomed the idea of 
receiving the proposed programme budget from the Regional Office for written consultation 
before its finalization. Member States had always had opportunities to express their 
views on priorities and therefore were already involved in the planning phase. At the 
last session of the Regional Committee for Europe a simpler method had been devised 
whereby the Regional Office would provide the Member States with only the main lines of 
the proposed budget in a written consultation, enabling them to express their views on 
policy issues and priorities. A similar approach might be possible with regard to the 
global programme budget. That would facilitate the work of the Secretariat since the 
Member States' views would directly indicate major priority areas at national and 
regional level. 

Monitoring and evaluation could contribute considerably to the efficient use of 
resources. Cooperation between the Member States and WHO in the form of medium-term 
programmes made it possible to plan activities for a two-year period; to distribute the 



available financial resources between Member States, thus making for transparency in 
country planning figures； to monitor activities on both sides, and to make a thorough 
evaluation at the end of the biennium. In that way the Member States and WHO could 
manage financial resources in a genuine partnership. A similar approach at global and 
interregional level would greatly improve the Organization's financial transparency. 

With regard to monitoring and evaluation, the country audit exercises were extremely 
helpful for both national administrations and WHO itself. Such activities should be 
continued, using the existing method. 

The time had come to translate theory into practice with regard to the attainment of 
the goal of health for all through country-level activity in collaboration with the 
regional offices, which had a significant role to play in view of the importance of 
decentralizing decision-making on the use of financial resources. Owing to the 
accelerated implementation of health-for-all activities at both national and regional 
level, it was important to ensure that the Regions were allocated an adequate share of 
the budget. As chief executive officers, the Regional Directors were responsible for 
working with the regional committees to ensure that financial resources were allotted and 
used appropriately. 

Her delegation believed that Member States should be involved at all stages in the 
planning, monitoring and evaluation process on equal terms with WHO and its 
constitutional forums. Accordingly, her delegation endorsed resolution EB83.R22, adopted 
by the Executive Board. 

Mr VEHMEIJER (Netherlands) raised the question of a link between the management of 
WHO's resources and the possibility of contingency planning, one element of which could 
be the withholding of a percentage of the tentative country planning figure. The matter 
had been discussed by the Programme Committee in 1987 and by the Executive Board in 1988, 
as could be seen from the Director-General‘s report (document EB83/1989/REC/1, Part I, 
Annex 10, paragraph 9, and Appendix, paragraphs 71-75). As the Programme Committee had 
observed in its report on priority setting (Annex 11 to the same document) that it was 
possible to give a high profile to specific programme priorities without necessarily 
affecting budget priorities, a case could be made, from the financial point of view, for 
placing an amount (preferably a percentage) in reserve and considering its use at joint 
government/WHO review meetings. That idea was based on the assumption that there would 
be a need for the Director-General to formulate a contingency plan in the coming biennium 
to offset the effects of slow payment of contributions. The Committee and the 
Director-General and his staff might wish to consider whether such an idea was workable 
in the context of the overall priority-setting mechanism. 

Mr S0K0L0V (Union of Soviet Socialist Republics) said that the extensive discussions 
on the management of WHO's resources during the Executive Board's eighty-third session 
had been highly valuable and characterized by constructive criticism. Account had also 
been taken of previous discussions at regional level. Resolution EB83.R22 provided a 
fair reflection of the conclusions reached by the Programme Committee. Of particular 
importance was the request that the Director-General undertake studies to identify 
criteria for the determination of priorities, including the possible utilization of 
cost-benefit criteria. That would undoubtedly help to identify new ways of making 
optimum use of resources not only within WHO itself but also in Member States. The 
question of resource management called for constant attention on the part of both the 
Executive Board and the Health Assembly. The Board should therefore report regularly to 
the Health Assembly its recommendations concerning the information supplied by the 
Director-General on new problems, trends or changes of priority or policy with respect to 
the use of WHO's resources. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) welcomed the 
in-depth discussion that had taken place in the Programme Committee and the Executive 
Board. He wished merely to highlight the three main points set out in paragraph 3 of 
resolution EB83.R22. 

First, the resolution advocated a pragmatic approach in the important matter of 
seeking guidance from Member States in establishing the Organization's priorities. In 
that connection, he trusted that Member States would not be inundated with 
documentation. In the European Region, it was hoped to develop a system for ensuring 



that areas in which changes were proposed, or where there were new developments, were 
clearly identified so that governments could concentrate on those areas in considering 
the documentation. 

On the question of criteria, recognizing the difficulty of determining priorities 
when everything was a priority, he commended the approach adopted by the Global Programme 
on AIDS in establishing criteria for the selection of first priorities. 

It was also important to ensure that future programmes took into account the 
experience gained in earlier ones. In that connection he wished to refer again to the 
system being developed in the European Region whereby the evaluation and monitoring of 
experience in those programmes could be fully reflected in the proposals for the future 
circulated in the consultation documents sent to Member States during the preparation of 
future programme budgets. He fully supported the Executive Board's proposals in those 
areas. 

Dr JARDEL (Assistant Director-General), speaking in reply to questions raised by 
delegates, said that the involvement of Member States in the management of the 
Organization's resources, the selection of priorities and the allocation of resources in 
the light of those priorities was current practice. Country programmes were the subject 
of direct negotiations with governments, regional and intercountry programmes were 
discussed in the regional committees and their subsidiary bodies, and so on, culminating 
in the deliberations of the Assembly itself. Priorities had been defined by Member 
States in the Global Strategy for Health for All by the Year 2000, the regional 
strategies and the Eighth General Programme of Work, and a complete reorientation would 
probably not be required until discussion started for the preparation of the Ninth 
General Programme of Work. However, efficiency could be improved by making better use of 
programme monitoring and evaluation and by the adoption of more systematic methods for 
defining priorities arid allocating resources. Accordingly, in response to resolution 
EB83.R22, an analysis of the criteria in current use at the various levels of the 
Organization and proposals for further studies to test more precise methods for defining 
priorities would be presented to the next session of the Programme Committee of the 
Executive Board. Whatever methods were used, it was necessary to remain flexible. 
Holding some resources in reserve, as in the Director-General‘s and the Regional 
Directors' Development Programmes, was one way of providing for such flexibility. The 
question was whether the Health Assembly would accept further expansion of such 
reserves. It should, furthermore, be remembered that WHO resources acted mostly as 
catalysts with regard to programme activities,.so that there was not necessarily a 
one-to-one relationship between the level of priority and the amount of resources 
allocated. 

The CHAIRMAN said that all the comments made had been duly noted by the Secretariat 
and would be reflected in the summary records. 

4. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 29 of the Agenda (Resolution WHA41.8； Documents A42/14, A42/15, 
A42/INF.DOC./2, A42/INF.D0C./4 and A42/INF.DOC./6) 

Dr IONESCU (Chairman of the Special Committee of Experts appointed to study the 
health conditions of the inhabitants of the occupied Arab territories), introducing the 
report of the Special Committee (document A42/14), said that, although the 
Director-General had approached the Israeli authorities after the end of the Forty-first 
World Health Assembly requesting them to permit visits to the occupied territories, they 
had again refused to cooperate with the Special Committee. As was evident from earlier 
reports by the Government of Israel, visits by the Special Committee had had positive 
effects before 1985, the year in which cooperation had ceased. While it had formerly 
been difficult to garner facts on the situation in the occupied territories, information 
was currently being received from a number of sources. A solution was needed to the 
political problem, but that lay outside the scope of the Organization. Since action on 



health and humanitarian problems could not await a political solution, he appealed to the 
international community to provide the humanitarian and medical aid needed to alleviate 
the sufferings of the population in the occupied territories. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine 
Refugees in the Near East) expressed the hope that current events, both locally and 
internationally, would lead to a negotiated settlement of a problem that had persisted 
for some 40 years. Pending such a settlement, UNRWA's objectives were: first, to 
maintain and even improve the health conditions of the refugees； and, secondly, to 
respond to the increased needs for health care arising from the intifada and the violent 
reaction to it on the part of the occupying power. 

The Agency's health programme was essentially one of primary health care, in which 
context it had provided almost 140 000 bed-days and well over one million medical 
consultations through its health centres and sub-centres in the occupied territories. 
However, from the very beginning UNRWA had always put the main emphasis on prevention, 
which was no doubt why, despite the poverty and squalor of camp conditions, public health 
indicators such as infant mortality rates were at surprisingly good levels. 

Where environmental health was concerned, the fact that the refugee camps had been 
built on land not provided with either mains water or sewerage had posed a great 
challenge. Nevertheless, slow but steady progress had been made. The greatest remaining 
problem was the disposal of liquid waste, m茌de more difficult in some cases by the fact 
that the military had closed off all but one or two entrances to the camps, so that there 
were now areas to which the sewage tankers could not gain access to empty the percolation 
pits. Garbage disposal had also been impeded by the frequent curfews. 

Maternal and child health and nutrition (including immunization), together with 
communicable disease control, formed the core of UNRWA‘s preventive service. He was glad 
to say that despite the difficulties of access caused by confrontations and curfews, 
coverage of maternal and child health services had been well maintained. UNRWA's 
completed immunization coverage had hitherto been well over 90% (a figure confirmed by 
the WHO/UNICEF/UNRWA evaluation of 1986) and he was pleased to report that, despite all 
the problems encountered in 1988, it had dropped by only a few percentage points. 

On the other hand, UNRWA's school health services in the West Bank had been totally 
disrupted because, since February 1988, the occupying power had closed all schools in the 
areas, except those in East Jerusalem, including 90 UNRWA schools. As a result, some 
5000 children had missed their primary entrance medical check and their booster 
immunizations of BCG, diphtheria and tetanus, and eligible girls their rubella 
vaccination. UNRWA had repeatedly called for the schools to be reopened, and for 
Palestinian children to be allowed to exercise their basic right to education. 

The repression of the intifada had not only caused problems in the maintenance of 
health services, but had also had its effects on the population of the territories. On 
pages 16 and 17 of his report (document A42/INF.DOC./2), figures were given for the 
numbers of children and adults injured or killed by gunshot wounds, beating, rubber 
bullets, or intoxication with tear gas in the first year of the intifada. Since the end 
of 1988, the violence had increased. Recent figures showed that the rate of injuries had 
increased from 1436 per month in the first year of the intifada to 1821 per month in the 
first four and a half months of 1989. Up to 22 April of the current year, 451 persons 
had been killed, including 71 children. Injuries requiring medical attention ranged from 
bruising or scalp lacerations, caused by truncheon blows, to the most appalling injuries 
from live ammunition. Severe injuries leading to total or partial paralysis or loss of 
an eye or vital organ were not uncommon. 

UNRWA wished to draw attention to four factors which exacerbated the situation where 
injuries were concerned. The first was that the widespread practice of beating persons 
caused many fractures: there had been as many as 15 deaths due to beatings. Secondly, 
ammunition used included riot only rubber bullets - which were dangerous enough to cause 
the loss of an eye - but also plastic-coated metal bullets, small plastic shot which 
could enter the muscles, lungs or abdomen in large numbers if fired at short range, and 
high-velocity standard service bullets. Such bullets did not make the usual kind of 
entry and exit wounds familiar to all who had attended lectures in forensic medicine, but 
rather exploded into fragments in the body, causing the worst imaginable damage. The 
frequent use of such live ammunition was one of the most regrettable features of the 
violence. 



Thirdly, there had been no change since UNRWA's report the previous year in the 
misuse of tear-gas. Despite clear warnings on tear-gas shells, grenades or canisters 
that tear-gas should not be used in confined spaces, such missiles were often thrown into 
dwellings, school rooms and clinics, causing severe distress and even death, especially 
of infants and elderly people with asthma or chronic bronchitis. Further serious 
consequences of the use of tear-gas, that had not been expected, were severe colic, 
premature labour and third trimester abortion. Fourthly, a large proportion of the 
killed and injured were children, mostly 10 to 15 years old, some under 10 and some even 
under five. Children were being killed at the rate of four a month, and injured at the 
rate of 460 per month. 

In order to meet the needs arising from the emergency, the Commissioner-General of 
UNRWA had put into effect a series of special measures, made possible by the support of a 
number of donors including Italy, the Arab countries, Japan, the European Community and 
the United States of America, with help from many nongovernmental organizations, both 
international and Palestinian. The midday meal programme, as well as the distribution of 
powdered milk and dry food rations, had been considerably expanded. Additional funds had 
been allocated to meet the increased costs of hospitalization resulting from the 
emergency, and to upgrade equipment at non-government hospitals. Additional medical 
teams had been formed so that UNRWA clinics could be kept open until 19h00 in all large 
camps； in several camps, all-night clinics had been established. Those UNRWA health 
centres which had maternity units were already open 24 hours a day, and it was hoped to 
provide around-the-clock service in all health centres. Such measures were necessary not 
only because transporting patients in need of care was, at times, almost impossible but 
also because the refugees were virtually cut off from other sources of medical aid when 
confrontations or outbreaks of violence were occurring. 

Following a suggestion by the Secretary-General of the United Nations in his report 
to the Security Council, UNRWA was now extending its assistance, on an emergency basis, 
to non-refugees injured or in urgent need of medical aid as a direct consequence of the 
emergency. It had established six physiotherapy clinics : those in Gaza were being 
assisted by UNICEF and those in the West Bank by the European Community and by Médecins 
Sans Frontières. Additional transport had been provided for the injured. Finally, a WHO 
team of experts was currently visiting the West Bank and Gaza under UNRWA auspices to 
assess needs for further assistance in terms of equipment, supplies, manpower and 
facilities for the care of casualties: the team's work was confined to non-government 
hospitals and UNRWA health centres. 

Those measures represented UNRWA‘s immediate response to the crisis, but there would 
also be long-term needs for which it did not yet have funds available. For example, 
there would be need of a special programme for the treatment and rehabilitation of the 
disabled, and UNRWA's social welfare programme would need expanding to include 
compensation for loss of earnings due to permanent disabilities affecting breadwinners. 
All those additional activities would require additional funds. 

He urged all delegates to encourage their governments to be generous in supporting 
UNRWA in its work for and with the Palestinian people. UNRWA had shown that it had the 
necessary flexibility to make a speedy and appropriate response to the emergency, and it 
was the one agency which had a constant presence in the occupied territories, and had 
stood side by side with the Palestinian refugees throughout their trials and dangers. 

In the view of UNRWA, the World Health Assembly should concern itself exclusively 
with problems of health. It bore a unique responsibility where the health situation of 
the Palestinian people were concerned, even though that situation was the outcome of a 
political dilemma which it had no power to solve. Just as all Member States of the 
Organization were committed to the attainment of the goal of health for all, so all must 
share the hope that the seemingly endless problem of Palestine's refugees would be 
speedily resolved, and that all the peoples of the region would eventually be able to 
enjoy the peace and security which were prerequisites for health. 

The DIRECTOR-GENERAL said he was pleased to report continued progress during the 
period May 1988 to April 1989 in implementation of resolution WHA41.8, entitled "Health 
conditions of the Arab population in the occupied Arab territories, including Palestine". 

The three primary health care research centres, located in the West Bank and the 
Gaza Strip, had been designated during 1985 and 1986 as WHO collaborating centres in 



response to resolutions of the Thirty-fifth and Thirty-sixth World Health Assemblies, and 
were subject to the direct technical supervision of WHO. Since 1984, WHO had allocated a 
total of nearly US$ 1.5 million to the three centres. He was pleased to note that the 
centres had continued to demonstrate their capacity to conduct scientific and educational 
work of value to all parties concerned, but especially to the Palestinian non-refugee 
population of the occupied territories. A brief account of the technical progress and 
future direction of that work was contained in his progress report (document A42/15). 

The centres had begun to build up a series of very useful data bases on mortality 
and morbidity, as well as on the planning and development of human resources for health. 
That work had helped to build bridges between the official health services and private or 
voluntary health and training institutions. It was to the credit of all those involved 
in the enterprise that the centres had accomplished so much in the face of so many 
difficulties, and he wished to thank all those who had cooperated with WHO in that 
effort, particularly the UNDP Programme of Assistance to the Palestinian People, which 
was responsible for the management of day-to-day project activities. 

WHO also made a contribution to UNRWA‘s health care programme on behalf of the two 
million Palestinian refugees located in the occupied territories and other fields of 
operation. That programme was implemented by a staff of some 3000 health workers, 
including a Director of Health and five other senior officers who were on loan from the 
WHO Regional Office for the Eastern Mediterranean. 

During the past 12 months, the Regional" Office had intensified its technical support 
to UNRWA. Following a request from the Regional Director and the Commissioner-General of 
UNRWA, he, as Director-General, had provided staff from headquarters to conduct a 
management study of the health care programme. That exercise had already led to 
significant improvements in both the technical and managerial components of the 
programme, and a number of staffing issues were in process of being resolved. He had 
also made an allocation of US$ 100 000 to UNRWA on an exceptional basis in support of 
unforeseen health-related needs in the West Bank and the Gaza Strip, such as further 
training in emergency care and additional special supplies and equipment. 

His Office had attempted in various ways to give support to the Special Committee of 
Experts in fulfilling its mandate, but circumstances had not yet permitted a successful 
outcome of that support. 

He was glad to report continued support by the Organization to the work of 
humanitarian institutions in the occupied territories. A grant of US$ 500 000 had been 
made available through the Regional Office to the Palestinian Red Crescent Society for 
1988 to 1989, and a grant of US$ 137 000 had been made to the Makassed Islamic Charitable 
Hospital in Jerusalem. 

He was conscious of the need to continue to optimize the allocation and use of WHO's 
technical and financial resources among the many WHO-supported activities in the occupied 
territories. To that end, he was now studying a number of managerial options with a view 
to further improving coordination of policy and programme activities of importance to the 
health of the Palestinian population in the occupied territories. 

In conclusion, he stated that the Organization was committed to providing continued 
support to the Palestinian refugee and non-refugee population of the occupied 
territories. In that connection, he would be energetically pursuing the mandate given 
him by the Health Assembly, in particular by resolution WHA42.1, adopted on 12 May 1989. 

Dr AL-KAHDI (Iraq), introduced the following draft resolution, sponsored by the 
delegations of Egypt, Iraq, Jordan, Kuwait, the Libyan Arab Jamahiriya, Sudan, the Syrian 
Arab Republic, and the United Arab Emirates : 

The Forty-second World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which 

affirms that the health of all peoples is fundamental to the attainment of peace and 
security; 

Aware of its responsibility for ensuring proper health conditions for all 
peoples who suffer from exceptional situations including foreign occupation and 
especially settler colonialism; 



Expressing its deepest concern at the obstacles created by Israel to the 
provision of basic health services in the occupied Arab territories, including 
Palestine and the Golan; 

Recalling the resolutions of the United Nations General Assembly concerning the 
inalienable right of the Palestinian people to self-determination; 

Recognizing the reasons behind the present uprising of the Palestinian people; 
Affirming the right of Arab refugees and displaced persons to return to their 

land and property from which they were deported; 
Recalling previous resolutions of the Health Assembly on the health conditions 

of the Arab population in the occupied Arab territories, including Palestine； 
Taking into consideration the report of the Special Committee of Experts on the 

health conditions of the Arab population in the occupied Arab territories, including 
Palestine； 

Taking into consideration also the Director-General‘s report on WHO 
collaborating centres in primary health care research in the occupied Arab 
territories； 

1. REAFFIRMS the right of the Palestinian people to have their own institutions 
that provide them with the health and social services required; 

2. REAFFIRMS WHO's responsibility for ensuring for the Palestinian people in the 
occupied Arab territories the enjoyment of the highest attainable standard of health 
as one of the fundamental rights of every human being; 

3. EXPRESSES ITS DEEPEST CONCERN at the deterioration of the health conditions of 
the Arab population in the occupied Arab territories, including Palestine and the 
Golan; 

4. AFFIRMS that the Israeli occupation is contradictory to the basic requirements 
for the development of an adequate health system to meet the needs of the population 
of the occupied Arab territories； 

5. DECIDES to develop a complete plan and programme, in cooperation with Palestine 
and the WHO Regional Committee for the Eastern Mediterranean, to meet the health 
needs of the Palestinian people in both the short and the long term, and to provide 
and allocate the funds necessary for the implementation of this plan and programme 
and the establishment of an organizational unit on the health of the Palestinian 
people in WHO headquarters, to have the task of monitoring the implementation of the 
plan and programme in the occupied Arab territories； 

6. DEPRECATES Israel's inhumanity to the Arab population in the occupied Arab 
territories, and particularly against the Palestinian people in their present 
uprising, as reflected in the infliction of physical and psychological injury and 
the detention of thousands of them in prisons and detention camps; 

7. EXPRESSES ITS DEEP CONCERN at the Israeli refusal to allow the Special 
Committee of Experts to visit the occupied Arab territories, including Palestine and 
the Golan, and demands that the Committee be allowed to perform its function of 
reviewing the health conditions of the inhabitants； 

8. THANKS the Special Committee of Experts for its report and requests that the 
Committee continue performing its duties, and submit its report on the health 
conditions of the Arab population in the occupied Arab territories, including 
Palestine and the Golan, to the Forty-third World Health Assembly; 

9. THANKS the Director-General for his efforts to implement Health Assembly 
resolutions and requests him: 



(2) to collaborate and coordinate further with the Arab States concerned and 
with Palestine regarding the provision of the necessary assistance to the 
population of the occupied Arab territories, including Palestine； 
(3) to provide further assistance to the centres that train cadres working in 
the health field so that they may train more Palestinian workers in that field, 
in order to develop primary health care services in the occupied Arab 
territories； 
(4) to stress the international nature of the WHO collaborating centres under 
his supervision, so that they can be administered by competent Palestinians and 
not by the occupation authorities； 
(5) to provide financial and moral support to all local, Arab and 
international institutions, societies and organizations that seek to establish 
hospitals and health units in the occupied Arab territories； 
(6) to present a report to the Forty-third World Health Assembly on the steps 
taken for the implementation of this resolution, and particularly its fifth 
operative paragraph； 

10. THANKS all regional and international agencies and institutions for their 
assistance, in particular the United Nations Relief and Works Agency for Palestine 
Refugees in the Near East, and urges all Member States to support further those 
institutions. % 

The WHO Constitution, to which all Members subscribed, provided that enjoyment of 
the highest attainable standard of health was the fundamental right of every human being, 
without distinction of race, religion, political belief, economic or social conditions. 
It also provided that the health of all peoples was fundamental to the attainment of 
peace and security, and was dependent upon the fullest cooperation of individuals and 
States. It followed that Members had a legal as well as a moral obligation to condemn 
Israel's inhumane treatment of the populations of the occupied Arab territories, and in 
particular its repression of the Palestinian people in their current intifada. 

His delegation did not wish to describe in detail the deteriorating health 
conditions of the Arab population in the occupied territories, but would urge delegates 
to refer to the reports of the Special Committee of Experts (document A42/14) and of the 
Director of Health of UNRWA (document A42/INF.DOC./2). The statements just made by 
Dr Ionescu and Dr Cook had given a vivid picture of the situation. 

His delegation was convinced that all countries which were committed to the quest 
for justice, peace and a meaningful life for mankind would support the draft resolution, 
in accordance with international law and with the various Health Assembly resolutions 
already adopted on the subject. The draft now proposed allowed for great flexibility, 
and he hoped that the Committee would adopt it unanimously. 

Mrs SELMANE (Algeria) said that her delegation wished to join the sponsors of the 
draft resolution. 

Mr GHACHEM (Tunisia) said that the reports submitted to the Health Assembly 
highlighted the deterioration in the living conditions of the oppressed inhabitants of 
the occupied territories, which was a matter of concern to his Government, and the 
obstacles and difficulties the health institutions had to contend with in providing the 
necessary medical and health care. To achieve health for all by the year 2000 and a 
better future for mankind, it was imperative for the international community to strive 
energetically to end the oppression of peoples, and especially of the Palestinian people 
whose rights were flouted. In spite of all the Director-General's efforts, the Special 
Committee of Experts had not been allowed to visit the occupied Arab territories. His 
delegation too wished to join the sponsors of the draft resolution. 

Dr EL ARABY (Egypt) said that WHO had always made every effort to meet humanitarian 
needs and to achieve the goal of health for all by the year 2000. The improvement of the 
health of all peoples was undoubtedly one of the parameters of peace. The deterioration 
of the health of the Palestinian people in the occupied territories, especially since the 
beginning of the intifada, must therefore be viewed with concern. Israel had been 
pursuing an iron-fisted policy, involving acts of terrorism and oppression. 



As a result of that oppression, the number of Palestinian martyrs had risen to 650 
in less than 18 months, in addition to 14 800 wounded. There were also more than 25 000 
prisoners, whose health had suffered. He congratulated the Special Committee of Experts, 
under the chairmanship of Dr Ionescu, for their careful, sincere, truthful and objective 
report, prepared under difficult circumstances. He hoped that the Israeli authorities 
would reverse their policy of refusing the Committee permission to visit the occupied 
Arab territories. 

Since its last visit in 1985, the health services in the occupied territories had 
deteriorated in terms of quality and quantity. Health care was inadequate and there was 
virtually no health planning. There were not enough doctors or hospital beds. 
Generally, living standards had fallen as a result of land confiscation, destruction of 
houses, and shortages of drinking-water. All those developments had had an adverse 
impact on the health of the people. The root cause was the direct control exercised by 
the occupation authorities over all aspects of health services, from daily management to 
planning. Yet there could be no improvement until a long-term development plan, accepted 
by the Palestinian people, was prepared and implemented in the occupied territories. 
That required that the Israeli authorities be divested of their control of health policy 
and services, which should become the responsibility of the Palestinians themselves. He 
hoped that WHO would help to achieve that objective. Such help could be provided in a 
number of ways； for instance by refusing to accept the intransigence of the Israeli 
occupation authorities, who would then have to cooperate with the Organization. He urged 
increased financial and technical assistance from WHO and the setting up of a centre 
which would organize and supervise the work of meeting the essential needs of the 
Palestinian people. There was an international consensus on the importance of the action 
taken by WHO to fulfil its mandate to help the Palestinian people. His delegation paid 
tribute to the Organization and to the ̂ Director-General for his undertaking to increase 
that help. He thanked UNRWA, whose work for and assistance to Palestine refugees filled 
him with admiration. 

In conclusion, he stressed that an independent Palestinian State was the 
prerequisite for any permanent solution. 

Dr ARAFAT (Palestine) said that the health of the Palestinian people had not ceased 
to deteriorate since the occupation of their' land by Israel, as was made clear in the 
report of the Committee of Experts (document A42/14). The Israeli occupation 
authorities, in violation of international law and all international agreements, were 
bent on destroying the very fabric of Palestinian society, with their policy of 
settlements, confiscation of land and destruction of the infrastructure of agriculture, 
industry and other sectors of the economy. They were closing schools and universities, 
violating holy places and inflicting collective punishments. People were prevented from 
freely moving about and forming associations. Israeli occupation made it impossible to 
improve health services and personnel in the Arab occupied territories. The Israelis 
were even closing hospitals and health centres providing care for the Palestinian people 
and reducing the number of health workers in those territories. 

As a result, infant mortality had increased from 80 to 120 per thousand, while the 
number of hospitals had fallen from 1004 to 855 in Gaza and from 1045 to 951 in the West 
Bank, although the number of patients had increased. Things had gone from bad to worse 
since the intifada began on 8 December 1987. 

While the world sought peace, the Israeli occupation authorities were pursuing a 
policy of aggression against the Palestinian people, resorting to vicious methods to 
suppress the intifada, including weapons outlawed by international law. In the last 
17 months, 39 000 people had been wounded, including some 8000 permanently disabled. 
Children and elderly people had not been spared. Camps had been besieged, houses 
destroyed and collective punishments inflicted: 90 000 people had been herded into 
camps, including more than 15 000 women, all living in appalling conditions. The martyrs 
of the intifada numbered some 670. Even nurses and ambulance workers tending the wounded 
had come under attack, and patients in hospital had been the victims of aggression. He 
thanked WHO, UNRWA and volunteers from the nongovernmental organizations for the help 
they were providing for the Palestinian people. He also congratulated the Special 
Committee of Experts for their comprehensive report. He had personally met hundreds of 
people from all walks of life in countless countries who had expressed support for the 



struggle of the Palestinian people. Many, including Israelis, had seen with their own 
eyes the real situation in the occupied territories and reported what they had seen. 

He hoped that the organizational unit referred to by the Director-General in his 
report (document A42/15) would be set up to gather together all the reports and data 
regarding the occupied territories, not in order to condemn Israeli policy and actions, 
but for objective purposes, so as to provide a sound factual foundation for the framing 
of health policies. He urged that the WHO collaborating centres be placed under the 
direct control and management of WHO. In conclusion, he supported the draft resolution. 

Professor HASSAN (Libyan Arab Jamahiriya) said that while the objective of health 
for all by the year 2000 was being discussed unarmed people were struggling to recover 
their rights and freedom in the Arab land of Palestine, where poor health conditions 
currently existed under Israeli occupation. The Israeli occupation authorities were 
trying to annihilate those people. He wondered why those who talked of human rights and 
freedom did not always express support for the Palestinians struggling for such rights 
and freedom. Israeli atrocities had been proved by the Red Cross and WHO. Live 
ammunition and poison gas had been used, children had been buried alive. Such 
atrocities, never previously perpetrated in modern times, had been seen on television. 

That situation had largely nullified all efforts to fight disease and promote good 
health. Israel had extended its aggression to southern Lebanon. Israel should be 
expelled from WHO; he proposed adding a paragraph to that effect in the draft 
resolution. 

Mrs LUETTGEN DE LECHUGA (Cuba) said that the increasingly intensive struggle of the 
Palestinian people - the intifada - had dramatically altered the situation in that 
region. Living conditions had worsened over the years: not only men, but also women and 
children, had been wounded, tortured and murdered. Health care had suffered irreparable 
damage, with the closing of hospitals, the destruction of houses and the displacement of 
whole communities. The terror set in motion by the military occupation authorities had 
created an intolerable situation. WHO could not stand on the sidelines watching the 
Palestinian tragedy unfold nor close its ears to the increasing international clamour for 
the restoration of peace in that region. WHO was in duty bound to help the Palestinian 
people achieve the highest possible level of health. Her delegation therefore supported 
the draft resolution. 

Professor LASS (Israel), thanking the Director-General for his positive report on 
the WHO collaborating centres in primary health care research located in the territories 
under consideration, said that most participants in the deliberations of Committee В were 
well acquainted with the annual debate on the health of the population in those 
territories. However, delegates should question why Committee В was not paying 
comparable attention to the health of populations in other areas of the Middle East, for 
example in Beirut, where civilian populations were at present being cruelly bombarded. 
Such an imbalance reflected a political manipulation of WHO. It was also surprising that 
Iraq, which had waged chemical warfare and committed genocide against its Kurdish 
population, should support a draft resolution presumed to have humanitarian goals. 

Dr AL-KAHDI (Iraq), speaking on a point of order, said that the previous speaker had 
deviated from the subject under discussion. He -therefore requested the Chairman to ask 
him to confine his statement to item 29 of the agenda, which concerned "Health conditions 
of the Arab population in the occupied Arab territories, including Palestine". 

Professor LASS (Israel), resuming his statement, expressed his deep sorrow at the 
casualties occurring on both sides during the current unrest in the territories and his 
concern for both Arab and Israeli populations that suffered from violence in the long 
conflict. 

As Director-General of the Ministry of Health, his natural duty and responsibility 
to the population of the territories was to ensure the provision of appropriate health 
care. He therefore referred delegates to document A42/INF.DOC./6, entitled "Health in 
Judea, Samaria and Gaza 1988-1989", submitted to the Health Assembly by the Israeli 
Ministry of Health. It summarized the major trends in the health situation, including 



the vital statistics, the health resources, mortality and morbidity figures and 
physiological indicators of health status, such as birth weight and child growth 
patterns. The positive objective indicators reflected the tremendous progress made in 
many health fields. For example, the health services in Gaza, Judea and Samaria 
continued to function despite violent disturbances, including the intimidation of health 
workers by local political agitators. Moreover, government health services continued to 
develop despite decreased tax revenues. Persons requiring urgent or specialized care 
were referred to Israeli hospitals. Israel was open to a professional, objective 
examination of the health situation in the territories by the consultants appointed by 
the Director-General of WHO. Israel welcomed international contributions to the 
development of health in the territories. The three WHO collaborating centres were good 
examples of that policy. Israel was also open to international financial assistance for 
the further development of the health services in the territories for the benefit of the 
population. Thanks were due to many international organizations and governments for 
their assistance in that respect. 

Health manpower training represented a clear commitment, on the part of both 
Israelis and Palestinians, to the improvement of standards of health care. Such training 
activities in Israel demonstrated the willingness of Arab health workers to take 
advantage of Israeli teaching centres and the goodwill of the Israeli medical community, 
which shared its knowledge and experience with Arab health workers from the territories. 
Hundreds of Palestinian health workers had participated in postgraduate education in 
Israeli teaching hospitals and universities. Despite disturbances and tensions, 
30 physicians in many specialized disciplines had been given resident training in Israeli 
hospitals. In addition, 80 doctors from the West Bank and Gaza had taken postgraduate 
courses in Israel, while nurses from Gaza had also received further training. Personnel 
from the territories had been given training in public health. Indeed, tribute should be 
paid to all the health workers, Arabs and Jews alike, whose work served the cause of 
health and peace in a troubled area. 

At the fifth plenary meeting, the Israeli Minister of Health had expressed his 
Government's readiness to negotiate an interim agreement with the elected representatives 
of the Palestinians in the territories, while it continued to wait for neighbouring 
belligerent States to enter into direct negotiations to end the war and to resolve the 
conflicts which still existed. Israel sought to reach agreements with the Palestinians 
that would bring mutual security and end the casualties on both sides. Israel desired 
peace and cooperative development for the good of all peoples in the region. In that 
spirit the Israeli Minister of Health was considering a new policy to decentralize the 
government health services in the territories and to allow autonomous local organizations 
to operate them, in the belief that local leadership and community involvement could 
contribute to the development of health and perhaps to a constructive dialogue between 
Israel and the Palestinians. 

The sponsors of the draft resolution included countries which were in a declared 
state of war with Israel, as well as several others which had no diplomatic relations 
with it. The draft resolution contained some unfounded statements and others which were 
irrelevant to the work of the Health Assembly. It also contained recommendations that 
were unlikely to further the welfare of the Palestinian population. The references in 
the preamble to self-determination, to the return of refugees and so-called "deportees", 
and to the so-called "intifada" related to purely political matters the discussion of 
which was completely out of place in the Health Assembly. Those parts of the draft 
resolution that actually dealt with health matters were tendentious and one-sided. 
Operative paragraph 3, for example, stated, as though it were a matter of acknowledged 
fact, that the health conditions of the Arab population had deteriorated, even though no 
such deterioration had taken place and the contrary had in fact occurred. It was of 
course true that the so-called ”intifada" had caused many individual cases of injury and 
suffering, but that must be laid at the door of those who incited the population to acts 
of violence, and not to those who were obliged to defend themselves. The suggestions 
contained in the draft resolution for activities to be undertaken by WHO were entirely 
politicized and aimed at achieving propaganda gains rather than increasing the welfare of 
the Arab population. In particular, the proposals contained in operative paragraph 5 
would merely set up a cumbersome apparatus entailing considerable superfluous expenditure 
at a time when the Organization was beset by great financial problems. 



As had been stated in plenary session previously, Israel had always welcomed, and in 
fact called for, all available international assistance to ensure the wellbeing of the 
Palestinian Arabs in the territories under its administration, including in the field of 
health. In that spirit it was willing to accept and cooperate with experts appointed by 
the Director-General to investigate the situation, provided that their appointment was in 
no way associated with any hostile resolution adopted by the Health Assembly which 
prejudged the issues. For all those reasons he urged members of the Committee to reject 
the draft resolution. Instead of politicizing WHO, they should concentrate on those 
health themes on which joint work could be done, health being seen as a bridge to peace 
and not as a political tool. 

Mr MOLOSI (Botswana) said that the unacceptable health conditions prevailing in the 
occupied territories called for intensified and concerted action by Member States of 
WHO. No continuation or aggravation of the human suffering and protracted plight of the 
Arab population in the occupied Arab territories, including Palestine, should be 
allowed. WHO ought therefore to do everything within its power to enhance its 
humanitarian assistance for the relief programme. No effort should be spared to find and 
apply measures that would make all health services accessible to the population on a 
sustainable basis. The Global Strategy for Health for All by the Year 2000 would not be 
implemented until the health conditions of the deprived populations in the occupied 
territories, and of populations living in similar circumstances, had been significantly 
improved. It was to be hoped that the authorities responsible for perpetuating the 
unhealthy living conditions in the occupied territories would take the necessary steps to 
prevent them from worsening further. The Director-General had made some welcome efforts 
to improve the situation. His delegation therefore supported the draft resolution. 

Mr HALFAOUI (Morocco) said that his delegation wished to join the sponsors of the 
draft resolution. Members of the Committee needed no further details of the conditions 
in which the Arab populations of the occupied territories lived in order to realize the 
violations of human rights and the inhuman practices to which they were subjected; the 
reports submitted to the Committee amply illustrated that state of affairs. For many 
years the United Nations had been trying to find a solution to the problem. WHO had been 
making an effective contribution to the assistance rendered to the population of the 
occupied Arab territories. The draft resolution was designed to enhance that 
contribution, and he therefore urged the Committee to adopt it outright. 

Mr BOYER (United States of America) said that his delegation would vote against the 
draft resolution and urged other delegations to do the same. His Government recognized 
that the text dealt with a serious health problem, and the language used in it was more 
moderate than that used in earlier resolutions on the same subject. Nevertheless, the 
text before the Committee was still unbalanced and contained a harsh and one-sided attack 
on a Member State. Such polemics had no place at the World Health Assembly, which was 
not the appropriate forum. 

Despite the progress made, a consensus could not yet be achieved. The draft 
resolution gave rise to numerous specific problems. For example, paragraph 5 proposed 
the creation of a new organizational unit at headquarters to deal with certain problems. 
As everyone was aware, the creation of such a unit would be outside the standard regional 
framework of WHO, since there was no unit at headquarters for individual country 
programmes. Thus the proposal was highly unorthodox in relation to the Organization's 
procedures. In addition, the creation of a new unit would have financial implications. 
The current budget did not provide for such an organizational unit, nor did the proposed 
budget for 1990-1991. The Director-General had recently stated that he would continue to 
increase the support he gave to the population of the occupied territories. The United 
States delegation encouraged him to do so, but the creation of a new unit to administer 
WHO'S assistance would be wasteful, since the Director-General already had the resources 
and the administrative capacity to do the work. In any case, paragraph 9 of the draft 
resolution contained a sufficient number of requests to the Director-General for 
assistance to the population of the occupied territories. Moreover, resolution WHA42.1, 
adopted in plenary session on 12 May 1989, also requested the Director-General to 
undertake further health assistance in the occupied territories. A new organizational 
unit was therefore not needed. 



The Health Assembly should recognize that the request in paragraph 9(1) for visits 
by the Special Committee of Experts was of little value. As had already been noted, 
there had been difficulties in connection with such visits. It would therefore be far 
better and more realistic to request the Director-General to continue to study and 
evaluate health conditions in the occupied territories, as he had already done in 1989, 
than to ask an outside group to perform that task. If the sponsors seriously wished to 
have a study brought before the Health Assembly, the request to that effect ought to be 
formulated in realistic terms. 

The draft resolution contained repeated references to "Palestine", even in the 
title, implying a political status that did not exist. If a consensus was ever to be 
achieved on a resolution on the subject under consideration, that point would have to be 
considered and a modification made. 

The delegate of Libya had made an outrageous proposal to the effect that a paragraph 
calling for the expulsion of Israel should be added to the draft resolution. To include 
such a provision in the draft resolution before the Committee would certainly lead to an 
overwhelming vote against it. He wholly supported the Iraqi delegate's point of order 
regarding deviations from the subject under consideration: the delegate of Libya had 
certainly deviated from the subject, since the expulsion of a Member State was not under 
consideration. The Chairman might therefore wish to request that the proposal be 
withdrawn. 

Professor MEDINA SANDINO (Nicaragua) expressed her delegation's concern regarding 
the deterioration of the social, economic and health situation of the Palestinian 
population in the occupied territories, as shown by the documents supplied to the 
Committee. Every effort should be made to ensure that the Palestinian population had 
access to health services and to prevent any further deterioration. The organization of 
health services for the Palestinian population was a right to be exercised by the 
Palestinians themselves and by their legitimate representatives. The Israeli occupation 
was obstructing the exercise of that right. Her delegation therefore supported the draft 
resolution. 

Mr AHOOJA (India) said that the report of the Special Committee of Experts indicated 
that health and welfare conditions in the occupied Arab territories had been 
deteriorating since 1985. The reports and comments which the Committee had just heard, 
particularly the report submitted on behalf of UNRWA, indicated that of late the 
situation had significantly worsened. The Committee of Experts had rightly pointed out 
that the situation arose from the fact that the organization of medical services was 
under the direct control of the occupation authorities. His delegation endorsed the 
assessments and conclusions arrived at by the Special Committee in paragraphs 17 to 21 of 
its report: if the present situation in the occupied territories were to go on 
indefinitely, there was a danger that it would produce conditions harmful to the 
psychosocial and behavioural development of the population, especially of children. 

His delegation wished to express its appreciation to the Special Committee of 
Experts for its report and to request it to continue its mission. The health conditions 
in the occupied Arab territories would reach a satisfactory level only when peace 
prevailed in the region. However, as the Prime Minister of India had stated, there could 
be no peace without justice. The illegal occupation of Arab territories must be ended, 
and the rights of the Palestinians to self-determination and to their homeland must be 
recognized. 

The Director-General had been requested by the Health Assembly to provide further 
assistance to improve the health conditions of the Palestinian population in the occupied 
territories. His delegation would like WHO to give immediate assistance so that medical 
facilities in the occupied territories could be improved and brought into line with 
internationally acceptable standards. An early visit by the Special Committee of Experts 
to make an in-depth evaluation of the health conditions in the occupied Arab territories 
was therefore of the utmost importance. His delegation supported the draft resolution. 

Mr S0K0L0V (Union of Soviet Socialist Republics) said that the health conditions of 
the Arab population in the occupied Arab territories, including Palestine, continued to 
be a cause of great concern to the international community, despite a whole series of 
resolutions adopted during the past two decades in WHO. Such concern was well founded, 



in so far as the welfare and health conditions of the Arab population could not be 
normalized while an abnormal and highly explosive situation obtained in the region. The 
report of the Special Committee of Experts and other sources indicated that health 
conditions in the occupied territories had deteriorated. The USSR sympathized with the 
just struggle of the Palestinian people for their inalienable rights, including the right 
to self-determination, and its attitude to that struggle remained unchanged. The Soviet 
delegation would therefore vote in favour of the draft resolution. 

Mr MOYO (Zimbabwe) said that the reports on health conditions in the occupied Arab 
territories, including Palestine, given in the course of the morning's debate were 
distressing. Considering that peace was a prerequisite for the promotion of health and 
that health itself was a right to be enjoyed by all peoples, his delegation hoped that 
peace would soon be established in that part of the world. However, health conditions in 
the occupied territories must not be allowed to deteriorate any further. The exposure of 
children to constant psychological stress, daily threats to refugees, the use of tear-gas 
and rubber bullets, the problems posed by liquid waste disposal and the continuous 
harassing of innocent people must be brought to an end. His delegation therefore 
strongly supported the draft resolution. 

Dr FERNANDES (Angola) expressed his delegation's support for the draft resolution. 

Mrs WOLF (German Democratic Republic) expressed deep concern at the serious 
deterioration of health conditions in the occupied territories since May 1988. Her 
delegation shared the opinion of the Special Committee of Experts that, in the 
circumstances, the various health problems in those territories called for a solution 
that took account of the political dimension of the problem. The Palestinian people were 
still denied their right to self-determination and armed force could neither bring about 
peace nor suppress their desire for freedom. An international Middle East peace 
conference under the auspices of the United Nations, involving negotiations between 
equals, offered the best way of reaching a comprehensive, just and lasting settlement to 
the conflict. 

In that connection, her delegation regretted that Palestine had not been granted 
full membership of the Organization. Indeed, the decision to defer consideration of the 
application of the State of Palestine for membership was completely inconsistent with 
political reality and necessity. 

Her delegation supported the draft resolution. 

Dr AL-JABARTI (Saudi Arabia) requested that the name of his delegation be added to 
the list of sponsors of the draft resolution. 

Peace was a prerequisite for adequate health services in any situation, and the 
Israeli practices in the occupied Arab territories were blatantly inconsistent with that 
premise. WHO must therefore play its full part in improving the health conditions of the 
Palestinian population, which should not be allowed to deteriorate any further through 
their dependence on the policies of the occupying power. Indeed, how could the 
international community expect the health of an entire people to improve under the direct 
control of an intransigent occupying power? The international community must therefore 
demand that t̂ hat power refrain from closing schools, thereby depriving whole generations 
of their right to education; from using tear-gas, live ammunition and plastic bullets； 
from beating children; from demolishing houses； from breaking up families and deporting 
people. Such practices were inconsistent with the most basic health requirements and 
must therefore be taken into account for what they really were, despite the 
well-rehearsed, but untrue and unjustifiable arguments put forward every year by the 
delegate of Israel. 

The draft resolution before the Committee was self-explanatory, and any 
politicization of the debate was directly imputable to Israel's military control over 
health conditions in the occupied territories； it was therefore to some extent 
unavoidable. He urged all delegations to support the draft resolution, because of the 
many obstacles preventing the Palestinian people from enjoying decent health conditions. 



the health situation there had not improved. His delegation was deeply concerned about 
the obstacles to the provision of basic health services in the occupied Arab territories, 
including Palestine, and therefore fully supported the draft resolution. 

Mr MOLOSI (Botswana) moved the closure of the debate under Rule 63 of the Rules of 
Procedure. 

The CHAIRMAN noted that permission to speak against closure could be accorded to not 
more than two speakers, after which the motion must immediately be put to the vote. 

Since there were no speakers, he took it that the Committee agreed to the closure of 
the debate. The debate was therefore closed and the Committee would proceed to vote 
immediately on the draft resolution. 

The draft resolution was approved by 69 votes to 2. with 32 abstentions. 

Dr DE SOUZA (Australia) said that his delegation, despite its concern about the 
health and welfare of the Palestinian people had abstained from voting because 
formulations such as "occupied Arab territories" and "occupied Arab territories, 
including Palestine and Golan" were misleading and unacceptable in that they implied that 
the State of Israel was a part of those territories. He reaffirmed his country's 
commitment to Israel's right to exist within secure and recognized boundaries. The 
resolution of the Middle East dispute should be based on a negotiated settlement allowing 
for the establishment, if the Palestinians so chose, of an independent Palestinian State 
alongside Israel. 

Mr HOSSEINI (Islamic Republic of Iran) said that, although his delegation had voted 
in favour of the draft resolution, it wished to express reservations as to any terms 
therein that might imply recognition of the Zionist regime. Palestine was an Islamic 
territory of profound religious significance for all Moslems； it was therefore their 
religious duty to liberate Palestine and any decision running counter to that duty would 
be deemed invalid. 

The Islamic Republic of Iran would spare no effort to secure the establishment of 
the State of Palestine and, together with the Moslems of the world, therefore rejected 
all forms of negotiation with the Zionist regime. The international community was 
responsible for ending the Zionist occupation and restoring the inalienable rights of the 
Palestinian people, who were entitled to establish a State of their own in the entire 
land of Palestine. 

Zionist persistence in occupying Palestine and other Arab and Islamic lands as well 
as the incessant attacks against southern Lebanon were made possible only by the 
unlimited financial, technological, military and political support of certain Western 
powers, which bore primary responsibility for the survival of the Zionist base and for 
jeopardizing international peace and security. 

The meeting rose at 12h50. 



Tuesday. 16 Mav 1989. at 15hl0 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM (Item 30 of the Agenda) 

General matters : Item 30.1 of the Agenda (Document A42/16) 

The CHAIRMAN informed the Committee that "International Decade for Natural Disaster 
Reduction" (document PCO/EPR/89.1), issued by WHO's Emergency Preparedness and Response 
unit, was available to delegates. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) introduced the 
Director-General‘s report on "Collaboration within the United Nations system - general 
matters" (document A42/16). The Director-General was gratified at the support which WHO 
had received from bilateral and multilateral agencies, nongovernmental organizations and 
intergovernmental organizations in its technical cooperation. 

The report before the Committee was divided into three parts. Part A dealt with the 
observance of the fortieth anniversary of WHO during the forty-third session of the 
United Nations General Assembly, and Part В resolutions adopted by the General Assembly 
that called for action from WHO, including resolution 43/15 on prevention and control of 
AIDS, which was reproduced in an annex to the report. The General Assembly had also 
passed several resolutions on disasters or emergencies in specific countries. WHO had 
played its part in United Nations humanitarian and technical assistance programmes for 
affected countries in accordance with its policy of increasing the country's readiness to 
face disaster as well as providing emergency relief. The Committee had before it reports 
on WHO's assistance to Lebanon (document A42/18), Cyprus (document A42/19) and the 
African front-line States, Lesotho and Swaziland (document A42/20). Work for the 
International Decade for Natural Disaster Reduction was under way. 

Part С of the Director-General‘s report dealt primarily with the resolution adopted 
by the United Nations Commission on Human Rights on non-discrimination in the field of 
health, which reaffirmed the right of all persons to enjoy the highest attainable 
standard of physical and mental health. 

Dr OWEIS (representative of the Executive Board) said that the Board had reviewed 
the Director-General‘s report at its eighty-third session and discussed a number of 
examples of WHO collaboration with other organizations of the United Nations system, 
including work under the Global Programme on AIDS. A representative of the United 
Nations Development Programme had made a statement clearly describing the close 
cooperation between WHO and UNDP. 

The CHAIRMAN suggested that the Committee should move on to 
since the delegate of Angola, who wished to speak on it, was due 
day. 

item 30.5 of the agenda, 
to leave Geneva the next 

It was so agreed. (For resumption of discussion on item 30.1, see page 260.) 

Liberation struggle in southern Africa: assistance to the front-line States. Lesotho and 
Swaziland: Item 30.5 of the Agenda (Resolution WHA41.23; Document A42/20) 

Dr MONEKOSSO (Regional Director for Africa) said that, after a brief introduction, 
section 2 of the Director-General's report on the item (document A42/20) dealt with 
international collaboration between WHO and various bodies, including other organizations 



of the United Nations system and the Organization of African Unity, and summarized the 
resolutions on southern Africa and Namibia adopted by the OAU Council of Ministers at its 
forty-eighth session in May 1988. That section also covered WHO's participation in the 
Third African Conference of Ministers of Health, held in Kampala from 28 April to 5 May 
1989. The report further dealt with technical cooperation with the front-line States and 
the great progress which had been made in developing health systems in Angola. 

Before the beginning of the transition towards Namibian independence on 
1 April 1989, WHO headquarters and the Regional Office for Africa had discussed the 
contribution which WHO might make to the independence process with the South-West Africa 
People's Organization (SWAPO) and the Governments of Angola and the other front-line 
States. Section 5.2.5 of the report stated that a mission was to be sent to Namibia in 
June or July 1989； in fact, the two-member mission had left for Namibia on 15 May 1989. 
A report dealing with WHO's programme of emergency and planning support for Namibia 
(document PCO/EPR/89.4) was available for limited distribution to the Committee. 

The CHAIRMAN drew the Committee's attention to the following draft resolution, 
sponsored by the delegations of Botswana, Cuba, Egypt, Ethiopia, India, Malta, 
Mozambique, Seychelles, Tunisia, Uganda, United Republic of Tanzania, Yugoslavia, Zambia 
and Zimbabwe, on reconstruction and development of the health system of Namibia: 

The Forty-second World Health Assembly, 
Taking into consideration Health Assembly resolutions WHA28.78, WHA29.23, 

WHA30.24, WHA31.52, WHA32.20, WHA32.21, WHA33.33, WHA34.31, WHA35.20, WHA36.24, 
WHA37.28, WHA38.28, WHA39.24, WHA40.23 and WHA41.23; 

Noting that, with the beginning of the implementation of Security Council 
resolution 435 of 29 September 1978, the illegal occupation of the Namibian 
territory by South Africa will come to an end and the transfer of power to the 
people of Namibia will begin; 

Recognizing that, after obtaining independence, the people of Namibia will have 
to make vigorous efforts to establish an appropriate health system and develop an 
adequate infrastructure to ensure health for all Namibians； 

Emphasizing the urgency of mobilizing international support for this endeavour, 
and the importance of the role of WHO in this regard; 

1. WELCOMES the process of implementation of Security Council resolution 435, and 
with it the coming independence of the Namibian people； 

2. URGES Member States to adopt forthwith the necessary measures to support fully 
the reconstruction and development of the health system of Namibia; 

3. REQUESTS the Director-General to provide technical cooperation and the 
necessary assistance, including a WHO mission to evaluate the health situation in 
Namibia, and in the light of its findings, to establish an initial programme of 
health assistance for Namibia, and to report on the action taken to the Forty-third 
World Health Assembly; 

4. CALLS ON the specialized agencies and organizations of the United Nations and 
nongovernmental organizations to provide all the necessary support and cooperation 
for this endeavour. 

The delegation of Angola had asked to become a sponsor of the draft resolution and 
proposed that the following should be inserted after the first preambular paragraph : 

Noting that the signature of the New York agreements between Angola, Cuba 
and South Africa, sponsored by the United States of America, was a decisive 
step towards application of United Nations Security Council resolution 435 of 
29 September 1978 on the independence of Namibia; 

and that in the next paragraph, "Noting" should be replaced by "Convinced" and the words 
"of 29 September 1978" deleted. 



The Committee's attention was further drawn to the following draft resolution, 
sponsored by the delegations of Barbados, Botswana, Cyprus, Ghana, Lesotho, Mauritius, 
Mozambique, Swaziland, Zambia and Zimbabwe, on the liberation struggle in southern 
Africa: assistance to the front-line States : 

The Forty-second World Health Assembly, 
Considering that the front-line States continue to suffer from the consequences 

of military, political and economic destabilization by South Africa which hamper 
their economic and social development; 

Considering that the front-line States have to accept enormous sacrifices to 
rehabilitate and develop their health infrastructure which has suffered as a result 
of destabilization by South Africa; 

Considering also resolutions AFR/RC31/R12 and AFR/RC32/R9 of the Regional 
Committee for Africa, which call for a special programme for health cooperation with 
the People's Republic of Angola; 

Recalling resolutions WHA39.24, WHA40.23 and WHA41.23 adopted at the 
Thirty-ninth, Fortieth and Forty-first World Health Assemblies respectively; 

Bearing in mind that the consequences of these destabilization activities still 
force the countries concerned to divert large amounts of financial and technical 
resources from their national health programmes to defence and reconstruction; 

Noting the progress made in moving towards the attainment of independence for 
Namibia under United Nations Security Council resolution 435 (1978)； 

1. THANKS the Director-General for his report； 

2. RESOLVES that WHO shall: 
(1) continue to take appropriate and timely measures to help the 
States, Lesotho and Swaziland, solve the acute health problems of 
African refugees； 
(2) continue to provide countries which are or have been targets 
destabilization by South Africa with technical cooperation in the 
for the rehabilitation of their damaged health infrastructure； 
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3. CALLS UPON the Member States, according to their capabilities, to continue to 
provide adequate health assistance to liberation movements recognized by the 
Organization of African Unity and to the front-line States (Angola, Botswana, 
Mozambique, United Republic of Tanzania, Zambia and Zimbabwe) and Lesotho and 
Swaziland; 

4. REQUESTS the Director-General: 
(1) to intensify humanitarian assistance to national liberation movements 
recognized by the Organization of African Unity; 
(2) to make use, when necessary, of funds from the Director-General‘s 
Development Programme to assist the countries concerned to overcome the 
problems arising both from the presence of the South African refugees and 
displaced persons and from destabilization activities, as well as for the 
rehabilitation of their damaged health infrastructures； 
(3) to provide support for the people of Namibia after their attainment of 
independence； 
(4) to report to the Forty-third World Health Assembly on the progress made in 
the implementation of this resolution. 

Dr FERNANDES (Angola) said that his country had always made a great contribution to 
solving the problems of southern Africa, and particularly of Namibia, so his delegation 
supported the draft resolution on the reconstruction and development of the Namibian 
health system. It had submitted an amendment to the draft resolution because it 
considered it important to recall the historic agreements signed in New York between 
Angola, Cuba and South Africa, which had made it possible to begin the implementation of 
Security Council resolution 435. 



The international community must spare no efforts to support the Namibian people, 
victims of South African colonialism, in their efforts to resolve their health problems 
in the current transitional phase. His delegation considered that a WHO mission should 
be sent to Namibia to begin an evaluation of the health situation and draw up support 
measures. 

Mrs LUETTGEN DE LECHUGA (Cuba) said that, once Namibia had achieved independence, it 
would need WHO's help in reconstructing and developing its health system after the years 
of war. Her delegation supported the proposals in the draft resolution on Namibia, which 
called upon the Director-General to send a mission to the country to assess its health 
needs and, with the assistance of the other specialized agencies, to draw up a tentative 
assistance programme for submission to the Executive Board and Health Assembly in 1990. 

Mr GHACHEM (Tunisia) said that his country had always supported oppressed peoples 
and liberation movements； everyone must oppose the scourge of racial discrimination, 
which appeared in an endemic form in the apartheid system of South Africa. That 
country's attempts to destabilize the front-line States jeopardized their independence 
and seriously affected the people's health. His delegation wished to become a sponsor of 
the draft resolution on assistance to the front-line States. 

Mr LADSOUS (France) observed that the draft resolution on the reconstruction and 
development of the health system in Namibia had been submitted at a most opportune 
moment, when the country was about to become independent. It was gratifying to note that 
WHO had already begun to consider an evaluation of the health situation in Namibia and 
was planning to develop a programme of assistance. However, it was also important to 
consider the immediate situation and provide adequate health services for people 
returning home. His country planned to contribute to that effort through Médecins sans 
Frontières. 

Mr MOTHIBAMELE (Botswana) said that his delegation supported both the draft 
resolutions before the Committee. Southern Africa was one of the gravest trouble spots 
in the world owing to the apartheid system of South Africa, which despite a few cosmetic 
changes, had not basically altered. Incursions into the front-line States by bandits and 
South African forces had damaged the health infrastructure and destroyed lives -
especially children's lives, as described in the book "Children of the Front Line", 
sponsored by UNICEF; the front-line States now had some of the highest infant mortality 
rates in the world. He hoped that the Director-General, the Regional Director for Africa 
and the Secretariat would continue their efforts to improve the situation. His country 
supported the recent moves to promote the independence of Namibia and implement Security 
Council resolution 435； it was to be hoped that nothing would frustrate those efforts. 

Mrs ABOUL EZZ (Egypt) said that her delegation hoped for Namibia's rapid 
independence and the full implementation of Security Council resolution 435. The 
creation of a viable health infrastructure was essential to the well-being of any people, 
especially in a developing country such as Namibia. WHO should therefore help to improve 
the health services in that country, for example by asking the Director-General to send a 
mission to assess health needs and subsequently prepare a report on the basis of which a 
health assistance programme would be devised. In that way countries could contribute to 
consolidating Namibia's health infrastructure. Her delegation called on the 
international community to increase its medical and health assistance to Namibia so as to 
establish a health care system capable of meeting the country's needs. 

Her delegation, as a sponsor of the draft resolution on Namibia, urged its unanimous 
adoption. Namibia's speedy independence would have beneficial repercussions on all 
countries in the region, particularly the front-line States. They too would require 
assistance in building up their health infrastructures, which had seriously deteriorated 
as a result of South Africa's racist and destabilizing policies. Her delegation 
therefore fully supported the draft resolution on assistance to the front-line States. 



Mr AHOOJA (India) explained that his delegation had со-sponsored the draft 
resolution on Namibia in the hope that the long overdue independence of that country 
would soon be achieved through the full implementation of Security Council resolution 
435. The people of Namibia required assistance in developing an appropriate health 
system and infrastructure. That was a goal towards whose attainment WHO could make a 
significant contribution by providing technical cooperation and health assistance, so his 
delegation had been pleased to learn that a two-man mission had already been sent to 
Namibia for that purpose. 

Mr HOSSEINI (Islamic Republic of Iran) said that South Africa's policy of apartheid 
and racism constituted the worst form of crime against humanity. The Pretoria regime's 
perpetration of such a policy in open defiance of international opinion should be a 
matter of urgent concern to all Member States. The international community was indebted 
to the peoples of South Africa and Namibia for their steadfast struggle to defeat the 
apartheid regime, which not only exerted brutal repression within its own borders, but 
had also illegally occupied Namibia, practised hostile policies towards neighbouring 
countries, waged an undeclared war of aggression and carried out a campaign of 
destabilization and economic sabotage resulting in untold suffering for the region's 
inhabitants. It clearly behoved the international community to assist the front-line 
States in their tireless efforts to attain freedom for the majority of South African 
people. His delegation therefore demanded the eradication of the Pretoria regime, fully 
supported the legitimate and just struggle of the peoples of South Africa, Namibia and 
the front-line States, and endorsed the two draft resolutions under consideration. 

Mr AL-KHATTABI (Saudi Arabia) said that his delegation condemned all forms of racism 
and fully supported the independence of all peoples. It therefore endorsed the draft 
resolution on Namibia and wished the Namibian people rapid progress in attaining the 
goals to which they aspired. 

Mr HOU Zhenyi (China) expressed appreciation for the efforts made to implement 
resolution WHA41.23. The long-standing policies of racial discrimination, apartheid, 
aggression and expansion practised by South Africa had disturbed peace and stability in 
the region and seriously undermined the social, economic, cultural, educational, medical 
and health development of the front-line States. His country had always supported the 
just struggle against those policies and backed WHO's efforts to help the States of 
southern Africa to improve their capabilities with respect to primary health care, health 
management, disease prevention, health infras truc ture and medical care in order to raise 
the health standards of their peoples. His delegation therefore fully endorsed the two 
draft resolutions under discussion. 

Dr TEMBA (United Republic of Tanzania) requested that his delegation should be added 
to the list of sponsors of the draft resolution on assistance to front-line States. 

Mrs NYIKOSA (Zambia) stressed the importance to the front-line States, including 
Lesotho and Swaziland, of the draft resolution on assistance to them. Her country's 
health infras truc ture had suffered serious setbacks as a result of the continuing 
aggression practised by the South African regime. Her delegation was therefore grateful 
to the Director-General and the Regional Director for Africa for their steadfast support 
and hoped that many delegations would endorse the draft resolution, in which she proposed 
the addition to operative paragraph 4(2) of the words "and Regional Director's" after the 
words "Director-General's" and the words "and to mobilize extrabudgetary resources" after 
the word "Programme". 

Her delegation also supported the draft resolution on Namibia and looked forward to 
that country's full independence. 

Mrs SEIÜANE (Algeria) expressed appreciation of the efforts that had been made to 
implement Security Council resolution 435 and hoped that they would be continued. Her 
country, which had always supported the just struggle of the Namibian people, endorsed 
and wished to become a sponsor of the relevant draft resolution. Namibia's independence 
called for international support in the vital area of health care and WHO should 



therefore carry out an in-depth assessment to determine the country's health needs and 
develop an emergency health programme to meet them. 

Dr FRIEDMAN (Swaziland) shared the view that health conditions in southern Africa 
had continued to deteriorate as a result of the protracted conflict in that region. The 
massive influx of displaced persons and refugees into Swaziland and other neighbouring 
States had adversely affected family health, particularly with respect to women and 
children. That problem required urgent attention by WHO and other donors in meeting 
basic needs, including health care. International donor agencies had attempted to 
alleviate existing conditions, but national medical facilities were ultimately the 
responsibility of the ministries of health of the countries concerned. Health care had 
been dispensed without discrimination to the refugee population, but that had placed a 
strain on already limited resources, especially with regard to programmes designed to 
contain and eradicate diseases. An additional problem was posed by the fact that the 
immunity status of the refugee population was not known. 

In the light of the situation prevailing in the front-line States, the time appeared 
ripe for the creation of a special fund from which resources could be drawn to meet those 
particular needs without depriving other programmes. Her delegation expressed 
appreciation for WHO's support of displaced populations, which it hoped would continue, 
and strongly endorsed the two draft resolutions under consideration. 

Mr SOKOLOV (Union of Soviet Socialist Republics) thanked the Director-General for 
his report, which gave an idea of the volume of assistance provided through WHO to the 
front-line States in southern Africa. He stressed Namibia's need for assistance and 
fully endorsed the two draft resolutions under consideration. 

Dr AL-RIFAI (Kuwait) said that his country had always supported the struggle of 
peoples for independence, in particular that of the Namibian people, who had endured 
great suffering under racist policies and had witnessed the ensuing deterioration of 
health services both within their borders and in the neighbouring States, particularly 
Lesotho and Swaziland. His delegation therefore fully supported the two draft 
resolutions under consideration. 

Mr MOYO (Zimbabwe) said that his country, a democracy born of a protracted 
liberation struggle, had always appreciated the assistance it had received from WHO in 
the health field. In supporting the draft resolution on Namibia, his delegation wished 
to commend the people of Angola and Cuba for their contribution to that country's 
independence. It hoped that WHO would lend all possible health assistance to the people 
of Namibia, and wished to thank other front-line States, the member countries of the 
non-aligned movement and all progressive people for the help they had given in the past 
and would continue to furnish in the future. It fully supported the struggle of the 
Namibian people. It also urged support for the draft resolution on assistance to 
front-line States. 

Dr MAKENETE (Lesotho) thanked WHO, particularly its African Member States and other 
friendly countries, for its efforts to help States bordering on South Africa to overcome 
the effects of displacement and destabilization. His delegation endorsed the two draft 
resolutions under consideration and agreed with the suggestion made by the Ministers of 
Zambia and Swaziland that extrabudge tary funds should be mobilized and a special fund 
established, since normal budgetary resources were already considerably strained. 

Mr QASEM (Jordan) expressed full support for the two draft resolutions and the hope 
that they would be approved unanimously. 

Dr KIM Hong Bom (Democratic People's Republic of Korea) strongly supported the two 
draft resolutions and asked to become a sponsor of both. 



He proposed the addition to its operative paragraph 4, after "United Nations" of the 
words "intergovernmental organizations (such as the Organization of African Unity)". OAU 
had already made available US$ 5 million to support Namibia's development. 

Mr BOYER (United States of America) said the draft resolution dealing with Namibia 
showed that when Members really wanted to achieve consensus it was possible to frame 
proposals in such a way that all delegations could accept them. He appreciated in 
particular the amendment proposed by Angola, namely that a new preambular paragraph 
should be added referring to the agreements sponsored by the United States of America. 

The draft resolution on the liberation struggle in southern Africa was virtually 
identical to those presented and adopted in a number of previous Health Assemblies, with 
language relating to military, political and economic destabilization and to assistance 
to liberation movements； he regretted that his delegation could not agree to such 
references. 

He had hoped it might be possible to adjust the language, because in general his 
delegation supported the aims of the draft resolution and, moreover, his Government very 
much appreciated the support from the African delegations on a number of other issues at 
the current Health Assembly. However, that hope had been disappointed and he called for 
a vote on that draft resolution, urging delegates to vote against it. 

The CHAIRMAN invited the Committee to Consider first the draft resolution on 
Namibia, as amended by Angola, to which Uganda had proposed a further amendment. If the 
amendments were accepted by the sponsors they would become an integral part of the 
resolution as provided in Rule 67 of the Rules of Procedure. 

It was so agreed. 

The draft resolution, as amended, was approved.丄 

The CHAIRMAN asked whether the sponsors of the draft resolution on the liberation 
struggle in southern Africa: assistance to front-line States, Lesotho and Swaziland, 
would confirm their agreement to the amendment proposed by Zambia, which would then 
become an integral part of the resolution in accordance with Rule 67 of the Rules of 
Procedure. In that case, the Committee would only have to vote on the draft resolution 
as amended by Zambia. 

It was so agreed. 

In reply to a question by Mrs LUETTGEN DE LECHUGA (Cuba), the CHAIRMAN said that the 
requests of all delegations that had asked to become sponsors of each draft resolution 
would be reported in the summary records. 

He put the draft resolution to the vote. 

The draft resolution, as amended, was approved by 94 votes to one, with one 
abstention. 

Mr BRISTOL (Namibia), on behalf of the Namibian people and the United Nations 
Council for Namibia, which was the legal administrative authority for his country until 
independence, thanked the sponsors and all delegations represented at the meeting for the 
unanimous adoption of the draft resolution on reconstruction and development of its 
health system. 

Namibia was currently in the process of transition to independence, during which 
some initial difficulties had unfortunately been encountered. The people of Namibia 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA42.18. 
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required a lot of assistance in the health sector, both during the current period of 
transition and after independence. 

Apart from the enormous and immediate health needs of some 58 000 Namibian refugees 
and exiles who were to be repatriated to Namibia during the transition period, the crying 
needs of the population of about 1.5 million in the territory must be addressed. An 
independent Namibia would require a great deal of assistance not only in the training and 
development of all categories of health manpower but also in the development, 
rehabilitation and improvement of the health infrastructure. The role of WHO in 
achieving those objectives, and consequently the need to increase the budgetary 
allocation from the current US$ 706 000 approved for the 1988-1989 biennium as stated in 
document A42/20, section 4.1, could not be overemphasized. 

Namibia welcomed the dispatch of the joint mission from the Regional Office for 
Africa to Namibia on 15 May 1989. 

It was the hope of the Namibian people that the international community would assist 
in meeting the current and future health needs of the people who were currently on the 
threshold of freedom. 

In conclusion, he thanked the front-line States for the sacrifices they had made in 
sharing the health problems and other burdens of the people of Namibia. 

General matters : Item 30.1 of the Agenda (Document A42/16) (resumed from page 253) 

The CHAIRMAN invited the Committee to consider the following draft resolution, 
proposed by the delegations of Algeria, Democratic Yemen, Egypt, Jordan, Kuwait, Lebanon, 
the Libyan Arab Jamahiriya, Morocco, Oman, Qatar, Saudi Arabia, Sudan, the Syrian Arab 
Republic, Tunisia, the United Arab Emirates and Yemen, on damage caused by torrential 
rain in Democratic Yemen and Djibouti: 

The Forty-second World Health Assembly, 
Noting with concern the damage caused by torrential rain and flooding, which 

has left hundreds of thousands of people homeless and resulted in the destruction of 
homes, health services and social facilities in Democratic Yemen and Djibouti; 

Noting that the two countries struck by such disasters are among the world's 
least developed countries； 

Realizing that both countries are in need of urgent humanitarian, material, 
technical, sanitary and medical assistance to deal with the damage caused by the 
rain and flooding; • 

1. REQUESTS the Director-General: 
(1) to elaborate an emergency plan of health and medical assistance to 
rehabilitate hospitals arid health units destroyed in these two countries by 
torrential rain and flooding, and to allocate funds for this purpose； 
(2) to elaborate, in collaboration with the Governments of the two countries, 
a programme of health emergency preparedness and response, to be implemented 
over the next five years, to help obviate the consequences of torrential rain 
and flooding; 
(3) to mobilize extrabudgetary resources to enable both countries to cope with 
damage caused by flooding; 

2. RECOMMENDS that the United Nations Economic and Social Council request 
organizations and specialized agencies of the United Nations system, each in their 
respective areas, to initiate similar programmes with the aim of assisting both 
countries to tackle the consequences of torrential rain and flooding. 

The Committee also had before it the following draft resolution, proposed by the 
delegations of Japan, Jordan, the Libyan Arab Jamahiriya, Mauritania, Morocco, Oman, 
Senegal and Yemen, on fostering the goals and objectives of the International Decade for 
Natural Disaster Reduction in the health sector: 



The Forty-second World Health Assembly, 
Recalling United Nations General Assembly resolution 42/169 of 11 December 

1987, deciding to designate the 1990s as a decade in which the international 
community will foster international cooperation in the field of natural disaster 
reduction; 

Recalling Health Assembly resolutions WHA34.26 and WHA38.29, which were adopted 
to guide the Organization's programme regarding emergency preparedness and response; 

Recognizing that the resolution of the United Nations General Assembly 
reinforces the resolutions of the Health Assembly both in spirit and in letter; 

Noting the action taken by the United Nations Secretary-General to establish an 
ad hoc group of experts and a steering committee for preparation of the 
International Decade for Natural Disaster Reduction; 

Noting the "Tokyo Declaration" adopted by the group of experts at its final 
meeting in Tokyo, on 12 April 1989, calling for greater efforts toward natural 
disaster reduction; 

Noting with appreciation the Director-General‘s report on the action taken by 
WHO with regard to the International Decade； 

1. CALLS ON all governments to participate in the International Decade for Natural 
Disaster Reduction, ensuring that appropriate attention is paid to prevention, 
preparedness, rehabilitation and relief of the health consequences of disasters, 
within the framework of national health development; 

2. REQUESTS the Director-General: 
(1) to support the governments of Member States in the establishment of health 
sector policies, strategies and programmes for emergency preparedness and 
response during the Decade； 
(2) to participate in international cooperation for planning, implementing, 
monitoring and evaluating the Decade； 
(3) to cooperate with the United Nations, governmental and nongovernmental 
organizations, donors, industry, scientific and academic institutions and 
professional associations, to promote as broad a participation as possible in 
health sector activities during the Decade； 
(4) to prepare a WHO programme in support of Member States, allocating the 
necessary resources from the regular budget; 
(5) to keep the Health Assembly and Member States informed of action taken by 
WHO in accordance with the guidance provided by the Assembly and, in 
particular, to report to the Forty-third World Health Assembly. 

Mr AL-SAKKAF (Yemen) said the natural disasters resulting from torrential rains and 
flooding had led to the displacement of thousands of citizens of Democratic Yemen and 
Djibouti who had lost all their possessions and moreover were threatened by health 
hazards. In addition to severe damage inflicted on the health infrastructure, those 
events were causes of great concern. The draft resolution would require WHO to extend 
immediate assistance and medical and health support in order to rebuild the health 
infrastructure and protect citizens from health hazards. 

As a sponsor of both draft resolutions, he appealed to delegations for their 
unanimous support. 

Mr GHACHEM (Tunisia) said that his delegation was a sponsor of the first draft 
resolution and welcomed and wished to become a sponsor of the second, which would include 
WHO among those United Nations agencies helping to relieve the suffering resulting from 
natural disasters and catastrophes. Such events spared no region or country of the 
world. 

He hoped that, during the International Decade for Natural Disaster Reduction, WHO 
would have an important role to play that would not relate merely to the limited field of 
emergency assistance, but would also help to increase preparedness in all areas, 
including planning, medical supplies and all other areas within its technical scope. 



difficulty with the request in operative paragraph 1(1) that the Director-General 
elaborate an emergency plan of assistance to rehabilitate hospitals and health units, and 
allocate funds for that purpose. Evaluating the difficulty of health situations and 
determining what kind of assistance was needed was one of WHO's skills, but WHO was not 
an emergency relief organization, and it did not have the financial resources to 
rehabilitate hospitals and health units. There were other agencies in the United Nations 
system that could achieve those ends. One way of improving the draft resolution might be 
to replace the words "to allocate funds for this purpose" by the words "to seek 
extrabudgetary funds for this purpose". Another option might be to delete the phrase 
entirely, since operative paragraph 1(3) referred to the mobilization of extrabudgetary 
resources. 

Mr MOLOSI (Botswana) endorsed the spirit of the draft resolution but had concerns 
similar to those of the United States delegate. It might be preferable to replace the 
word "elaborate" in operative paragraph 1(1) by a term that would make it clear that 
developing emergency plans was not normally part of WHO's activities, though under the 
circumstances such action was desirable to help alleviate the suffering of the peoples of 
Democratic Yemen and Djibouti while more concrete health-related measures were devised. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) thought that the 
intention behind the draft resolution was clearly expressed by the reference in operative 
paragraph 1(3) to extrabudgetary resources which were to be devoted to the actual work of 
helping Democratic Yemen and Djibouti cope with the effects of the flooding. It was the 
elaboration of an emergency plan, which would naturally cost money, that was covered by 
the request for fund allocation. 

Mr BOYER (United States of America), replying to a question by the CHAIRMAN, 
withdrew his suggestion for amendment of the draft resolution in the light of the 
explanation given by the Regional Director for the Eastern Mediterranean. 

Dr ASSA'EDI (Democratic Yemen) expressed gratitude to the other sponsors of the 
draft resolution. WHO was one of the international organizations with responsibility for 
helping developing countries in general, and the least developed among them in 
particular, in coping with natural disasters. In that connection, he drew attention to 
the statement in the report of the Executive Board on strengthening primary health care 
(document EB83/1989/REC/1, Annex 9, paragraph- 4.1), to the effect that WHO was committed 
to priority action, including reallocation of its human and financial resources and 
orientation of its programmes, on behalf of the tragedy-stricken countries which were 
urgently requesting its support. The draft resolution was fully in line with that 
statement of commitment. 

The draft resolution on damage caused by torrential rain and flooding in 
Democratic Yemen and Djibouti was approved. 

Mr HALFAOUI (Morocco) noted the first preambular paragraph of the draft resolution 
on fostering the goals and objectives of the International Decade for Natural Disaster 
Reduction in the health sector referred to a decision adopted by the United Nations for 
the purpose of helping to prevent natural disasters : by its resolution 42/169, the 
General Assembly had designated the 1990s as a decade in which the international 
community would foster international cooperation in the field of natural disaster 
reduction. The Secretary-General had also established an ad hoc group of experts and a 
steering committee for the preparation of the Decade. In its "Tokyo Declaration", 
adopted at a meeting held in Japan In 1989, the group of experts had called for greater 
efforts toward natural disaster reduction. The preambular paragraphs also referred to 
Health Assembly resolutions WHA34.26 and WHA38.29, which had been adopted in 1981 and 
1985 respectively to guide the Organization's programme regarding emergency preparedness 
and response. 



The draft resolution was the product of objective reasoning about means of 
preventing natural disasters everywhere in the world. The extensive and onerous impact 
of natural disasters, in both physical and human terms, was all too apparent. WHO's 
involvement in the efforts of Member States to further the objectives of the Decade in 
the health sector was fully justified and in line with its objectives as set out in its 
Constitution. Certainly WHO had already done a great deal in that area, especially 
through its emergency preparedness and response programme, and it was to be hoped that it 
would become even more active in the health sector with regard to natural disaster 
reduction. 

The sponsors of the draft resolution hoped that it could be adopted by consensus. 

Mr LADSOUS (France) said that his delegation was in sympathy with the motives behind 
the draft resolution but wished to put a question to the Secretariat concerning operative 
paragraph 2(4), in which the Director-General was requested to prepare a WHO programme in 
support of Member States, allocating the necessary resources from the regular budget. 
What would be the financial implications of that measure? If the programme was a 
large-scale one, they might be significant, and in WHO's current situation of financial 
stringency, there was a danger that such a programme might draw resources away from 
others more directly related to health. 

Dr DE SOUZA (Australia) endorsed the remarks of the delegate of France and asked for 
clarification about the sort of programme the sponsors had in mind and the amount of 
financial commitment it would require. 

Mr HALFAOUI (Morocco) said he had made his first statement as lucid and unequivocal 
as possible. All the information delegates might require on the programme that was 
envisaged was to be found in the draft resolution itself. Any further explanation would 
be superfluous. 

Dr ELO (Emergency Preparedness and Response) said that WHO's role in connection with 
the Decade had already been defined and the relevant activities were being carried out 
under the emergency preparedness and response programme. The Secretariat realized that 
regular budgetary funds were limited and that some extrabudgetary financing was necessary 
for the programme‘s development. It was currently financed mainly from extrabudge tary 
funds, and no change in the situation was envisaged. 

Mr FUKUYAMA (Japan) said his country was one of those that were actively involved in 
promoting the Decade internationally. In April 1989, the group of experts meeting in 
Tokyo had adopted the Declaration. Japan wished to encourage international cooperation 
in disaster prevention, and that was why it had sponsored the draft resolution. The 
mechanisms for implementing the Decade were to be discussed later that year by the 
Economic and Social Council and the General Assembly of the United Nations； at that time 
the actual form of WHO's involvement would be considered. Operative paragraph 2(4) only 
requested the Director-General to "prepare" a WHO programme. WHO could, in so doing, 
allocate the absolute minimum from the regular budget at the outset and look into 
additional financing as the scope of the programme became clear. 

Mr BOYER (United Stages of America) suggested that, in view of the Secretariat's 
explanation that the emergency preparedness programme was now primarily financed from 
extrabudgetary resources, it might be appropriate to replace the words "resources from 
the regular budget" by the words "funds from available resources" in operative 
paragraph 2(4). 

Mr FUKUYAMA (Japan) said that, since the activities actually to be carried out by 
WHO would be defined only at a later stage, it was too early to make reference to the 
financing arrangements. That having been said, he did not oppose the proposed amendment. 

The amendment was adopted. 



raised either through redeployment of budgetary resources or by mobilizing other sources 
of funding. Only the day before, the sum of US$ 40 million had been recovered from 
monies uncommitted for 1988 to help finance the regular budget for 1990-1991. WHO's 
Financial Regulations offered numerous possibilities for implementing the draft 
resolution within the regular budget. The allocations under discussion would be used to 
promote the Decade's objectives in the health sector alone； funding of other aspects of 
the Decade's activities could be decided, as the delegate from Japan had pointed out, by 
the Economic and Social Council or the General Assembly of the United Nations. The 
sponsors of the draft resolution were confident that the Director-General and the 
Secretariat would find a way to fulfil the terms of the draft resolution within the 
regular budget. 

The draft resolution on fostering the goals and objectives of the International 
Decade for Natural Disaster Reduction in the health sector. as amended, was approved.1 

The meeting rose at 17h25. 



SIXTH MEETING 

Wednesday. 17 May 1989. at 9hOO 

Chairman: Professor N. FIKRI-BENBRAHIM (Morocco) 
later: Mr H. VOIGTLANDER (Federal Republic of Germany) 

1. SECOND REPORT OF COMMITTEE В (Document A42/37) 

Ms WARNER (New Zealand), Rapporteur, read out the draft second report of 
Committee В. 

The report was adopted.丄 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 30 of the Agenda (continued) 

Agreement with the United Nations Industrial Development Organization: Item 30.2 of the 
Agenda (Resolution EB83.R18; Document A42/17) 

Mr SONG Yunfu (representative of the Executive Board) said that, after the 
establishment of UNIDO in 1966 as a subsidiary organ by the General Assembly of the 
United Nations, a Memorandum of Understanding and a Note of Understanding had been signed 
between UNIDO and WHO, in 1976 and 1985 respectively, to regulate cooperation and 
coordination between them. When UNIDO had become a specialized agency, its 
Director-General had proposed in 1986 that WHO and UNIDO should conclude a new 
cooperation agreement. A draft agreement had been submitted to the Executive Board, 
which recommended that the World Health Assembly approve it. 

The agreement had been signed by the Directors-General of WHO and UNIDO on 19 April 
1989 and was being referred to the Health Assembly for its approval in accordance with 
Article 70 of the Constitution. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended to 
the Health Assembly by the Executive Board in its resolution EB83.R18. 

о The draft resolution was approved. 

Health and medical assistance to Lebanon: 
Document A42/18) 

Item 30.3 of the Agenda (Resolution WHA41.21; 

Dr GEZAIRY (Regional Director for the 
Regional Office was allocating the maximum 

Eastern Mediterranean) stated that the 
of regular budget resources and extraordinary 

resources to Lebanon, where health services were continuing to deteriorate, a situation 
that was aggravated by the loss in value of the currency and by rising prices. The 
poorest strata of the population were most affected and the results were an increase both 
in endemic diseases and in those diseases that had formerly begun to disappear. Many 
hospitals had closed down and others had no electricity, oxygen or medicines. Though a 
cease-fire had been arranged through the good offices of the Arab League, the problems 
persisted. The United Nations had adopted a number of measures and the Secretary-General 
had been instructed to make arrangements for help in rehabilitation and reconstruction. 

1 See document WHA42/1989/REC/2. 
2 



A joint mission of United Nations and other agencies had recently visited Lebanon and had 
concluded that the country's needs were immense and were exacerbated by problems of 
distribution. Most of the assistance received was in the form of food and the rest was 
used to improve the infrastructure. 

An additional problem faced by Lebanon had been caused by the dumping of toxic 
wastes on its coastline, but they had now been cleared away. 

Recently, owing to the serious security situation, the Organization's representative 
had not been able to return to Lebanon after a short period of leave. Efforts were being 
made to enable him to go back and resume his work of coordination and organization. 

The Regional Office was concentrating on providing primary health care, especially 
for the deprived rural population, but its activities had to be limited to meeting 
immediate needs. It had recently received a request from the Lebanese Ministry of Health 
for fuel to run generators and for essential medical supplies, but it had not been able 
to find a way of sending them to the country. 

The serious deterioration in the health situation in Lebanon, particularly in 
Beirut, required special attention from the World Health Assembly and the Committee, in 
order to alleviate the sufferings of the Lebanese people. 

He drew attention to the following draft resolution, proposed by the delegations of 
Algeria, Bahrain, Cyprus, Democratic Yemen, Egypt, India, Iraq, Jordan, Kuwait, Lebanon, 
Liberia, the Libyan Arab Jamahiriya, Mauritania, Morocco, Oman, Qatar, Saudi Arabia, 
Somalia, Sudan, the Syrian Arab Republic, Tunisia, the United Arab Emirates, Yemen and 
Yugoslavia: 

The Forty-second World Health Assembly, 
Recalling resolutions WHA29.40, WHA30.27, WHA31.26, WHA32.19, WHA33.23, 

WHA34.21, WHA35.19, WHA36.23, WHA37.25, WHA38.26, WHA39.12, WHA40.21 and WHA41.21 on 
health and medical assistance to Lebanon; 

Taking note of United Nations General Assembly resolutions 33/146 of 
20 December 1978, 34/135 of 14 December 1979, 35/85 of 5 December 1980, 36/205 of 
16 December 1981, 37/163 of 17 December 1982, 38/220 of 20 December 1983, 39/197 of 
17 December 1984, 40/229 of 17 December 1985, 41/196 of 8 December 1986, 42/199 of 
11 December 1987 and 43/207 of 20 December 1988 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 1988 and the first quarter of 1989； 

Aware that the situation arising from the increase in the numbers of wounded, 
handicapped and displaced persons and the paralysis of economic activities requires 
urgent health and medical assistance； 

Dismayed by the grave and accumulating damage that has been caused by the 
current hostilities to the life and health of the civilian population, including the 
ill, the children and the aged, and is reflected in the destruction of hospitals and 
other health institutions and in the interruption and severe shortages of necessary 
medical supplies； 

Aware that the increased financial burden upon the State, coinciding with the 
alarming drop in budgetary revenue, requires assistance to the health services that 
are the responsibility of the State； 

Noting the health and medical assistance provided by the Organization to 
Lebanon during 1988-1989; 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts 
to mobilize health and medical assistance to Lebanon; 

2. EXPRESSES also its appreciation to all the international agencies, organs and 
bodies of the United Nations, and to all governmental and nongovernmental 
organizations, for their cooperation with WHO in this regard; 



3. CONSIDERS that the growing health and medical problems in Lebanon, which have 
recently reached a critical level, constitute a source of great concern and 
necessitate thereby a continuation and substantial expansion of programmes of health 
and medical assistance to Lebanon; 

4. APPEALS to all concerned to halt the fighting, which brings death and injury to 
human beings and dismantles and destroys the health and medical infrastructure； 

5. REQUESTS the Director-General to continue and expand substantially the 
Organization's programmes of health, medical and relief assistance to Lebanon and to 
allocate for this purpose, as far as possible, funds from the regular budget and 
other financial resources； 

6. CALLS UPON the specialized agencies, organs and bodies of the United Nations, 
and 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; 

7. CALLS UPON Member States to increase their technical and financial support for 
relief operations and the reconstruction of the health services of Lebanon in 
consultation with the Ministry of Health in Lebanon; 

8. CALLS UPON donors, as far as possible, to direct their assistance in cash or in 
kind to the Ministry of Health, which has responsibility for the hospitals, 
dispensaries and public health services； 

9. REQUESTS the Director-General to report to the Forty-third World Health 
Assembly on the implementation of this resolution. 

Mr ABI-SALEH (Lebanon) said that the situation in his country could not really be 
described as one of civil war. He thanked the other sponsors of the draft resolution and 
expressed the hope that donors would not be discouraged by the fact that more or less the 
same resolution on health and medical assistance to Lebanon had been adopted for almost 
14 years. The victims of the much-publicized catastrophic situation were trying to 
eliminate its causes, and a cure would surely come. In his statement in plenary session 
he had given an idea of the destruction which hospitals and other health installations 
had suffered and of the alarming shortage of pharmaceuticals, generator fuel, oxygen and 
everything that had to be imported. Nevertheless, the Lebanese people very much hoped to 
rebuild their health and hospital structures. He therefore urged the Committee to 
continue to have confidence in Lebanon's future and to approve the draft resolution 
before it. 

Mrs BROPLEH (Liberia) noted that the health authorities in the Lebanon had been very 
prudent in the way they had utilized the funds provided both from WHO's regular budget 
and by the Office of the United Nations Disaster Relief Coordinator (UNDRO). She 
therefore urged the Committee to approve the request made in the draft resolution for 
further assistance so that health care could be made available to the people of war-torn 
Lebanon. 

Professor LASS (Israel) said he wished to draw the Committee's attention to the fact 
that Israel maintained excellent relations with the people of southern Lebanon. There 
was even a hospital maintained with Israeli support, which referred Lebanese patients to 
Israeli hospitals when necessary. That support was an example of peaceful cooperation 
between Israel and a neighbouring country. 

Mrs ABOUL EZZ (Egypt) said her delegation wished to express its concern at the 
deterioration of the health situation in Lebanon as a result of the continuation of civil 
strife. She appealed to the warring parties to bring an end to the conflict, which was 
causing grave damage to the health of civilians, particularly children and the elderly. 



She urged the international community to increase its technical and financial 
support for relief operations and for the reconstruction of health services in Lebanon, 
particularly hospitals and dispensaries, so that sufficient equipment and medication 
could be made available to treat the sick and wounded in all parts of the country. 

She expressed appreciation for the Director-General‘s continuous efforts to mobilize 
health and medical assistance to the Lebanese people, and gratitude for the cooperation 
extended to WHO by agencies of the United Nations system. Egypt hoped that the draft 
resolution would be adopted unanimously, and that eventually peace would reign in the 
country that had once been called "the Switzerland of the Middle East". 

Mrs LE GUENNEC (France) said France was greatly concerned at the shattering events 
that had been occurring in Lebanon for over 10 years. The sufferings of the people were 
aggravated by the disruption of the country's health system, so that victims of the 
conflict were also victims of lack of appropriate and speedy medical care. The current 
unstable situation had brought the activities of hospitals and health centres almost to a 
standstill. It was because France did wish to help alleviate the sufferings of the 
Lebanese people that it supported the draft resolution now under consideration. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) said his delegation wished to be 
included among the sponsors of the draft resolution. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), commenting on the 
statement by the delegate of Israel, said that, though some Lebanese patients did in fact 
have access to hospital care, the area suffered from very special problems, and many 
Lebanese lived in constant danger of being arrested or even killed. 

The draft resolution was approved by consensus.丄 

Health assistance to refugees and displaced persons in Cyprus : Item 30.4 of the Agenda 
(Resolution WHA41.23; Document A42/19) 

The CHAIRMAN called attention to the following draft resolution, submitted by the 
delegations of Algeria, Argentina, Bulgaria, Colombia, Cuba, Cyprus, Czechoslovakia, 
France, the German Democratic Republic, Greece, India, Lebanon, Mali, Malta, Mexico, 
Sri Lanka, Tonga, the United Republic of Tanzania, Yugoslavia, Zambia and Zimbabwe: 

The Forty-second World Health Assembly, 
Mindful of the principle that the health of all peoples is fundamental to the 

attainment of peace and security; 
Recalling resolutions WHA28.47, WHA29.44, WHA30.26, WHA31.25, WHA32.18, 

WHA33.22, WHA34.20, WHA35.18, WHA36.22, WHA37.24, WHA38.25, WHA39.11, WHA40.22 and 
WHA41.22; 

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 Forty-third World Health 
Assembly on such assistance. 

Mr SALIBA (Malta) introducing the draft resolution, said that as long as the unhappy 
situation in Cyprus persisted, there would remain a crying need to alleviate the 
suffering of its people. He stressed that the draft resolution was concerned with a 
purely humanitarian issue. Despite the generous support of the Office of the United 
Nations High Commissioner for Refugees (UNHCR), WHO, and other international agencies, 
assistance was still needed to enable adequate health care coverage to be provided for 
many displaced and needy people. 

He hoped that, like previous ones on the subject, the draft resolution would meet 
with the unanimous approval of the Committee. 

Mr ZODIATES (Cyprus) expressed his deep appreciation for the continued support of 
the countries which had sponsored the draft resolution. Fifteen years after the invasion 
and occupation of part of the territory of Cyprus, the need to accommodate refugees and 
displaced persons was still a heavy burden on his Government's limited resources. 
External assistance was therefore required in many areas, including health, in order to 
meet the basic needs of all the population. 

The people and Government of the Republic of Cyprus were greatly indebted to WHO for 
the efforts it had made} and was still making, in collaboration with agencies such as 
UNHCR, UNDP and UNICEF, to improve the health conditions of refugees and displaced 
persons in the country. The Director-General's report (document A42/19) showed that a 
number of projects had been successfully implemented, but much more still needed to be 
done. 

His Government was deeply committed to the search for a just, viable and lasting 
solution to the problem of Cyprus - a solution which would benefit the population as a 
whole. At a time when a new readiness to solve international problems through dialogue 
and negotiation had become apparent on the international scene, that noble goal no longer 
seemed so unattainable. 

He expressed his gratitude to the Director-General and to the Regional Director for 
the Eastern Mediterranean and his staff for their genuine and undiminished interest in 
the plight of the people of Cyprus. 

Dr GRANT (Ghana) said that her delegation, too, supported the draft resolution. 
She urged delegates, as fellow doctors, not to profess to concern themselves only 

with health while at the same time continuing to subscribe to the bellicose attitudes of 
governments. Members should not forget their Hippocratic oath, under which they had 
sworn not to use their skills to injure any fellow human being. They should not endorse 
the attitude whereby governments first sought to wreak vengeance on their enemies and 
then called upon WHO to intervene and make good the resulting damage. On the contrary, 
they should use their knowledge to preserve life everywhere and at all times. 

The draft resolution was approved by consensus•丄 

Mr ALGAN (Turkey) stated that health assistance provided by WHO in the context of 
the resolution just adopted should be considered as applying equally to the Turkish 
Cypriot community as well as the Greek Cypriot community; also that there were no 
refugees on the island, only displaced persons from both communities. It was on that 
understanding, and for humanitarian reasons, that his delegation had been willing to join 
in the consensus on the draft resolution. 

Mr Voigtlánder (Federal Republic of Germany) took the Chair. 



3. THE EMBARGO ON MEDICAL SUPPLIES AND ITS EFFECT ON HEALTH CARE: Item 32 of the 
Agenda (Decision EB81(3), Resolution WHA41.31) 

The CHAIRMAN drew the Committee's attention to the following draft resolution 
submitted by the delegations of Algeria, Bahrain, Democratic Yemen, Iraq, Jordan, 
Lebanon, the Libyan Arab Jamahiriya, Mauritania, Morocco, Oman, Qatar, Saudi Arabia, 
Sudan, the Syrian Arab Republic, Tunisia, the United Arab Emirates and Yemen: 

The Forty-second World Health Assembly, 
Mindful of the principle contained in the WHO Constitution stating that the 

health of all peoples is fundamental to the attainment of peace and security; 
Reaffirming resolution WHA41.31 on the embargo on medical supplies and its 

effects on health care； 
Recalling the decision of the eighty-first session of the Executive Board 

regarding the effects on people's health of withholding medical supplies； 
Expressing its deep concern at the continuing embargo on medical supplies for 

political reasons； 
Expressing further its serious concern regarding the resort to threats against 

pharmaceutical research centres and production facilities； 

1. CONFIRMS resolution WHA41.31 rejecting any embargo on medical supplies for 
political reasons, on account of the effects on health care of such an embargo； 

2. APPEALS to Member States to refrain from any aggression or threat of aggression 
against pharmaceutical research centres and production facilities； 

3. REQUESTS the Director-General to endeavour to assist States suffering from the 
adverse effects of embargoes on medical supplies. 

He also drew the Committee's attention to a proposal by the delegation of Sweden 
that the fourth and fifth preambular paragraphs, together with operative paragraphs 2 
and 3, be deleted and that operative paragraph 1 be amended to read: 

1. CONFIRMS resolution WHA41.31 and the principles laid down by the Executive 
Board's decision EB81(3), rejecting any embargo on medical supplies for political 
reasons, on account of the effects on health care of such an embargo. 

Dr BAATH (Syrian Arab Republic), introducing the draft resolution on behalf of its 
sponsors, said that it concerned an important subject, which had already been discussed 
at the Forty-first World Health Assembly. New developments had occurred that ran counter 
to the terms of resolution WHA41.31, which made it clear that Member States rejected any 
embargo on medical supplies imposed for political reasons, and of decision EB81(3), which 
requested the Director-General to take all necessary measures to ensure that no Member 
State was deprived of medical supplies. 

That made it necessary to reaffirm the provisions of the resolution and of the 
decision and to ensure their implementation. Any embargo on medical supplies was 
contrary to the aims and principles of WHO and damaging to the health of the people 
affected. He further urged that developing countries should be encouraged to develop 
their pharmaceutical industries as they were adversely affected by monopolies in medical 
supplies. 

Mr TILLFORS (Sweden) said that as a result of discussions with the sponsors of the 
draft resolution his delegation withdrew its amendment proposals in favour of the 
following: 

The fourth and fifth preambular paragraphs to be deleted; 
The following words to be inserted, after the words "resolution WHA41.31", in 

operative paragraph 1: "and the principles laid down by the Executive Board's decision 
EB81(3)"; 

Operative paragraphs 2 and 3 to be deleted and the following new operative paragraph 
2 to be substituted: 



2. APPEALS in the spirit of Article 2(4) of the United Nations Charter to all 
Member States of the United Nations to abstain from aggression or use of threat in 
their international relations, including threats against medical centres and medical 
production plants. 

He hoped that the draft resolution, as amended, would be approved by consensus. 

Mrs LUETTGEN DE LECHUGA (Cuba) said that any embargo on medical supplies was a 
criminal act since its outcome was to prevent the saving of human lives. It was 
therefore contrary to the very raison être of WHO. Cuba had suffered from such 
embargoes during the past 30 years, and so had other developing countries pursuing an 
independent foreign policy in defence of their sovereignty. Her delegation wished to 
become a sponsor of the draft resolution, with the proposed amendments. 

Dr BAATH (Syrian Arab Republic), speaking on behalf of the sponsors of the draft 
resolution, said that the amendments submitted by the delegation of Sweden were 
acceptable, if that should lead to the draft resolution being adopted by consensus. 

The draft resolution, as amended, was approved by consensus.丄 

The meeting rose at llhOO. 



Wednesday. 17 May 1989. at 15h40 

Chairman: Professor N. FIKRI-BENBRAHIM (Morocco) 

1. UNITED NATIONS JOINT STAFF PENSION FUND: Item 31 of the Agenda 

Annual Report of the United Nations Joint Staff Pension Board for 1987 : Item 31.1 of the 
Agenda (Document A42/21) 

Mr FURTH (Assistant Director-General) said that the Director-General‘s report on the 
United Nations Joint Staff Pension Fund for 1987 (document A42/21) covered the financial 
situation of the Fund and the action taken by the United Nations General Assembly in 1988 
at its forty-third session. Further details could be found in Supplement No. 9 of the 
Official Records of that session (United Nations document A/43/9). The only action 
required from the Health Assembly was to note the status of operations of the Joint Staff 
Pension Fund, as described in its annual report for 1987 and the Director-General‘s 
report. 

The CHAIRMAN said that, in the absence of any objection, he assumed that the 
Committee wished to recommend to the Forty-second World Health Assembly that it note the 
status of the operations of the Joint Staff Pension Fund, as indicated by the annual 
report of the United Nations Joint Staff Pension Board for the year 1987 and as reported 
by the Director-General. 

It was so decided.丄 

Appointment of representatives to the WHO Staff Pension Committee : Item 31.2 of the 
Agenda (Document A42/22) 

The CHAIRMAN said that the item concerned the appointment of a member and an 
alternate member of the WHO Staff Pension Committee to replace the member from Mexico and 
the alternate member from Sri Lanka, whose terms of office would expire at the end of the 
Health Assembly, in accordance with the principle of rotation which ensured equitable 
representation of the Regions. The Committee might wish to recommend to the Assembly, as 
new member and alternate member, persons designated to serve on the Executive Board by 
Member States from Regions unrepresented on the Staff Pension Committee, namely the 
Americas and South-East Asia. The term of office was three years. 

Mr ARRIAZOLA (Mexico) proposed Colombia. 

Mr ACUÑA (Chile) seconded the proposal. 

Dr FERNANDO (Sri Lanka) proposed the Democratic People's Republic of Korea. 

Mr AHOOJA (India) seconded the proposal. 

Noting that there appeared to be no objection, the CHAIRMAN said that he assumed 
that the Committee wished to recommend to the Forty-second World Health Assembly that it 
appoint the member of the Executive Board designated by the Government of Colombia as a 
member of the WHO Staff Pension Committee, and the member of the Executive Board 



designated by the Government of the Democratic People's Republic of Korea as an alternate 
member of the Committee, each for three years. 

It was so decided.丄 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (REPORT BY THE 
DIRECTOR-GENERAL): Item 19 of the Agenda (Resolutions WHA40.26, WHA41.24, and 
EB83.R17; Documents A42/11 and A42/INF.DOC./5) 

The CHAIRMAN said that, following a decision taken at the twelfth plenary meeting, 
agenda item 19 (Global strategy for the prevention and control of AIDS), had been 
transferred from Committee A to Committee B. The Committee would also consider the 
relevant programme proposals in document PB/90-91, section 13.13. There were two draft 
resolutions before the Committee : one contained in Executive Board resolution EB83.R17, 
and the other, proposed by the delegations of the Netherlands and of a number of other 
countries, on nongovernmental organizations and the global AIDS strategy. 

Dr QUIJANO NAREZO (representative of the Executive Board) said that the global 
mobilization behind the strategy had raised"world awareness of the social, cultural, 
economic and political impact of HIV infection and AIDS during the past year. The 
principles and programme components of that strategy had been applied in over 150 Member 
States. International organizations and agencies were playing an increasing part in AIDS 
prevention and control activities, and the machinery had been established to coordinate 
their response. 

The Director-General had reported on the situation to the forty-third session of the 
United Nations General Assembly, which had adopted resolution 43/15 reaffirming the 
established leadership and essential role of WHO in the global direction and coordination 
of AIDS prevention, control, research and education. The resolution stressed the 
continued need for adequate resources to implement the Global Programme and the continued 
need to share medical and scientific knowledge and experience in the control and 
prevention of the disease. The resolution also affirmed that the struggle against AIDS 
had to be consistent with other national public health priorities and development goals 
and must not divert international efforts and resources from general health priorities. 

World AIDS Day, 1 December 1988, had sought to reflect the human aspect of the 
epidemic by concentrating on individuals and communities. At its eighty-third session in 
January 1989, the Executive Board had recommended that World AIDS Day should continue to 
be observed as an annual focus on the global effort against AIDS. 

The Executive Board had welcomed the remarkable progress made by the Global 
Programme since its inception in February 1987 and had expressed its satisfaction at the 
Director-General‘s personal commitment. Collaboration on the Global Programme was 
broadening within WHO and between WHO and other bodies. Operational activities had been 
increasingly decentralized to regional offices and WHO representatives, while the central 
management of the programme has been preserved and strengthened. Sustained commitment, 
self-criticism and self-evaluation would be needed if the Global Programme was to develop 
successfully. 

During the past year, the conceptual, programmatic and technical foundations had 
been established for the phase following the global mobilization. The Executive Board 
had called for the direction which that new phase should take to be determined and for 
proposals to be submitted to the Health Assembly. The challenge was to build on existing 
strengths and experience, identify critical gaps and coordinate the deployment of an 
increasingly large and complex range of participants and resources in order to guide AIDS 
prevention and control - a prerequisite for health for all - into the future. 



Dr MANN (Global Programme on AIDS) expressed his appreciation for the strong support 
of Member States in the struggle against AIDS. The year 1989 had seen a transition from 
the original urgent action towards the sustained and more focused work which was now 
required. WHO had continued to develop the Global Programme with extensive guidance from 
Member States, the Executive Board, the World Health Assembly and many international 
experts, both inside and outside WHO. He particularly wished to thank the regional 
directors. The 1989 budget for the Global Programme was US$ 92.3 million, as compared 
with US$ 23 million in 1987. At the beginning of 1988, the Global Programme had had 18 
professional posts； by 1 April 1989, 87 professional posts, including 48 at the country 
or regional level, had been filled or the staff for them selected. 

WHO was currently collaborating with 154 Member States in the Global Programme. 
Short-term national AIDS plans had been developed in 119 countries, and three-to-five 
year medium-term plans in 71 countries. Technical as well as financial support had been 
provided through the Programme, including guidelines arid assistance with the development 
of materials on issues such as counselling of HIV-infected persons, targeted health 
promotion programmes, condom procurement, epidemiological serosurveillance arid 
development of integrated blood transfusion systems. The Global Programme had 
participated in national and intercountry workshops and training courses and provided 
staff for technical consultations and short-term and long-term visits. Resource 
mobilization meetings had been held in 37 countries : 20 in the Americas, 16 in Africa, 
arid one in South-East Asia. 

The global AIDS strategy had been adopted all over the world; information exchange 
had increased and the scientific study of AIDS had become truly international. 
Collaboration with other WHO programmes and other organizations and bodies of the United 
Nations system was described in the Director-General's report (document A42/11). 
Substantial progress had been made in assuring WHO's role and fulfilling its 
responsibilities in scientific arid technical areas. The Global Commission on AIDS had 
held its first meeting in March 1989. The Research Steering Committees were due to meet 
in June and July 1989. The Management Committee of the Global Programme had held its 
first meeting of the year from 26 to 28 April； its recommendations were contained in 
document A42/INF.DOC./5. The report of the first meeting of the Global Commission on 
AIDS (document GPA/GCA(l)/89.1) and the report of the previous meeting of the Management 
Committee in November 1988 (document GPA/GMC(l)/88.1) were available for consultation. 
The programme budget (document GPA/DIR/88.6/Rev.1) gave a full description of the Global 
Programme's work for 1989. 

Several factors had been considered in the plans for the future of the Global 
Programme. First, changes in the epidemics of HIV infection and HIV disease, including 
AIDS, and in social reaction and response had to be reflected in the programme. 
Secondly, changes in the institutional environment at local, national, regional and 
international levels had to be considered. Thirdly, it was essential to build upon the 
Global Programme's experience and the Organization's strengths and mandates. HIV 
infection was continuing to spread, both within countries already affected by the problem 
and to new ones. The number of AIDS cases was also increasing rapidly: while it had 
been estimated that some 375 000 cases of AIDS had occurred throughout the world by the 
end of 1988, over 700 000 new cases were expected between 1989 and 1991. The resulting 
burden on health and social services and the social and political stress posed a threat 
to national and world solidarity. The most optimistic experts predicted that a vaccine 
against AIDS would become available in about five years' time, while others believed that 
it would not become available before the year 2000. The latest projections suggested 
that the HIV/AIDS situation would be much more serious in the 1990s than it had been in 
the 1980s. 

At the national level, while a great deal had been accomplished in a very short 
time, the elements necessary for a sustained national programme were not always well 
consolidated. Many national programmes had strategic and organizational problems to 
face, including decentralization to the district or local level, integration within the 
existing health system, intersectoral development, and coordination of the activities of 
nongovernmental organizations. 

At the international level, it was gratifying to note that many multilateral, 
bilateral and nongovernmental agencies were now making an important contribution to the 
fight against AIDS, together with WHO. Within the Organization itself, the process of 
"orderly decentralization" was making the full range of WHO's organizational capacity 
available for collaboration with national AIDS programmes throughout the world. 



In the light of WHO'S special responsibilities for global leadership, support for 
country-based activities, research and development, and information exchange, several 
priority areas for the work of the Global Programme in the early 1990s had been 
identified. The global AIDS strategy and WHO'S central coordinating role would continue 
to be developed, and work against discrimination would continue. Emphasis would be 
placed on evaluation of prevention and control strategies and programmes, including 
global assessment, surveillance and projections. New ways would also be sought of 
fulfilling WHO's vital role in drug and vaccine development and resource allocation. 

At the operational level, the Global Programme would provide technical support for 
coordination, planning, training, and the monitoring and evaluation of national 
programmes. Logistic support for diagnostic tests, supplies for blood transfusion 
systems and health care services, and availability of condoms would receive further 
emphasis. A "menu" of collaboration possibilities was being developed to ensure better 
adaptation to regional and national perspectives and needs. The focus would also be on 
the development and evaluation of specific interventions, which it was considered would 
require careful assessment before they could be recommended for widespread use. Specific 
intervention priorities could centre on health education for young people and for 
prostitutes, provision of condoms, HIV risk reduction among intravenous drug users, 
establishment of integrated blood transfusion systems, health and social services 
planning, counselling, management of HIV-infected persons, including people with AIDS, 
training of health workers, and evaluation methodology. 

Research so far had concentrated on situation assessment and descriptive work. 
However, it was now intended to develop intervention-linked studies, associated with 
strengthening of research capabilities and exploratory research. Guidance would be 
received in those areas from the Research Steering Committees and the Global Commission 
on AIDS. The priorities would be biomedical, social and behavioural and epidemiological 
research, including studies on virucides, drugs and vaccines, sexual and drug-injecting 
risk behaviour, and interactions between HIV and other infections. 

With the strong support of Member States and the international community, the basis 
for rational and effective AIDS prevention and control had been established at the 
national and international level. The Global Programme had also benefited from the 
direct involvement and personal leadership of the Director-General. The Programme's 
evolution had been sound and timely: with the guidance and continued strong support of 
Member States, it would be able to meet the increased demands of the 1990s. 

Mr VAN DONGEN (Netherlands), on behalf of his own delegation and those of Canada, 
Costa Rica, Hungary, Mexico, Sweden, Switzerland, Thailand, the United Republic of 
Tanzania and Yugoslavia, introduced the following draft resolution: 

The Forty-second World Health Assembly, 
Recalling the Technical Discussions held during the Thirty-eighth World Health 

Assembly on collaboration with nongovernmental organizations in implementing the 
Global Strategy for Health for All, arid the related Health Assembly resolution 
WHA38.31; 

Further recalling Health Assembly resolutions WHA40.26 and WHA41.24, resolution 
1987/75 of the Economic and Social Council, United Nations General Assembly 
resolutions 42/8 and 43/15, and the London Declaration on AIDS prevention; 

Acknowledging that, in view of their contacts with and access to individuals 
and communities, their commitment and versatility, and their knowledge and 
experience, nongovernmental organizations can make a special impact on individuals 
and society regarding AIDS and the needs of HIV-infected people and those with AIDS； 

Appreciating the rapid and appropriate response of many nongovernmental 
organizations in providing support to individuals and communities affected by the 
AIDS pandemic； 

Recognizing that organizations of HIV-infected persons and those with AIDS can 
contribute towards understanding the sensitivities and needs of those affected, and 
to the formulation of policies and programmes concerning AIDS； 

Acknowledging with appreciation the commitment of the WHO Global Programme on 
AIDS and the results achieved in seeking ways of developing effective working 
relations with nongovernmental organizations and of strengthening their capacity to 



respond to AIDS within the framework of the global AIDS strategy at the global, 
regional and national levels； 

Recalling the objectives of the global AIDS strategy - namely, to prevent HIV 
infection, to reduce its personal and social impact, and to coordinate national and 
international efforts against AIDS； 

1. AFFIRMS that the roles of governments, intergovernmental and nongovernmental 
organizations in the global AIDS strategy are complementary, allowing them to 
contribute to the worldwide efforts in manner commensurate with their respective 
qualities and potentials； 

2. URGES Member States: 

(1) to include representatives of nongovernmental organizations, as 
appropriate, on national AIDS committees and in other bodies engaged in 
combating AIDS； 
(2) to recognize the important contribution nongovernmental organizations can 
make in the design, implementation and review of national AIDS plans； 
(3) in collaboration with nongovernmental organizations, to overcome 
discriminatory attitudes and avoid legal provisions which may impede the 
implementation of the global strategy and national programmes on AIDS； 
(4) to provide support for nongovernmental organizations in the light of their 
needs and their financial and technical resources, and to seek solutions to 
structural impediments that constrain their operations； 

3. CALLS UPON nongovernmental organizations : 

(1) to coordinate their activities with those of other nongovernmental 
organizations， national AIDS committees, governmental bodies working on AIDS, 
WHO and other intergovernmental organizations； 
(2) to respond appropriately and sensitively to local conditions in order to 
ensure optimum mobilization and use of resources； 
(3) to contribute, as appropriate, to programmes relating to AIDS, especially 
in primary health care and other forms of community development； 

4. REQUESTS the Director-General: • 

(1) to continue to take into account the potential contribution of 
nongovernmental organizations to the development of an innovative and 
progressive community-based response to AIDS, in accordance with the principles 
and objectives of the global AIDS strategy; 
(2) to promote collaboration between WHO and relevant nongovernmental 
organizations at global, regional and national levels in support of the global 
strategy and national programmes on AIDS. 

Nongovernmental organizations had been deeply involved since the earliest days of 
the pandemic in prevention of HIV infection and care of persons affected physically or 
psychologically by it. The scheme under the Global Programme for developing effective 
cooperation and coordination with nongovernmental organizations had been drawn up in 
consultation with them and therefore combined their concerns with the global strategy's 
objectives. Its purpose was to extend cooperation in areas of common interest while 
recognizing that each organization had its own interests, resources and limitations. 

Nongovernmental organizations had a central role to play in the implementation of 
the global strategy owing to their wide access to individuals and communities, their 
credibility, commitment, adaptability, extensive formal and informal networks, knowledge 
of local conditions and thorough experience of health and education programmes all over 
the world. 

At the local and national levels, nongovernmental organizations were increasingly 
represented on national AIDS committees, in particular their information and education 
bodies, and in some cases were automatically included by governments in those 



committees. The number of nongovernmental organizations that ran AIDS projects as part 
of national programmes was increasing steadily throughout the world. Nongovernmental 
organizations had participated in the three medium-term plan reviews in Uganda, Rwanda 
and Kenya and would continue to do so in reviews in other countries • They would 
increasingly perform vital functions in implementing national plans, especially at the 
local and district levels, and in evaluating the outcome. WHO played an important role 
of support to governments in developing links between national programmes and 
nongovernmental organizations. 

A great many nongovernmental organizations were engaged in the global AIDS strategy 
at the international level, and their relations with WHO for the purposes of its Global 
Programme, whether formal or informal, were rapidly expanding. Examples of that included 
a contract for over US$ 500 000 with a family planning organization for quality-assurance 
testing laboratories for condoms； contracts for the development of AIDS-related health 
promotion material； support for a leading AIDS newsletter, oriented mainly towards 
community-based projects in developing countries, and partnership with haemophilia and 
blood-banking organizations within the Global Blood Safety Initiative. 

Avoidance of discrimination against persons affected by HIV and AIDS was a central 
part of the global AIDS strategy, and nongovernmental organizations continued to play an 
important part in developing and promoting the relevant public health rationale. 

Nongovernmental organizations were also active in developing policies within the 
Global Programme. Twelve of the 25 commissioners on the Global Commission on AIDS were 
directly involved with nongovernmental organizations and some 20 of those organizations 
had applied for observer status at the current session of the Global Programme's 
Management Committee. 

The draft resolution dealt with the many ramifications of the involvement of 
nongovernmental organizations in combating AIDS and HIV infection, giving credit where 
credit was due. The United Kingdom delegation wished to join the sponsors. The text, 
which addressed Member States, nongovernmental organizations and the Director-General, 
stressed the complementarity of the roles played by governments, intergovernmental 
organizations and nongovernmental organizations in the global strategy and was 
self-explanatory. The time had come for the Health Assembly to acknowledge and support 
the role of nongovernmental organizations, and that was precisely the purpose of the 
draft resolution. The sponsors trusted that it would be adopted without a vote. 

Dr CHAUDHRY (Pakistan), expressing appreciation for WHO's efforts in preventing and 
controlling the spread of AIDS, observed that no case of the disease, which had assumed 
epidemic proportions in many countries, had yet been reported in Pakistan. His 
Government had already instituted a number of preventive measures. AIDS had been 
included in the list of notifiable diseases, and legislative provisions for compulsory 
reporting had been initiated. The screening of high-risk groups such as drug abusers and 
professional blood donors had begun. AIDS-free certificates were required for all 
imported blood products. Special health education campaigns had been undertaken by all 
the media. Provisions had been made to screen all foreign sailors signing off their 
ships at Karachi and staying for more than a week in Pakistan who were not in possession 
of an AIDS-free certificate. Steps had been taken to ensure the destruction of 
disposable syringes and needles after use. The country's blood transfusion services, 
including thpse in the private sector, were being reorganized to include screening 
facilities and an AIDS prevention unit was being established within the Ministry of 
Health. 

While it was imperative to help those countries where AIDS was rampant, it was 
equally important to keep uninfected countries free of the disease. WHO should encourage 
and assist those countries in formulating strategies to prevent the spread of AIDS within 
their borders and establish effective surveillance systems. 

Dr VASSILEVSKY (Bulgaria) expressed his appreciation of the Director-General's 
report and of WHO's activities within the framework of the global strategy, which had 
made it possible for all countries to join in combating the disease. 

AIDS was a cause for great concern throughout the world, including his country, 
where the infection had arrived fairly recently but was on the rise. The recent 
screening of 1.5 million people in Bulgaria had identified 72 cases of seropositivity. 



The disease had been spread mainly through heterosexual relations, blood products used 
before blood banks began to be fully controlled (in August 1987), and perinatal 
transmission. An important measure in the prevention of AIDS was the testing of bridal 
couples and pregnant women. 

A national AIDS control programme had been approved by his Government in December 
1988. A department within the Ministry of Health was successfully coordinating all 
control activities. Research had detected eight virus strains, all identified as HIV-1, 
in blood samples taken from seropositive subjects. In collaboration with WHO, his 
Government was conducting social and psychological surveys of large segments of the 
population to determine and raise the level of awareness of the various social groups 
with regard to preventive measures. An important goal for all countries was the 
elaboration and dissemination of unified criteria for the "Western blot" test and the 
development of a diagnostic scheme for persons with inconclusive test results. His 
country had developed a scheme adapted to its various geographical regions and was 
willing to share its experience with specialists in the various agencies. Several other 
questions of a diagnostic and epidemiological nature, including the birth of children to 
seropositive parents, presented a serious problem for many countries arid needed to be 
further researched. His delegation fully supported the global strategy and was prepared 
to continue supporting WHO's work in that area. 

Dr ARSLAN (Mongolia) expressed appreciation of the excellent work carried out under 
the Global Programme in many countries, including his own. 

Mongolia had at its disposal a staff of epidemiologists, virologists, physicians, 
and clinicians, and research centres and laboratories specializing in AIDS. Although 
large segments of the population had been monitored, no cases of infection had yet been 
reported. In those circumstances it was especially important to prevent the disease, and 
his Government had consequently placed the emphasis on campaigns for the health education 
of the population, especially young people and high-risk groups. Efforts had also been 
made to improve the safety of blood banks, reduce the danger of possible infections in 
medical establishments, and encourage the use of disposable syringes. His Government was 
also developing, in cooperation with WHO, a medium-term programme for prevention and 
treatment of the disease. 

The measures provided in the draft programme budget for the Global Programme were 
fully justified since AIDS was, and would continue to be, a very serious health problem 
until more effective means were found to control its spread. His delegation therefore 
supported the two draft resolutions before the Committee. 

Dr KIM Hong Bom (Democratic People's Republic of Korea) joined previous speakers in 
expressing appreciation of the Director-General‘s report, which showed that great efforts 
had been made all over the world to combat the disease since the strategy had been 
formulated. 

No cases of AIDS or HIV infection had yet been reported in his country and his 
Government was therefore particularly concerned about preventing the importation of the 
disease from abroad. It had already set up a national committee for AIDS prevention and 
control, AIDS screening centres, and an institute for AIDS research, while giving 
priority to health education. His country and WHO had agreed on a short-term plan, the 
implementation of which had already begun. His delegation requested that WHO should 
continue to play a coordinating and directing role in the implementation of the the 
global strategy and supported the draft resolution introduced by the delegate of the 
Netherlands. 

Dr ROSDAHL (Denmark), speaking on behalf of the Nordic countries - Denmark, Finland, 
Iceland, Norway and Sweden - said that, while the existence of AIDS had been known during 
most of the current decade, a clearer picture of the pattern of the disease and the 
dimensions of the problem had begun to form only in recent years. WHO played a vital 
role in pooling existing knowledge on epidemiology, care, research and prevention and 
ensured a global response in the fight against AIDS. The Nordic countries continued to 
support WHO in its leading and responsible role in AIDS prevention and control. 

Duplication in the international fight against AIDS could not be afforded; WHO must 
be fully informed of activities undertaken under all multilateral and bilateral 



programmes, which must be fully coordinated with its own. To achieve that was no easy 
task, particularly in view of the short time the Organization had had at its disposal to 
put the necessary mechanisms in place. It required dedication, knowledge, administrative 
capability and, not least, the will to use unorthodox means if the necessary efficiency 
and impact were to be attained. 

The Nordic countries had on previous occasions voiced their support for the WHO/UNDP 
Alliance to Combat AIDS. UNDP could contribute to AIDS prevention and control in 
particular through its field network which was an apparatus already in place and 
therefore benefited from past experience. The Nordic countries urged UNDP and WHO to 
expand their collaboration and prove that the field network could be put to optimum use 
in combating AIDS. If that collaborative effort succeeded, it would in addition serve as 
an example of how cooperation within the United Nations system could work and would show 
that, when an urgent problem had to be faced, narrow vested organizational interests were 
set aside. 

The Global Programme had been established in February 1987 and had since expanded 
substantially. The Nordic countries welcomed the fact that the Programme had a formal 
budget and was increasingly organized along the lines of other WHO special programmes. 
They also welcomed the establishment of the Global Programme's Management Committee, the 
Global Commission on AIDS, the Steering Committee on AIDS Prevention and Control 
Strategies and the Research Steering Committees. They were confident that those bodies 
would make an active and coordinated contribution to the work. 

The Nordic countries supported the global strategy. Even although AIDS was present 
all over the world, they found it fully justified that the largest proportion of the 
Programme's resources was being used in developing countries where resources were 
scarcest. AIDS control activities had to be integrated into programmes for health care, 
education and public information. For developing countries faced with increasing 
economic constraints, it was imperative to use existing infrastructures as well as 
experience from ongoing programmes in the fight against AIDS. 

The Nordic countries continued to believe in the vital importance to national AIDS 
policies of information and education programmes, which of course had to be designed to 
meet the needs of particular countries and address both the population as a whole and 
different groups within it. By themselves, however, such programmes were not enough； 
the Nordic countries realized that success could be obtained only if there was a 
supportive social environment and if certain health and social services were made 
available. 

At the Forty-first World Health Assembly, in 1988, a resolution had been adopted on 
the avoidance of discrimination in relation to HIV-infected people and people with AIDS. 
The Nordic countries had given their full support to that resolution. For obvious 
reasons of human rights, it was essential to avoid situations where HIV-infected people 
and people with AIDS were excluded from society, stigmatized and discriminated against. 
Protection against discrimination must be the same for all and should be based on the 
global principles enshrined in international law, conventions and declarations and World 
Health Assembly resolutions on avoidance of discrimination. It was of the utmost 
importance to ensure that people with AIDS received care and support of the same standard 
as would be extended to other sick people. 

Recalling the discussion which had taken place under agenda item 17 (Global Strategy 
for Health fpr All by the Year 2000 (monitoring and evaluation)), with particular 
reference to the balance between support at the regional and national levels 
respectively, he felt it was relevant to consider that issue in relation to all health 
programmes receiving multilateral, as well as bilateral, assistance. The Nordic 
countries did not, in general, place specific emphasis on a particular model but rather 
recommended a flexible approach, each case being judged on its merits. However, in the 
case of the AIDS programme, they felt that the complex nature of the disease and the 
control mechanisms to be applied called for an approach based mainly upon national 
assistance. 

In conclusion, he wished to commend the tireless and dedicated efforts of WHO in the 
fight against AIDS. 



which threatened not only the young but also older people. Gabon had adopted preventive 
measures against the disease through television programmes, popular songs and other 
educational devices, and an ethics committee had just been established with the 
collaboration of WHO. In addition, an epidemiological, diagnostic and evaluation 
research centre had been established under the auspices of the international medical 
research centre at Franceville. Those activities had necessitated the mobilization of 
political and administrative personnel, nongovernmental organizations and the people. 
The favourable public reaction had begun to provide a glimmer of hope. His delegation 
appreciated WHO's support for his country's short-term national programme to combat AIDS, 
and the pending initiation of the medium-term programme. 

He expressed unreserved support for the draft resolution presented by the delegate 
of the Netherlands and wished to join the sponsors. 

Dr VARET (France) supported the statement made by the delegate of Denmark on behalf 
of the Nordic countries. 

With the epidemic's continued growth, socioeconomic constraints were becoming 
increasingly important and greater professionalism should be developed. It was therefore 
very important to stress the training aspect, particularly in three areas. Firstly, 
controls on blood donations had been set up but it was now essential to concentrate on 
the proper use of blood derivatives； the French Red Cross was preparing training goals 
on that- subject in association with the French-speaking African countries. The quality 
of clinical research must also be stressed, special attention being given, in future 
years, to the links between tropical diseases and AIDS. Thirdly, training was needed in 
public information techniques, for in her own country, at any rate, efforts to date 
seemed to have produced a phenomenon of satiety and only minimal changes in behaviour. 
Hence the need for continued vigilance and for a more profound analysis of cultural and 
sociological resistance, particularly among the young, who were the most concerned. 

The budget which had been submitted was pragmatic and realistic and deserved 
approval； her country was prepared to increase its contribution compared with the 
previous year. 

She paid tribute to the help afforded to her own country by WHO and welcomed the 
stress laid on respect for individual rights at the recent first meeting of the 
international ethics committee on AIDS； its proceedings, when published, should be 
widely publicized, as the Director-General had suggested. 

Her delegation unreservedly supported the draft resolution contained in resolution 
EB83.R17 but had some amendments to propose t© the draft resolution introduced by the 
delegate of the Netherlands. Firstly, in her view it was important to clarify the 
situation regarding collaboration with nongovernmental organizations. There were 
nongovernmental organizations in official relations with WHO at the international level 
and they were easy to work with, but organizations at the national level were frequently 
competitive and it was difficult to judge their degree of representativity. Her 
delegation therefore proposed the deletion of the words "at the global, regional and 
national levels" at the end of the sixth preambular paragraph and in the second line of 
paragraph 4(2). For similar reasons it wished to make clear with which organizations 
Member States and WHO would collaborate by specifying, in paragraph 2(4), that support 
would be provided for "relevant nongovernmental organizations" and, in paragraph 4(1), 
that the Director-General would "continue to take into account the potential contribution 
of international nongovernmental organizations". The nature of the collaboration would 
be clearer if Member States were urged "to avoid legal provisions which may impede the 
implementation of the global strategy and national programmes on AIDS, and to work in 
collaboration with nongovernmental organizations to overcome discriminatory attitudes" 
(paragraph 2(3)), and if nongovernmental organizations were called upon to "coordinate 
their activities with those of other nongovernmental organizations - in liaison with the 
policy of national AIDS committees "(paragraph 3(1)), and "to respond appropriately and 
sensitively to local conditions in order to ensure optimum mobilization and use of 
resources, devoting special attention to their effective and rational management" 
(paragraph 3(2)). 



then the current medium-term plan, which had been reviewed and evaluated in December 
1988. Uganda continued to maintain an open and frank policy, supported at the highest 
political level, because it was convinced that the scourge could only be fought in the 
open and not in secrecy. The focus of activities had been on health education and 
information, using all opportunities and entry points. The main challenge encountered 
had been how to sustain the confidence of the people in the face of the number of cases 
which continued to increase notwithstanding the control programme. 

AIDS was an expensive disease to manage from the medical, emotional, social and 
economic standpoints. It also represented an additional burden on the health care 
systems, the budgetary allocations for which were declining in most developing countries. 

In the absence of concerted effort, AIDS threatened to postpone the attainment of 
health for all by the year 2000. Its elimination depended on the collective and 
responsible participation of all. To reach everyone in developing countries was not an 
easy task because the majority of the people lived in rural areas with poor social 
infrastructures and relative illiteracy. Uganda was trying to overcome that problem 
through a programme of mass social mobilization which involved joint participation of 
top-level district administrators, health personnel, and community leaders. That phase 
of the operations had been launched by the President of Uganda in order to stress the 
political commitment to the Programme at the highest level. Currently the emphasis was 
being placed on decentralization of AIDS control activities to the districts, communities 
and families, and indeed to each couple and% individual. 

In most rural areas the message had to be passed by word of mouth, using 
unconventional methods, buttressed by the complementary efforts of churches, schools and 
political and community leaders at the grass roots. World AIDS Day in Uganda had been 
very successful in creating awareness and had involved the full participation of the 
President at the relevant functions. AIDS had stimulated concern in the health field and 
was serving as a major entry point to primary health care. Never before had people been 
so concerned and willing to participate voluntarily in health promotion. For example, 
300 000 religious volunteers had been recruited for the anti-AIDS campaign in rural 
areas, with the Bible as their only incentive. Another important voluntary effort had 
been made through the political infras truc ture at the grass-roots level. AIDS could act 
as a catalyst in strengthening health infrastructures and health care delivery. 
Moreover, the fight against AIDS was also a fight against other infections and conditions 
which threatened health. For example, through the AIDS control programme, Uganda had 
been able to strengthen the national infrastructure and district network. In addition, 
adequate transport, supplies and logistics, previously lacking, had been provided. 
Thanks to the Global Programme the blood bank and transfusion services had been 
strengthened. Uganda had also completed its baseline national serological survey to 
assess the magnitude of the problem. The first stage of a countrywide behavioural risk 
study sponsored by WHO had been concluded. 

In his view the medical gravity of the problem had been underestimated, particularly 
when it was realized that most medical interventions relied on sound personal immune 
systems for the best results. To that must be added the devastating social and economic 
consequences among relatives, dependants and friends. 

It was difficult to assess the impact of the campaign, particularly as it involved 
making intelligent guesses regarding social behaviour, but people seemed to be indulging 
less and less in irresponsible sexual behaviour. Even more significant was the fact that 
the other sexually-transmitted diseases had virtually disappeared. The complex nature of 
the problem was, however, illustrated by the fact that some unusual and shocking 
reactions had been noted on the part of individuals who had become fatalistic in the face 
of AIDS and had seemed determined to "die in the field of action". Such people urgently 
needed advice and support, and Uganda was starting counselling services to meet the 
challenge. In some cases prayers might be the only recourse. 

He commended WHO on its leadership in regard to a sensitive and complex problem. 
The highest sustained economic, political and moral support from all Member States was 
essential in order to enable WHO to drive the AIDS pestilence to the point of no return. 

His delegation supported both the draft resolutions before the Committee, and wished 
to join the sponsors of the one introduced by the delegate of the Netherlands. 



Dr TEMBA (United Republic of Tanzania) said that his country had just completed a 
review of its national AIDS control programme one year after its inception. The work had 
been carried out by experts from various governmental and nongovernmental sectors, as 
well as WHO and other organizations of the United Nations system. The first year of the 
programme had been one of learning and setting up the necessary managerial, operational 
and technical capabilities； that process was continuing, and his delegation wished to 
thank WHO and other agencies which had provided assistance in it. 

AIDS control in the developing countries posed serious challenges in the face of 
inadequate infrastructures and over-extended resources. AIDS control was a demanding 
process involving dynamic activities that might tend to strain health manpower and other 
resources. It was essential, however, not to lose sight of other health services. 

In view of the size of his country, with a population of 23 million, and its 
administrative infrastructure, the Government had decentralized the planning and 
implementation of the programme to the regional and district levels. Such 
decentralization appeared to have been effective and the regional and district 
capabilities would be developed in the health sector beyond the area of AIDS control. 

During the implementation of the programme the need had become apparent to harmonize 
some of the working relations between WHO and national teams in day-to-day management at 
country level. All had gained valuable experience and continued efforts would be made to 
find ways of simplifying the procedures of both WHO and the Government in financial and 
other managerial matters. His delegation greatly appreciated and commended the Global 
Programme's coordination and technical support in a difficult and challenging area. 

It was because his country had worked very closely with organizations of the United 
Nations system, bilateral agencies and nongovernmental organizations at the national, 
regional and district levels that his delegation had со-sponsored the draft resolution on 
nongovernmental organizations and the global AIDS strategy. 

The meeting rose at 17h30. 



Thursday. 18 May 1989. at 9h00 

Chairman: Mr H. VOIGTLANDER (Federal Republic of Germany) 

1. THIRD REPORT OF COMMITTEE В (Document A42/39) 

In the absence of the Rapporteur, Mr LARSEN (Secretary) read out the draft third 
report of Committee B. 

The report was adopted.丄 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (REPORT BY THE 
DIRECTOR-GENERAL): Item 19 of the Agenda (Resolutions WHA40.26, WHA41.24 and 
EB83.R17; Documents A42/11 and A42/INF.DOC./5) (continued) 

Dr MALINSKA (Yugoslavia) said that in her country AIDS control activities had begun 
as early as 1983. In 1987, the Federal Committee for Labour, Health, Veterans and Social 
Welfare had adopted a programme for the protection of the population against AIDS, with 
three main objectives : first, to prevent the spread of sexually-transmitted HIV 
infection; secondly, to prevent the spread of HIV infection through transfusions or 
injections of blood products, or through the use of dirty syringes or other equipment； 
and thirdly, to prevent the transmission of HIV infection from infected mothers to the 
fetus and to the newborn child. 

The strategy adopted for the attainment of those objectives included health 
education, particularly of young people, on all questions relating to AIDS； advice to 
drug addicts to use disposable syringes and needles； and obligatory testing of blood 
donors, organ donors, and sperm donors as well as testing of imported blood products. 
Tests for HIV infection could be carried out either on request, or following medical 
advice. Persons found either to have AIDS or to be HIV-positive were given advice on 
responsible behaviour and lifestyles, and all patients were given appropriate treatment, 
no discrimination being made between Yugoslav nationals and foreigners. The programme 
also included monitoring of trends in AIDS and seropositivity at national level, as well 
as scientific research work. 

All technical control activities were monitored and coordinated at national level by 
the AIDS Committee of the Federal Institute of Public Health. Coordination between the 
various components of the programme was ensured through cooperation with schools, the 
mass media, youth organizations and the Red Cross. Bodies such as the Workers' Alliance, 
the Trade Union Congress, chambers of commerce, and citizens' associations also played 
their part. 

Groups of experts working through health institutions provided the public with 
information on AIDS by means of posters, pamphlets, films, video and training courses, 
and in some large cities there was a round-the-clock telephone answering service. The 
media often broadcast information on AIDS, and special programmes had been devised for 
the health education of schoolchildren, young people and students. 

Blood tests could be carried out at 90 centres in Yugoslavia, and confirmation tests 
in five centres, while verification of doubtful cases was effected at the Federal 
Reference Laboratory for AIDS. AIDS diagnosis was carried out in three clinics for 
infectious diseases, while subsequent treatment was given in other clinics and hospitals. 



The cost of treatment, tests on blood donors, and tests on persons referred by their 
own doctors was met from Social Security funds, whereas, for the time being, the cost of 
individual blood tests given on request was met by the individual concerned. 

The fact that a person suffered from AIDS or from HIV infection was known only to 
the specialist who had diagnosed the condition, and that information could be disclosed 
to the family doctor or sexual partner only with that person's consent. Disclosure of 
medical secrets was prohibited by law. 

The guidelines established by WHO under the Global Programme on AIDS had been 
incorporated into legislation and into daily practice in Yugoslavia. 

Dr BAZUNGA GANGA (Zaire) said that Zaire had become aware of the importance of the 
AIDS pandemic, not least because of its socioeconomic impact, and had launched determined 
control measures in which it continued to benefit from the active collaboration of 
nongovernmental organizations, while WHO assumed the directing and coordinating role at 
international level. The national AIDS control programme was going forward, but the 
country's health authorities should become aware of the need to ensure multisectoral 
coordination in order to take into account sociopolitical factors, and to adopt a 
horizontal approach so that control activities could be developed within the context of 
primary health care. Zaire greatly appreciated the support given to its national AIDS 
control programme by both bilateral and multilateral bodies, coordinated by WHO. 

His delegation supported the draft resolution on nongovernmental organizations and 
AIDS strategy and wished to be included in the list of sponsors. 

Dr JАКАВ (Hungary) said that WHO had made good progress in the fight against AIDS 
within a short period. She suggested that priority should continue to be given to 
support for AIDS programmes at national level, which was where the challenges first 
became apparent. 

She was convinced that neither legal restrictions nor the disapproval of society 
could slow down the spread of the disease, even in countries where it followed 
Pattern III. Only frank and open public information, balanced education at primary and 
secondary school level, and support from lay organizations could help individuals to 
adopt a responsible, healthy attitude in their sex life, and to avoid HIV infection. 
Hungary hoped that concrete recommendations would emerge from the meeting on AIDS 
prevention and control strategies in countries with a low rate of HIV infection, to be 
held in Budapest later that year. 

She commended the excellent account given by Dr Mann of recent developments in AIDS 
control, and asked for further details on projections of the epidemiology of the disease 
by the year 2000. 

Mr S0K0L0V (Union of Soviet Socialist Republics) said the information given in the 
Director-General‘s report (document A42/11), together with the statement by Dr Mann, 
indicated that WHO's Global Programme on AIDS (GPA) was gaining momentum and was 
successfully tackling the complex problems involved in the prevention and control of that 
threatening disease. The impact of the Programme was now being felt in more and more 
diverse areas, such as sport and labour relations, as well as in the work done by the 
network of WHO collaborating centres. The Programme was already looking to the future, 
for example by seeking ways of halting or slowing down the development of AIDS in 
HIV-infected persons. His delegation welcomed the fact that WHO was participating 
actively in the development and implementation of national AIDS programmes. 

However, despite the tremendous efforts being made not only at country level but 
also at international, interregional and global levels, there were still unfortunately 
many unanswered questions relating to AIDS. Science would continue to play an important 
role in the endeavour to find the answers. Continuing efforts on the part of WHO in 
strengthening biomedical research and in expanding activities for the exchange of 
scientific information were called for to help in determining the pathogenesis of the 
disease and in finding new drugs, standard reference preparations and reagents for 
diagnosis and treatment, and eventually a vaccine against AIDS. 

His delegation was pleased to note that the proposed programme budget for 1990-1991 
(document PB/90-91) provided for allocations to the Programme from regular budgetary 
funds. That development was an indication of the willingness of the Director-General to 
take into account the views of Member States on how the Programme should be financed. 



It was clear that the basic work of prevention and control must be carried out at 
national level, so increasing attention had to be paid to the training of health 
manpower. He welcomed the evidence given in sections V and VI of the report (document 
A42/11) that greater importance was being attached to such training. Not only health 
personnel but workers in the social sector in a wider sense must be involved, and useful 
experience had already been gained in that area by WHO in carrying out its immunization 
and diarrhoeal disease control programmes. 

As of April 1989, over 380 AIDS diagnostic points had been established in the Soviet 
Union. Some 19 million people, including almost 13 million blood donors, had been 
screened; 586 sero-positive cases had been found, of whom 388 were foreigners, and nine 
cases of AIDS - three foreigners and six Soviet citizens； seven had since died. The 
Ministry of Health had issued a decree detailing preventive measures that should be taken 
to avoid the further spread of AIDS. As part of the national AIDS control programme, 
over 1500 physicians had received training in laboratory diagnosis of AIDS in the course 
of 1988, and some 900 had been given training in the clinical aspects of the disease. 

In conclusion, he expressed his gratitude to WHO's Global Programme on AIDS for its 
invaluable assistance on the occasion of an outbreak of the disease in a city in the 
Kalmyk Autonomous Soviet Republic. The USSR fully supported GPA and would vote for the 
draft resolution on nongovernmental organizations and the global AIDS strategy. 

Dr DE SOUZA (Australia) said the substàntial progress achieved by GPA over the past 
two years had been made possible by the hard work of a relatively small number of highly 
dedicated staff. Only in the last few months had the staffing position improved, owing 
largely to a special initiative on the part of the Director-General which had greatly 
speeded up recruitment. Although there were now 87 staff members working for the 
Programme, even that number would not be adequate to cope with the explosion of the 
disease that was expected to occur in most countries during the next decade. 

It was gratifying to note that GPA was already re-examining its priorities, giving 
emphasis to intervention strategies and focusing on the most needy areas. The 
development of indicators to assist programme managers at country level in evaluating 
their programmes was commendable. 

He paid tribute to nongovernmental organizations, both in Australia and in other 
parts of the world, for the important role they had played in giving support to AIDS 
sufferers and their families, and in developing essential contacts with those involved in 
high-risk activities. Through their participation on governmental advisory bodies, such 
organizations had been able to provide vital information on health and community services 
which were available to sufferers from HIV infection. 

His delegation supported the draft resolution on nongovernmental organizations and 
the global AIDS strategy, with the proposed amendments, and wished to be added to the 
list of its sponsors. 

Professor LEOWSKI (Poland) said that, although Poland was not among the countries 
suffering from high incidence, it nevertheless attached great importance to action to 
combat AIDS, including legislation, epidemiological surveillance, prevention of 
transmission through blood transfusions, information and education, and the organization 
of the care of patients. Up to the end of May 1989, 170 HIV-positive cases and eight 
clinical cases, seven of whom had since died, had been recorded in his country. 

His delegation supported the Global Programme on AIDS as presented in the 
Director-General‘s report. The global strategy covered several areas of interest to 
other WHO programmes, and therefore there was a need for an integration of efforts. 

Commenting on the interaction between HIV and other microorganisms, especially those 
present in a dormant state in human beings, he noted that about half the world's 
population harboured the tubercle bacillus. All those carriers, if exposed to HIV 
infection, ran a high risk of developing clinical tuberculosis. The report under 
discussion did not deal adequately with that problem, in spite of the Executive Board's 
recommendation. 

He drew the Committee's attention to the need to agree on a single, 
generally-accepted definition of AIDS. 

His delegation supported the draft resolution on nongovernmental organizations and 
the global AIDS strategy. 



Mr HOU Zhenyi (China) said that AIDS posed a serious threat to mankind and was a 
source of concern to all nations. It was therefore a subject of high priority for WHO, 
whose achievements in that field in so short a time were worthy of the highest praise. A 
substantial budgetary appropriation was necessary to combat the disease. The sum of 
US$ 1.5 million set aside in the 1990-1991 regular budget was not a large figure - a drop 
in the ocean compared with the extrabudgetary resources of US$ 360 million - but it did 
represent an increase of over 750%. However, WHO's main contribution had been and would 
be in human and technological resources and in effective coordination and guidance on a 
global scale. 

Due attention should be paid to countries where HIV infection had not so far assumed 
serious proportions. Unhealthy habits and behaviour should be altered through extensive 
education campaigns, and widespread preventive measures should be prepared in case the 
problem became more serious. 

In January the Chinese Ministries of Public Health and of Foreign Affairs had 
jointly issued regulations for the monitoring and management of AIDS - the first time 
that any such action had been taken in China. The Chinese Research Foundation for the 
Prevention and Control of AIDS had been set up on 28 May 1988. In September 1988 a 
circular on the development of nationwide information activities for prevention and 
control of AIDS had been issued. The Academy of Medical Sciences, the Academy of 
Preventive Medicine and other institutions had made encouraging progress in research on 
the isolation and purification of the AIDS virus, on the interaction between HIV and 
cells, and on testing methods. China was rich in medicinal plants and that provided a 
valuable source of new medicines to combat AIDS. The Institute of Chinese Medicine and 
other medical research institutions had already done much useful work in that area. 

China would welcome cooperation with other countries and his delegation hoped that 
WHO would continue to promote international cooperation and exchanges in the prevention 
and control of AIDS. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) welcomed the 
Director-General‘s report and praised the excellent work being done under the Global 
Programme on AIDS. The United Kingdom would continue to support that programme at the 
same level as in the preceding year. In the United Kingdom the rate of increase in new 
cases of AIDS had declined since the epidemic began, but that trend might well be 
reversed if homosexuals abandoned their recently adopted safer sexual practices, to which 
the decline was largely attributable, if intravenous drug users did not refrain from 
using contaminated needles and syringes, and if heterosexuals did not adopt safer sexual 
habits. There was increasing recognition of the importance of coordinating all 
activities against drug misuse and AIDS. 

Several publicity campaigns had been launched, highlighting the dangers of HIV 
infection through drug misuse, or directed at the general population, adults and the 
travelling public, and the homosexual press. A video had been released in March for use 
in prisons. It had been well received by prison officers and the inmates under their 
control. 

The vital role of those who had to care for AIDS sufferers should be realized; his 
country had prepared four video films for nurses, midwives and health visitors on the 
needs of patients and on health workers‘ attitudes towards hitherto taboo subjects such 
as drugs, death and sex. 

Referring to recent discussions in the GPA Management Committee's meeting, he sought 
assurance that the requirements of the various committees, such as the Management 
Committee, the Global Commission on AIDS, and the Advisory Committee, would not divert 
resources from programmes, and that programmes in Member States would take full account 
of their needs and their ability to absorb the services provided. 

Welcoming the support of GPA to other WHO programmes, in particular for the 
development of infras truc ture services, he said that in developing those programmes, full 
account should continue to be taken of the work being done by other agencies and Member 
States so as to avoid duplication. 

The important work being done on developing techniques for evaluation and assessing 
priorities within the overall programme should be made widely known. 

The close cooperation with UNDP and the liaison maintained with nongovernmental 
organizations, in recognition of their experience, adaptability and help in facilitating 
access to particular communities and individuals, was a source of satisfaction. He 



confirmed his delegation's sponsorship of the draft resolution on nongovernmental 
organizations and the global AIDS strategy. 

Dr GREEN (Israel) endorsed the Global Programme on AIDS and welcomed the 
Director-General‘s report. However, he was somewhat concerned that the report should so 
categorically state that all possible modes of transmission of HIV infection had been 
identified, since AIDS was epidemiologically a relatively new disease. He recognized 
that a clear definition was needed to allay concern, but a not insignificant number of 
cases reported were still classified as being without known causes of infection. He 
urged all Member States to maintain intense epidemiological surveillance, to strive to 
identify all possible sources of infection, and to be alert to the possibility of 
hitherto unknown modes of transmission of the HIV virus. 

Mrs NYIKOSA (Zambia) expressed gratitude to WHO and to bilateral donors for their 
continued support. Zambia would welcome an early evaluation of its medium-term programme 
to determine whether it was on the right track. She paid tribute to political organs, 
nongovernmental organizations and the mass media for vital work in health education for 
the prevention and control of AIDS, and praised the use of role-playing. 

She urged the Director-General to ensure that international staff were fully 
conversant with the culture, social characteristics and local conditions in the country 
of service, and to consider decentralizing the programme to regional offices so as to 
ensure coordination at all levels. The spread of AIDS could only be effectively 
controlled if the programme was implemented at district and village levels and if the 
measures were fully integrated into the overall strategy of primary health care rather 
than conducted as a vertical programme, since AIDS patients were being cared for in the 
community as well as at other levels. Experts were needed to provide information, 
guidance and expertise, but the programme was for the benefit of the people, who should 
have a say in the matter. 

She criticized the media in some countries for their negative reporting although 
Zambia was doing everything humanly possible to combat the disease. 

Dr CHIMIMBA (Malawi) thanked WHO and donors for their technical and financial 
assistance to his country's AIDS prevention and control programme. It was now possible 
to test blood for HIV before transfusion in almost all the government and private health 
centres. The public information and education programme on AIDS had been expanded, as 
also had research into local epidemiology and surveillance. 

However, the situation in Malawi was deteriorating and threatening to undermine the 
progress already achieved in primary health care. Limited financial and human resources 
were being overstrained as new problems came to light. Continued and increased 
assistance was sorely needed. Malawi's medium-term programme for AIDS prevention and 
control was being finalized and a donors' conference was due to be held at the end of 
June. He supported the draft resolution on nongovernmental organizations and the global 
AIDS strategy. 

Dr MAKENETE (Lesotho) congratulated the Organization on its practical and 
comprehensive action in tackling the serious challenge that HIV infection and AIDS 
presented to�the entire world, and thanked bilateral and multilateral donors for their 
generous support of the Global Programme. 

He fully supported the draft resolution on nongovernmental organizations, which had 
an essential role to play in combating AIDS. It was also clear that AIDS would sooner or 
later become an overwhelming problem; priority should already be given to preparing 
health service personnel for the management of cases. 

Dr MUGITANI (Japan) noted the rapid development of the Global Programme. Japan was 
spending more than US$ 20 million on AIDS treatment, research, prevention and control. 
It had contributed US$ 1.25 million to the Global Programme in 1988 and would contribute 
US$ 2.5 million in 1989. 

His country was also adopting a new approach, which might be referred to as 
multi-bilateral cooperation, by carrying out bilateral cooperation with other countries 
in the health field through WHO. In that way, US$ 250 000 had been donated to Thailand's 



medium-term programme out of the Japanese contribution to the Global Programme in 1988 
and an additional contribution was under consideration in 1989. 

Dr HELMY (Egypt) fully supported the Global Programme on AIDS. There were few cases 
of AIDS in Egypt and the sufferers had all been infected abroad, but that did not mean it 
could ignore that terrible disease. 

AIDS sufferers behaved very strangely, undoubtedly because of the trauma they 
suffered on being told of their infection; that should be the subject of research by 
psychiatrists and psychologists in the interests of society as a whole. 

His delegation supported the draft resolution on nongovernmental organizations and 
the global AIDS strategy. 

Dr MASON (United States of America) expressed his satisfaction with the progress 
being made against the global AIDS epidemic. The Global Programme on AIDS was 
demonstrating WHO's full potential: the Organization was providing global leadership, 
acting as a forum for consensus, developing political support, generating resources, 
coordinating public policy issues and developing collaboration among scientists - all 
under "emergency" conditions. His delegation supported the GPA budget for 1989 and 
awaited with interest the presentation of the 1990 budget. It was concerned that there 
was a substantial unexpended surplus of resources carried over from 1988, representing a 
lag in implementation, particularly at the country level. His delegation welcomed the 
recommendations made as a result of the management review of GPA and was pleased with the 
Programme's new focus. It urged the energetic pursuit of collaboration between GPA, 
nongovernmental organizations and the private sector, as recommended in the draft 
resolution on the subject; it agreed with the amendments proposed by the delegation of 
France. 

His delegation, while considering that the staffing situation in the field had 
improved, agreed with the delegate of Australia: delays in the employment of personnel 
were still hindering the filling of posts. The Director-General‘s continuing assistance 
would be required in facilitating the prompt placement of adequate numbers of staff. 

The management review recommendations had become all the more urgent as the impact 
of perinatal AIDS, in particular, was beginning to be felt. Predictions based on current 
prevalence levels suggested that, as a result of maternal AIDS, there would be a 10% to 
40% increase in infant mortality. In addition, it was becoming clear that AIDS would 
also greatly increase child mortality, perhaps by 100% in the 1-4 year age group in the 
next decade, as a result of deaths secondary -to perinatal AIDS. 

Efforts must be continued to evaluate the progress and impact of the Global 
Programme on AIDS so that mid-course modifications could be made where appropriate. The 
plan to establish a formal evaluation unit had the support of his delegation, which also 
urged the adoption of the draft resolution contained in resolution EB83.R17, subject to 
operative paragraph 4(3) being amended to read: 

to implement the recommendations of the GPA Management Committee； 

The city of San Francisco looked forward to hosting the International AIDS 
Conference in June 1990. 

Dr CO^KUN (Turkey) welcomed the review of staff appointment procedures, which would 
help to improve operations within the Global Programme on AIDS at all levels. The 
Director-General had given valuable assistance in that respect. Significant assistance 
with the implementation of other programmes and with infrastructure had already been 
provided in the context of the Global Programme. Assistance with information systems 
would be beneficial, even at the highest level, because both developed and developing 
countries experienced considerable difficulties in that area. He welcomed the rapid 
collection and dissemination of data with regard to AIDS and hoped that it would have 
valuable repercussions as far as other programmes were concerned. 

Regional and national requirements must be given serious consideration when it came 
to the use and distribution of resources. It was important to bear in mind that some 
countries gave less priority than others to the potential risks of AIDS, and that support 
should not be provided solely on the basis of countries' requests for help. If that 
happened, other countries would lag behind in their programmes, with adverse consequences 
for all. 



Although AIDS was not yet a very significant problem for Turkey, his country was 
aware of the vital need for action at world level and would therefore continue to provide 
full and active support for activities in the context of the Global Programme on AIDS. 

Mr BONEV (United Nations Development Programme) commended the outstanding 
achievements of the Global Programme. The extensive debate on AIDS attested to the grave 
concern felt by the world community at the pandemic threat that it represented. 

His organization and WHO had been collaborating for over a year through the WHO/UNDP 
Alliance to Combat AIDS. The Alliance made use of UNDP's multisectoral expertise and 
WHO'S international leadership in scientific and technical matters, as a result of which 
a number of governments had been helped to formulate national plans to combat AIDS and to 
mobilize the necessary resources. UNDP resident representatives and WHO's country 
representatives had cooperated closely in coordinating inputs for national plans. 

The effectiveness of the Alliance was to be evaluated in the near future and a 
report would be prepared for the first meeting of the GPA Management Committee in 1990； 
the use of country and intercountry indicative planning figures for AIDS prevention and 
control would also be reported on at that meeting. 

A workshop on the implementation of the Alliance had been held in 1988 and a second 
was to follow later in 1989 with the aim of ensuring the coordinated promotion and 
expansion of collaboration between governments, WHO and UNDP in AIDS prevention and 
control. 

Resident representatives and UNDP field offices were prepared to help coordinate 
AIDS-related activities, including those of nongovernmental organizations. Financial, 
logistic or administrative services and an established procedural framework for 
monitoring activities could be provided in that way. 

The socioeconomic aspects of AIDS, which had to be dealt with in addition to its 
scientific and technical aspects, were receiving more and more attention from his 
organization. 

UNDP had provided US$ 3.6 million for intercountry activities and US$ 3.7 million to 
support national AIDS programmes. About US$ 10 million within national indicative 
planning figures had been earmarked to date for AIDS prevention and control. Also, 
AIDS-related components were being increasingly incorporated when new UNDP-funded 
projects were being formulated and current projects reviewed. 

His organization was playing an important role in the Global Blood Safety 
Initiative, and had so far financed the main activities of that programme, which had an 
impact in combating not only HIV but also hepatitis В and malaria. 

He congratulated all concerned on the effects of the Global Programme and was 
gratified that a UNDP staff member had been appointed as deputy to the Director. 

He reaffirmed UNDP's commitment to joining with WHO in declaring war on AIDS and 
thanked those delegations that had stated their confidence in and support for the 
WHO/UNDP Alliance to Combat AIDS. 

Dr KESSLER (United Nations Children's Fund) said that her organization attached 
great importance to the Global Programme and sought to collaborate fully in it. UNICEF 
was particularly concerned with the direct impact of AIDS on children, women and families 
in the developing countries, and especially with the dramatic threat of increased 
mortality raÇes among children under five, as well as the increasing number of healthy 
children who became orphans owing to the death of their parents from AIDS. 

UNICEF was assisting national AIDS control programmes in many countries, with the 
support of a number of donors； related activities included school health education, 
education of the general public and training. 

Preventive measures had become a part of assistance to programmes in a number of 
African countries that were seriously affected by AIDS, and similar efforts had commenced 
in the Caribbean region. 

UNICEF would continue its efforts to ensure that the needs and concerns of children 
were given due attention in the face of a devastating pandemic. 



Nations associations, held in Athens in September 1988, it had been decided to alert 
members of the World Federation to the serious problems posed by the disease, and to ask 
them again to reinforce their national AIDS programmes. The nongovernmental 
organizations could undoubtedly play an important role at global, regional and national 
level. 

Dr MANN (Global Programme on AIDS), responding to points raised, noted that the 
delegates of the Netherlands and Gabon had highlighted the vital role played by 
nongovernmental organizations. In fact, it had been a pleasure for WHO to organize the 
first international meeting of AIDS "service organizations" in Vienna some months 
previously and to participate, with the Canadian Government, in the organization of a 
very large meeting of nongovernmental organizations to be held shortly before the opening 
of the International Conference on AIDS in Montreal. 

The delegate of Pakistan had drawn attention to the very fortunate situation of 
certain countries where no cases of AIDS had yet occurred. It was to be hoped that such 
a situation would continue. A consultation involving several WHO regions had been held 
in New Delhi in July 1988 and it had produced a document specifically directed to 
countries with a low current level of HIV infection, providing guidance regarding the 
adaptation of the global AIDS strategy to those particular epidemiological 
circumstances. The Secretariat would be glad to make that document more widely 
available. The delegate of Pakistan had also referred to HIV infection among sailors； 
WHO was organizing a consultation with ILO to discuss that problem. 

The delegate of Bulgaria had highlighted the importance of broad collaboration in 
the campaign against AIDS. The Bulgarian example and many others showed how, in the 
context of AIDS, ministries of education, of social affairs, and of women's affairs had 
worked closely with ministries of health for unprecedented intersectoral collaboration. 

The delegate of Mongolia had drawn attention to the opportunity which AIDS provided 
to improve blood transfusion systems. For a variety of reasons, in some cases concern 
over hepatitis В and other blood-transmissible agents had not been sufficient to generate 
political and social commitment for a reconsideration of the entire blood transfusion 
system. Through the Global Blood Safety Initiative it was hoped to take full advantage 
of the opportunity to improve not only the safety of blood against AIDS, but the safety 
of blood in general. 

The delegate of the Democratic People's Republic of Korea had referred to the 
priority given to health education, which was an essential part of the global strategy. 

The delegate of Denmark had highlighted -the importance of providing for the care of 
AIDS patients, the need for which would certainly increase dramatically over the next few 
years. 

The delegate of France had emphasized the importance of training. One of the areas 
to be taken into account in that connection was the improved use of blood. In a number 
of studies made in various countries it had been found that blood use and indications for 
blood transfusions needed to be reconsidered, since the demand for blood could be 
substantially reduced through a reassessment of the indications for transfusion. The 
issue was being dealt with in the Global Blood Safety Initiative. Thanks were due to the 
Government of France not only for its financial and moral support, but also for its 
indications of the ways in which WHO provided useful support to industrialized countries 
in the context of AIDS. 

The delegate of Uganda had highlighted an essential question which deserved further 
attention: when cases of AIDS increased over the next few years, despite active 
prevention and control work, would the public lose confidence in national programmes? It 
must be realized that the number of cases of AIDS occurring in the next few years would 
rise substantially in most countries despite national AIDS programmes, for the simple 
reason that they would develop in persons already infected with the HIV virus. The 
preventive programmes did not yet have any specific tool with which to assist such 
persons. The delegate of Uganda had also highlighted the way in which programmes to 
combat AIDS could provide resources and commitment for renewed efforts in areas such as 
health education at the central and district levels. He himself had recently visited 
Uganda and had been able to ascertain personally how the resources and commitments to 
combat AIDS had revitalized health education in general. 

The delegate of the United Republic of Tanzania had drawn attention to the need to 
examine, in the context of AIDS, the administrative relationships between governments and 
WHO. The Programme welcomed the opportunity to try to improve efficiency. 



The delegate of Yugoslavia had highlighted the coordinated social programme against 
AIDS, in which youth played a major role. The theme of World AIDS Day in 1989 would in 
fact be youth. 

The pioneering work being done in Zaire in respect of AIDS research and the public 
health efforts to combat the disease mentioned by that country's delegation was important 
not only for Africa, but for the whole world. 

In Hungary, WHO was planning, in collaboration with the Government, a meeting on 
AIDS prevention and control strategies in countries having low levels of HIV infection. 
The findings of the meeting would be used to build upon the document elaborated in 
New Delhi with a view to further refining the tools and guidance available for countries 
where the current level of HIV infection was low. 

The delegate of Hungary had requested further information on the prospects for the 
year 2000. It was estimated that, during the period 1989-1991, over 700 000 new cases of 
AIDS would appear, coming from the pool of approximately five million persons already 
infected with the HIV virus. That would bring the cumulative total of AIDS cases at the 
end of 1991 to over 1.1 million. WHO had requested a panel of 14 experts from 
industrialized and developing countries to look ahead to the year 2000 and to estimate 
the number of cases that would occur - with and without a strong globally coordinated 
AIDS programme - on the assumption that five million persons were infected at the moment 
and that no vaccine or widely usable treatment would be available before the year 2000. 
As regards HIV infection, the experts predicted that, without a globally coordinated 
programme, approximately three times as many persons would become infected during the 
1990s as had been infected thus far, and with such a programme twice as many. The 
difference would thus be approximately equal to the number of cases of infection that had 
occurred so far. As regards cases of AIDS, it was estimated that without a globally 
coordinated programme there would be approximately five million new cases of AIDS during 
the 1990s, and with a globally coordinated programme approximately four million, half of 
which would be persons already infected with the virus in the 1980s. Of the cases 
resulting from infection occurring during the 1990s, approximately 40% might be 
preventable. Thus the situation in the 1990s would be more difficult than in the 1980s. 
The results of the preventive action currently being taken would be only partial: it 
would not be possible to prevent all infections during the 1990s without a vaccine. The 
impact of current preventive action on the number of cases would not be felt until the 
mid-1990s. 

The delegate of the USSR had stressed the importance of training. Through its 
collaboration with the regional offices, GPA was organizing 137 separate training 
activities in 1989, the emphasis being on the training of trainers. In addition, the 
Organization's training activities were focusing to an increasing extent on counselling, 
clinical management for health care workers at all levels, and health promotion and 
education. WHO was also working with the international teachers‘ unions to strengthen 
leadership for education on AIDS within the teaching profession. 

The comments of the delegate of Australia on evaluation were appreciated. WHO was 
seeking to use the experience gained in the past few years in an effective manner. 

The delegate of Poland had mentioned the question of integration with other disease 
control efforts. There was, in fact, very close cooperation in WHO with the programmes 
on tropical disease research, sexually transmitted diseases and tuberculosis, among 
others. A great deal of work had been done in collaboration with the International Union 
against Tuberculosis and JLung Disease. 

It would be difficult to provide one single definition of AIDS because of 
differences in the background and "surrogate markers" of HIV infection and in laboratory 
capabilities. The paediatric definition of AIDS was even more complex than the 
definition for adult infection. Several meetings were scheduled for 1989 to try to 
clarify the definitions. 

The delegate of China had mentioned his country's regulations for AIDS management. 
In collaboration with WHO'S very active Health Legislation unit, the Chinese regulations 
had been translated and disseminated to all Member States. 

As that delegate had commented, Chinese traditional medicine might indeed offer many 
important products useful in the treatment of HIV infection. The Global Programme on 
AIDS had been working very closely with the Traditional Medicine unit with a view to 
exploring the resources of traditional medicine in a systematic way; GLQ223, a substance 



derived from the root of the Chinese cucumber, had a potential contribution to make in 
the campaign against AIDS. Clinical trials were expected to begin in the United States 
of America in the next month or two. 

The United Kingdom delegate had pointed out that in his country the rate of increase 
in AIDS cases had slowed down. It was to be hoped that the levels of infection among 
intravenous drug users would not cause yet another rise. 

In answer to that delegate's question, he said that the number of committees with 
which GPA worked had been reduced from the originally proposed total of 17 to only 
five. The effort required to work closely with the Global Commission on AIDS and the 
Management Committee was worth while, but it took time from the implementation of the 
Programme. 

With regard to the comment of the delegate of Israel regarding the epidemiology of 
AIDS, it should be borne in mind that paragraphs 14-16 of document A42/11 had been worded 
very carefully and had been endorsed by the global network of WHO collaborating centres 
on AIDS. Despite thorough investigations, no new modes of transmission had been 
detected. Nevertheless, GPA was exercising vigilance in that area. It remained in 
contact with researchers but saw no evidence of changes in the routes of transmission. 
That was an essential point which the public must understand, because fears of new, 
especially casual, routes of transmission could generate fears that might lead to 
discrimination. 

The delegate of Zambia had referred to Zambia's medium-term programme. WHO was very 
pleased to be collaborating with the Government of Zambia and looked forward to the 
one-year evaluation of the medium-term programme. President Kaunda's statement at the 
International Conference on AIDS to be held in Montreal was awaited with great interest. 

The delegate of Malawi had mentioned the deteriorating situation in his country. 
The problem that had to be faced was not merely national, but international. 

The delegate of Lesotho had stressed the need to prepare services for a large number 
of new cases of HIV infection and of AIDS. 

Japan's coordination of bilateral and multilateral work in the field of AIDS control 
described by the Japanese delegate was most welcome. 

The comments made by the delegate of Egypt were appreciated. The latest information 
on the neuropsychological and neuropsychiatrie aspects of HIV infection would be 
discussed later, but none of the detectable neuropsychological and neuropsychiatrie 
differences between asymptomatic HIV-infected persons and matched controls had revealed 
anything of functional significance. Therefore, the Airline Pilots' Association, for 
example, quite rightly did not test its members for HIV infection. Instead, it put 
pilots through flight simulation tests, and anyone who passed such a test was considered 
suitable to fly an aircraft. 

The comments made by the delegate of the United States of America were very much 
appreciated, especially the focus on perinatal AIDS, which was a threat to the 
child-survival initiatives. 

Referring to the remarks of the delegate of Turkey, he said that further 
collaboration with the Government was to be welcomed; a meeting on AIDS was scheduled to 
take place later in 1989 in Turkey. 

The representative of UNDP had given a full account of the WHO/UNDP Alliance. In 
addition to UNDP and UNICEF, WHO was collaborating actively with UNESCO, UNFPA, the World 
Bank, the United Nations Office in Vienna, ILO, FAO and other agencies. 

UNICEF's increasingly clear commitment to AIDS prevention and control was 
appreciated. In collaboration with the Government of France, WHO was organizing, at the 
end of November 1989, an important international conference on the implications of AIDS 
for mothers and children, to be sponsored by UNDP, UNICEF, UNFPA, UNESCO and the World 
Bank. 

The support of the World Federation of United Nations Associations was most welcome. 
The statements made by delegates had illustrated the variety of epidemiological, 

cultural and social situations to be found with regard to AIDS. Nevertheless, WHO's 
global strategy was fully relevant to all of them. In focusing on nondiscrimination and 
related human rights issues, the Director-General had recently stated in Paris that the 
Organization's strategy rested on several principles : one of the most important was that 
there was no contradiction between the requirements of public health, health law or human 
rights and fundamental principles of medical ethics. 

The development of the AIDS epidemic and of the science and technology needed to 
combat it must be closely followed. AIDS was a dynamic disease and complacency at any 



level could not be afforded. The Secretariat greatly appreciated the strong support 
shown by delegates, all of whom were invited to attend the informal meeting on AIDS to be 
held later the same day. 

The CHAIRMAN said that if he heard no objection, he would take it that the Committee 
wished to approve the draft resolution recommended for adoption by the Health Assembly in 
resolution EB83.R17, with the amendment proposed by the delegate of the United States of 
America. 

The draft resolution, as thus amended, was approved.丄 

The CHAIRMAN said that the delegation of France had withdrawn its proposal that the 
word "international" should be inserted before "nongovernmental" in operative 
paragraph 4(1) of the draft resolution on nongovernmental organizations and the global 
strategy for the prevention and control of AIDS. 

Mr VAN DONGEN (Netherlands) said that, although he had been unable to contact all 
the sponsors, he was sure that none of them would object to any of the other proposed 
amendments. He hoped that the draft resolution, as amended, would be approved without a 
vote. 

Mrs LE GUENNEC (France) said that, since the sponsors of the draft resolution had 
accepted the proposed amendments, her delegation would become a sponsor. 

о The draft resolution, as amended, was approved. 

3. FOURTH REPORT OF COMMITTEE В (Document A42/41) 

In the absence of the Rapporteur, Mr LARSEN (Secretary) read out the draft report. 
3 The report was adopted. 

CLOSURE 

The CHAIRMAN said that the World Health Assembly had been described in a new 
international magazine concerning health and development as "the forum for vetting social 
and political ideology with or without true health implications", rather than being 
concerned with "the rigorous examination of current and future health problems". It had 
been criticized for spending more time on lengthy reports and debates on political issues 
than on "the serious evaluation of emerging health issues in the developing world". If 
the Committee discerned any truth in that description, it would have to be vigilant when 
it came to determining its priorities for the years to come. The international 
reputation and authority of WHO were based on technical competence and on its wise 
decision to concentrate ijts activities within the health field. 

He expressed his gratitude to all those who had been involved in the work of the 
Committee, providing extensive support at all levels and valuable contributions to the 
discussions. 

The meeting rose at 12h00. 

Transmitted to the Health Assembly in the Committee's fourth report and adopted 
as resolution WHA42.33. 

о 
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