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PREFACE 

The Forty-third World Health Assembly was held at the Palais des Nations, Geneva, 
from 7 to 17 May 1990, in accordance with the decision of the Executive Board at its 
eighty-fourth session. Its proceedings are published in three volumes, containing, in 
addition to other relevant material: 

Resolutions and decisions1 - document WHA43/1990/REC/1 

Verbatim records of plenary meetings, committee reports, and list of participants -
document WHA43/1990/REC/2 

Summary records of committees - document WHA43/1990/REC/3 

1 The resolutions, which are reproduced in the order in which they were adopted, 
have been cross-referenced to the relevant sections of the WHO Handbook of Resolutions 
and Decisions. and are grouped in the table of contents under the appropriate subject 
headings. This is to ensure continuity with Handbook volumes I, II and III (second 
edition), which contain most of the resolutions adopted by the Health Assembly and the 
Executive Board between 1948 and 1989. 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 (second edition) of the Handbook (page XIII). 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday. 7 May 1990. at 17h05 

Chairman: Dr P. NARANJO (Ecuador), 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES 
(Document A43/1) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in 
Rule 33 of the Rules of Procedure of the Health Assembly, its first task was to deal with 
item 8 of the provisional agenda (Adoption of the agenda and allocation of items to the 
main committees)； that agenda had been prepared by the Executive Board, and issued as 
document A43/1. 

Addition of supplementary items to the agenda 

The CHAIRMAN informed the Committee that in view of Namibia's accession to full 
membership of WHO on 23 April 1990, a supplementary agenda item entitled "Assessment of a 
new Member : Namibia" should be added to the agenda. 

He further noted that, following the meeting in Lyon the previous week, the 
Governing Council of the International Agency for Research on Cancer had adopted an 
amendment to its Statute, which provided, in Article X, that amendments should enter into 
force only after they had been accepted by the World Health Assembly. It was therefore 
proposed that the Committee recommend the adoption of a supplementary item entitled 
"Amendment to the Statute of the International Agency for Research on Cancer". 

There being no objection, he concluded that the Committee was in agreement with 
those proposals. 

It was so agreed. 

Deletion of agenda items and allocation of remaining items 

The CHAIRMAN pointed out that two items on the provisional agenda that bore the 
proviso "if any" should be deleted: items 26 (Supplementary budget for 1990-1991) and 27 
(Working Capital Fund) with its two sub-items. 

As for item 25.3 (Members in arrears in the payment of their contributions to an 
extent which would justify invoking Article 7 of the Constitution), it was the proviso 
"if any" that should be deleted, since that item would have to be considered by the 
Assembly. 

A proposal had also been made to delete item 32.6 (Mines laid during wartime and 
their adverse effects on health and people) from the provisional agenda. 

1 See document WHA43/1990/REC/2, third plenary meeting, section 2. 



As there was no objection to those proposals, he would transmit the Committee's 
recommendations to the plenary meeting of the Assembly the following morning. 

It was so agreed. 

The CHAIRMAN noted that the Executive Board had allocated 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 Committee 
might recommend to the Health Assembly that it accept that allocation, which did not rule 
out the subsequent transfer of certain items from one committee to the other, depending 
on their workload. 

It was so agreed. 

Lastly, referring to the agenda items to be considered in plenary meeting, namely 
items 1 to 15, the CHAIRMAN recalled that the Health Assembly had already dealt with 
items 1 to 7 in the course of the afternoon. The Committee was at present dealing with 
item 8, on which he would transmit its recommendations to the plenary meeting the 
following morning. The remaining items (9 to 15) would be examined in plenary meeting as 
scheduled. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN pointed out that the Executive Board had decided that the duration of 
the Forty-third World Health Assembly should not exceed two weeks. He drew the 
Committee's attention to the preliminary daily timetable prepared by the Executive Board 
(document A43/GC/1), which stated, inter alia, that the Technical Discussions would be 
held concurrently with the debate in plenary on Thursday, 10 May and on Saturday, 12 May 
in the morning. In the absence of any objections to the timetable, he concluded that the 
Committee approved it in principle, subject to any changes that might become necessary. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Tuesday, 8 May, 
Wednesday, 9 May, Thursday, 10 May, Friday, 11 May and Saturday, 12 May. It decided to 
hold its own next meeting on Thursday, 10 May, at 17h00 in order to draw up the programme 
for the following week as well as the list for the annual election of Members entitled to 
designate a person to serve on the Executive Board. It also decided that the plenary 
meetings and the meetings of the main committees would be held from 9h00 to 12h30 and 
from 14h30 to 17h30, with the exception of Wednesday, 9 May, when the morning meeting 
would commence at 9h30. 

The CHAIRMAN drew the Committee's attention to resolution EB85.R15 recommending that 
the Director-General should be requested to "pursue methods of sensitizing the 
international community to the possibility of achieving agreement on health and economic 
priorities, using all possible approaches, including the involvement of leaders at the 
highest political level". The Director-General had accordingly extended invitations to 
Mr R.G. Mugabe, the President of Zimbabwe and Mr G. Andreotti, the President of the 
Council of Ministers of Italy, who would address the Health Assembly on the subject of 
the relationship between the world economy and health development, within the framework 
of item 9, during the morning of Wednesday, 9 May. The Director-General had also 
appointed a Special Coordinator, in the person of Dr Saburo Okita, former Minister of 
Foreign Affairs of Japan, to facilitate the discussion and ensure continuity. He 
believed he was interpreting the General Committee's feelings in thanking the 
Director-General for the arrangements made in pursuance of resolution EB85.R15. 

It was so agreed. 



He also proposed that, in accordance with established procedure, the order of the 
list of speakers wishing to take part in the debate on agenda items 9 and 10 - a list 
that already contained 93 names - should be strictly followed, and that new names should 
be entered in the order in which they were received. 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 17h25. 

SECOND MEETING 

Thursday. 10 May 1990. at 17h05 

Chairman: Dr P. NARANJO (Ecuador), 
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 ten Members whose term of office would expire at 
the end of the Forty-third World Health Assembly and who had to be replaced, 
namely: for the African Region, Malawi, Mali, Mauritania and Mauritius； for 
the Region of the Americas, Brazil； for the South-East Asia Region, 
Bangladesh; for the European Region, Italy and Sweden; for the Eastern 
Mediterranean Region, Jordan; and for the Western Pacific Region, Japan. 

As no additional suggestions were made by the General Committee, he 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 ten Members to the Health Assembly for the annual election of Members entitled 
to designate a person to serve on the Executive Board: China, France, Iraq, Myanmar, 
Rwanda, Sao Tome and Principe, Senegal, Seychelles, Union of Soviet Socialist Republics, 
and United States of America. 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. DRAFT RESOLUTIONS ON TOBACCO 

The CHAIRMAN drew the Committee's attention to two draft resolutions contained in 
documents A43/GC/2 and A43/GC/3. The first, dealing with tobacco or health, had been 
submitted by New Zealand under agenda item 10 (Review of the report of the 
Director-General on the work of WHO in 1988-1989), and the second, dealing with the 
control of world trade in tobacco products, had been submitted by Thailand under agenda 
item 18 (Strengthening technical and economic support to countries facing serious 
economic constraints). The draft resolutions were being presented for the Committee's 
decision as to their possible allocation under an appropriate item on the agenda of the 
Health Assembly. For that purpose the Committee might wish to consider four options : 
(a) to include the draft resolution in document A43/GC/2 under item 10, but decide that 
it would be discussed in Committee A, which would also consider the draft resolution in 
document A43/GC/3, submitted under agenda item 18; (b) to decide that both draft 
resolutions should be included under item 10, but be discussed in Committee A; (c) to 
defer consideration of both draft resolutions for prior discussion by the Executive Board 
in January 1991, to permit the preparation of adequate supporting documentation; and 
(d) to decide that one draft resolution should be considered by the Forty-third World 
Health Assembly, while consideration of the other should be deferred to a later date. 

Mr BOYER (United States of America) said that consideration of both draft 
resolutions should be deferred to the following year. His proposal was not related to 
the content of the draft resolutions. He recalled that a great many draft resolutions 
had been submitted to the preceding Health Assembly without there having been an 
appropriate agenda item. That had led to confusion. In the end many resolutions had 
been adopted without sufficient time having been allowed for their scrutiny by 
delegations. The Executive Board had, moreover, recently drawn attention to the 
importance of better management of the Health Assembly's work and the desirability of 
establishing a principle whereby no new technical subject would be introduced; such 
topics would first be considered by the Board, thus giving the Secretariat time to 
prepare a background paper and enabling the Board to discuss and possibly recommend a 
resolution. To decide that the Health Assembly should consider the proposed resolutions 
on tobacco would be contrary to that principle. He recommended that the topic be placed 
on the agenda for the eighty-seventh session of the Board. 

Dr SALMOND (New Zealand) explained that, following the Seventh World Conference on 
Tobacco or Health, held in Perth, Australia in April, New Zealand had decided to 
introduce a further resolution on the subject in the Health Assembly. The Secretariat 
had been notified accordingly and support sought from 20 countries. It was appreciated 
that there was no satisfactory item under which the resolution could be considered in 
Committee A. Nevertheless, the resolution built on previous resolutions adopted by the 
Health Assembly. It did not introduce any new evidence but was intended to reiterate to 
Member States the need to establish comprehensive tobacco control strategies and to 
support health ministers in adopting appropriate legislation and fiscal measures. In her 
statement to the plenary Health Assembly the New Zealand Minister of Health had spoken on 
the question at some length, and in discussions with other delegations it had been 
apparent that there was wide support for a resolution, both by Member States that had 
already enacted legislation and by others that were planning to do so. His delegation 
believed that such a resolution would be helpful to Member States in the current period 
and that the Health Assembly should not wait until the following year. The resolution 
had 18 sponsors, whose wish was that it should be considered by Committee A at the 
Forty-third World Health Assembly. 

Dr TOGUCHI (Japan) recognized the Importance of discussing the harmful effects of 
tobacco use on human health, but felt that since the subject did not fall under any 
current agenda item it should be considered first by the Executive Board so that 
delegates to the following Health Assembly would be fully prepared. That was the usual 
way of proceeding and would produce better results. 

Professor SHRESTHA (Nepal) was in favour of discussing the draft resolutions in 
Committee A, stressing the increasingly serious health risk that smoking represented in 
the Third World. In the case of Nepal, well over 80% of the population smoked - men, 



women and even children. Given the urgency of the situation the issue should not be held 
up by procedural considerations. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), while agreeing 
with the point of procedure brought up by the United States delegate, observed that the 
subject of tobacco or health was not unknown to the Health Assembly since considerable 
documentation existed on the subject. In view of the urgency of the topic he was in 
favour of placing the item on the agenda for Committee A, although he would introduce a 
number of basic amendments if that was the case. 

Mr SHU Guoqing (China), supported by Dr PRADO (Cuba), endorsed the proposal to place 
the subject of tobacco or health on the agenda for Committee A, considering that it was 
urgent for the Health Assembly to discuss the matter. 

Professor ROMERO (Chile) said that in view of the increasing number and lower age of 
smokers in the Latin American region, the topic justified a more flexible procedure. She 
therefore endorsed the proposal to include the item on the agenda for Committee A, 
although a thorough study should be prepared for the Forty-fourth World Health Assembly. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) considered that both draft 
resolutions could be considered by Committee A since the matter had already been 
discussed by the governing bodies. Nevertheless, documentation should be prepared on the 
two resolutions for the Executive Board. 

Mr VAN DONGEN (Netherlands) concurred with the views of previous speakers, but noted 
that he would be suggesting substantial amendments. 

The CHAIRMAN suggested that in view of the consensus emerging in the General 
Committee both draft resolutions should be discussed by Committee A at the Forty-third 
World Health Assembly under item 10. 

It was so agreed. 

3. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Mr Al-Sakkaf (Yemen), Vice-Chairman of Committee A, and 
Dr Ntaba (Malawi), Chairman of Committee В, on the progress of work in their Committees, 
the General Committee drew up the programme of meetings for Friday, 11 May, Saturday, 
12 May, Monday, 14 May, and Tuesday, 15 May, and agreed to hold its own next meeting on 
Monday, 14 May, at 17h30. 

The meeting rose at 17h40. 

THIRD MEETING 

Monday. 14 May 1990. at 17h40 

Chairman: Dr P. NARANJO (Ecuador), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Dr NTABA (Malawi), Chairman of Committee В, and 
Professor GIRARD (France), Chairman of Committee A, on the progress of work iri their 
committees, and having already decided at its last meeting that the committees would meet 
all day on Tuesday, 15 May, the General Committee drew up the programme of meetings for 
Wednesday, 16 May; it also decided to hold its own next meeting on that day at 17h30. 

The meeting rose at 17h45. 



FOURTH MEETING 

Tuesday. 15 May 1990. at 18h00 

Chairman: Dr P. NARANJO (Ecuador), 
President of the Health Assembly 

1. TRANSFER OF AGENDA ITEMS FROM COMMITTEE A TO COMMITTEE В 

The CHAIRMAN informed the General Committee that, in view of the good progress of 
its work, the Health Assembly could perhaps finish a day earlier than planned, subject to 
reorganization of the programme of work of the main committees； he asked their Chairmen 
to report on progress. 

Professor GIRARD (France), Chairman of Committee A, said that it still had a great 
deal to do, with three entire items remaining on its agenda, in addition to various draft 
resolutions concerning both the item currently under examination and previous items. He 
therefore asked that the General Committee consider transferring two of those items to 
Committee B. 

Dr NTABA (Malawi), Chairman of Committee B, in his turn reported on the state of 
work of his Committee, which was fairly near completion. 

The CHAIRMAN concluded from what had just been heard that Committee В was well 
ahead, and therefore asked the General Committee to transfer to it the following two 
items from the agenda of Committee A: Item 21 (Report of the International Conference 
for the Tenth Revision of the International Classification of Diseases) and Item 22 
(Hazardous wastes : safe disposal and control of health risks). 

It was so agreed. 

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

In view of the transfer of items just approved, the CHAIRMAN considered that the 
General Committee, in application of Rule 33(g) of the Rules of Procedure of the World 
Health Assembly, could set the date for closure of the Assembly two days thence, on 
Thursday, 17 May. 

It was so agreed. 

Having already established the programme of work for Wednesday, 16 May, the only 
amendment to which was cancellation of the planned meeting of the General Committee that 
the current meeting rendered superfluous, the Committee then decided on the programme of 
meetings for Thursday, 17 May, as the last day of the Health Assembly. Since the main 
committees had to complete their work in the early afternoon at the latest, the Assembly 
would have a plenary meeting at 16h00 in order to approve the final reports of those 
committees and then, after a brief interval, the closing session. 

3. CLOSURE 

After the 
of the General 

customary exchange of compliments, the CHAIRMAN declared the proceedings 
Committee closed. 

The meeting rose at 18hl0. 



COMMITTEE A 

FIRST MEETING 

Tuesday. 8 May 1990. at llh30 

Chairman: Professor J.-F. GIRARD (France) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda (Document A43/32) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, 
especially the delegation of Namibia, which had become the 167th Member State of WHO on 
23 April 1990. 

He then drew attention to the third report of the Committee on Nominations (document 
A43/32)l in which that Committee nominated Mr F. A. Pérez Carvajal (Colombia) and 
Mr K. Al-Sakkaf (Yemen) as Vice-Chairmen and Dr С. L. Mead (Australia) as Rapporteur. 

Decision: Committee A elected Mr F. A. Pérez Carvajal (Colombia) and 
Mr K. Al-Sakkaf (Yemen) as Vice-Chairmen and Dr С. L. Mead (Australia) as 
Rapporteur. 

The DEPUTY DIRECTOR-GENERAL welcomed participants, particularly the delegation of 
Namibia; it was its first Health Assembly as a full Member. WHO would continue to 
support Namibia as it had done before its accession to independence. 

The Committee had a very full agenda. Some items had already been discussed by the 
Executive Board, whose representatives would provide the Committee with appropriate 
information. The Secretariat would do all in its power to facilitate the Committee's 
work. 

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. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 17 of the Agenda (Resolutions WHA33.32, EB85.R6 and EB85.R8; Article 11.7 of 
the Code； Document A43/4 ) 

Dr BERTOLASO (representative of the Executive Board), introducing the item, said 
that document A43/4 was the sixth in a series of reports prepared by the Director-General 
in accordance with resolution WHA33.32 and Article 11, paragraph 7, of the International 
Code of Marketing of Breast-milk Substitutes. In their discussion of the report, members 
of the Board had drawn attention to the need to reinforce efforts for the further 
prevention and control of iodine deficiency disorders. They had observed that iodine 
deficiency constituted a serious social and health problem that could be overcome without 

1 See document WHA43/1990/REC/2. 
2 See decision WHA43(4). 
3 Document WHA43/1990/REC/1, Annex 1. 



resorting to high technology and vast resources. They had stressed the fact that Member 
States must continue to give priority to the prevention and control of iodine deficiency 
disorders through appropriate nutrition programmes as part of primary health care. In 
resolution EB85.R6 the Board recommended for adoption by the Health Assembly a draft 
resolution deciding that WHO should aim at eliminating iodine deficiency disorders as a 
major public health problem in all countries by the year 2000. The Board further 
recommended that the Director-General be requested to reinforce technical support to 
Member States and to mobilize additional technical and financial resources in that 
regard. 

Several members of the Board had expressed concern regarding the decline of 
breast-feeding and its effects on the health of infants and their mothers. Considering 
that appropriate action should be taken to protect breast-feeding where it was still the 
norm and to promote it where it was not, they had urged WHO and Member States to redouble 
their efforts to enable all women to breast-feed their infants during the first four to 
six months of life. They had also noted the important interaction between breast-feeding 
and child spacing and the relationship between lactational amenorrhoea and birth 
interval, and the health policy implications of the latter. In resolution EB85.R8 the 
Board recommended that the Health Assembly adopt a draft resolution urging Member States 
to promote breast-feeding and to apply the principles of the International Code. 

It had been noted that two potentially serious issues - breast-feeding and HIV 
infection; arid environmental pollutants in breast-milk - had not been mentioned in the 
report. The Secretariat had informed the Board that both were of concern and that WHO 
continued to monitor them closely; however, the situation had not changed significantly 
since the presentation of the previous progress report to the Health Assembly in 1988. 

Finally, virtually every member of the Board who had spoken on the subject had 
endorsed the Secretariat's proposal for the holding of an international conference on 
nutrition, to be convened by WHO and FAO in December 1992 in Rome, and designed, 
inter alia. to increase awareness of the worldwide transition in the manifestation of 
malnutrition from its traditional wasting and stunting aspects to the emergence of 
obesity and cardiovascular diseases as a consequence of diet and life-style. The 
conference would mobilize efforts and resources to combat all types of malnutrition and 
would help to improve coordination among all parties concerned and thereby contribute to 
securing better child and maternal nutrition. 

Mrs MACNAUGHTON (Canada) said that her delegation had studied the Director-General‘s 
progress report on infant and young child nutrition, and shared the Secretariat's concern 
regarding the decline in breast-feeding rates in many developing countries while noting 
at the same time that some countries were taking steps to reverse that trend. 

In Canada, measures based on the promotion of breast-feeding, public education and 
collaboration with health professionals had helped to increase breast-feeding rates from 
25% to 80% in the past 15 years. Canada had endorsed the aim and principles of the 
International Code in 1981 and believed its experience had shown that policy to be 
successful, even if it had elected not to regulate or legislate in that area. 

Her delegation was particularly pleased with the comprehensive approach to infant 
feeding promoted by WHO and appreciated the manner in which the Organization was 
complementing its work on the important issue of breast-feeding by developing policies 
and programmes for dealing with the multiple factors affecting the nutrition of infants 
and young children, including the crucial question of maternal nutrition. Thanks were 
due to the members of the Executive Board who had discussed that sensitive subject at the 
Board's eighty-fifth session and who had provided the Health Assembly with the benefit of 
their wisdom. The Board was to be particularly commended on the draft resolution 
entitled "Protecting, promoting and supporting breast-feeding", which her delegation 
hoped the Committee would approve as it stood. Canada also supported the draft 
resolution entitled "Prevention and control of iodine deficiency disorders". 

Dr CHAUDHRY (Pakistan) said that breast-feeding alone, if correctly practised, would 
prevent a significant proportion of the high infant and child morbidity and mortality 
prevalent in the developing countries； credit was due to WHO and other agencies for 
heightening awareness of that issue. 

In Pakistan, although the majority of mothers breast-fed their babies, infant 
malnutrition was widespread, and massive efforts were needed to educate mothers and 



families in matters related to breast-feeding and nutrition, while checking the promotion 
of breast-milk substitutes. According to a national nutrition survey carried out in 
1985-1987, 45% of young children were malnourished and 65% of young children and 45% of 
pregnant and lactating mothers suffered from anaemia, while an estimated 25-35% of 
newborns had low birthweight. Malnutrition persisted despite the increase in food 
production and in the mean per capita availability of food, and low-cost protein-rich 
food in the form of pulses was lacking. Poor food habits, uneven distribution within the 
family, inadequate feeding of children and poor weaning practices were root causes of the 
problem of malnutrition. The survey had shown that 68% of children aged 7-9 months were 
given only milk, even when other food was available. 

The problem was common to many developing countries. Pakistan's health policy was 
directed towards remedial measures : special emphasis during antenatal care on the 
treatment of anaemia, on nutrition education and proper weight gain; infant care through 
a growth monitoring programme, nutrition education, especially in regard to 
breast-feeding, and the introduction of food supplements at the appropriate age； and the 
launching of a broader nutrition education campaign among the public at large. A major 
child survival programme was, moreover, being initiated, with nutrition and health 
education as important components of the programme. 

Pakistan endorsed the draft resolution on the prevention and control of iodine 
deficiency disorders. 

Dr MASON (United States of America) said that, breast milk being the only complete 
nutrition for normal infants, his country strongly supported the promotion of 
breast-feeding, both as part of its domestic health objectives and in its foreign 
assistance efforts. One of its objectives was to increase, by the year 2000, the 
proportion of women breast-feeding their babies at hospital discharge to 75%, and of 
those still breast-feeding at six months of age to 50%, as against 54% and 21%, 
respectively, in 1988. 

The United States Agency for International Development (USAID) had undertaken to 
promote breast-feeding worldwide as one of the most cost-effective means of improving 
child survival； it had drafted a new strategy, still under review, to that effect, and 
would be со-sponsoring a technical policy-makers‘ meeting in July-August 1990, in 
cooperation with WHO and UNICEF, to review progress and develop strategies for the 1990s 
to promote breast-feeding. It was estimated that appropriate breast-feeding practices 
could save well over a million infant lives per year. 

Iodine deficiency disorders were prime candidates for global prevention and control 
efforts : methods for their prevention and control were well tested, available, and 
affordable. His Government fully supported WHO's efforts to eliminate such disorders by 
the year 2000, and through its Centers for Disease Control was actively participating 
with WHO, the International Council for Control of Iodine Deficiency Disorders and other 
international organizations in prevention and control programmes. 

His delegation supported the two draft resolutions recommended for adoption by the 
Health Assembly. 

Dr Won Ha Y00 (Republic of Korea), commending the report in document A43/4 and WHO's 
nutrition policy in general, said that his Government was taking a variety of measures to 
encourage breast-feeding, including the distribution of information materials and 
recourse to the mass media; the encouragement of the "rooming-in" system and prohibition 
of bottle-feeding in medical facilities unless prescribed; and the establishment of a 
milk bank at the National Medical Centre. Nongovernmental organizations such as the 
Women's Association were also actively participating in the campaign to encourage 
breast-feeding. 

His Government attached great importance to cooperation with other international 
organizations - notably UNICEF and FAO - in achieving the goal of health for all, and 
especially in the nutrition programme for mothers and children. Healthy nutrition should 
indeed be central to the Fourth United Nations Development Decade. 

His delegation fully endorsed the draft resolutions recommended for adoption by the 
Health Assembly. 

Dr HETZEL (Australia) strongly supported the proposed resolution on the prevention 
and control of iodine deficiency disorders. His country had taken a special interest in 



the problem and had sponsored the previous resolution on the matter in 1986； he was 
pleased to note that the report pointed to progress in prevention since that time. 
Moreover, as Executive Director of the International Council for Control of Iodine 
Deficiency Disorders (ICCIDD), he was honoured to note the recognition accorded to that 
body in the draft resolution. 

Australia had recently taken part in a bilateral programme with the People's 
Republic of China, where one-third of the population was under threat； according to the 
report, 1000 million people world-wide were at risk due to the fact of living in an 
iodine-deficient environment. The dangers were particularly evident at the stage of 
fetal, infant and child development, although adults were also affected with 
hypothyroidism, with obvious adverse consequences for the physical and mental energy of 
the entire population. As had been observed in China, India, Indonesia and, earlier, in 
Europe, corrective measures could result in a remarkable revitalization of 
iodine-deficient communities. Indeed, correction of what was a major impediment to 
social and economic development in many countries could lead to greater productivity, 
improved school performance among children and a better quality of life for the community 
as a whole. 

The elimination of iodine deficiency disorders as a major public health issue was a 
feasible objective for the year 2000 in the light of the remarkable progress achieved, 
particularly through the close relationship existing between WHO, UNICEF, ICCIDD and key 
bilateral agencies. Over twenty countries in Africa were currently developing control 
programmes, while working groups had been established in all WHO regions with the prime 
function of fostering national programmes. A Global Action Plan for elimination by the 
year 2000, developed by the ICCIDD and endorsed by United Nations specialized agencies 
and key bilateral agencies at the sixteenth session of the ACС Subcommittee on Nutrition 
in Paris in February 1990, called for expenditure of US$ 2 million a year on global and 
regional support for the establishment of national programmes. Such activities - which 
included workshops, training programmes, publications and expert assistance - must be 
escalated in order for the objective to be achieved. 

A great opportunity to eliminate iodine deficiency disorders lay before the 
international community and before WHO in particular. Commitment to action on the part 
of governments, intergovernmental agencies and communities throughout the world was the 
key to success in that undertaking. In 1978, the Director-General of WHO and the 
Executive Director of UNICEF had said that it was a crime for a child to be born 
suffering from the effects of iodine deficiency. Since some 20 million people were 
estimated to be currently suffering from such effects, the comment was obviously still 
applicable. 

The cost of salt iodizatiori could be estimated at 5 US cents per head per year for 
the 1000 million people at risk; in other words, US$ 50 million a year were called for, 
an amount of which half was probably already committed to that task. For a comparatively 
small investment, therefore, final victory was at hand. The Australian Government had 
pledged that it would work with other governments, WHO and UNICEF towards that goal. 

Australia also endorsed the draft resolution on the promotion of breast-feeding. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed the evidence in the report of worldwide 
improvement in the nutritional status of young children. Nonetheless, much remained to 
be done； education and promotion through the media were particularly important as a lack 
of understanding was a major reason why mothers prematurely ceased to breast-feed their 
babies. Greater efforts were called for to improve economic, social and cultural 
conditions in the poorer countries as a prerequisite for raising the nutritional status 
of mothers and children. Pointing out that breast-feeding was acknowledged to be closely 
related to the health of mothers and children alike, she observed that data to permit a 
comparative analysis of breast-feeding rates in certain regions were still lacking, 
although information currently available did provide an indication of trends. 

In conclusion, she said that the Greek delegation fully supported both the draft 
resolutions before the Committee, but would be proposing in due course an addition to 
operative paragraph 2 of that which dealt with breast-feeding. 

Mr VEHMEIJER (Netherlands) observed that while significant improvements in food 
availability and nutritional status had been reported, much obviously remained to be done 



to achieve global food security. The establishment of a global nutritional task force 
would help eliminate the "core" of extensive malnutrition - notably among infants and 
children - which still existed in all too many countries. 

The latest report on the breast-feeding situation revealed that a wealth of 
information was available； thanks to the data bank, it was possible to draw better 
conclusions. Unfortunately, however, and notwithstanding certain positive developments, 
the facts revealed by the report were not what had been hoped for. In many countries, 
breast-feeding was on the decline, in prevalence and in duration. 

The Netherlands Government believed that new coordinated activities were called for 
in order to put an end to, and if possible redress, that alarming situation. WHO, in 
collaboration with other multilateral agencies, governments and nongovernmental 
organizations, should protect mothers and their families from influences that inhibited 
breast-feeding. 

The continuing advance of breast-milk substitutes was a menacing development, 
particularly for newborn children; implementation in all Member States of the 
International Code of Marketing of Breast-milk Substitutes was a matter of urgency. In 
that connection, his delegation would welcome more specific and accessible information 
about measures introduced and their impact. The good work of the International Baby Food 
Action Network and the International Organization of Consumers Unions could certainly be 
matched by WHO. It could mark a new beginning for the Organization if requests from 
Member States were directed at helping to create the proper instruments to give effect to 
the Code, while a more active role on the part of WHO in generating requests for legal 
assistance and other forms of advice would make for better implementation and 
monitoring. Recent experience in his own country showed that the regulation of marketing 
breast-milk substitutes and the enforcement and monitoring of regulations were by no 
means transparent, straightforward matters； the stunting of discussion about legislative 
scope and procedure in the European Communities called for innovative approaches by WHO 
and by individual Member States. 

For its part, the Netherlands Government was prepared to support initiatives in 
legislation and implementation of the Code in developing countries； consequently, 
requests for technical assistance in relation to proposals for enforcement would be 
examined. 

The year 1991 would mark the tenth anniversary of the Code. His Government believed 
that the time had come for a review of national experiences in giving effect to the Code, 
both to learn about what had worked and to determine what remained to be done. He 
therefore suggested that WHO hold a technical meeting for the purpose of strengthening 
and furthering support provided by the Organization to Member States in their efforts to 
give effect to the Code, through the adoption of legislation, regulations or other 
measures. The Netherlands would be pleased to host such a meeting to complement the 
action being taken within the framework of the breast-feeding strategy of WHO and UNICEF 
for the 1990s, as reported in paragraphs 90 and 91 of document A43/4. Results should be 
reported to the International Conference on Nutrition to be jointly organized by FAO and 
WHO in 1992 or 1993. In that connection, he was pleased that FAO had suggested as an 
additional objective the monitoring of short-term changes in nutritional status, 
especially for vulnerable groups. Young children and their mothers would benefit from a 
Code monitoring scheme. 

The meeting rose at 12h35. 



SECOND MEETING 

Tuesday. 8 Mav 1990. at 14h40 

Chairman: Professor J.-F. GIRARD (France) 

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 17 of the Agenda (Resolutions WHA33.32, EB85.R6 and EB85.R8; Article 11.7 of the 
Code ； Document A43/4^") (continued) 

The CHAIRMAN invited the Rapporteur to read out the amendment to the resolution 
recommended in resolution EB85.R8 on protecting, promoting and supporting breast-feeding 
announced at the Committee's first meeting by the delegation of Greece. 

In accordance with Rule 52 of the Rules of Procedure, the amendment would be 
considered only when the resolution itself was taken up. 

Dr MEAD (Australia), Rapporteur, said that the amendment proposed by the delegation 
of Greece was to insert, in operative paragraph 2 ("URGES Member States"), a new 
subparagraph (7), to read: 

to ensure that families make the most appropriate choice with regard to infant 
feeding and that the health system provides the necessary support. 

Mrs TAGWIREYI (Zimbabwe) said that Zimbabwe welcomed the report of the 
Director-General on infant and young child nutrition (document A43/4). It served not 
only as a reminder that young child malnutrition was an important problem, but also 
provided Member States with up-to-date information on how the situation was evolving in 
the world. The report indicated that there had been some progress, especially in the 
implementation of the International Code of Marketing of Breast-milk Substitutes. WHO 
and the other international agencies that had been prime movers in that area were to be 
congratulated on their efforts. 

Zimbabwe particularly welcomed the amount of relevant documentation produced by WHO, 
with the support of other agencies. The publications riot only contained information that 
facilitated the reorientation of health workers towards breast-feeding, but also served 
as useful resource material for national programmes. 

Health workers were in the front line in breast-feeding promotion activities, yet 
were often ill-equipped to provide the necessary information and support: a study on 
knowledge, attitudes and practices recently carried out in Zimbabwe had confirmed that 
fact. Her Government was anxious to embark on activities aimed at increasing the 
knowledge and practical experience of health workers to enable them better to promote 
breast-feeding and proper infant nutrition. It would therefore welcome assistance from 
WHO and other agencies. 

While developing countries like Zimbabwe were in favour of promoting breast-feeding, 
they also had to deal with acute problems of infant malnutrition invariably associated 
with poor or inappropriate weaning practices. Her country felt that a shift in emphasis 
in future reports by the Director-General towards information on weaning-related problems 
would go a long way towards assisting developing countries in addressing them. 

In Zimbabwe, breast-feeding was generally accepted and practised in the rural 
population, but working women in urban areas were a source of concern. WHO and the other 
agencies involved in the provision of maternity benefits could provide much-needed 
assistance in that regard. Her delegation endorsed the resolution contained in 
resolution EB85.R8 on protecting, promoting and supporting breast-feeding. 

Zimbabwe was heartened to see that the subject of iodine deficiency disorders had 
been included in the Committee's agenda. Such disorders were becoming a serious public 
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health problem for many developing countries, and Zimbabwe was no exception. A survey on 
goitre undertaken in 1988 had caused the Ministry of Health to launch an urgent search 
for solutions. Zimbabwe was now developing a programme for the control of iodine 
deficiency disorders and was seeking financial and technical support for its 
implementation. It would be glad to hear the experience of other States that had 
implemented similar programmes. 

She wished to thank those agencies that had assisted Zimbabwe in its effort to 
quantify the problem of iodine deficiency disorders, namely WHO, UNICEF, the Swedish 
International Development Agency and the International Council for Control of Iodine 
Deficiency Disorders. Zimbabwe looked forward to the continuation of such support. It 
was particularly anxious to receive assistance in instituting appropriate mechanisms for 
monitoring its control programme : investment in laboratory equipment and other 
consumables was required for that vital activity. Any agencies that could collaborate in 
that area were earnestly invited to do so. 

Her delegation fully supported the resolution recommended in resolution EB85.R6 on 
the prevention and control of iodine deficiency disorders. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the problem of infant 
and young child nutrition, so far from decreasing, was becoming of greater importance. 
Although the problem itself and the implementation by Member States of the International 
Code were reviewed nearly every year at WHO's regular sessions and a number of 
resolutions had been adopted on the matter, an alarming trend towards a reduction in the 
prevalence and duration of breast-feeding was observable, especially in some developing 
countries. WHO had worked hard and successfully to publicize the benefits of 
breast-feeding for the health of both mother and child. Those activities should be 
further improved and intensified, for without adequate nourishment of infants and young 
children, especially in the developing countries, the goal of health for all would be 
difficult to reach. The Soviet Union supported the proposal to convene an international 
conference on child nutrition under the auspices of WHO and FAO. 

WHO should devote every effort to ensuring strict compliance with the International 
Code. The Soviet Union, for its part, was seeking to promote and expand breast-feeding, 
but the results so far had not been satisfactory. The same might be said with regard to 
the use of breast-milk substitutes : there was much room for improvement in the future. 
A law recently adopted on urgent measures to improve the situation of women, protect 
mothers and children and strengthen the family would offer an entirely new basis for work 
in those areas. 

WHO had made some progress, with Member States, in the control of iodine deficiency 
disorders, and that had made it possible to envisage eliminating such disorders as a 
serious public health problem by the year 2000. 

His delegation endorsed the draft resolutions recommended by the Executive Board. 

Dr KONDE (Guinea) said that his delegation welcomed the Director-General‘s report. 
Although in developing countries, including Guinea, breast-feeding was a fact of life for 
most women, it was disturbing to note that the practice was in sharp decline in large 
cities. The sociocultural context played an important role in that decline : young 
mothers often had to choose between continuing their schooling and caring properly for 
their babies and, in certain social groups, mothers believed that their own milk was 
"bad". Child development would surely suffer in such situations, and that was why the 
Director-General‘s report was so important, for educational efforts could play a large 
part in promoting breast-feeding. 

In connection with the problem of malnutrition, he was concerned by the impact of 
structural adjustments, in countries like his own, on nutrition. While a precarious 
balance had been struck in terms of food provision in rural areas, the populations that 
were increasingly flocking to urban areas often failed to benefit from urban services, a 
situation that created serious nutritional problems. 

He also drew attention to the problem of low-birth-weight babies, which played a 
preponderant role in infant mortality. Maternal nutrition was also a cause for deep 
concern in his country. Guinea was implementing an integrated primary health care policy 
in which, it was to be hoped, nutrition would increasingly become a fundamental element. 

Referring to Table 4 of the Annex to document A43/4, in which Guinea was listed 
among those countries that had not yet undertaken an assessment of iodine deficiency as a 
health problem, he said that a preliminary study made in one of the country's mountainous 



regions had showed that 70% of a sample of 300 people had had goitre. Five cases of 
cretinism had also been detected, and about 20% of children under five had goitre. 
Guinea was very much aware of the problem of iodine deficiency, as well as of the public 
health approaches that could be applied in dealing with it. For example, it was now 
trying to ensure that iodized oil, administered orally or by injection, was included in 
the list of essential drugs. 

His delegation supported the resolutions recommended by the Executive Board and was 
ready to participate in the relevant activities that were to be carried out. 

Professor LEOWSKI (Poland) commended the Director-General on the report contained in 
document A43/4, which provided a comprehensive overview of the subject of infant arid 
young child nutrition. In Poland, the International Code had been translated and 
distributed to all the relevant institutions, and appropriate recommendations had been 
issued to ensure compliance with the Code's principles. His Government strongly 
supported the breast-feeding programme and the Polish National Institute of Mother and 
Child Health was actively involved in its implementation. It was focusing its activities 
on four areas, of which the first was information, both for the general public and for 
health professionals, and the second, the training of health personnel: work in those 
two areas was being carried out as a package, in connection with other measures related 
to infant health. The third area was the protection of and support for working women, to 
enable them to continue breast-feeding as long as possible after their maternity leave 
had ended, and to enable them to extend their maternity leave. The fourth area was the 
surveillance of marketing practices regarding breast-milk substitutes and other infant 
food products. 

His Government supported the resolutions recommended by the Executive Board and 
endorsed the initiative for a comprehensive review in order to evaluate past achievements 
and identify weaknesses, with a view to further strengthening national and international 
activities. 

Dr ROXAS (Philippines) said that his country shared the concern of WHO and its 
Member States regarding both the prevention and control of iodine deficiency diseases and 
the decrease in the prevalence of breast-feeding. The Philippines had adopted a national 
code of marketing of breast-milk supplements and related food products which was intended 
to contribute to the safe and adequate nutrition of infants by promoting breast-feeding 
and ensuring proper use of breast-milk substitutes and supplements, when necessary. The 
code was the product of the combined efforts of individuals and organizations in both the 
governmental and the private sector, spearheaded by a national movement for the promotion 
of breast-feeding, and banned the use of health care facilities for the promotion of 
infant formulas and related products. It also required all government hospitals to 
provide rooming-in facilities. 

Since the code's adoption in 1986， several items of legislation had been adopted, 
including guidelines for the code's implementation and provisions for the creation of a 
task force to monitor the code and for the integration of the breast-feeding programme 
into the comprehensive maternal and child health programme. A memorandum of agreement 
had been adopted, requiring the code to be incorporated into medical, nursing and 
midwifery curricula. 

His country supported the measures described in resolution WHA39.28, operative 
paragraph 3(2)(a) and (b), and endorsed the proposal that an international conference 
on nutrition should be convened in 1992. 

Dr NORBHU (Bhutan) said that his country had suffered acutely from the scourge of 
iodine deficiency disorders. Having implemented a large range of measures to control 
such disorders, it particularly welcomed the call from the Director-General and the 
Executive Board for the adoption of a resolution on the subject, and wished to support 
it. 

Bhutan also welcomed and supported the resolution recommended by the Executive Board 
on infant feeding practices. However, iodine deficiency and breast-feeding were but two 
of the many nutrition problems faced by developing countries. He welcomed the conference 
to be organized by WHO and FAO and endorsed the formation of a task force. WHO should 
take a leading role in ensuring that worldwide efforts in the field of nutrition were 
meaningful and productive, that existing scarce resources were not dissipated, and that 
duplication of efforts on the part of the various agencies involved was avoided. 



Dr EGOZ (Israel) said that his delegation had studied the Director-General‘s report 
with interest. It was encouraging that there had been an improvement in the prevalence 
and duration of breast-feeding in many countries since the practice undoubtedly 
benefited the health of infants and their mothers and, indirectly, the health of other 
family members and the community at large. 

In Israel, breast-feeding was a basic component of the parent information and 
education activities offered by the nationwide network of family health centres and by 
other health education agencies, including several voluntary organizations. 

Israel had made considerable progress towards the goal of full implementation of the 
International Code. In 1983, the Ministry of Health had officially adopted the Code's 
recommendations on the labelling of breast-milk substitutes. The local manufacturer, 
which produced most of the infant formulas available in Israel, complied fully with the 
requirement that labelling should include a paragraph headed "Important notice" and 
stating that "human mother's milk is superior to any manufactured substitute" and "a 
substitute should be given to infants only if breast-feeding is inadequate or not 
possible". Pictures of children or infants on any infant formula packaging were 
prohibited. Local compliance was currently voluntary but legislation was in 
preparation. Imported infant formula foods were required to comply fully with the 
Code's recommendations. 

His delegation fully supported the two draft resolutions before the Committee. 

Dr САВА-MARTIN (Spain) said that previous speakers had already outlined the clear 
advantages of breast-feeding as compared with breast-milk substitutes. What he wanted 
to stress was the important role of health personnel in encouraging women to breast-feed 
because of the beneficial nutritional, immunological and psychological effects as well 
as optimum tolerance. In 1982, Spain had adopted technical health regulations governing 
the production, distribution and marketing of breast-milk substitutes, based on the 
recommendations of the International Code and covering the labelling and advertising of 
such products. The composition and use were to be clearly indicated and no claims that 
the products were superior to breast-feeding were permitted; in addition, mothers must 
not be encouraged, whether indirectly or directly, to use the products rather than 
breast-feed. 

Following the adoption of the International Code by the Thirty-fourth World Health 
Assembly in 1981, Member States had been encouraged to incorporate its recommendations 
in their national legislation and regulations. Regrettably, according to the most 
recent information, only 26 Member States had done so, seven in Europe, six in the 
Americas, six in Africa and the Middle East, and seven in Asia and Oceania. Adequate 
legislation was essential to ensure implementation of the Code； voluntary 
self-regulation by manufacturers was not sufficient. 

In order to achieve the goals of the Code and to implement the Executive Board's 
recommended resolution, his delegation proposed that (1) manufacturers should be urged 
to accept the provisions of the International Code and to stop offering free or cheap 
samples of breast-milk substitutes； (2) scientific data and documentation confirming 
the superiority of breast milk should be made available to health professionals； 
(3) mothers should receive adequate support and maternity leave in order to promote 
breast-feeding; (4) mothers should be informed, through obstetricians, paediatricians 
and raidwives, about the advantages of breast-feeding； and (5) advertising should not 
suggest the use of breast-milk substitutes except where mothers had insufficient milk to 
breast-feed. 

While he agreed that, as indicated in the report, breast-feeding could contribute to 
birth spacing, it should not be regarded as an effective means of birth control, and the 
use of methods of contraception that were more scientific and consistent with the 
advancement and independence of women, in line with the demands of women's movements, 
should be encouraged, with the support of WHO. 

Mrs MAKHWADE (Botswana) said that nutritional status remained an important factor in 
child morbidity and mortality in Botswana for a number of reasons, including the large 
number of rural households suffering the effects of variable availability of food and 
economic insecurity. Furthermore, breast-feeding was not always feasible for working 
mothers in urban areas. 

Botswana had instituted a number of measures to enable all nursing mothers to 
breast-feed during the first six months. The provision of health education and relevant 



information was being intensified. All nursing mothers were being encouraged to continue 
breast-feeding for as long as possible. Children and mothers at risk were being 
monitored and supplementary food was being provided where necessary. Nursing mothers 
were being given time off work to enable them to breast-feed and received full pay during 
maternity leave. 

Local production of a weaning food using local products was currently being 
developed, and it was hoped to make it available in about 18 months. 

Research activities had been intensified in that area and also in the area of iodine 
deficiency diseases. Public information on diarrhoea and nutrition was being given 
priority. Implementation of the International Code was being supported at hospital 
level, with elimination of the use of feeding bottles and promotion of rooming-in. A 
problem in monitoring violations of the Code was the fact that breast-milk substitutes 
were imported from a neighbouring country. However, mechanisms were being developed by 
the Ministry of Health to screen such imports. 

Her delegation supported the two draft resolutions before the Committee. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) said that her 
delegation commended the Director-General on his report and supported the two draft 
resolutions before the Committee. 

The report indicated a number of encouraging trends in food availability and 
improved nutritional status. Proper nutrition, a clean water supply, good sanitation and 
the availability of competent family planning services continued to be major contributory 
factors in the improvement of health status. One of the most pressing problems for many 
countries, especially the least developed, remained the effective implementation of 
agricultural and nutritional policies, and greater efforts were required to increase the 
production of food and ensure its equitable distribution. The United Nations agencies 
concerned should continue their efforts to that end; the setting-up by the 
Director-General of a global task force on nutrition was therefore to be commended. 

The progress made in implementing the strategy adopted by WHO in 1986 in the area of 
iodine deficiency diseases was encouraging and the International Council for Control of 
Iodine Deficiency Diseases was to be congratulated on its efforts. She understood that 
the omission of the United Kingdom from Table 4 of the Annex to the Director-General‘s 
report, which listed the status of the prevention and control of iodine deficiency 
disorders by country, would be rectified in due course. Although iodine deficiency 
diseases had virtually ceased to be a problem in the United Kingdom, there was 
epidemiological evidence to suggest that, where iodine deficiency had been a problem in 
the past, the current high levels of iodine intake were leading to thyrotoxicosis in 
older individuals. 

She welcomed the updated information on the prevalence and duration of 
breast-feeding provided in the report. It would be even more encouraging if a larger 
number of countries were to submit data on that topic. 

A report from Scotland on a two-year prospective study of infants to determine 
whether mode of feeding played a role in disease resistance had shown conclusive new 
evidence that, within the United Kingdom, breast-feeding for 13 weeks conferred 
protection against gastrointestinal and respiratory diseases for at least 12 months. 

The large disparities in the prevalence and duration of breast-feeding between 
regions, countries and population groups within countries were of concern, in particular, 
the emerging evidence of a decline in breast-feeding in the developing countries. A 
major effort would be required to reverse that trend, and there should be no complacency 
regarding the monitoring of progress. The resolution recommended by the Executive Board 
in resolution EB85.R8, in "which Member States were urged to cooperate with professional 
associations, women's organizations, consumer and other nongovernmental groups and the 
food industry to ensure that the principles and aims of the International Code were given 
full expression through appropriate policies and action, was therefore most timely and 
appropriate. The United Kingdom had fully implemented the recommendations on supplies of 
breast-milk substitutes to hospital and maternity wards contained in resolution WHA39.28 
adopted in 1986. Furthermore, in 1988, a breast-feeding initiative had been launched 
which addressed the primary purpose of the International Code and sought to promote 
breast-feeding by improving support to breast-feeding mothers； and stimulating the wish 
to breast-feed. The initiative was being jointly supported by three voluntary 
organizations in collaboration with health-care professionals, and its aims were 



consistent with those outlined in the widely-welcomed joint WHO/UNICEF statement on 
protecting, promoting and supporting breast-feeding , published in 1989. 

Although the summary of trends in action taken to give effect to the International 
Code contained in the report was encouraging, there was again no room for complacency. 
WHO should continue to provide technical support to Member States to assist them in that 
respect. 

With regard to the draft directive prepared by the European Commission on infant 
formulae and follow-up foods, it was clearly essential that that directive reflected WHO 
guidelines, particularly regarding advertising and the supply of cheap foods. 

Dr TOGUCHI (Japan) commended the Director-General on his comprehensive report and 
welcomed the approach used, namely to give a broad view of trends as well as focusing 
specifically on two priority concerns, iodine deficiency diseases and the promotion of 
breast-feeding. 

In addition to the recent developments in the Western Pacific Region outlined in the 
report, he was pleased to inform the Committee that in Japan promotion of breast-feeding, 
particularly since 1975, had been successful in increasing the percentage of fully 
breast-fed babies from 31.7 in 1970 to 49.5 in 1985. That achievement was the result of 
the joint efforts of health professionals and public health authorities at all levels, 
together with strong moral support from WHO. It had confirmed his delegation's view that 
WHO'S approach to the promotion of breast-feeding was appropriate, and further efforts to 
that end were well reflected in resolution EB35.R8. The draft resolution before the 
Committee was comprehensive, technically sound and appropriate and it was to be hoped 
that it would be approved by consensus. 

Dr LU Rushan (China) welcomed the report which provided valuable information. 
The promotion of breast-feeding was a long-standing policy of WHO, particularly in 

the developing countries, where it was considered to be the best approach to reducing 
child mortality, morbidity and poor growth. In addition, because of lactational 
amenorrhoea, it increased the interval between pregnancies, and therefore also enhanced 
infant survival and reduced maternal morbidity and mortality. 

Although, as the report indicated, there had been a significant improvement in the 
prevalence and duration of breast-feeding in the developed countries, there was a 
disturbing decline in both in the developing ones. There was thus an urgent need for WHO 
to work closely with Member States to launch health education campaigns to reverse that 
trend. 

China had made significant progress in improving infant and child nutrition and 
promoting breast-feeding. A press conference and a health education campaign on those 
issues would be held during May. 

The global action plan mentioned in the report for the eradication of iodine 
deficiency diseases by the year 2000 was scientifically feasible. 

Using the guidelines set out in the International Code, WHO had taken a number of 
steps to encourage Member States to promote breast-feeding and improve infant and child 
nutrition, and most countries had made some progress in that direction. The Code 
stressed that breast-milk substitutes should be given only to those infants most in need 
and that there should be no sales inducements. The Code had been introduced in order to 
protect breast-feeding and to guarantee the quality of breast-milk substitutes. However 
it had had to meet the challenge of the realities of market economics and social and 
cultural pressures, and there were still difficulties in implementation. Further efforts 
were needed if success was to be achieved. 

His delegation supported the two draft resolutions before the Committee. 

Dr SADRIZADEH (Islamic Republic of Iran) said that, since the adoption of the 
International Code, much progress had been made in the world in the area of infant and 
young child nutrition, including the promotion of breast-feeding. Although there had 
been a considerable improvement in the prevalence and duration of breast-feeding in a 
number of developed countries, the situation was deteriorating in many developing ones, 
particularly in rural areas and in low-income groups in urban areas. While 

1 Protecting, promoting and supporting bread-feeding: the special role of 
maternity services. A joint WHO/UNICEF statement. World Health Organization, 
Geneva, 1989. 



initial prevalence of breast-feeding was high, duration varied considerably, with a sharp 
decline at six months. More research would be needed to identify obstacles to the 
continuation of breast-feeding and to provide appropriate solutions. Although most 
countries had adopted the International Code and were making efforts to implement its 
recommendations, there was still much to be done. 

His Government had adopted the Code and had taken a number of steps to ensure 
implementation. A national committee for the promotion of breast-feeding had been 
established. The Code had been translated into Farsi and distributed to the health 
workers and institutions concerned. Advertisements for milk formulas had been banned, 
and the distribution of samples to hospitals and private practitioners had been 
discouraged. 

Working mothers were being given properly arranged paid leave to ensure initiation 
and continuation of breast-feeding. A booklet on infant nutrition and breast-feeding had 
been published and widely distributed. The initiation and development of rooming-in had 
played a major role in limiting bottle-feeding in maternity wards. Immunization, oral 
rehydration therapy, nutrition and promotion of breast-feeding had formed the main 
components of a national campaign conducted in 1989 which had increased knowledge among 
mothers about breast-feeding by 90%. A survey had shown that 70% of Iranian mothers now 
breast-fed their infants for at least 12 months. There was still much to be done, and 
efforts would be concentrated on wider implementation of the Code, with the aim of 
improving still further infant and young child nutrition in the Islamic Republic of Iran. 

His delegation supported the two draft resolutions before the Committee. 

The CHAIRMAN noted that a number of delegations had informed him in writing of their 
support for the two draft resolutions before the Committee. 

Professor MATTHEIS (Federal Republic of Germany) thanked the Director-General for 
his report, which was of great interest. It was especially gratifying that 
breast-feeding and breast-milk substitutes could now be discussed in an objective manner 
at a technical level, free from outside influences and earlier pressures. Since it was 
generally agreed that breast milk was the best food for healthy infants in the first 
months of life, her country had initiated a number of measures for furthering the 
promotion of breast-feeding. A comprehensive study on breast-feeding behaviour and its 
prenatal and postnatal determinants had been concluded; its results had been conveyed to 
physicians and other health workers and would also be made available to interested 
members of the public. The prevalence and duration of breast-feeding were continuing to 
increase in the Federal Republic, especially among well-educated young mothers, who 
gratifyingly no longer clung to the opinion that the fattest babies were the most 
beautiful and the healthiest. One growing problem, however, was the pollution of breast 
milk with harmful substances. A project was under way to study the possible harmful 
effects of different concentrations of such substances in human tissue in order to assess 
their toxic potential. A solid scientific basis was required to weigh the known benefits 
of breast milk against possible risks caused by pollutants. Every effort should also be 
made to restrict the entry of pollutants into the environment and the food chain. 
Voluntary restrictions on the advertising of breast-milk substitutes were being applied 
by the food industry in the Federal Republic； the Government was awaiting a decision by 
the European Commission on a unifying directive on infant formulas and follow-up milks 
before introducing national legislation on the subject. 

Since iodine deficiency disorders were a major health problem in many countries, 
including the Federal Republic, her delegation supported the draft resolution on the 
subject as well as that on infant feeding. 

Dr CHOE Tae Sop (Democratic People's Republic of Korea) said that his delegation 
fully supported the two draft resolutions. 

Infant and young child nutrition continued to be a serious health problem in many 
parts of the world, especially the developing countries. He greatly appreciated the 
steps that the Organization had taken to improve such nutrition, including the promotion 
of breast feeding. He was particularly concerned with the development of appropriate 
nutrition through the use of local food resources (paragraphs 94-97 of the report). The 
provision of supplementary nutrition in the weaning period was as important as breast 
feeding in protecting the health of infants and young children, but it was only rational 
to meet that need on the basis of the local food resources available in the country 



concerned, which were suited to the constitutions of its children and acceptable to their 
tastes. In the Democratic People's Republic of Korea, factories had been built to 
manufacture children's foods, and in addition its cooperative farms produced highly 
nutritious foods. Its children's nutritional requirements could thus be met from local 
food resources which were compatible with their physical needs. It was hoped that WHO 
would continue its efforts to enable each country to explore its own nutritional 
resources and so solve the problem of child nutrition in a way suited to the children of 
that country, as well as to encourage the international community to strengthen its 
cooperation in the field. 

Professor EKOUNDZOLA (Congo) expressed his delegation's support for the draft 
resolution on breast-feeding. In the Congo, 85% of mothers in urban areas and 100% of 
those in rural areas breast-fed their infants； mixed feeding, however, was practised at 
two months by only 34% of mothers and at three months by 37%. Weaning was often carried 
out early, before the age of six months, but mistakes were sometimes made in weaning 
owing to ignorance of the nutritive value of supplementary foods. National programmes on 
the matter had been launched with international assistance. 

The Congo also supported the draft resolution on iodine deficiency disorders. 
Factors leading to the development of iodine deficiency in the Congo were low levels of 
iodine in soils and plants and the consumption of improperly prepared manioc. The 
prevalence of goitre in endemic areas was 32%. A programme for the control of endemic 
goitre through the provision of iodized cooking salt or iodized oil capsules had been 
prepared and funding had been requested from WHO. 

Mrs NURU (United Republic of Tanzania), commending the Director-General on his 
report, said that malnutrition was a major public health problem in her country, 
especially among children, where 6% of under-fives suffered from severe malnutrition. 
There was therefore a continuing determination to promote proper nutrition, especially 
among infants and young children, despite the fact that the multifactoral nature of the 
problem did not make it an easy task. Her delegation therefore strongly supported the 
draft resolution on breast-feeding. 

In Tanzania, an estimated 5.6 million people out of a population of nearly 
25 million suffered from goitre, cretinism and cretinoidism, while nearly 40% of the 
population were at risk of developing iodine deficiency disorders. The country was 
therefore fully committed to eliminating such disorders by the year 2000 by providing 
iodized oil capsules for oral treatment in highly endemic areas as an urgent measure and 
promoting the universal iodization of salt for human consumption as a long-term measure. 
Over 2.5 million people in severely affected areas had already received iodized oil 
capsules as part of primary health care in programmes supported by SIDA and UNICEF, which 
had improved the situation in those areas and also acted as an entry point for other 
health and nutrition programmes. In the long term, Tanzania wished to iodize all salt 
intended for human consumption and gradually phase out the use of iodized oil within two 
years. Because of its potential capacity for salt production, iodization of salt in 
Tanzania would also assist in the prevention and control of iodine deficiency disorders 
in neighbouring countries that imported its salt. 

During 1990-1993, the Tanzanian Government, with support from the Netherlands and 
Italy, would ensure that iodization plants were installed at major salt production 
sites. Tanzania's commitment to the elimination of iodine deficiency disorders was also 
evident in the education workshops it had organized at local and national levels as well 
as its hosting of international meetings on the subject. Tanzania had also worked 
closely with neighbouring countries in initiating prevention and control programmes in 
Ethiopia, Kenya, Malawi and Zimbabwe and in coordinating the prevention and control of 
iodine deficiency disorders in the eastern and southern African subregion. It was hoped 
that such initiatives would lead to more aggressive control programmes and actions in the 
subregion and in Africa in general and that the support given at the international level 
to such efforts would continue so as to ensure the elimination of iodine deficiency 
disorders by the year 2000. 

Her delegation strongly supported both draft resolutions. 

Dr ZAMFIRESCU (Romania) welcomed the report and expressed his delegation's support 
for both draft resolutions. 



Serious iodine deficiencies had at one time affected fairly large population groups 
in his country. His particular concern at present, however, was with infant and young 
child nutrition in Romania, which had been the subject of a number of studies carried out 
recently by various national institutions. Such studies had concentrated on two aspects, 
firstly the preparation of the most appropriate formulas for the various age groups 
concerned as a preliminary to their industrial manufacture, and secondly the effect of 
different dietary programmes on nutritional status, with particular emphasis on diets to 
help children recover from malnutrition. The findings of the first group of studies 
showed that the food products manufactured in Romania, although they included the proper 
amount of proteins, fats and carbohydrates, contained insufficient quantities of vitamins 
and mineral salts because such substances were in short supply. 

Other difficulties had also been experienced. At present, manufacturing plant was 
being received from abroad for the national production of milk products, especially those 
intended for infants. With regard to the national manufacture of other food supplements, 
12 experimental products had been approved and were comparable in taste and composition 
to imported products； certain difficulties, however, had reduced the number of such 
products currently available. Cereal products, especially gluten-free products, were 
practically unobtainable on the local market as their production was not cost-effective. 

Draft legislation had been prepared on minimum standards for the composition of 
foods for infant and young child nutrition. In the second aspect under study, namely 
diets designed to assist recovery after variable periods of malnutrition, the Ministry of 
Health, despite the considerable financial difficulties that the country was facing, was 
committed to ensuring the provision of appropriate foods to allow infants and young 
children to recover after a time of privation as well as political confusion that had 
resulted in serious widespread malnutrition with deficiencies in many nutrients. A 
vitally important aspect of those efforts was the provision of appropriate training for 
health staff and health assistants. 

Ms RAVN (Denmark) commended the Director-General on his report. Her country had, as 
early as 1984, through a voluntary agreement with the manufacturers of breast-milk 
substitutes, established a national code of marketing, which in almost all respects was 
in accordance with the International Code. In addition, a review mechanism had been 
established to follow up implementation of the Code under which an annual meeting was 
held to deal with problems and complaints, and to solve problems. Willing cooperation by 
all parties in that process meant that there had been only a few violations of the Code. 
A number of consumer groups had set up a mutual forum for breast-feeding and infant 
nutrition, in which manufacturers, health authorities and health workers' groups had been 
invited to participate. The forum had proved very active and innovative in its measures 
to promote a positive attitude to breast-feeding. Her delegation noted with satisfaction 
the continuing efforts by WHO to assist Member States in protecting and promoting the 
practice. It was concerned, however, that breast-feeding was not progressing 
satisfactorily in some parts of the world and stressed the importance of WHO's further 
encouragement of adherence to the International Code by providing assistance in the 
matter to Member States at their request. It was gratifying that many countries were 
taking active steps to implement the Code. 

Her delegation recognized that the draft resolution before the Committee was a 
compromise； it favoured adoption of the present wording with the amendment proposed by 
Greece. It also supported the draft resolution on iodine deficiency disorders. Lastly, 
it welcomed the suggestion that a technical meeting should be held in 1991 to mark the 
tenth anniversary of the Code. 

Professor ROMERO (Chile), welcoming the report, expressed her delegation's support 
for both draft resolutions. Although much had already been done, the report made it 
clear that it was ethically imperative to continue to seek further progress in order to 
reduce infant mortality and improve the nutrition and quality of life of surviving 
infants. Earlier studies in Chile were being resumed; they showed that efforts to 
improve infant and young child nutrition, when combined with activities to protect 
psychomotor and emotional development in children, could have a major impact on child 
health at a marginal support cost within the context of overall health care for that 
vulnerable group, especially when carried out with the participation of families as part 
of local primary health care systems. Breast-feeding provided an excellent example of 
the value of such a combined approach; Chile was making efforts to promote 



breast-feeding in that context through programmes carried out in collaboration with 
UNICEF and WHO/PAHO. The effort of social communication that underlay those programmes 
helped to reinforce conventional health care delivery while taking into account other 
aspects, such as social security, both in general and for working women in particular, 
and the relevant legislation. The interaction between the protection of nutritional 
status and psychomotor development made them contributory factors in achieving the 
quality of life implied by the goal of health for all by the year 2000. 

Chile, as an Andean country with a high prevalence of endemic goitre, welcomed the 
attention given in the report to iodine deficiency disorders, especially as 
technologically simple means were available to provide the iodine supplements that would 
help to eliminate such disorders by the year 2000. In conclusion, her delegation 
welcomed the plans to hold an international conference on nutrition in Rome in 1992, and 
commended WHO and FAO for placing both malnutrition and disorders due to overeating, such 
as obesity and cardiovascular diseases, on its agenda. 

Dr DUALE (Zaire) said his country was one of those in which iodine deficiency 
disorders posed a serious problem. A national control programme had been launched, based 
on two main strategies : administration of iodized oil to women of child-bearing age and 
to young children, within the framework of primary health care, and public education in 
how to prepare manioc in such a way as to reduce its goitrogenic effects. In addition, 
salt iodization feasibility studies were now under way. 

He thanked WHO and other international agencies for the support that they had given 
to Zaire's iodine deficiency control programme. Zaire would continue to favour 
prolongation of the breast-feeding period, as well as improvements in the nutrition of 
nursing mothers. 

His delegation supported the two draft resolutions under consideration. 

Dr YAOU (Niger) said that in Niger, although available data indicated that 
breast-feeding was still predominant in both urban and rural areas, in the cities its 
average duration had fallen from 23 months to 19 months. It was also rare for women to 
prepare special meals for infants during the weaning period. Pockets of iodine 
deficiency existed along the frontiers with Mali and Nigeria, with goitre rates often 
exceeding 70%. Inadequate breast-feeding and unsuitable eating habits were two factors 
which had helped to increase the prevalence of protein-energy malnutrition, with 
consequent anaemia and xerophthalmia. Surveys had shown that the prevalence of acute 
malnutrition was 14.9% in the urban areas and 24% in the rural areas, while for chronic 
malnutrition the figures were 22% and 39.5% respectively. 

In such a situation, and taking into account the more favourable climate that now 
existed, policies adopted should be based on an integrated approach which would regard 
nutrition not in isolation, or as a factor which could not be subjected to control, but 
rather as an integral part of the development process of the community. Such policies 
should be designed to promote social mobilization and nutrition education, which would 
eventually enable the community to manage its own nutritional problems. (The Joint 
WHO/UNICEF Nutrition Support Programme was a good example of such an approach, but 
unfortunately, for reasons that were not yet clear, WHO was beginning to disassociate 
itself from the Programme just as it was beginning to bear fruit.) Policies should also 
aim to establish a permanent and effective food and nutrition system, and to give 
national authorities concerned with nutrition the resources and skills they needed in 
order to prepare and carry out programmes, as well as to provide information and to 
coordinate activities. 

His delegation strongly supported the draft resolutions recommended in 
resolutions EB85.R6 and EB85.R8, and requested WHO to increase support to Member States 
to enable them to speed up the preparation and implementation of iodine deficiency 
prevention and control programmes. WHO should also help countries in setting up 
consumers' organizations, for without the protection of such organizations those 
countries would probably continue to be the unwilling recipients, not only of milk 
products that were less nutritious and gave less protection than breast-milk, but also of 
other potentially dangerous products. 

Dr IBRAHIM DIDI (Maldives) said that although in the Maldives, as in many developing 
countries, breast-feeding was virtually universal, especially in the rural areas, two 
factors gave cause for concern. The first was the decline in breast-feeding in the urban 



areas because of the greater social status attached to bottle-feeding, and the second was 
the threat to breast-feeding posed by international competition for markets for 
breast-milk substitutes. 

In order to promote greater understanding of the advantages of breast-feeding in the 
prevention of diarrhoeal diseases, balanced nutrition, and the transmission of immunity 
to the infant, as well as the benefits in child-spacing for the mother, her Government 
had formulated a national policy on infant feeding and weaning practices, and had 
developed guidelines on the marketing of breast-milk substitutes. It also intended to 
prepare new guidelines for health staff and health institutions emphasizing the 
importance of breast-feeding. 

She welcomed the efforts being made by WHO to promote education and the development 
of expertise in the areas covered by the report. Her Government looked forward to 
receiving guidance from other countries which had acquired greater experience in 
implementing infant and young child nutrition programmes. 

Professor MANCIAUX (France) said that France approved the International Code of 
Marketing of Breast-milk Substitutes and, while it desired to avoid excessively strict 
national control of infant nutrition, had taken a number of steps to promote 
breast-feeding. The first, which had been taken several decades earlier, was the 
provision of paid maternity leave for young working mothers, designed in part to 
facilitate the establishment of breast-feeding. Although such leave - which had recently 
been extended - was an indirect measure, it was obviously an important one. Other 
measures in line with the provisions of the International Code had been the introduction 
of regulations governing the advertising of breast-milk substitutes, and the banning of 
the distribution of samples in State maternity homes. Public education, and in 
particular the education of pregnant women, was being developed; the new maternity card 
issued to all pregnant women included very specific advice on the point, and in addition, 
there was an ever-growing number of groups providing mutual help and support for nursing 
mothers. 

However, the training of health professionals still caused concern, and especially 
the training of physicians, who were still too often the least well-informed on the 
subject of infant and young child nutrition; efforts were being made to remedy that 
situation. Matters were gradually improving, and the number of women who breast-fed was 
on the increase, particularly among the better educated; however, the average duration 
of breast-feeding was still inadequate. 

Accordingly, his delegation endorsed the report by the Director-General, and 
supported the resolution on protecting, promoting and supporting breast-feeding contained 
in resolution EB85.R8, which in his view did not apply solely to the developing 
countries. His delegation also approved the resolution on the prevention and control of 
iodine deficiency disorders contained in resolution EB85.R6; those disorders had long 
been eradicated in his country, but were still serious and widespread in too many of the 
Member States of the Organization. 

He congratulated the Director-General, the Secretariat and, in particular, the 
Division of Family Health, on their sustained and determined efforts in those areas. 
France intended to take an active part in the conference on nutrition to be convened in 
Budapest in October by the Regional Office for Europe, as well as the joint WHO/FAO 
conference to be held in 1992 or 1993. 

Dr CHIMIMBA (Malawi) said that recent surveys had shown that in Malawi over 90% of 
infants were breast-fed in both urban and rural areas. However, there was some concern 
over the fact that that percentage dropped to 60% in the second year and to even lower 
figures in the third. 

Because of the positive effects of breast-feeding in the transmission of immunity 
and the prevention of diarrhoeal diseases, as well as in facilitating child spacing, 
Malawi was actively encouraging it, especially among working mothers in the urban areas. 
Many such mothers introduced food supplements at too early a stage and, in order to 
encourage the prolongation of breast-feeding, the Government allowed female employees up 
to three months paid maternity leave. Other measures, including rooming-in, were also 
being considered. For non-working mothers in both urban and rural areas, nutritional 
educational guidelines had been developed, with the emphasis on appropriate weaning 
practices, using locally available foods. A subcommittee on infant and young child 



feeding had been established, in conformity with resolution WHA34.22 on the marketing of 
breast-milk substitutes, to draft appropriate legislation on the subject. 

It had been estimated that some 800 000 persons in Malawi risked developing major 
disorders such as mental retardation, endemic cretinism, and neurological deficits due to 
iodine deficiency. Endemic goitre was only the tip of the iceberg in what was a major 
public health problem. Over the past five years, emergency short-term measures had been 
taken, including the mass injection of iodized oils and oral administration of iodized 
capsules. The feasibility of salt iodization on a local basis was now being studied. He 
thanked WHO for its support in that connection, and hoped that such support would be 
continued, so that a long-term solution to the problem of the prevention and control of 
iodine deficiency disorders could eventually be found. Malawi was working closely with 
the International Council for Control of Iodine Deficiency Disorders, with a view to 
ensuring that the entire population would be using iodized salt by the year 2000. He 
hoped that the Director-General would be able to continue to mobilize resources in 
support of Malawi's programmes. 

In conclusion, his delegation fully supported the two draft resolutions recommended 
by the Executive Board. 

Dr CORNAZ (Switzerland) stressed that breast milk was the best possible food for an 
infant, and every effort should be made to combat the tendency to abandon breast-feeding 
now becoming apparent in certain countries. Joint action should be taken by WHO, 
governments, and nongovernmental organizations, which should include women's groups and 
other concerned parties. Special attention should be given to the problems of urban or 
semi-urban women and to the problems of women wage-earners. She supported what had been 
said by the delegate of Bhutan on the need to create a task force and to avoid 
duplication of effort. In addition, she reminded the Committee that the Health Assembly, 
when the International Code was adopted, had called for a study of the effects of 
tropical or arid climates as well as those of transport and storage, on the quality of 
breast-milk substitutes. 

Since weaning marked a crucial stage in a child's development, and was often the 
source of subsequent health problems, more attention should be paid to it, and more 
efforts made to help mothers to prepare suitable weaning foods. Weaning foods should be 
suitable not only in terms of the needs of the child and of locally available products, 
but also in terms of the time and energy required to prepare them. Studies had shown 
that, while some traditions and taboos prevented the child's being given the foods it 
needed, others of considerable value had been abandoned in the name of modernization, to 
the detriment of child nutrition. She therefore supported the proposal that greater 
attention should be paid to the problem of weaning. 

More emphasis should also be placed on the question of maternal nutrition. Mothers 
in developing countries were particularly subject to malnutrition, which had 
repercussions on the infant's birth weight and on the mother's ability to breast-feed. 
As had been pointed out by the delegate of Guinea, low-birth-weight babies were much more 
vulnerable and had a much higher mortality rate. The problem was caused by a number of 
different factors, and tradition often played an important role； for example, in certain 
regions of Asia, mothers were only allowed small amounts of food, sometimes only in 
liquid form, for up to three weeks after the birth. Unfortunately, it was often more 
difficult to change traditions which had a bad effect on maternal nutrition than to 
preserve those which had a more positive effect. She hoped that WHO, together with other 
concerned organizations, would pay more attention to the subject. 

Her delegation supported the resolutions recommended in resolutions EB85.R6 and 
EB85.R8. 

Dr ARSLAN (Mongolia) said that in his country the importance of breast-feeding was 
now recognized, and it was being encouraged by the Government. Some 70% of mothers 
breast-fed their children up to the age of one year, and those unable to breast-feed 
could seek the help of official wet-nurses. 

The proportion of breast-fed infants was higher in the rural areas than in the 
cities, and supplementary feeding began at 4-5 months, as in most other countries. 

Mongolia was classified among countries where assessment had not been completed in 
the Annex to document A43/4, but clinical and epidemiological surveys indicated that the 
incidence of iodine deficiency disorders was high. Accordingly, his Government called 



for the support of WHO and other organizations in assessing the situation, with a view to 
preparing a joint plan of action for prevention and control in Mongolia. 

His delegation supported the two draft resolutions recommended by the Executive 
Board. 

Professor OLIECH (Kenya) said that his country, in line with the report's findings, 
had published a code giving guidelines for the promotion of breast-feeding, as well as 
guidelines on the use of breast-milk substitutes. Although advertising was banned and 
the use of such substitutes was no longer permitted in public maternity homes and 
hospitals, action was still needed to replace them in private clinics. Mothers were 
given information on breast-milk substitutes as part of primary health care programmes. 
An evaluation of the impact of the Code over the years since its adoption by the Health 
Assembly in 1981 was long overdue. 

Efforts had been made to persuade women in the rural areas to accept breast-feeding 
as part of a traditional pattern of rural life. Where urban women were concerned, the 
chief problem was how to make the practice acceptable. One initiative that had been 
developed by working women who were unable to return home to feed their babies was the 
expression of breast milk during the lunch break. The Government provided such women 
with paid maternity leave of up to 60 days, and a possible increase in that period to 
three months was now being studied. 

Iodine deficiency disorders presented a problem in Kenya, and the Government had set 
up a national body to deal with its epidemiological and nutritional aspects. All salt 
produced was iodized, and since no salt was imported iodization was easy to control. He 
thanked WHO, UNICEF and other agencies for their assistance in that area, and asked for 
that assistance be continued in the future. 

His delegation supported the two draft resolutions under consideration. 

Dr ABDULLA HAMDAN (United Arab Emirates) pointed out that the Islamic religion 
prescribed breast-feeding for a period of two years. Although the positive advantages 
for mother and child were now scientifically recognized, breast-feeding in his country 
had suffered as a result of economic and social progress, the advertising of breast-milk 
substitutes, and the influence of doctors who had come to practise in the United Arab 
Emirates after receiving their training in countries which did not encourage 
breast-feeding. The Ministry of Health, in cooperation with organizations such as WHO, 
had made efforts to promote breast-feeding, but much still needed to be done, in 
particular, the way that childbirth was handled in hospitals; newborn babies were 
separated from their mothers, which did not facilitate breast-feeding. Courses in 
medical schools should also be revised so that greater emphasis was placed on it. The 
health and economic benefits were of special importance for developing countries such as 
his own, and research should be carried out to identify patterns of behaviour which 
tended to discourage it. 

His delegation also supported the two draft resolutions before the Committee. 

Dr WILLIAMS (Nigeria) expressed his delegation's grave concern at the decline in the 
prevalence and duration of breast-feeding and the upsurge of bottle-feeding in many Third 
World countries, particularly where poor mothers had limited access to clean water. 
There could be no doubt that breast milk was best for children, since it enhanced their 
growth and development and protected them from diarrhoeal diseases and respiratory 
infections； moreover, when practised fully on demand over a long period, it served as a 
method of contraception - an important piece of information which should be widely 
disseminated in all health institutions. 

There could be no doubt that the decline in breast-feeding in some countries was 
largely due to the highly sophisticated marketing practices of manufacturers and 
distributors of infant formulas who even went so far as to distribute free and low-cost 
breast-milk substitutes to hospitals and maternity homes, in violation of the provisions 
of the International Code. Nigeria had already drafted legislation on the marketing of 
substitutes, and enforcement would be regular; it also welcomed the initiative advanced 
by the Netherlands representative concerning a scheme for monitoring the implementation 
of the International Code, and associated itself with his expression of appreciation of 
the work done by the International Baby Food Action Network and the International 
Organization of Consumers Unions； full use should be made of the experience and 
knowledge they had gathered over the years. 



Owing to the serious economic difficulties faced by many Member countries, 
malnutrition among children was increasing alarmingly. Reference had been made in 
plenary to the effect on child mortality and morbidity of deteriorating living standards 
and reduced purchasing power in a number of Third World countries : if that disturbing 
trend was to be reversed, substantial economic and material assistance must be extended 
by the advanced industrialized countries to the less developed countries, in order to 
relieve their crippling debt burden and to enable them to resume growth, to raise their 
living standards and to increase their purchasing power. 

In conclusion, he said that his delegation welcomed the proposed WHO/FAO 
international conference on nutrition and fully supported the two draft resolutions 
before the Committee. 

Dr VASSILEVSKY (Bulgaria) welcomed what was an informative report on a problem of 
the greatest significance to the health of the world population of the future. It was 
gratifying to learn that the general situation was improving, albeit slowly; his 
delegation attached great importance to continuation of WHO's activities in that area. 
Of all the issues raised in the report, the natural feeding of children of nursing age 
was the most significant. In recent years, Bulgaria had taken a number of steps to 
stimulate natural feeding, including: the organization of breast-milk donor banks for 
needy children; the popularization of dietary rules for pregnant women and nursing 
mothers； explanation of the benefits of natural feeding to nursing mothers through the 
mass media and at maternity clinics； the development of methods of stimulating 
lactation; the prohibition of commercial advertisements for breast-milk substitutes； 
the updating of students' curricula on problems of infant and young child nutrition; and 
so forth. As a consequence of those measures, the number of breast-fed children had 
increased from 45.7% in 1981 to 63% in 1989, although that figure remained low in 
comparison with other countries. 

In recent years, later introduction of supplementary feeding had been practised in 
order to maintain lactation; it was recommended to begin giving children vegetable purée 
at the age of four months, as in most countries of the European Region. 
Industrially-produced baby foods were mainly used for supplementary feeding, but because 
of the alarming ecological situation, difficulties were being encountered in providing 
pure raw materials for baby-food manufacture, and problems concerning the technology of 
milk-substitute production remained unsolved. 

On the other hand, neither iodine deficiency nor under-eating caused problems in 
Bulgaria; but in recent years the number of cases of obesity at an early age had 
increased from 8% to 12% in various parts of the country； studies had shown that the 
principal cause was incorrect nutrition - over-eating and consumption of large amounts of 
sugar and animal fats； that was a problem to be solved within the national strategy. 

Finally, Bulgarian social policy was directed towards extending the rights and 
privileges of mothers and their children, particularly at a time when society was 
undertaking a realistic appraisal of its activities and their results； such problems 
were given a prominent place in the political platforms of all parties. 

His delegation endorsed the two draft resolutions submitted for adoption by the 
Health Assembly. 

Mrs TAMAYO (Cuba) said that the report was an excellent document, which gave a broad 
international view of infant and young child nutrition and the problems of iodine 
deficiency disorders. It was indeed timely to draw attention to the precarious 
nutritional status of millions of people throughout the world. Although the report 
expressed some optimism concerning the future of the Third World countries, many of them 
were threatened by hunger； it was consequently important for WHO to keep the item among 
its major priorities. 

Cuba had initiated a multisectoral campaign on nutrition and feeding, with a view to 
reducing the incidence of diseases which were among the major causes of child morbidity 
and were closely related to dietary and nutritional patterns. Breast-feeding was one of 
the main objectives of the campaign, which had not yet achieved the expected levels； the 
Government was therefore trying to promote breast-feeding as quickly as possible. Goitre 
was not endemic in Cuba and protein-energy malnutrition affected less than 1% of the 
child population; perhaps the main nutritional problem, particularly for pregnant women, 
was iron deficiency: although not strictly speaking a health problem, the matter was of 
considerable concern to the Government. 



Her delegation supported the two draft resolutions before the Committee. 

Ms POIRIER (United Nations Children's Fund) said that every effort should be made to 
promote and ensure the initiation and maintenance of breast-feeding, beginning at birth. 
UNICEF believed that to be the right of all newborn infants and their mothers. Virtually 
all women could lactate : genuine physiopathological reasons for not being able to 
breast-feed were rare. Health care providers should help to ensure that women who chose 
not to breast-feed fully understood the implications of their decision. In May 1989, WHO 
and UNICEF had published a joint statement on protecting, promoting and supporting 
breast-feeding, with special reference to the role of maternity services. The statement 
described in detail activities that every facility providing maternity services and care 
for newborn infants should undertake in order to encourage the initiation and maintenance 
of breast-feeding, and summmarized them as ten steps to successful breast-feeding. The 
Executive Director of UNICEF had urged the field offices to distribute the statement 
widely and develop activities to implement it in country programmes of cooperation. In 
UNICEF's view, the provision to women - and particularly mothers - of correct knowledge 
and information about breast-feeding was crucial to the attainment of global health. It 
was important that those guidelines for breast-feeding should be presented as a tool for 
mobilizing the maternity care services in response to the concerns of mothers and 
mothers-to-be, not as a directive for exhorting mothers to do as they were told; and 
also to ensure that breast-feeding promotion would enhance women's capacity as mothers to 
care for their infants and children. UNICEF hoped that individuals or groups in any 
country who were trained in lactation management would be involved in national efforts to 
implement the joint WHO/UNICEF statement, together with other activities to protect, 
promote and support breast-feeding. UNICEF welcomed reports to the effect that the joint 
statement had been a "best-seller" in the United Kingdom in the last five months of 
1989 : the fact that the statement had been printed in English and French and had been 
translated into 12 languages confirmed the universal endorsement of the promotion of 
breast-feeding. 

UNICEF's mandate was to protect children and promote their optimal survival, growth 
and development, and breast-feeding was one of the key strategies to achieve those 
objectives. The efforts of nongovernmental organizations, including mother support 
groups and promotional groups, had helped to improve the situation in many countries. 
UNICEF appreciated the work of the many organizations monitoring and helping with the 
implementation of the International Code and other promotional activities, including the 
training of staff. Being concerned by any evidence that the Code was being violated, 
UNICEF urged all the parties referred to therein to implement and monitor its 
provisions. It reaffirmed that all infants should be exclusively breast-fed through the 
first four to six months of life, and that women should receive the support they needed 
to enable them to do that. Thereafter, foods complementary to breast milk needed to be 
introduced, but the breast-feeding should continue well into the second year of a child's 
life and for longer if possible. Complementary foods should be prepared at home from 
food available to the family. Industrially-prepared foods, which were suitable as part 
of a mixed, complementary diet, might be convenient in certain circumstance, providing an 
option for mothers who had both the means to buy them and the knowledge and facilities to 
prepare and feed them safely to their children; but those foods were not nutritionally 
indispensable. 

As part of its country cooperation programmes, UNICEF would continue to support 
national efforts to implement the International Code, resolution WHA39.28, other Health 
Assembly resolutions and all other activities designed to improve infant and young child 
nutrition. Because of the continuing decline in breast-feeding, UNICEF was accelerating 
its efforts in that area in order to enhance the gains made over the past decade in other 
areas of child survival and development. It applauded the close collaboration that had 
characterized the preparation of the WHO/UNICEF meetings on breast-feeding, со-sponsored 
by USAID and SIDA, scheduled to take place in June and July 1990. It was pleased to 
furnish the secretariat and to host the policy-makers‘ meeting to be held from 30 July to 
1 August 1990 at the International Children's Development Centre in Florence, Italy. The 
purpose of those meetings would be to achieve consensus on a strategy to increase the 
prevalence and duration of breast-feeding and mechanisms to implement the strategy as 
part of overall efforts to improve infant and young child health and welfare. 
Recommendations would also be prepared for consideration by the World Summit on Children, 



to be held from 29 to 30 September 1990 in the presence of the Executive Director of 
UNICEF; it was to be hoped that the Director-General of WHO would also attend. 

Mr PURCELL (Food and Agriculture Organization of the United Nations) said that since 
January activities for the preparation for the international conference on nutrition had 
been actively pursued in FAO, whose staff had met repeatedly with their WHO colleagues 
and representatives of other agencies concerned to discuss issues of common interest and 
the modalities of cooperation. The conference had been discussed at length on the basis 
of a joint FA0/WH0 presentation at the annual session of the ACС Subcommittee on 
Nutrition, held in Paris in February, and followed by an ad hoc interagency meeting 
called by the subcommittee at the request of both organizations. 

That meeting, held in Geneva in April, had set a benchmark for inter-institutional 
collaboration which was not only highly desirable but absolutely essential for the 
success of the planned conference. Although FAO could discuss the food aspects of 
nutrition and WHO develop its relations with health, in most cases the issue of 
malnutrition called for a comprehensive approach transcending sectoral boundaries. 
Organizations such as the World Bank and UNICEF had also acquired a great deal of 
experience in nutrition problems, especially at the project level； their contributions 
could be of particular significance. FAO and WHO were currently drafting a joint 
document taking account of the comments and suggestions of the United Nations agencies 
concerned. The document would be presented and discussed at an extraordinary session of 
the ACС Subcommittee on Nutrition in July in Geneva, when the со-sponsoring agencies 
would also be apprised of the reactions and inputs of bilateral institutes and 
nongovernmental organizations. It was hoped that the process would lead to a consensus 
and provide a general frame for the substantive work to be carried out over the next two 
years for the conference, which was scheduled for December 1992. As part of the 
preparations, FAO also planned expert consultations and would of course keep governments 
informed through regular channels of the progress made. 

In order to alert Member States about the nutrition conference and to focus their 
attention on specific nutritional problems, each of the five FAO regional conferences 
being held during the current year had placed an item on nutrition on their agenda. The 
Near East, European and Asian conferences had already taken place, and he could report 
that member countries strongly favoured further concrete steps to alleviate existing 
malnutrition problems. The participation of WHO representatives in each of those 
gatherings had been highly appreciated by the participating member governments. FAO and 
WHO were particularly keen to involve Member States at an early stage in preparations for 
the nutrition conference. FAO had been considering case studies at country level which 
would identify the strategies and programmes that had proved to have a sustainable and 
positive impact on malnutrition: it was aware, however, that such studies should not be 
limited to a sectoral assessment, but should focus on an integrated approach at community 
and household level. FAO hoped to be able to pursue that work in close collaboration 
with WHO and the governments concerned. 

Mrs ALLAIN (International Organization of Consumers Unions), speaking at the 
invitation of the CHAIRMAN, expressed her organization's thanks to the speakers who had 
recognized its efforts and those of the International Baby Food Action Network (IBFAN), 
which IOCU had helped to found and assist. The groups and individuals who had started 
working together 15 years earlier had had no idea that the task would prove such a 
lengthy one, or that they would have to become specialists in infant nutrition, analysing 
marketing techniques and hospital routines. All they had known at the outset was that 
bottle-feeding caused diarrhoea, infection, malnutrition and death. The value of 
breast-feeding had been known for many years, but only recently had biochemical and 
physiological research decisively proved that point. Scientific evidence had 
demonstrated how little was really known of the immunological properties of colostrum and 
of the importance of exclusive breast-feeding. And yet, while breast-feeding rates were 
increasing in industrialized countries, the reports showed downward trends in the Third 
World. 

Those trends were extremely worrying for the IOCU and IBFAN and called for a 
redoubling of their efforts, not only at the grass-roots level, but also where vested 
interests continued to undermine and discourage breast-feeding. In 1991, the 
International Code of Marketing of Breast-milk Substitutes would be 10 years old: IBFAN 



had helped to draft the Code and was committed to ensuring its implementation in all 
countries and at all levels. The tenth anniversary would be the occasion to draw up a 
balance sheet of what had been done so far. It was now generally recognized that 
breast-feeding was best for babies, but in practice there was still a long way to go. 
Hospital routines all over the world, with a few exceptions, still provided for the 
separation of mothers and babies after birth for 6 to 24 hours, as well as routine 
prelacteals and rigid feeding schedules. That inappropriate technology imported from the 
west inhibited breast-feeding, and it had been demonstrated statistically that more 
mothers established successful lactation if they delivered outside a medical facility. 
That was indeed ironic and suggested that the retraining of health professionals was 
called for where the subject of breast-feeding was concerned. 

During 1989, IBFAN-Africa had organized extensive training courses in the United 
Republic of Tanzania, Swaziland, Togo, Liberia and Zimbabwe； a similar training course 
in India for midwives and obstetricians had been so successful that IBFAN had been 
formally requested to hold such courses all over India. In Europe, breast-feeding 
information days had attracted maternity staff in hundreds. Much of that training work 
had been made possible by generous support from UNICEF. 

IBFAN was now collaborating with WHO on the technical aspects of analysing and 
updating medical textbooks. It had initiated that project several years earlier by 
sending out questionnaires, which had revealed that health professionals in many 
countries were provided with outdated, inadequate and often erroneous information on 
lactation management and infant feeding. A more comprehensive survey of course books in 
three different languages used in medical schools was now under way. Guidelines for a 
comprehensive chapter on breast-feeding and weaning were being drawn up and should 
contribute to better training of health workers at the outset of their careers. 

Turning to the International Code of Marketing of Breast-milk Substitutes, the 
speaker drew attention to her organization's updated 1988 chart entitled "The State of 
the Code by Country", which showed graphically that only seven countries had implemented 
the Code as law, while 13 had adopted all of its provisions as voluntary measures. As 
the free market swept into Eastern Europe, many of the government controls in 15 other 
countries might be eroded. It was a sobering thought that ten years after its adoption 
the Code was still awaiting legislation or other enforcement measures in nearly one 
hundred countries. The surveys involved a lot of hard work; IOCU hoped that WHO would 
make use of its findings and disseminate the charts. 

Whereas legislation tended to be static, marketing strategies were constantly on the 
move, adapted to new constraints and new techniques of creating demand. Weaknesses in 
the Code were exploited to the hilt, and IOCU had been most gratified when the Executive 
Board of WHO, in January 1990, had expressed so much concern about the continuing 
practice of providing hospitals with free or subsidized supplies, and rightly so, since 
it was now four years since the Health Assembly had adopted resolution WHA39.28 banning 
free supplies. In doing so, the Health Assembly had clarified the Code, but the practice 
continued even in countries which endeavoured to limit it. Japanese companies were very 
aggressive in marketing breast-milk substitutes, using follow-up milks and direct 
telephone counselling as new gimmicks which must be dealt with; the monitoring scheme 
suggested by the delegate of the Netherlands would provide excellent machinery for 
responding to such developments. 

IBFAN and IOCU also cooperated with UNICEF and WHO in educational "outreach". As 
partners in the publication Facts for life, they had distributed hundreds of copies and 
had organized its serialization in newspapers reaching over one million readers. 
Similarly, the joint WHO/UNICEF statement on protecting, promoting and supporting 
breast-feeding had been widely distributed and translated by IBFAN. It was also certain 
that breast-feeding would be on the agenda of a number of other meetings over the next 
year or two. The meeting in Florence in July 1990 would be of great importance, as would 
the "World Summit on Children", to be convened in New York later in the year. Then, on 
the occasion of the tenth anniversary of the Code in 1991, IBFAN and IOCU would be 
looking forward to active participation in the monitoring scheme in the Netherlands. The 
two organizations once again pledged their full energy to giving babies - the most 
vulnerable of all consumers - the very best possible start in life. 

The meeting rose at 17h50. 



THIRD MEETING 

Friday. 11 May 1990. at 9h00 

Chairman: Professor J.-F. GIRARD (France) 

1. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 17 of the Agenda (Resolutions WHA33.32, EB85.R6 and EB85.R8; Article 11.7 of 
the Code； Document A43/4 ) (continued) 

The CHAIRMAN informed the Committee that the delegate of Liberia had provided a 
statement indicating his delegation's support for the two draft resolutions recommended 
by the Executive Board for adoption by the Health Assembly. The statement added that 
experience in Liberia showed that the addition of fibronectin to the diet of malnourished 
children had proved extremely beneficial. A copy of the text provided by the delegate of 
Liberia would be transmitted to the technical programme, to be taken into consideration 
in the course of its activities. 

Professor TURMEN (Turkey) said that her delegation had examined the 
Director-General's comprehensive progress report and was grateful to the Executive Board 
for its thorough work. Breast-feeding was widely practised throughout Turkey, as an 
established custom: and 95% of mothers breast-fed, for an average duration of 
10.5 months. Much remained to be done in that area, however, because the malnutrition 
incidence was still very high (20%). Breast-feeding for too long without adequate and 
correct supplementation, or with early inappropriate supplementation, could cause 
malnutrition. Health information systems should therefore place more emphasis, not only 
on promoting breast-feeding, but also on appropriate weaning practices and balanced 
correct supplementation with locally available food. The Ministry of Health had an 
active national information and education programme regarding weaning practices. 

Malnutrition was usually taken to mean postnatal malnutrition. The definition 
should, however, be broadened to include intra-uterine malnutrition or intra-uterine 
growth retardation, the incidence of which was strikingly higher in developing 
countries. As many scientific investigations had shown, babies so affected during 
gestation were predisposed for learning and behavioural disorders. The Turkish 
delegation consequently believed there to be an urgent need for epidemiological data on 
the incidence of such malnutrition in the developing countries, and that future research 
should focus on the relationship between maternal nutrition and intra-uterine growth 
retardation. Greater global emphasis on that subject would help to combat a major cause 
of morbidity among newborn babies. She welcomed and supported the long-awaited 
international conference on nutrition, which would make a valuable contribution to 
maternal and infant health. Turkey fully endorsed the International Code of Marketing of 
Breast-milk Substitutes, and had taken specific measures in accordance with it. The 
draft resolution contained in resolution EB85.R8, with the proposed amendment, was fully 
acceptable. 

While supporting the recommended resolution on prevention and control of iodine 
deficiency disorders, her delegation considered that the time was ripe to stress the 
importance of neonatal screening programmes for hypothyroidism in areas without iodine 
deficiency. The incidence of congenital hypothyroidism was one in 4000 newborns. If it 
was diagnosed and treated before the age of three months, the baby could be completely 
healthy; if it was diagnosed and treated later, however, the child faced severe, 
irreversible mental and physical retardation. Screening tests for congenital 
hypothyroidism were routine in most developed countries. Despite their cost, the Turkish 
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delegation felt that the important task of identifying babies at risk of hypothyroidism 
could be accomplished with the help of international agencies and expertise, and by 
providing regional technical and laboratory support. Treatment was simple and cheap and 
the end result was a healthy baby. 

Dr KUPFERSCHMIDT (German Democratic Republic) remarked on the interesting fact that, 
in such a highly industrialized country as the German Democratic Republic, there had been 
an increase in breast-feeding over recent years. A number of studies had shown that more 
mothers breast-fed their babies, and for periods of increasing duration. Of 300 mothers 
studied in Berlin-Pankow, 76% had still been breast-feeding after four weeks and 18% 
after five months. The study had shown that motivation for breast-feeding depended on a 
number of social factors : women graduates breast-fed more frequently and for longer than 
women without professional training; and married women showed a higher breast-feeding 
prevalence than unmarried. The rooming-in at hospitals had a favourable influence on 
motivation for breast-feeding. The study had also shown that two-thirds of all mothers 
had decided to breast-feed before becoming pregnant, indicating that education for 
breast-feeding should take place very early. Paediatricians, midwives and nurses should 
give advice and assistance in the event of breast-feeding disorders. 

With regard to the prevention and control of iodine deficiency disorders, table 4 of 
document A43/4 mentioned the German Democratic Republic as a country with a well 
established prevention and control programme but where such disorders continued to 
present a significant public health problem, at least in some areas. Iodine-related 
goitre was endemic in the German Democratic Republic, its prevalence being particularly 
pronounced in the southern districts. Coordinated interdisciplinary measures since 1986, 
including the iodization of cooking salt, had led to significantly reduced prevalence. 
In newborns in the southern districts of the German Democratic Republic, the rate had 
fallen from the original level of 6%-12% to under 1%, while in adolescents, a reduction 
to some 50% of the initial level had been recorded. Iodine was also added to so-called 
"starting" foods for newborns. 

The comments concerning the German Democratic Republic, in paragraph 164 of the 
Director-General‘s report, remained valid. Approval by the Ministry of Health was a 
prerequisite for the marketing of national or imported breast-milk substitutes and other 
baby foods. Such approval was only granted when the products corresponded to the 
international standards of the Codex Alimentarius Commission and to the guidelines of the 
European Society of Paediatric Gastroenterology and Nutrition. All packets of baby food 
had to indicate the minimum age for first use and, if it contained milk, information on 
the advantages of mothers' milk and breast-feeding. 

His delegation supported the two draft resolutions. 

Dr DI GENNARO (Italy) welcomed the Director-General‘s report and the presentation by 
the representative of the Executive Board. Although a wide variety of food was available 
in Italy the situation was not satisfactory, particularly because of excessive food 
intake and significant nutritional imbalances. For instance, the average daily intake of 
saturated fats and proteins exceeded the recommended values. Elderly people, moreover, 
frequently lacked iodine. Her delegation endorsed the two draft resolutions submitted by 
the Executive Board. 

Education and information were major tools in achieving more balanced nutrition. In 
1989 and early 1990, an ad hoc campaign had been carried out in Italy, based on 
television and press advertising and on education and information through the 
intermediary of the national health service. Television "spots" and press advertisements 
had been produced by the Ministry of Health. A television video illustrating the overall 
objectives of the campaign had been produced for national health service staff, including 
physicians, dieticians, biologists, nurses and others active in the educational field, 
such as teachers and social assistants. A series of booklets, dealing with balanced 
nutrition during pregnancy and lactation, from birth to adolescence, in adulthood and in 
old age, had been produced for the general public, in an edition of five million. 

The Government of Italy was committed to the adoption of a more effective 
nutritional policy and to a further strengthening of the food safety monitoring 
programme. To that end, a national committee on nutrition and food safety had recently 
been established. The Italian Government also wished to set before the Council of 
Ministers of Health of the European Communities a proposal that 1994 be declared as the 
European Year of Nutrition and Food Safety: that initiative could be promoted in 



cooperation with WHO, its Regional Office for Europe and FAO. The Council might be 
invited to ask the Commission to present a proposal for an ad hoc action programme, 
designed: to sensitize the European population to the importance of preventing excessive 
or unbalanced food intake； to make the population, including food manufacturers, 
transporters, vendors and suppliers, aware of the importance of complying with food 
safety measures； to promote the provision of assistance to developing countries in their 
fight against undernutrition and malnutrition; and to promote a better integration of 
food safety and nutrition policy with the policies of EEC and Member States in different 
sectors of the economy, including industry and agriculture, and in society at large. 
WHO and FAO were to be congratulated on their preparatory activities for the 
international conference on nutrition, due to be held in Italy in December 1992. The 
Italian Government stood ready to offer maximum collaboration in that connection. 

Dr HETZEL (Australia) referred to the global programme on the elimination of iodine 
deficiency disorders, addressed by the draft resolution contained in resolution EB85.R6, 
which - as he had already remarked - his delegation warmly endorsed. WHO had a great 
opportunity to succeed in that field at a time when new breakthroughs were called for in 
the health and education sector. The elimination of iodine deficiency disorders would 
have enormous implications for human and social development in the coming decade. 

Several delegations had raised the issue of monitoring. WHO, together with the 
International Council for Control of Iodine Deficiency Disorders (ICCIDD), had 
established a global monitoring centre, based in Geneva. The estimates provided in the 
Director-General's report had been based on its initial findings. A consultation had 
been held in Geneva in 1989, leading to guidelines for countries, soon to be published. 
A training programme about to be launched for professionals from affected countries would 
cover neonatal screening. The latter was most important, and Australia was collaborating 
with the United States Centers for Disease Control in that field. 

An amendment would be proposed to the draft resolution recommended by the Executive 
Board, concerning the level of iodization in salt - an issue that might be taken up by 
the Joint WHO/FAO Expert Committee on Food Additives. Although the matter had been 
addressed previously, it should be taken up again in the light of evidence that higher 
levels of iodine intake were not detrimental. In Japan, where the level of iodine 
consumption was 10-20 times that of Western Europe and the United States of America, no 
ill-effects had appeared. 

Dr SENTURIAS (Christian Medical Commission), speaking at the invitation of the 
CHAIRMAN, said that the Christian Medical Commission of the World Council of Churches was 
pleased to collaborate with WHO in promoting the health of infants and children. The 
Commission had devoted an issue of its bi-monthly newsletter Contact. which had a 
circulation of more than 35 000, to the topic of breast-feeding. It had also widely 
publicized the WHO/UNICEF publication Facts for Life and had instructed its 
church-related hospitals to recommend breast-feeding so that infants might enjoy a 
healthy start in life. Visiting various countries and participating in different 
meetings, the Commission had noted with great concern a continuing decline of 
breast-feeding in favour of bottle-feeding. Thousands of babies in developing and 
developed countries alike, still suffered and died every year from erroneous feeding 
practices. 

The practices applied in hospitals and maternity clinics were of particular concern, 
as they often set a pattern that mothers would follow upon returning home. Many hospital 
and maternity wards still did not practise rooming-in with breast-feeding on demand, but 
kept babies in big nurseries where they were bottle-fed at regular intervals. Many 
institutions continued to admit the sales representatives of breast-milk substitute 
manufacturers on to wards, where they could approach mothers. Large quantities of infant 
formula continued to flow into health institutions through the so-called "booking 
scheme", in direct circumvention of the provision of the International Code of Marketing 
of Breast-milk Substitutes banning such supplies. "Booking" allowed breast-milk 
substitute company salesmen to charge supplies delivered to the hospital as a credit 
purchase on the understanding that payment would not be collected. "Booked sales" were 
then written off as "bad debts". Thus, the manufacturer not only evaded prosecution on 



the grounds of illegally furnishing free supplies, but also enjoyed a reduction in income 
tax because of "bad debts". The Christian Medical Commission hoped that the World Health 
Organization and its Member States would help to set in place a more effective monitoring 
scheme to ensure the strict observance of the International Code of Marketing of 
Breast-milk Substitutes and to block the loopholes that enabled breast-milk substitute 
companies to continue "business as usual". 

Dr VIOLAKI-PARASKEVA (International Union of Family Organizations), speaking at the 
invitation of the CHAIRMAN, said that the International Union, which was participating 
for the first time in the work of the Health Assembly, would make every effort to 
participate in the activities of WHO and to respect its Constitution. The family was the 
cornerstone of society and of nations, providing and promoting health and improving 
quality of life. The International Union looked forward to close collaboration with WHO 
in attaining the objectives of the global strategy, with special emphasis on infant and 
young child nutrition and family health, in order to achieve health for all by the 
year 2000 for the benefit of children, the best investment for the future. 

Professor DUTRA-OLIVEIRA (International Union of Nutritional Sciences), speaking at 
the invitation of the CHAIRMAN, expressed support for the two draft resolutions before 
the Health Assembly. The International Union of Nutritional Sciences, a nongovernmental 
organization, was a world association of nutrition scientists established over 40 years 
ago to promote international cooperation and encourage training and research in nutrition 
through its scientific commissions and committees which included investigators from all 
over the world. One commission was currently working on infant and child nutrition; 
another was dealing with nutrition and iodine deficiency disorders. Dr Hetzel acted as 
liaison officer. It was gratifying that nutrition should be discussed at WHO, since the 
promotion of proper nutrition was essential to primary health care. 

Although the nutritional status of large population groups, including infants and 
children, had improved, the rate of progress had been slow. Nutrition received far less 
attention than its due from governments, decision-makers and the general public. In 
order for health for all by the year 2000 to be attainable, there had to be proper food 
and nutrition for all before the year 2000. Data on available supplies showed that world 
food production had increased over population growth but, in several areas, people were 
not eating daily the quantity and quality of food they needed. A gap had, moreover, 
widened between knowledge about nutrition and its application. There were few trained 
nutritionists, their work was not duly recognized and there was a "brain-drain" to 
developed countries, as well as to international organizations. Countries and 
international organizations should stimulate training and research, as well as the 
establishment of nutrition centres, particularly in the least developed countries. 
Nutrition had to be seen as a major factor in health and development. Everyone had the 
need for and the right to a balanced daily diet. The International Union of Nutritional 
Sciences, together with governmental and other nongovernmental groups, hoped to see the 
achievement of that goal. 

Dr HU Ching-li (Assistant Director-General) welcomed the support expressed for WHO's 
programme on infant and young child nutrition, and the valuable comments and 
suggestions. He particularly thanked the delegations of Australia, Italy and the 
Netherlands, as well as international nongovernmental organizations, for their offers to 
support WHO'S efforts, in collaboration with Member States, in the protection, promotion 
and support of breast-feeding, in the elimination of iodine deficiency diseases as a 
public health problem by the year 2000, and in the preparation of the proposed 
international conference on nutrition. WHO shared the concern expressed that 
breast-feeding was still declining in some developing countries. Although a great deal 
of progress had been made in many countries to give effect to the International Code of 
Marketing of Breast-milk Substitutes, much remained to be learned and shared among Member 
States through a technical review of their experiences. In that regard, the Code still 
constituted a suitable framework for a variety of different but effective approaches in 
protecting, promoting and supporting breast-feeding. 

WHO shared the optimism of many delegations that iodine deficiency diseases could be 
eliminated as a public health problem with available technology and attainable 
resources. While the current report had discussed breast-feeding and iodine deficiency 
diseases in some depth, future reports would provide the Health Assembly with a detailed 



examination of such other priority concerns as iron deficiency anaemia, the nutritional 
problems associated with weaning and the consequences of maternal nutrition, both for the 
woman and the newborn infant. Joint efforts were already under way with the World Bank, 
UNICEF and FAO in the analysis of the efficacy of strategies for the prevention of 
nutritional anaemias. The results of those efforts would be communicated to the 
Executive Board and the Health Assembly in a forthcoming report which would include a 
draft plan of action based on the assessment. Collaboration was proceeding well with 
UNICEF, USAID and SIDA with respect to the technical and programme policy meetings on 
breast-feeding, to be held in Geneva and in Florence, Italy in June and July 1990, and 
with FAO with respect to the international conference on nutrition scheduled for December 
1992. 

Concerned with the decline in breast-feeding, as documented in the report and echoed 
by many speakers, WHO expected that the meetings on that subject would address a range of 
critical issues, including the training of health workers, maternity and other health 
service practices, mothers' support groups, working women and information, and education 
and motivation strategies for breast-feeding. It was expected that WHO would present a 
future Health Assembly with both a strategy and evidence of progress in those areas as 
well. Regarding low birth weight, WHO had developed and was maintaining a global 
data-base which included indications of low birth weight, intra-uterine growth 
retardation and pre-term gestation; it would be pleased to disseminate that 
information. The Organization was - of course - ready to support Member States in their 
efforts to improve infant and young child nutrition, including implementation of the 
Code. 

The CHAIRMAN drew attention to the two draft resolutions recommended by the 
Executive Board in resolutions EB85.R6 and EB85.R8, both of which were the subject of 
proposed amendments. He invited the Rapporteur to read out the proposed amendment to 
the draft resolution on "Prevention and control of iodine deficiency disorders". 

Dr MEAD (Australia), Rapporteur, indicated that an additional paragraph had been 
proposed. The present operative paragraph 4 should be renumbered 5, and a new paragraph 
4 should be added as follows : 

REQUESTS that the Joint FAO/WHO Expert Committee on Food Additives verify the 
effectiveness and safety of the long-term use of potassium iodide and potassium 
iodate to fortify salt for the prevention and control of iodine deficiency 
disorders；. 

The resolution, as amended, was approved.丄 

The CHAIRMAN then drew the attention of the Committee to the draft resolution on 
"Protecting, promoting and supporting breast-feeding" to which the delegation of Greece 
had proposed that to operative paragraph 2 a new subparagraph (7) should be added as 
follows : 

to ensure that families make the most appropriate choice with regard to infant 
feeding and that the health system provides the necessary support；. 

о The resolution, as amended, was approved. 

2. ORGANIZATION OF WORK 

The CHAIRMAN drew attention to the decision of the General Committee to allocate to 
Committee A two draft resolutions concerning tobacco, for which there was no appropriate 

Transmitted to the Health Assembly in the Committee‘s first report and adopted 
as resolution WHA43.2. 

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

as resolution WHA43.3. 



item on the agenda. Those would be considered during the coming week; he urged all 
delegates to be concise and brief in their statements. 

3. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS (REPORT BY THE EXECUTIVE BOARD): Item 18 of the Agenda (Resolution 
EB85.R15; Documents A43/51 and A43/INF.DOC./6) 

The CHAIRMAN pointed out that there were three draft resolutions before the 
Committee. One would be found in resolution EB85.R15; the two others had been tabled by 
one group of countries. 

The first of those, entitled "Medium-term programme on technical cooperation among 
developing countries in support of strategies for health for all" and presented by the 
delegations of Algeria, Colombia, Cuba, Cyprus, Democratic People's Republic of Korea, 
Egypt, India, Indonesia, Jordan, Kuwait, Malta, Nicaragua, Tunisia, Viet Nam, Yugoslavia, 
Zambia and Zimbabwe, read as follows : 

The Forty-third World Health Assembly, 
Bearing in mind the resolutions of the United Nations General Assembly 

encouraging technical cooperation among developing countries, and its endorsement of 
the Declaration and the Plan of Action of the United Nations Conference on Technical 
Cooperation among Developing Countries, held in Buenos Aires in 1978； 

Taking into account the Declaration of the Ninth Conference of Heads of State 
or Government of Non-aligned Countries, held in 1989, calling, inter alia, for 
structural adjustments in all spheres to cope not only with the challenges of 
advanced technology but also with the changing global economic, social and political 
circumstances, and for their active participation in and contribution to ongoing 
development processes, as well as for their intensified cooperation with all 
countries, developing and developed, for ensuring sustainable and sound development 
worldwide； 

Recalling resolutions WHA30.43, WHA31.41, WHA32.30, WHA35.24, WHA37.16, 
WHA40.17, WHA40.30 and WHA42.37 reaffirming WHO commitment and its conviction that 
technical cooperation among developing countries (TCDC) is an indispensable 
instrument for health development and implementation of strategies for health for 
all; 

Recognizing with appreciation WHO support provided for the implementation of 
the first Medium-term programme on TCDC for health for all, for the period 
1984-1989, which was a clear expression of developing countries' commitment for the 
implementation of the Seventh General Programme of Work; 

Noting with satisfaction the adoption by the ministers of health of non-aligned 
and other developing countries of the second Medium-term programme on TCDC for 
health for all, for the period 1990-1995, an initial plan of action on TCDC for 
health for all (1990-1991), and the Declaration on Health as a Foundation for 
Development, as a contribution by developing countries to the implementation of 
health for all and primary health care； 

Appreciating the spirit and resolve of the non-aligned and other developing 
countries to implement this second Medium-term programme on TCDC for health for all, 
to the extent feasible from within their own resources； 

1. CALLS UPON all Member States to provide every possible support to this 
programme and plan of action and to any other relevant programmes and activities 
based on TCDC, and especially upon developing countries to make optimal use of WHO 
resources, particularly for carrying out TCDC activities； 

2. ESPECIALLY CALLS UPON the developed countries to intensify their support to the 
developing countries, particularly the least developed among them, for accelerated 
implementation of health for all and primary health care, providing financial 
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resources through bilateral and multilateral channels, including WHO, for effective 
implementation of health development programmes； 

3. REQUESTS the Director-General to support implementation of the Medium-term 
programme on TCDC for health for all, 1990-1995, the initial plan of action and 
other TCDC programmes and activities, drawing upon the technical and financial means 
at his disposal, and to mobilize technical and financial support for the 
implementation of these programme activities by strengthening collaboration with 
other agencies of the United Nations system and with other international 
organizations； 

4. FURTHER REQUESTS the Director-General to promote and provide his catalytic 
support for reinforcing the development and cooperation of national and 
international networks of institutions for health development and TCDC within the 
framework of priorities determined by the developing countries in their Medium-term 
programme on TCDC for health for all for the period 1990-1995. 

The second draft resolution, entitled "Improving technical cooperation among 
developing countries in support of strategies for health for all", and proposed by the 
delegations of Algeria, Colombia, Cuba, Cyprus, Democratic People's Republic of Korea, 
Egypt, India, Indonesia, Jordan, Kuwait, Malta, Nicaragua, Tunisia, Viet Nam, Yugoslavia, 
Zambia and Zimbabwe, read as follows : 

The Forty-third World Health Assembly, 
Recognizing the need for continued improvement of TCDC among developing 

countries as an indispensable mechanism for attaining their self-reliance in 
national health development, and recalling resolution WHA42.37 ; 

Further recognizing that sustained efforts should be made, nationally and 
internationally, for the mobilization of additional resources in support of 
implementation of health-for-all strategies and primary health care, and their 
allocation to priorities determined in national plans of action for health for all； 

Aware of the worldwide concern at the known management deficiencies in national 
health systems confirmed by monitoring and evaluation of national strategies for 
health for all in 1985 and 1988 indicating that inadequate management capacities is 
one of the key obstacles to fulfilling health for all and primary health care 
policies； 

Convinced that management development in support of health for all requires 
continuity, in the form of mechanisms to provide political and technical support as 
well as effective coordination within the health sector, with other sectors, and 
communities； 

Recognizing that for providing technical support to the ministries of health, 
as well as necessary linkages between policy and technical levels, national networks 
of institutions for health development and TCDC or equivalent bodies are required; 

Conscious that these networks should be designated to support the development 
of national management capacities to effectively formulate (and/or update, as 
necessary) national policies, strategies and plans of action for health for all, 
management aspects of the development of primary health care and its supporting 
levels, and related health system research; 

Aware of the need for developing countries themselves to provide financial 
resources for strengthening national management capacities to facilitate effective 
and timely identification of their national needs and priorities for health 
development and TCDC; 

Thanking the Director-General for the interest shown in and the support 
provided to the development and implementation of TCDC activities； 

1. URGES developing countries : 

(1) to effectively mobilize their human and financial resources for 
development and operation of the networks of national institutions for health 
development and TCDC as a basic prerequisite for intensified technical 
cooperation for accelerated primary health care implementation； 



(2) to encourage relevant, national institutions to strengthen their TCDC 
function and capacities and to act as clearing houses for information on 
national needs and priorities with respect to the development and 
implementation of national strategies for health for all, particularly those 
needs that are amenable to TCDC, and provide them with the financial resources 
required; 
(3) to facilitate identification of suitable institutions for health 
development and TCDC in close collaboration with WHO for intensified technical 
cooperation at the intercountry or regional levels leading to the initiation of 
the international resource network development for carrying out specific 
technical cooperation in support of the implementation of the Medium-term 
programme on TCDC for health for all for the period 1990-1995; 
(4) to formulate and implement concrete TCDC activities for the period 
1990-1991 along the lines contained in the Initial Plan of Action; 
(5) to request, as feasible and appropriate, the Centre for Health Cooperation 
with Non-aligned and other Developing Countries in Zagreb, Yugoslavia (WHO 
global collaborating centre for TCDC for health development), to assist the 
initiation and strengthening of similar institutions at the national, 
subregional, regional, and international levels； 

(6) to explore and identify possibilities available in UNDP for providing 
financial and other support for the implementation of TCDC activities； 

2. CONGRATULATES the Director-General for his strategic action taken to intensify 
international technical cooperation for accelerated implementation of primary health 
care in the least developed and other developing countries facing serious economic 
difficulties and debt problems； 

REQUESTS the Director-General: 

(1) to give priority to the implementation of TCDC resolutions of the World 
Health Assembly and to organize effective coordination of WHO's programmes and 
activities to be carried out by the Organization in supporting TCDC for health 
for all; 
(2) to establish and/or strengthen full-time focal points for TCDC in the 
regional offices and headquarters at the appropriate levels to be able to 
effectively coordinate WHO's support to TCDC activities； 
(3) to encourage and assist existing collaborating institutions for health 
development and TCDC in the identification of the most appropriate institutions 
among those already existing in each region and/or subregion to be entrusted 
with the function of regional and/or subregional collaborating centre for 
health development and TCDC； 
(4) to mobilize WHO's technical and financial resources to support developing 
countries, individually and collectively, to develop new ways and approaches 
for enhancing international technical cooperation among themselves, among 
developing and developed countries and between developing countries and WHO and 
other United Nations, international and bilateral agencies for a more effective 
implementation of primary health care； 
(5) to allocate necessary financial resources, to support TCDC for Health for 
All activities, starting with amendments to the programme budget for 1990-1991 
(wherever applicable) and ensuring in all regions from the regular programme 
budget allocations of resources within the programme budget for 1992-1993, and 
to specifically provide catalytic support to the establishment and operation of 
subregional, regional and global collaborating institutions for Health 
Development and TCDC; 
(6) to promote, coordinate and catalyse interagency support to institutions 
performing TCDC and health for all activities at the subregional, regional and 
global levels； 



4. REQUESTS the Director-General and the Regional Directors to report to the World 
Health Assembly, Executive Board and regional committees, respectively, in 
even-numbered years on the progress made in the implementation of this resolution. 

The CHAIRMAN invited the representative of the Executive Board to introduce the 
item. 

Dr MOHITH (representative of the Executive Board) said that the two reports on the 
subject submitted by the Director-General to the eighty-fifth session of the Executive 
Board were annexed to document A43/5. 

The first report (Annex 1) dealt with the strategic initiative of WHO to strengthen 
support to countries in greatest need. The health situation in those countries was 
characterized by living conditions of extreme poverty, limited access to basic health 
services, inadequate safe water supplies, high mortality, morbidity and under-nutrition. 
The leading causes of infant and early childhood deaths were respiratory and diarrhoeal 
diseases, malaria and vaccine-preventable diseases. 

The socioeconomic indicators pointed to poor economic performance, heavy external 
debts, galloping population growth, inadequate infrastructure and a limited capacity to 
absorb and utilize resources. 

The response of WHO to that state of affairs was a country-by-country strategy which 
included: identification of additional national and external resources； enhancement of 
the national capacity to utilize all available resources； coordination of actions at all 
levels of WHO; close alignment of the Organization's activities with national priorities 
in health; strengthening of national capabilities in planning, management and health 
economics； and development of a new partnership with aid agencies. In turn, national 
authorities would need to commit themselves to the review of their health priorities； to 
recast their national health plans； and, where necessary, to reallocate existing 
resources : in close liaison with the Regional Directors, the Director-General had 
launched the initiative for intensified economic and technical cooperation on a 
country-by-country basis. It was anticipated that by the end of 1990, 15 countries would 
be involved; if the initiative proved successful in strengthening the health planning 
process and improving the health status in the targeted countries, that figure would have 
increased by the end of 1994 to 32. 

The second report (Annex 2) emphasized the need to support national health 
authorities in rationalizing the financing of health care, and outlined actions taken in 
that direction. In practically all countries the financing of health care services was a 
growing problem. The level of current expenditures, the need for new services and 
technology, the rising demands resulting from demographic changes were forcing 
governments to re-examine their systems and methods of health financing. 

WHO would assist in developing national capacities to apply economic concepts in the 
choice of alternative health policy options. That would be done through training in 
health economics, and the publication of comparative studies concerning country 
experiences in matters such as community financing, health insurance, and health sector 
resource allocation procedures. 

Members of the Executive Board had welcomed the new initiatives and favoured their 
extension to other countries. It had been pointed out that support was also required in 
large countries with extreme geographical variations. Speakers had stressed the 
necessity for national authorities to strengthen referral systems and their management； 
and to pay special attention to the development of human resources for health and their 
utilization at the local level as well as to the application of appropriate 
technologies. Members of the Board had also recognized the importance of technical 
cooperation among developing countries (TCDC), and closer collaboration in that area 
between WHO regional offices. 

The Director-General had been invited to explore new possibilities in health 
funding, such as the conversion of international debts into local currency to be expended 
in the health sector. The Executive Board had called for active WHO participation in the 
United Nations Conference on the Least Developed Countries, and urged WHO and governments 
to make a concerted move in favour of a significant increase in the proportion of 
international resources allocated to health objectives. 

A number of Board members had urged the strengthening of the offices of WHO 
representatives, to enable the Organization effectively to assume its coordinating role 
in international health at country level. 



The Board had warmly endorsed the Director-General‘s proposals for developing 
technical skills in applied economics at all levels of the health system and also 
recognized the need to develop WHO'S own capacity in that field. 

In its resolution EB85.R15, the Board recommended the adoption by the Health 
Assembly of a resolution incorporating the main conclusions emerging from its 
consideration of the Director-General‘s reports. 

The CHAIRMAN informed the Committee that the sponsors of the two other draft 
resolutions, on TCDC, had requested the delegate of Yugoslavia to present the draft 
resolutions on their behalf. 

Dr MARGAN (Yugoslavia) observed that in document A43/5 before the Committee, a 
summary of the reports of the Director-General was given. They constituted a solid base 
for the Health Assembly's examination of the situation and its formulation of specific 
approaches designed to achieve satisfactory solutions. 

He was submitting on behalf of the sponsors two draft resolutions very recently 
endorsed by a ministerial conference of non-aligned and other developing countries, 
which, had also adopted the second Medium-term programme on TCDC for health for all for 
the period 1990-1995； that was before the Committee in the form of an information 
document. 

New scientific and technological advances increased global interdependence and 
encouraged integration processes, thereby promising better and more balanced development 
of the entire international community. Developing countries were requested to intensify 
the structural adjustments that were needed in all sectors in response to the challenges 
of advanced technology, and participate in development processes and trends at the 
global, regional and subregional levels with other countries or groups of countries. 

The main lines of action of the new medium-term programme on TCDC in support of 
strategies for health for all included: promotional activities； the development of 
national and international management capabilities in support of health for all； the 
development of national and international resource networks of health development and 
TCDC； health management training; and the search for and exchange of information and 
experience. 

After outlining the various areas in which the developing countries envisaged 
mechanisms for implementing the programme, and evoking the potential and listing the 
principles and scope of properly administered TCDC, he introduced the two draft 
resolutions, the principal aim of which was to start full implementation of the 
Medium-term programme on TCDC for health for all for 1990-1995. 

The first draft resolution, dealing with the medium-term programme, inter alia 
called upon all Member States to provide every possible support, and requested the 
Director-General to support its implementation by mobilizing technical and financial 
means, and by strengthening collaboration with other agencies of the United Nations 
system and other international organizations. The Director-General was also requested to 
promote and provide catalytic support for reinforcing the development and cooperation of 
national and international networks of institutions for health development and TCDC. 

The second draft resolution, which was concerned with improving technical 
cooperation among developing countries, constituted an additional attempt to promote and 
support further development and strengthening of TCDC mechanisms. In the operative part 
of the text developing countries were urged, inter alia, to mobilize human and financial 
resources for the development and operation of the networks of national institutions for 
health development and TCDC, to exchange information on national needs and priorities, 
and to take other action which would lead to the effective implementation of the 
medium-term programme. 

For his part, the Director-General was requested, inter alia, to mobilize WHO's 
technical and financial resources to support developing countries in their endeavours. 
In that context, it would be necessary to give priority to the implementation of TCDC 
resolutions of the Health Assembly and to organize the effective coordination of WHO's 
programmes. In the draft resolution, WHO was also asked to identify the most 
appropriate health institutions among those already existing in each region, and to 
entrust some of them with the function of the regional collaborating centres for health 
development and TCDC. 



He observed that TCDC for health might occur without WHO involvement, because most 
of the intercountry activities carried out on that basis were financed by the developing 
countries themselves. On the other hand, countries must set up appropriate mechanisms to 
follow-up and coordinate the budgeting process, and in that case, WHO might be asked to 
cover certain costs. The draft resolution provided for that eventuality. 

In conclusion, he expressed the conviction that on the basis of their own knowledge 
and judgement of the potential of TCDC in the cause of health for all, the members of the 
Committee would have little difficulty in approving the draft resolutions. 

The CHAIRMAN announced that the delegate of Venezuela would make an intervention on 
behalf of the Andean group. 

Dr ADRIANZA HERNANDEZ (Venezuela) said that he had taken the floor on behalf of the 
five Andean countries to submit proposals concerning regional development and cooperation 
projects. 

For many years, the group of Andean countries had been cooperating on health 
projects. An example of successful joint projects had been their work on tuberculosis, 
dengue and endemic goitre from which important lessons had been learnt and significant 
experience gained. Credit was due to WHO's Regional Office for its part in mobilizing 
all the countries of the region and promoting the integration of health projects and 
programmes. At the most recent meeting of the Andean countries, held in Cartagena in 
December 1989, joint action on such projects and a common stand at the current Health 
Assembly had been decided. 

The only viable way of reflecting the spirit of primary health care in community 
development was to improve the physical environment, and the Governments of the Andean 
countries were making major social investments, with broad coverage, to that end. A 
variety of subregional projects were being carried out in such areas as basic maternal 
and child care infrastructure； vector-borne diseases including malaria, yellow fever and 
dengue； drug dependence； natural disasters； and environmental health. Country 
projects were also encouraged - combining technological development with social 
development, the coordination of which were essential to the attainment of the goals of 
health for all by the year 2000. 

He gave notice of a draft resolution shortly to be circulated. Entitled "Andean 
cooperation in health", it was со-sponsored by Argentina, Barbados, Bolivia, Brazil, 
Chile, Colombia, Comoros, Costa Rica, Cuba, Cyprus, Mexico, Nicaragua, Paraguay, Spain, 
Uruguay, Venezuela, Yemen and Yugoslavia; the text would read as follows : 

The Forty-third World Health Assembly, 
Informed of the initiative of the Governments of the Andean countries in the 

field of cooperation in health; 
Aware of the long tradition in that subregion regarding the improvement of the 

standard of living and health of its inhabitants through coordinated and 
intercountry measures； 

Noting the desire of the countries of that subregion to work closely together 
on selected priority health problems in a true spirit of technical cooperation; 

Recognizing that such initiatives are being undertaken successfully in other 
subregions of the Americas； 

1. CONGRATULATES the countries of the subregion on their continuing efforts to 
solve common health problems through cooperation; 

2. URGES Member States, WHO and other international and nongovernmental 
organizations to support the "Andean cooperation in health" initiative； 

3. REQUESTS the Director-General to support the WHO Regional Office for the 
Americas and the Governments of the Andean countries in identifying ways of 
promoting, strengthening and facilitating Andean cooperation in health. 

He was certain that the Committee would appreciate the intent of the proposal and 
the need for support in order to resolve the subregion's health problems and so move 
towards attaining the goals of WHO, thereby contributing to the prestige that those 
countries wished WHO to maintain. 



Mrs MUYUNDA (Zambia) said that her country's heavy external debt burden was 
compounded by the unfavourable prices offered for its major foreign exchange earner, 
copper, and the depreciation of the local currency - factors which fuelled inflation and 
adversely affected social services and the health status of the people. The exchange 
rate had risen from 2.1 to 27 kwacha to the United States dollar since 1985, which meant 
that Zambia was now paying 13 times more for drugs and other essential supplies, despite 
the continued high budgetary priority accorded by the Government to the health sector. 
She expressed her Government‘s gratitude to countries that had written off Zambia's debt 
and appealed to other countries to consider adopting the same approach. 

Her delegation commended the reports of the Director-General, and welcomed the 
initiative to strengthen the managerial capacities of health ministries in countries such 
as hers. She urged the Director-General to ensure that the initiative was broad-based 
and covered all levels of the health care system. The majority of the people in her 
country still lived in rural and peri-urban areas with poor amenities. She referred to 
the paradoxical situation in which children saved through immunization and diarrhoeal 
diseases control programmes were carried off by nutritional deficiency and parasitic 
diseases - a situation which could not be allowed to continue. Malnutrition alone 
accounted for some 40.5% of all deaths in children. If the new initiative was to benefit 
the majority of the people in countries such as hers, the entire spectrum of 
socioeconomic development must be addressed from the grass-roots to the central level and 
must be incorporated into other strategies intended to strengthen district management. 

Efforts were being made in her country to explore additional ways of raising 
resources for health care and so maximize the contributions of nongovernmental 
organizations, while safeguarding the health needs of the less privileged members of 
society. 

Zambia stood ready to collaborate with WHO and the international community in the 
new initiative； it consequently fully supported the draft resolution recommended by the 
Executive Board and was a sponsor of the draft resolutions presented by the delegate of 
Yugoslavia. 

Dr INFANTE (Spain) said that the member of the Executive Board designated by Spain 
had examined the Director-General's report on strengthening technical and economic 
support to countries facing serious economic constraints and had expressed comments and 
support at the eighty-fifth session of the Executive Board. The report contained in 
document A43/INF.DOC./6 provided valuable additional information for the design of 
technical cooperation programmes among developing countries and many programmes for 
cooperation between developing and developed countries as well as for the work of the 
multilateral cooperation agencies themselves. 

It was gratifying to note that both of the reports annexed to document A43/5 
included the various forms of cooperation undertaken in different parts of the world and, 
in particular, took into account subregional activities and initiatives by groups of 
countries with a long tradition of cooperation in health, such as the initiative of the 
Andean countries described by the delegate of Venezuela. 

Having examined the two draft resolutions introduced by the delegate of Yugoslavia 
and the draft resolution recommended by the Executive Board, which he supported, he had 
found no significant differences between them and therefore suggested, in a constructive 
spirit, that the sponsors of the former two draft resolutions consider the possibility of 
merging them into a single draft, in the interests of greater effectiveness. 

Mr RASHID (Bangladesh) expressed appreciation to the representative of the Executive 
Board for highlighting, in his introduction to the draft resolution recommended in 
resolution EB85.R15, the need to mobilize additional external resources for the 
developing countries. The Director-General was also to be commended on his timely and 
appropriate initiative in involving WHO in greater technical support for developing 
countries facing serious economic constraints, one of their most critical needs being for 
human resources development. All other social and economic development measures would 
remain to a great extent ineffective if there was no substantial improvement of health 
standards in developing countries, especially the least developed. 

Since the adoption of resolution EB85.R15, two important events had taken place. 
One was the Special Session of the United Nations General Assembly in April, at which a 
declaration underlining ways and means of revitalizing growth and development in 
developing countries had been adopted. The other was the intergovernmental meeting 



on the least developed countries held in Geneva from 26 March to 6 April, at which the 
WHO representative had made a statement stressing the needs of those countries. 
Depressed commodity prices, referred to by the delegate of Zambia, constituted but one of 
the problems facing developing countries； others were : difficult access to markets； 
insufficient aid flows； declining investment; natural disasters such as the 
unprecedented floods and drought experienced by his own country in recent years； and 
excessively rigid structural adjustment programmes. In the light of the recommendations 
and conclusions of the two meetings to which he had alluded, some paragraphs of the 
proposal now before the Committee called for substantial amendments in order to reflect 
fully the needs and interests of the developing countries. 

Two matters should be emphasized. The first was additional resources. As the 
representative of the Executive Board had pointed out when introducing the item, the 
Board strongly recommended that WHO and Member States make a concerted effort to obtain a 
significant increase in the proportion of international resources allocated to health 
objectives. Most developing countries were implementing structural adjustment 
programmes. Under such programmes, social sectors such as health were likely to receive 
fewer financial resources. Nevertheless, it was important that human beings in 
developing countries should have a minimum acceptable standard of living, and that 
included being free from disease. 

His delegation had some ideas as to how the draft resolution recommended in 
resolution EB85.R15 could be improved; he had in mind particularly the third preambular 
paragraph and operative paragraphs 1(3), 2(2) and 3(4), which did not adequately reflect 
the needs and interests of developing countries in terms of the conclusions and 
recommendations of the Special Session of the United Nations General Assembly and the 
intergovernmental meeting on least developed countries. The draft resolution was 
appropriate in view of the fact that a second United Nations Conference on the Least 
Developed Countries was due to be held in Paris in September 1990, but the text should be 
discussed and incorporate ideas in keeping with the recommendations of the forums which 
he had mentioned and with WHO's initiative. 

Dr DI GENNARO (Italy) congratulated the representative of the Executive Board on his 
comprehensive account of the discussions that had taken place in the Board on the very 
important item; they had apparently been of a very high quality. Her delegation was 
pleased to note the presence in the meeting room of the Regional Director for the 
Americas, since it hoped that РАНО would play an important role in activities undertaken 
in connection with the issues under discussion. 

Italy's position on the subject had already been outlined in a very firm and clear 
way by the President of the Council of Ministers, Mr Andreotti, in his recent address to 
the plenary meeting. The measures taken by Italy to cancel debts or to convert them into 
local currency to be utilized in the health sector should encourage others to take 
similar action. Her delegation welcomed the initiative taken by the Director-General to 
intensify economic and technical cooperation at country level and looked forward to 
receiving more detailed information on the monitoring process and the analysis of the 
results achieved in improving the health status of the 15 selected countries. Italy was 
one of the countries which had suggested an increase in the percentage of official 
development assistance for the health sector. The figure of 6.9% was far too low in the 
light of the developing countries' needs. Italy also strongly supported the 
Director-General‘s proposal for the development of technical skills in applied economics 
and health systems management at district level. The WHO collaborating centre in Rome 
offered a master's degree course for participants from developing countries. 

Her delegation endorsed the Spanish suggestion that the draft resolutions introduced 
by the delegate of Yugoslavia might be merged, since they were very similar in many 
respects. 

Dr CHITANONDH (Thailand) said that WHO had certainly been of great succour to Member 
States in dealing with the economic aspects of health development. He wished to draw 
attention to an issue of particular importance for health economics. In developing 
countries, cigarette consumption was increasing at the rate of 2.2% annually, whereas in 
the developed countries it was falling by 1.1%. That suggested that in future the 
economic burden in the Third World due to tobacco- related diseases would be enormous. In 
1985 a study made in Thailand had revealed that the economic loss due to tobacco- induced 



diseases, through health care costs and lost production, had amounted to more than 
one-half of the annual budget allocated to the Ministry of Public Health. Asia was the 
green pasture of transnational tobacco conglomerates, and Thailand was now bearing the 
brunt of their onslaught. The enforced opening of cigarette markets through the threat 
of trade sanctions in several countries in Asia had led to a considerable increase in 
cigarette consumption, with aggressive marketing aimed at women and young people. 

For those reasons his delegation had submitted to the Health Assembly a draft 
resolution on the control of world trade in tobacco, recommending that trade or economic 
sanctions should not be used as a means of inducing countries to repeal prohibitions or 
restrictions on the manufacture, import, distribution, sale or advertisement of tobacco 
products. He hoped that the draft resolution would attract broad support, since 110 
country's sovereignty in health matters should be intruded upon. 

Dr NTABA (Malawi) welcomed the Director-General‘s initiative and the programme for 
strengthening technical and economic support to countries facing serious economic 
constraints. Paragraphs 4-10 of Annex 1 to document A43/5 accurately described the very 
difficult socioeconomic constraints that many of the least developed countries, such as 
his own, were facing as they struggled to ensure health and development for their 
people. The health status gap between the rich and poor nations was getting wider, and 
the prospects of achieving the goal of health for all by the year 2000 must be receding. 
Clearly, special attention to the economic distress of the least developed countries was 
urgently required. Realistic innovations must be made in the dialogue between donors and 
low-income countries. Paragraphs 11-15 of Annex 1 to document A43/5 indicated the level 
of funding from member countries of the OECD Development Assistance Committee in relation 
to their accumulated GNP. By slightly reorientating their priorities, donors could give 
more development assistance to the least developed countries and thus change health 
patterns. 

His delegation also warmly welcomed WHO'S timely response in that field, 
particularly its recognition that the initiative would call for improvements in the 
effectiveness of aid, including management and coordination, and a massive and sustained 
increase in the volume of aid. Malawi had already begun to benefit from the initiative 
and was extremely grateful to WHO. 

Development aid should be streamlined. The often lengthy and uncertain gestation 
periods for development projects were cruel and unnecessary. The repeated feasibility 
missions placed heavy demands on the recipient country's limited personnel resources and 
could be counterproductive. 

His delegation fully supported the draft resolution recommended for adoption in 
resolution EB85.R15, as well as the draft resolutions introduced by the delegate of 
Yugoslavia. WHO and other donors should understand, and wherever possible strengthen, 
the economic fabric of the country being assisted. Malawi's economy would simply 
collapse without tobacco. Knowing the views of WHO and other donors on the matter, his 
delegation feared that Malawi might be treated as a second-class least developed country 
in the initiative, and would welcome some assurance that that would not be the case. 

His delegation would comment on the draft resolution on tobacco when it came up for 
discussion. For the time being it wished to express its concern by drawing attention to 
resolution WHA42.19, in which the Director-General was requested to "review the impact of 
tobacco production on the economy, environment and health of the populations 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". The Director-General 
in his biennial report^ indicated that studies on that subject had been undertaken. 
However, they had not been placed before the Health Assembly as requested in resolution 
WHA42.19. On the other hand, FAO had published a report on the economic significance of 
tobacco in 1989, and another report in 1990 on tobacco supply, demand and trade 
projections to 1995 and 2000. One of those reports had been funded by WHO. Some 100 
Member States of WHO were engaged in the commercial production of tobacco, 78 being 
developing countries. It was therefore to be hoped that WHO had not treated the request 
made in resolution WHA42.19 as a second-class exercise. Some information on what had 
happened would be appreciated, and he requested that the WHO study, as well as the FAO 

1 The work of WHO 1988-1989. Geneva, World Health Organization, 1990, paragraph 
14.297. 



documents produced with WHO's collaboration, be submitted to the Executive Board for 
study and comment at its eighty-seventh session and subsequently circulated at the 
Forty-fourth World Health Assembly. 

Professor MANCIAUX (France) noted with satisfaction the Organization's willingness 
to strengthen its technical and economic support to countries facing serious economic 
constraints and to mobilize the active collaboration of developed countries for that 
purpose. He also welcomed WHO's new, or at least reaffirmed, strategy for integrated 
country planning. In his delegation's view, the two approaches should be combined in 
order to provide for an increased response better adapted to the needs of the countries 
concerned. In organizing the second United Nations Conference on the Least Developed 
Countries to be held in Paris in September 1990, France was confirming the usefulness of 
identifying countries faced with very difficult circumstances and was demonstrating its 
agreement with the specific initiative taken by WHO to assist them. Moreover, through 
cooperation with some of them France was demonstrating its commitment to such an 
approach. It was therefore ready to support the draft resolution recommended for 
adoption in resolution EB85.R15. 

His delegation also welcomed the action taken by developing countries to strengthen 
technical cooperation among them themselves, as well as their willingness to promote 
medium-term programming for the period 1990-1995. However, since the two draft 
resolutions on the subject were complementary and were sponsored by the same countries, 
his delegation agreed with the Spanish delegation's suggestion to combine them. 

Mrs TAMAYO (Cuba), referring to Annex 1 to document A43/5, said that the ideas 
contained therein were of interest not just to one group of countries, but to all 
countries, and to the Organization as a whole. She understood the Director-General to 
favour strengthening WHO participation at country level, studying in greater depth 
questions of cooperation in their appropriate setting and seeking possible solutions in 
accordance with the characteristics of each country. That implied integration at 
headquarters and regional office level and within the health and other sectors at country 
level. Such integration would require extrabudgetary financing to respond to the 
problems of the country, instead of an onus on the country to present projects that 
suited donors by responding to rigid vertical programmes. She commended WHO's efforts in 
that respect. 

Cuba had accumulated experience in its cooperation programme with РАНО and WHO. 
Different technical departments of the Ministry of Public Health had been involved in 
activities and programmes with other related sectors. PAHO/WHO was responding with 
integrated programmes so that a more rational utilization of resources could be obtained 
and greater international cooperation; programmes for two or more countries had been 
designed in mutual priority areas, and appropriate machinery had been established for 
reducing costs, the needs of some countries being complemented by the capacities of 
others. 

She proposed that the group of countries selected for the initiative should be 
extended, not with the expectation of receiving economic benefits but in order to help 
provide the experience required and contribute to its success； that would also increase 
flexibility of action. Cuba would be interested in participating. 

Mr ORTENDAHL (Sweden) observed that the burden of external debt and other adverse 
economic factors during the 1980s had taken a heavy toll on the poorest countries and the 
economic recession had profoundly affected the health sector; in many countries funds 
had been cut by 50% or more, with a virtual secession of capital investment in health 
services. The immediate consequences were to be seen in increased malnutrition and child 
mortality. Women in rural areas were amongst the hardest hit, to the extent that it was 
now possible to speak of a "feminization" of poverty in many areas. If the deterioration 
in human and institutional capabilities for health was permitted to continue, long-term 
consequences would be even worse. The Director-General, in his address to the plenary 
Health Assembly, had clearly explained why and how efforts must be intensified during the 
current decade in order not to further widen the gaps in health and welfare in the world. 

The fact that economic development was dependent on healthy people was not always 
duly recognized. It could be seen in the implementation of structural adjustment 
programmes and in the distribution of development assistance, as illustrated by the 
figures in paragraph 14 of Annex 1 to document A43/5, where the health sector was shown 



to have benefited from only 10.83% of the total official development assistance 
commitments flowing through bilateral channels and 6.5% of commitments flowing through 
multilateral channels. A recent World Bank report on sub-Saharan Africa had recognized 
that health sectors were receiving an inadequate share of national budgets and had 
recommended that health expenditure be doubled from the present average of 4%-5% to 
8%-10% of GNP iri order to sustain economic development in the region. 

WHO should strengthen its advocacy in matters of economy and health for the poorest 
countries. Information could be a powerful tool if compiled in such a way as to give a 
clear picture of the health situation and its interdependency with economic issues. A 
yearly report from WHO on health status and resources set aside for health matters in the 
poorest countries and the relation between those figures and the development or 
deterioration of the economy would thus be welcome. Special attention should be given to 
the resources set aside for primary health care as a cost-effective and sustainable 
activity. 

The prompt response of the Director-General in developing measures to strengthen 
technical and economic support to countries facing economic constraints was much 
appreciated. He fully endorsed what was stated in paragraph 22 of Annex 1 to document 
A43/5 to the effect that resources should be used more effectively through better 
coordination of the Organization's own programmes within each country and within all 
levels of the Organization itself. He also agreed that WHO country activities must 
observe national priorities in health; WHO's assistance in coordinating the health 
development activities of all external donors would be most welcome. He recognized the 
need to emphasize managerial and financial aspects. Increased resources were also needed 
for training, particularly in management and financial planning and health economics. 
Health systems research as a part of essential national health research was a sound basis 
for effective management of health programmes, particularly in countries facing economic 
constraints. 

Most important, WHO must assume the role of leading advocate in the international 
community in order to ensure that reasonable attention was given to health as an 
objective and as a means of economic development in the forthcoming deliberations on the 
handling of the debt crisis. WHO should insist on health as a central issue in that 
debate, and should contribute with clear and practical suggestions for solutions. 

Lastly, his delegation supported the draft resolution recommended in resolution 
EB85.R15, while expressing sympathy for the amendments submitted by Bangladesh. 

Dr NABARRO (United Kingdom of Great Britain and Northern Ireland) said that his 
delegation shared with others a concern about the serious economic difficulties 
confronted by the health sector in the least developed countries and supported the WHO 
new strategic initiative to improve health status and health care services in countries 
affected by the economic crisis. His delegation was glad to note that the proposed 
initiative envisaged both economic and technical assistance, as it believed that 
optimizing the allocation and use of scarce resources was an essential requirement for 
the development of all health systems. Demand always exceeded supply in government and 
nongovernmental systems, whether in developed or in developing countries. Value for 
money was required at all levels - central, regional and peripheral - not only in health 
but also in other sectors. The introduction of cost-consciousness in health systems 
required political commitment and courage, took time and had significant costs of its own 
to cover the need for additional information, analysis and pilot interventions. Health 
professionals who were normally concerned with quality, coverage and impact of care 
needed to see cost-effectiveness, value for money and control of expenditure as equally 
valid in the promotion of health development. 

On the basis of experience in the United Kingdom and elsewhere, his delegation had a 
number of observations on the approach proposed in document A43/5. First, WHO, when 
implementing the strategy, should give more attention to the institutional and political 
context within which ministries of health operated, asking how ministries of health 
related to ministries of finance, economic planning and manpower, and what was the 
political support within the country for re-examining priorities, recasting plans, 
seeking value for money and using budget as a management tool within health and other 
sectors. Secondly, growing importance was rightly attached to health economics, but 
health economics might be regarded less as a means for allocating resources than as a 
means for those who allocated resources to understand the implications of their choices. 
Political, institutional and epidemiological factors would continue to influence choices 



for resource allocation. In that context he welcomed the establishment of health 
economics posts within WHO. Thirdly, the Director-General gave due importance to helping 
countries analyse the management and organization issues in their health systems so that 
they could improve management capacity and implement primary health care to the full. 
That process would take time； issues had to be examined and systems and structures had 
to be changed. Some extremely well-established work practices and strong structures at 
central, regional and local levels might need to be altered. In that connection his 
Government was funding programmes at the London and Liverpool Schools of Tropical 
Medicine to stimulate partnership with developing countries as they analysed and reformed 
management and financing in the health sector. 

Referring to the integration of WHO activities at the country level in accordance 
with national health policies, he noted that WHO, while assisting countries to re-examine 
health priorities, would continue to assist them in, for example, reduction of infant 
mortality or improvements in immunization. He had noted in a programme of action for the 
least developed countries in the 1990s that the halving of infant mortality and the 
eradication of poliomyelitis and neonatal tetanus had been identified as priority health 
goals for those countries. In some instances, however, governments might prefer to give 
lower priority to those resource-intensive interventions than, for example, to the 
reconstruction of their basic health services. It was important, if WHO took the lead in 
coordinating cooperative activities in the field of health, that the Organization should 
integrate its own support with individual countries and not give confusing signals. 

The costs of implementing the proposals contained in Annex 1 to document A43/5 for 
reforming policies, plans, financing and implementation of health services were 
substantial and he hoped that that would be taken into account as the programme was 
developed. 

Lastly, his delegation supported the draft resolution recommended in resolution 
EB85.R15 and the suggestion by the delegate of Spain concerning other draft resolutions 
before the Committee； a drafting committee including the sponsors of the draft 
resolutions might try to combine them and incorporate subsequent amendments. 

Mrs KADANDARA (Zimbabwe) welcomed document A43/5； her delegation was encouraged by 
the activities being planned. 

In order to accelerate and strengthen primary health care, Zimbabwe required 
additional support for its expanding services in terms of trained health personnel in 
general and nurses in particular. Her country had clear and pragmatic national action 
plans and had made improvements in its health delivery system, and it had tried to 
prioritize its needs in a rational manner. Major needs included the training of 
additional nursing personnel, especially midwives, which in turn required the expansion 
of existing training schools and the building of additional provincial training schools. 
Help had been received over the years from SIDA and many other agencies, and the Overseas 
Development Administration (United Kingdom) was helping to establish a midwifery tutors' 
diploma which would increase training capacity for midwives； additional training 
materials for training schools would be welcome. The schools were doing an excellent job 
but high performance from all concerned could hardly be expected unless the tools were 
available. 

Zimbabwe fully supported the concept of technical cooperation among developing 
countries and had offered training opportunities to many of its friends in the Region. 
It would continue to do so but at the same time needed constant input into its training 
facilities in order to maintain momentum and raise standards of performance. In offering 
such assistance, it hoped that the least developed countries would be able to keep the 
ever escalating health costs in check. 

Demands on her own and other countries were immense and were compounded by the 
problems of AIDS and HIV infection, malaria and other diseases, so that countries found 
themselves deeper and deeper in debt and unable to maintain a reasonable health service. 
She therefore appealed for help with the protective materials essential for carrying out 
daily activities in caring for the ill, the dying and the disadvantaged members of 
society, while at the same time giving health professionals the added protection they 
needed and reducing the stress on them when caring for patients with HIV/AIDS and others 
suffering from infectious diseases; health workers, especially nurses, were daily 
exposed to infection and needed gloves, aprons, etc. Zimbabwe was faced with high 
attrition rates among nursing staff, not only because of inadequate remuneration but also 
because they had to work under very difficult conditions. 



Continued support from WHO and other agencies in those and other areas was 
essential. 

Dr TOGUCHI (Japan) strongly supported the new initiative taken by the 
Director-General. As clearly indicated in document A43/5, there was a need to intensify 
support to the countries and people in greatest need; the pragmatic approach adopted in 
the initiative was particularly welcome. He stressed, first, the participatory process 
involving the countries concerned, WHO at all levels and the donor communities； 
communication between those three parties was of vital importance. As an indication of 
his country's support for the initiative, WHO and representatives of the Japanese 
Government had met recently in Geneva to discuss the strengthening of the coordination of 
that Government‘s bilateral and multilateral contributions. Regional offices should be 
fully involved and the process would, of course, require further coordination and support 
from all the units of WHO concerned, such as those for the development of human resources 
for health and for health manpower development. 

The second important component was the extensive know-how existing in certain 
countries. Active support should be given to promoting the concept of technical 
cooperation among developing countries in order to ensure both the relevance and the 
sustainability of international assistance. 

Finally, the approach proposed in the document would surely contribute to achieving 
the common goal of health for all by the year 2000. 

Dr RODRIGUES CABRAL (Mozambique) said that there could be no question as 
to the importance of the strategy proposed in both annexes to document A43/5； countries 
like his own were eagerly awaiting its rapid development. He also commended the efforts 
of the Director-General during the Health Assembly to give particular visibility to the 
links between health and development; political leaders should be invited to address 
future Health Assemblies. Referring to the remarks of the President of the Council of 
Ministers of Italy at the fifth plenary meeting, he said that ways of dealing with 
external debt that also favoured the health sector deserved praise； they should be 
studied by WHO and widely disseminated in order to stimulate the adoption of similar 
positions in other developed countries. The diagnosis of the problems of the countries 
most directly concerned was certainly correct in general terms； however, it should not 
be forgotten that they varied greatly from country to country in relation to such matters 
as the availability of skilled manpower for an initial country assessment, internal 
financial resources, additional obstacles such as wars or natural disasters, the 
importance of government-run health systems and the degree of implementation of the 
health-for-all and primary health care approach. 

The role of WHO had to be made clearer than had been done, particularly in Annex 1 
to document A43/5； misinterpretation might give rise to certain dangers； the initiative 
must not divert resources for donors already working with recipient countries by 
channelling them through WHO, and the strengthening of national capacities should start 
with ministries of health, particularly in departments of planning and finance and in 
district-level management. It was not clear from the document whether national plans 
were to be strengthened by assigning additional experts to regional offices and WHO 
representatives‘ offices. In his opinion, the use of long-term experts as well as the 
training of nationals in health economics had to start in national government structures 
and not in WHO, and he requested clarification on that point. 

Mozambique was looking forward to the development of the initiative. Some aspects 
which would shape the country's needs and the potential benefits to it should, however, 
be borne in mind. A World Bank programme was being undertaken which encompassed hospital 
rehabilitation and management as well as economic planning and financial administration 
in the Ministry of Health and the national health service. A review of some critical 
issues of the national health-for-all strategy would be completed during the course of 
the year. More generally, the special political and economic characteristics of the 
current period in Mozambique would guide the choice of priorities for cost-effectiveness. 

First, because of the war and strict economic adjustment measures, government health 
expenditure per capita had fallen from some US$ 4.5 in 1980 to under US$ 1. Therefore, 
for the health system to be operational and the use of external resources effective, part 
of any additional external assistance would have to be used to supplement the operational 
budget of the Ministry of Health. The International Monetary Fund considered that the 
Government of Mozambique had available only 50% of what was necessary to provide health 



services to the population currently within reach of its national health service. 
Secondly, as a result of the above-mentioned factors, 70%-80% of the population were 
living in poverty, making standard prescriptions for cost recovery unfeasible. Thirdly, 
it seemed that the destabilization caused by war was coming to an end and therefore the 
demand for health services was expected to increase, especially in the hard-hit rural 
areas. The Government of Mozambique was already discussing with major financial and 
external aid institutions a programme for the reactivation of social and economic life in 
40 priority districts. The initiative currently under discussion could be highly 
effective in such geographical areas as it would link up with other sources of external 
aid for other sectors； it could be used in support of local health services and in an 
intersectoral approach leading to improved standards of living, and would foster 
district-level management, as specific programmes for infrastructure, rehabilitation and 
improvement of health care delivery already existed for many districts. 

Finally, he supported the three draft resolutions. 

The CHAIRMAN proposed that the two draft resolutions presented by the delegate of 
Yugoslavia be considered by a drafting group comprising the delegations of Bangladesh, 
France, Spain, United Kingdom of Great Britain and Northern Ireland, Yugoslavia and any 
other interested delegations, to be chaired by the Rapporteur, with a view to preparing a 
combined text to be presented at the next meeting of the Committee. 

It was so agreed. 

The meeting rose at 12h35. 



FOURTH MEETING 

Monday. 14 May 1990. at 9h00 

Chairman: Professor J.-F. GIRARD (France) 

1. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS (REPORT BY THE EXECUTIVE BOARD): Item 18 of the Agenda (Resolution 
EB85.R15; Documents A43/51 and A43/INF.D0C./6) (continued) 

The CHAIRMAN noted that there were two draft resolutions on the agenda item: that 
recommended in resolution EB85.R15； and that prepared by a drafting group, which was a 
combined version of the two draft resolutions on technical cooperation among developing 
countries presented at the preceding meeting, and which read as follows : 

The Forty-third World Health Assembly, 
Bearing in mind the resolutions of the United Nations General Assembly 

encouraging technical cooperation among developing countries, and its endorsement of 
the Declaration and the Plan of Action of the United Nations Conference on Technical 
Cooperation among Developing Countries, held in Buenos Aires in 1978； and recalling 
Health Assembly resolutions reaffirming WHO's commitment to technical cooperation 
among developing countries (TCDC) as an indispensable instrument for health 
development and for the implementation of strategies for health for all； 

Recognizing the need for continued improvement of TCDC among developing 
countries as an indispensable mechanism for attaining their self-reliance in 
national health development; 

Aware of the worldwide concern at the known management deficiency in national 
health systems confirmed by monitoring and evaluation of national strategies for 
health for all in 1985 and 1988 indicating that inadequate management capacities 
constitute one of the key obstacles to fulfilling health for all and primary health 
care policies； 

Recognizing that to provide technical support to the ministries of health, as 
well as necessary linkages between policy and technical levels, national networks of 
institutions for health development and TCDC or equivalent bodies are required; 

Aware of the need for developing countries themselves to provide financial 
resources for strengthening national management capacities to facilitate effective 
and timely identification of their national needs and priorities for health 
development and TCDC; 

Further recognizing that sustained efforts should be made, nationally and 
internationally, for the mobilization of additional resources in support of 
implementation of health-for-all strategies and primary health care, and their 
allocation to priorities determined in national plans of action for health for all； 

Recognizing with appreciation WHO support for the implementation of the first 
Medium-term Programme on TCDC for Health for All for the period 1984-1989, which was 
a clear expression of developing countries' commitment to the implementation of the 
WHO Seventh General Programme of Work; 

Noting with satisfaction the adoption by the ministers of health of non-aligned 
and other developing countries of the second Medium-term Programme on TCDC for 
Health for All for the period 1990-1995, an Initial Plan of Action on TCDC for 
Health for All (1990-1991), and the Declaration on Health as a Foundation for 
Development, as a contribution by developing countries to the implementation of 
health for all and primary health care； 

1 Document WHA43/1990/REC/1, Annex 4. 



1. COMMENDS the Director-General for the action taken to intensify international 
technical cooperation for accelerated implementation of primary health care in the 
least developed and other developing countries facing serious economic difficulties 
and debt problems； 

2. CALLS UPON all Member States to provide every possible support to the 
Medium-term Programme on TCDC for Health for All for the period 1990-1995 and the 
Initial Plan of Action for 1990-1991 and to any other relevant programmes and 
activities based on TCDC, and especially upon developing countries to make optimal 
use of WHO resources, particularly for carrying out TCDC activities； 

3. URGES developing countries : 

(1) to effectively mobilize their human and financial resources for the 
development and operation of the networks of national institutions for health 
development and TCDC； 
(2) to encourage relevant national institutions to strengthen their TCDC 
function and capacities and to act as clearing-houses for information on 
national needs arid priorities with respect to the development and 
implementation of national strategies for health for all, particularly those 
needs that are amenable to TCDC, and provide them with the financial resources 
required; 
(3) to facilitate the identification of suitable institutions for health 
development and TCDC, in close collaboration with WHO, for intensified 
technical cooperation at the intercountry or regional levels leading to the 
initiation of the international resource network development for carrying out 
specific technical cooperation in support of the implementation of the 
Medium-term Programme on TCDC for Health for All for the period 1990-1995, by, 
in the first instance, formulating and implementing concrete TCDC activities 
for the period 1990-1991 along the lines contained in the Initial Plan of 
Action; 
(4) to request, as feasible and appropriate, the existing institutions for 
health development and TCDC to assist the initiation and strengthening of 
similar institutions at the national, subregional, regional, and international 
levels； 

(5) to explore and identify possibilities available in United Nations agencies 
(in particular UNDP) and other international agencies for providing financial 
and other support for the implementation of TCDC activities； 

4. CALLS UPON the developed countries to intensify their support to the developing 
countries, particularly the least developed among them, for accelerated 
implementation of health for all through primary health care, by providing financial 
resources through bilateral and multilateral channels, including WHO, for effective 
implementation of health development programmes； 

5. REQUESTS the Director-General: 

(1) to give priority to the implementation of the resolutions of the Health 
Assembly concerning TCDC and to organize effective coordination of WHO's 
programmes and activities in support of TCDC for health for all； 
(2) to establish and/or strengthen focal points for TCDC in the regional 
offices and headquarters at the appropriate levels, to enable them to 
coordinate effectively WHO'S support to TCDC activities； 
(3) to identify from among already existing institutions in each region and/or 
subregion those to be entrusted with the function of regional and/or 
subregional collaboration for health development and TCDC； 
(4) to mobilize WHO's technical and financial resources to support developing 
countries, individually and collectively, to develop new approaches for 
enhancing international technical cooperation among themselves, with developed 
countries and with WHO and other United Nations, international and bilateral 
agencies, for more effective implementation of primary health care； 



(5) to support implementation of the Medium-term Programme on TCDC for Health 
for All, 1990-1995, the Initial Plan of Action and other TCDC programmes and 
activities by providing necessary financial resources from the 1990-1991 
programme budget, and by making provision in the 1992-1993 programme budget 
allocation in all regions, and to provide catalytic support to the 
establishment and operation of subregional, regional and global collaborating 
institutions for health development and TCDC； 
(6) to promote, coordinate and catalyse interagency support to institutions 
performing TCDC and health-for-all activities at the subregional, regional and 
global levels； 

6. FURTHER REQUESTS the Director-General and the Regional Directors to report to 
the Health Assembly and Executive Board and the regional committees, respectively, 
in even-numbered years, on the progress made in the implementation of this 
resolution. 

There was also a draft resolution on "Andean cooperation in health", and another on 
"Control of world trade in tobacco products" proposed by the delegation of Thailand. 

Dr CHAUDHRY (Pakistan) said that his delegation shared the concern expressed by 
others at the severe financial constraints being faced by the developing countries in 
their attempts to achieve health for all. Over 11 years after the Alma-Ata Conference 
the developing countries, and particularly the least developed among them, were still 
striving to provide basic health services for their people. Less than a decade was left 
to attain the goal of health for all. The Executive Board's report rightly stressed the 
need for WHO to intensify its cooperation with countries requiring additional support for 
targeted populations still living in conditions of extreme poverty and suffering high 
mortality and morbidity despite overall improvements in health indicators. 

It was imperative that any technical and economic support from WHO and other 
multilateral and bilateral agencies should take account of the different political, 
social, cultural and economic factors in developing countries. WHO, with its long 
experience of working in countries with different backgrounds, was in a unique position 
to help the developing countries in formulating strategies to coordinate and systematize 
assistance from different sources so that it was optimally utilized. 

Paucity of funds to cover the running costs of expanding health infrastructure was 
one of the main problems facing poor and developing countries, including Pakistan, and 
available funds were not always utilized in accordance with priorities. 

Pakistan's national health policy represented a genuine effort to address the 
problems, focusing on three main approaches : increasing resources for the health 
sector; emphasizing management in order to make better use of the scarce resources 
available； arid emphasizing the extension of primary health care to the periphery in the 
interests of social equity and programme efficiency. 

With WHO, Pakistan believed that the most cost-effective approach was through 
primary health care backed by a referral and support system at the secondary level. 

While Pakistan had much to learn from other countries, its own initiatives, linking 
equity-oriented policies with research and programme implementation, were worthy of note 
by others. 

His delegation supported the two draft resolutions before the Committee. 

Dr MOJI (Lesotho), commending the reports annexed to document A43/5, expressed the 
hope that the activities initiated by the Director-General would be followed by an 
increased response to ensure that improvements could be achieved in the health status of 
the majority of people in those countries facing serious economic constraints. 

Lesotho had increased immunization coverage to more than 60% and had considerably 
reduced child mortality from diarrhoea. He expressed gratitude to WHO, UNICEF and the 
many other donors who had contributed to its achievements. However, in view of the harsh 
social and economic realities, such achievements would not be maintained and strengthened 
unless additional technical and economic support was forthcoming. 

His delegation supported the two draft resolutions before the Committee. 
It noted with concern the comments made by the delegate of Malawi regarding the 

consequences of resolution WHA42.19 on tobacco and health. There was no denying that the 
effects had been devastating and it was to be hoped that alternative crops would soon be 



found. The solution to that and to the many other dilemmas faced by the developing 
countries was a new economic order. What was needed was a spirit of good will - similar 
to that which had followed the Second World War and which had culminated in the Marshall 
Plan, benefiting those countries most affected by the war - in order to curb poverty, 
ignorance and disease and to realize the dream of a "global village". The Global 
Programme on AIDS was a good example of what could be achieved if the will existed. 

Mr XU Zhiguang (China) recalled that the subject of the Technical Discussions at the 
Fortieth World Health Assembly in 1987 had been "Economic support for national 
health-for-all strategies". The reports now before the Committee indicated that in poor 
countries, particularly the least developed, social and economic and health indicators 
remained at a critically low level. There was, therefore, a need to promote 
international support, particularly for the poorest countries. China fully supported 
such a policy, which would remove obstacles to the attainment of health for all and pave 
the way for an improvement in health status in the impoverished nations of the world. 

China had made every effort to help the least developed countries with its limited 
resources. Over the years, several thousand health personnel had joined medical teams in 
96 different locations in developing countries, and some 1200 were currently providing 
technical assistance in such countries. 

WHO should continue to promote north-south and south-south cooperation, in 
particular mutual assistance among developing countries. His delegation therefore 
supported the two draft resolutions before the Committee. 

Dr TEMBA (United Republic of Tanzania) commended the reports before the Committee 
and welcomed the initiative taken by WHO as a major step in support of health development 
and attainment of the goal of health for all in developing countries, which had 
problems even maintaining existing health services. 

When the overall economic situation worsened, it was the social services that were 
hardest hit. Lack of economic support for health services led to inadequate financing, 
weak management, declining quality of services and frustration among health personnel and 
in the community. As services began to break down, morbidity and mortality from 
communicable diseases and malnutrition increased, which in turn increased demands on 
overstretched health resources. WHO should help to determine which were the most 
pressing of the many priorities, to draw up strategic and realistic health development 
plans, and to strengthen health management systems. 

Commendable efforts were being made to strengthen coordination of the various 
programmes within WHO to make them less "vertical" and provide a more coordinated and 
pragmatic approach, in support of primary health care implementation in countries. 

While WHO was clearly not an international financial institution, it could play an 
important role in mobilizing and coordinating international support for strategic health 
development for those countries in greatest need. Tanzania would be happy to work with 
WHO in that regard, and his delegation therefore supported the draft resolutions before 
the Committee. 

Dr KIM Won Ho (Democratic People's Republic of Korea) commended the reports, which 
indicated that, while progress in health status was evident in many countries, the 
absolute number of people living in poverty and poor conditions of health and nutrition 
had grown since the Alma-Ata Declaration on Primary Health Care in 1978. Considerable 
differences continued to exist between the developed and the developing countries, 
particularly the least developed ones. For example, in the least developed countries, 
infant mortality rates were as high as 125 per 1000 live births, compared with 15 per 
1000 in developed countries. Further, life expectancy at birth in the least developed 
countries was 49 years of age compared with 74 years for developed countries. The 
successful implementation of the Global Strategy for Health for All by the Year 2000 
would depend on improvements in health services in the least developed countries. WHO 
was therefore justified in raising the issue of strengthening technical and economic 
support to countries facing serious economic constraints and in initiating positive 
action in that regard. WHO should increase its efforts to assist the developing 
countries, particularly the least developed among them, evaluating the effect of 
financial and technical support and determining the best approaches to implementation, 
paying due attention to mechanisms of technical cooperation among developing countries. 



He hoped that in the future WHO would actively collaborate in the implementation of 
the Medium-term programme on technical cooperation among developing countries for health 
for all for the period 1990-1995 adopted by the non-aligned nations and other developing 
countries. His delegation supported the two draft resolutions before the Committee. 

Dr MAGANU (Botswana) commended the Director-General on his new strategic 
initiative. For as long as the wide gap existed between developed and developing 
countries, health for all would remain a dream. The woes facing developing countries 
were due mostly to the existing world economic order and particularly to unfair trade 
practices whereby poor countries could not even determine the price of the goods they 
sold and where such prices were decreasing in real terms； at the same time they were 
paying more for their imports. The difficulties had affected different countries in 
different ways, but the basic reasons were the same. It was believed in Botswana that 
the only way forward lay in massive investment, including capital, technology and 
manpower resources, so that the economy of the country could become self-sustaining and 
the people could have the employment necessary to ensure income. Poverty was the 
greatest obstacle to the attainment of health for all； once people had income, the other 
ingredients would follow much more easily. 

He hoped that the selection of countries for the special initiative would be based 
on fair and discernible criteria. 

He supported the draft resolution recommended in resolution EB85.R15. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) commended WHO'S efforts in seeking 
ways to increase the effectiveness of coordination of its resources and mobilize the 
capabilities of the international community to support countries, particularly those 
facing serious economic difficulties in developing primary health care. The documents 
before the Committee were evidence of the deep concern of the Organization and its Member 
States at the deterioration in the economic situation of most developing countries as a 
result of the unresolved debt problem. The consideration given in the reports annexed to 
in document A43/5 to support for countries to rationalize and make additional financial 
support available for medical services were particularly topical. That was also relevant 
for Eastern European countries, which were undergoing significant changes in economic and 
other structures affecting health services. 

The progress of TCDC, with emphasis on self-reliance and mutual reliance, was being 
followed with interest; such cooperation was a basic element in the health-for-all 
movement. His delegation welcomed all forms of regional cooperation between Member 
States, including that of the Andean countries. 

He supported the remarks of the United Kingdom delegate. 

Mr RINCHHEN (Bhutan) welcomed the reports annexed to document A43/5 and supported 
the draft resolution contained in resolution EB85.R15. He proposed an amendment to 
operative paragraph 2 to replace "using all means available" by "including through 
provision of additional technical and financial resources". At the most recent 
intergovernmental group meeting on the least developed countries, in March/April 1990, it 
had been generally accepted that the 1980s had been a decade lost for most such 
countries. Unless additional resources were made available, most of them would not be 
able to achieve health for all by the year 2000 or, if they did, they would have great 
difficulty in sustaining that achievement. In the light of the forthcoming Second United 
Nations Conference on the Least Developed Countries, to be held in Paris in September 
1990, at which a programme of action for the 1990s was expected to be adopted, emphasis 
on additional resources became all the more important. In order that a meaningful 
programme of action might be adopted, strong recommendations from the United Nations 
system, including WHO, were vital. 

Dr VIOLAKI-PARASKEVA (Greece) said that strengthening technical and economic support 
to countries facing serious economic constraints was an urgent task; the gap between 
those countries and the rest of the world was widening continuously. She was pleased, 
therefore, that the reports annexed to document A43/5 were complete and comprehensive, 
describing a strategy for fostering an integrated and coordinated approach to improve the 
effectiveness of existing aid by strengthening management systems and capabilities for 
planning health services and implementing country programmes. 

She fully supported both draft resolutions on the subject. 



Mr FINN (Canada) said that his country had for some years been aware of the need to 
match achievement of health objectives with payment capacities of public authorities, 
however wealthy a country might be. Canada was one of the industrialized countries that 
had best succeeded in containing increases in health expenditure while at the same time 
maintaining accessibility of medical and hospital services and achieving an improvement 
in the health of the population each year. It was aware that the current economic 
context made it essential to look even more critically at ways of financing and 
organizing health services. 

His delegation considered it essential, first, fully to understand both the 
potential and the limits of each source of financing, which should not be measured solely 
in terms of the percentage of health expenditure that could be recovered but also, and 
more important, in terms of equity and accessibility of health services, health 
promotion, prevention and primary health care. In Canada, about 80% of health 
expenditure was assumed by the public authorities, representing 5% of the public 
expenditure of provincial governments. Such public financing had shown itself to be an 
effective means not only to ensure equitable accessibility of health services but also to 
check increases in health expenditure. For those reasons, Canada had adopted limits for 
private financing. 

Secondly, it was essential that the efficiency and quality of services should be 
considered before any decisions were taken to assume publicly the cost of such services. 
His Government was aware that the effectiveness of a large proportion of publicly 
financed health services had never been tested. It was equally aware that it was 
publicly financing services provided in health institutions which did not always have the 
professional characteristics for the necessary evaluation of results. For that reason it 
considered that the development of machinery to evaluate health technology and to ensure 
quality was essential for a rational utilization of resources； that was currently under 
way in Canada. 

Thirdly, the rational utilization of resources was essential for both the 
organization and the means of financing. Like several other industrialized countries, 
Canada considered that more could be obtained from the resources being invested by 
ensuring better coordination and better complementarity of health institutions, in order 
to avoid duplication and overlapping of responsibilities. 

In conclusion, his delegation firmly believed in the need to place greater emphasis 
on the evaluation of results. Before considering the financing of new services through 
public funds, it was necessary, if they were to remain accessible to all, to ensure that 
they contributed to the improvement of health in the most effective manner. A health 
system with built-in incentives for efficiency, productivity and effectiveness could be 
adapted to new requirements. 

Dr KONDE (Guinea) referred to the impact of structural adjustments in his country； 
health was an important factor of development but it was nonetheless often relegated to a 
subsidiary place in developing countries like Guinea, where only 2.5% of the national 
budget was allocated to health. He suggested that the draft resolution should be amended 
to include, at the end of operative paragraph 4, an expression of the hope that the 
forthcoming Conference on aid to the least developed countries would make it possible to 
give greater priority to the health sector within the framework of development aid. That 
would cover his delegation's concern that health might appear as a poor relative at the 
Conference unless its importance was stressed. 

Professor LEOWSKI (Poland) commended the Director-General for the two excellent 
reports annexed to document A43/5. Poland was undergoing substantial and rapid changes, 
including a profound reform of the health care system. The reform of the political and 
social system was being undertaken at a time of severe economic constraints resulting 
from debt burden and recession. His country was, therefore, greatly interested in the 
strengthening of WHO's capacity to provide support to all efforts aiming at rationalizing 
the financing and management of the health care system. Although aware of the needs of 
developing countries, particularly the 42 least developed countries, he thought that 
Poland might, in many respects, provide a test or a demonstration area for some of the 
new developments in view. 

He fully supported the two draft resolutions. 



Dr ELTOM (Sudan) congratulated the Director-General and the Executive Board on the 
important initiative and commended the document. 

Concerning resolution EB85.R15 he suggested that the reference to external 
circumstances in the third preambular paragraph should be deleted. As it was, the text 
demanded too much from countries. The representative of Poland had mentioned the 
political, economic and social changes taking place in his country. Countries could 
hardly be asked to adapt their health systems to such external changes when they were 
unable to adapt to their own internal changing conditions. 

Operative paragraph 1(3) referred to "... the constraints of the internal and 
external resources available . . . " . That appeared to imply the reduction of health 
services. Many speakers had, however, called for an increase in health expenditure, some 
suggesting an increase from 4%-5% to 8%-10%. The text of the proposed resolution should 
thus be amended so as not to imply reductions in the health budget. 

Operative paragraph 3(1) requested the Director-General "to support Member States in 
developing new health structures, resources and approaches in view of the effects of 
economic trends It was well known that economic trends were downward trends； the 
text could also be interpreted as calling for a reduction in health expenditure and 
should, therefore, be amended. 

Operative paragraph 3(2) called for WHO to take "the lead, particularly within the 
United Nations system . . . " . That paragraph should be more appropriately worded to 
reflect concerted action in which WHO should play a catalytic role. 

Finally, operative paragraph 3(3) called for a capacity to be developed within WHO 
"to assess the effects of global economic issues and policies on the health sector at 
country level". While he did not oppose that provision, it would also be appropriate for 
countries to be involved in the assessment of effects on their own health systems. 
Furthermore, WHO's role should not be restricted to assessing effects, but should include 
efforts to offset any negative consequences. He called on the Committee to support the 
amendments that he had suggested. 

Dr LIMA (Sao Tome and Principe) congratulated the Director-General and the Executive 
Board on the reports. Because of their economic circumstances, it was impossible for the 
least developed countries to accelerate the implementation of primary health care without 
international technical and financial support. He supported the two draft resolutions. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) thanked speakers for their 
interest and constructive comments and the support they had shown for WHO's initiative 
for intensified support to countries and people in greatest need. Responding to points 
raised concerning the subjects discussed in documents A43/5 and A43/INF.DOC./6, he said 
many speakers had mentioned the very difficult economic situation, especially external 
debt problems and the decreasing value of local currencies. The simple application of 
structural adjustment policies would not solve those problems, in fact it would worsen 
the quality of life in developing countries. WHO was seriously concerned with the 
negative consequences which would badly affect vulnerable groups, especially women and 
children, in the long term. 

Several speakers had strongly suggested that WHO should play an advocacy role. That 
matter had been raised and discussed in the Executive Board in January 1990 and 
resolution EB85.R15 contained strong recommendations. Guided by the Executive Board's 
resolution, a special item on the relationship between the world economy and health 
development had been discussed in the fifth plenary meeting of the World Health Assembly 
on Wednesday, 9 May 1990. Two eminent world leaders, namely Mr Mugabe, President of the 
Republic of Zimbabwe, and Mr Andreotti, President of the Council of Ministers of Italy, 
had provided clear political commitment to health development； both statements, as well 
as the opening remarks made by the Special Coordinator, Dr Saburo Okita, had clearly 
indicated the importance of health investment for sustained economic and social 
development. 

In various consultations with the International Monetary Fund and the World Bank, 
WHO had discussed the protection of health as the basic component to be considered when 
adjustment policies were applied. Also, several reviews were under way to generate 
appropriate information on how to tackle those matters, including external debt problems 
and the possibility of debt conversion, in relation to health development. A round table 
on macroeconomics and the health sector at country level, held in Brioni, Yugoslavia, 



from 18 to 20 April 1990, had been organized by the Government of Yugoslavia and WHO, and 
had been attended by a number of economists and national economic and health planners. 
The outcome of that meeting would be carefully reviewed and a plan of action drawn up. 

With respect to WHO's initiative on intensified support, in less than a year 
analyses had been made of 23 countries, including 18 of the least developed countries. 
Technical and financial commitments had been made with 14 countries, where activities 
were currently under way. Basic information, including how to join that intensified 
collaborative partnership activity, was contained in the information booklet, Priority 
for the poorest. which was available in both English and French. Regarding the question 
of reporting progress, WHO would take appropriate steps to include information in the 
Director-General's report on monitoring of health for all. 

A number of positive achievements had already been made within the framework of 
intensified cooperation. Intersectoral coordination, especially dialogues and reviews 
between ministries of health and ministries of planning and finance, and sometimes 
presidents' and prime ministers' offices, had been encouraged and strengthened. The 
process itself had provided a new opportunity to review countries' realistic priority 
activities and possible reallocation of internal as well as some external resources on 
the basis of sound scientific data. WHO's team approach, involving experts from 
different programmes of headquarters and regional offices, together with WHO 
representatives, provided input for the realistic reappraisal of national health plans 
directed towards the strengthening of primary health care. Such technical support 
involved other United Nations agencies such as UNDP, and the World Bank, as well as some 
representatives of major donors, to improve coordination of donors' contributions to 
health sector development. In some cases, donor governments and WHO worked together for 
the identification of priority programmes as well as technical and financial 
contributions for those programmes. More rational resource allocation and planning and 
implementation for health care could thus be achieved within comprehensive national 
development frameworks. 

WHO'S intensified cooperation initiative would be of assistance in increasing 
management capabilities in health planning, health economics and operational programme 
activities from the central to the peripheral level in countries. The intention was to 
build up appropriate human resources and the essential infrastructure, resulting 
eventually in self-reliant, sustainable primary health care. Member States would be the 
first to benefit from the development and strengthening of their capacities and 
capabilities. 

Regarding TCDC, WHO continued to assist countries to exchange know-how and 
experiences among themselves in the most efficient manner. WHO's resources were rather 
limited, but technical advice had already been provided on the formulation of the 
medium-term programme on TCDC for health for all for the period 1990-1995 and it was 
hoped that the plan of action would be steadily carried out at both country and 
intercountry levels.. 

Over a mere 12 months, a number of consultations with both bilateral and 
multilateral donors had taken place in donor countries' capitals, in participating 
countries' capitals or in Geneva concerning WHO's initiatives. Various forms of 
collaboration were currently being planned with donors. Apart from the fruitful dialogue 
already existing with UNDP and the World Bank, collaboration with the International Fund 
for Agricultural Development (IFAD) and UNFPA were under way. He expressed WHO's thanks 
to the donors already actively participating in WHO's new initiative, namely, the 
Governments of France, Italy and Japan, and the Japan Shipbuilding Industry Foundation. 

Dr MENCHACA (Tobacco or Health Programme) said that, as members of the Committee 
would be aware, there was no specific item relating to tobacco on the Assembly's agenda. 
However, the Director-General had stated in his biennial report that, as requested by 
the Forty-second World Health Assembly in resolution WHA42.19, studies had been 
undertaken on the impact of tobacco production on the economy, environment and health of 
populations in developing countries which depended upon tobacco production as a major 
source of income, and had also stated that an analysis had been initiated of previous 
experience in crop substitution programmes which could be implemented in countries whose 
economies depended heavily upon tobacco production. 

1 The work of WHO. 1988-1989. Geneva, World Health Organization, 1990, 
paragraph 14.297. 



Further measures taken in implementation of that resolution had included letters 
sent by the Director-General to all agencies which had any connection with the subject, 
notably FAO, UNESCO, and the World Bank. Contacts had also been made with such bodies as 
the United States National Cancer Institute, with which WHO had cooperated in a study now 
in its final stages. The analysis of crop substitution programmes mentioned in the 
report had been made possible through an allocation of funds made by the 
Director-General, since, as a non-programme activity, funding was not provided for it 
under the regular budget. A further US$ 80 000 was required for the completion of the 
study, a sum which the programme did not at the moment have available. 

It should be emphasized that FAO had insisted that specific studies on the subject 
could be carried out in the countries concerned at their request. He wished to draw 
attention to that point, so that Member States could make the necessary approaches to 
FAO. 

He would be glad to provide delegates with any information they might require, and 
notably with details of the work that had been carried out in response to requests made. 
Although, as he had said, there was no specific item on the agenda on the subject of 
tobacco, the references that had been made to it by the President of the Health Assembly, 
the Director-General and a number of delegates showed the importance attached to it by 
Member States. 

The CHAIRMAN invited the Committee to resume consideration of the various texts 
submitted to it under item 18 of the agenda, beginning with the draft resolution 
contained in resolution EB85.R15. 

Mr RASHID (Bangladesh) said that although the resolution was a positive one, and the 
initiatives taken by the Director-General and by the Executive Board in the matter were 
laudable, there were certain elements which had not been reflected in the text. In the 
light of the views that had been expressed by delegates, and the specific amendments that 
had been proposed, it would appear that the text needed further study. He suggested that 
an informal group be set up to prepare a revised text which would take into account the 
various views that had been expressed, so that a consensus could be reached. 

The CHAIRMAN agreed. He suggested that the drafting group should be composed of the 
delegates of Bangladesh, Bhutan, Canada, Sudan, Sweden and Yugoslavia, together with the 
two representatives of the Executive Board. 

It was so agreed. (For continuation, see summary record of the ninth meeting, 
section 3.) 

Draft resolution on Andean cooperation in health 

The CHAIRMAN invited the Committee to consider the following draft resolution 
proposed by the delegations of Argentina, Barbados, Bolivia, Brazil, Chile, Colombia, 
Comoros, Costa Rica, Cuba, Cyprus, Mexico, Nicaragua, Paraguay, Spain, Uruguay, 
Venezuela, Yemen and Yugoslavia: 

. • ' ' . i' 
The Forty-third World Health Assembly, 
Informed of the initiative of the Governments of the Andean countries in the 

field of cooperation in health； 
Aware of the long tradition in that subregion regarding the improvement of the 

standard of living and health of its inhabitants through coordinated and 
intercouritry measures ； 

Noting the desire of the countries of that subregion to work closely together 
on selected priority health problems in a true spirit of technical cooperation; 

Recognizing that such initiatives are being undertaken successfully in other 
subregions of the Americas； . 

1. CONGRATULATES the countries of the subregion on their continuing efforts to 
solve common health problems through cooperation; 



2. URGES Member States and other international and nongovernmental organizations 
to support the Andean Cooperation in Health Initiative； 

3. REQUESTS the Director-General to support the WHO Regional Office for the 
Americas and the Governments of the Andean countries in identifying ways of 
promoting, strengthening and facilitating Andean Cooperation in Health. 

The draft resolution was approved.丄 

The CHAIRMAN invited the Committee to consider the revised draft resolution on 
improving technical cooperation among developing countries through implementation of the 
medium-term programme on TCDC for health for all 1990-1995, prepared by the drafting 
group. The delegation of Sri Lanka had indicated that it wished to be included among the 
sponsors. 

Dr MEAD (Australia), Rapporteur, drew attention to a number of amendments that had 
been made to the text of the resolution. In the eighth preambular paragraph, after 
"Noting with satisfaction", the following phrase should be added: 

...the Declaration of the Ninth Conference of Heads of State or Government of 
Non-Aligned Countries, held in Belgrade in 1989, as well as 

In operative paragraph 4, the amendment proposed by the delegate of Guinea should be 
further amended by the addition of the following: "... and expresses the hope that the 
forthcoming conference on the least developed countries will enable greater priority to 
be given to the health sector in the context of development aid;"» 

Lastly, in operative paragraph 5(3), the words "collaborating centre" should be 
substituted for "collaboration". 

о The draft resolution, as amended, was approved. 

Draft resolution on control of world trade in tobacco products 

The Chairman invited discussion on the following draft resolution proposed by the 
delegation of Thailand: 

The Forty-third World Health Assembly, 
Recognizing the serious effects on human health of the use of tobacco products, 

clearly stated in resolutions WHA31.56, WHA33.35, WHA39.14, WHA40.38 and WHA42.19; 
Deeply concerned that the aggressive promotion and sale of tobacco products 

continues unabated, especially in regard to young people and women, and in 
developing countries, in spite of the widely expressed concern about the adverse 
health effects of tobacco； 

Noting that political pressure is being applied in the form of threats of trade 
or economic sanctions aimed at coercing countries into opening their markets to 
foreign tobacco products, regardless of the health consequences and the countries' 
health policies in this respect； 

Encouraged by the resolution on world trade in tobacco products adopted by the 
Seventh World Conference on Tobacco and Health, held in Perth, Australia, in April 
1990, supported by more than 1000 participants from more than 70 countries； 

Acknowledging that tobacco products are particularly hazardous to human health, 
and that governments have the right and duty to protect the health of their people 
by introducing measures to tax, prohibit or restrict the manufacture, import, 
distribution, sale or advertisement of tobacco products； 

Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA43.8. 

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

as resolution WHA43.9. 



1. URGES all Member States to stop trying to coerce countries who are concerned 
about the adverse health effects of tobacco into repealing prohibition or 
restrictions on the manufacture, import, distribution, sale, or advertisement of 
tobacco products； 

2. REQUESTS the Director-General: 

(1) to notify all Member States of this resolution; 
(2) to consult with the General Agreement on Tariffs and Trade and appropriate 
United Nations agencies, seeking their consideration of the Health Assembly's 
concern about the coercive trade and economic measures being adopted by some 
countries. 

Dr CHITANONDH (Thailand) said a number of amendments should be made to the text of 
the draft resolution. The title should be amended to read: "Protection of health in the 
face of world trade in tobacco products". Operative paragraph 1 should read: 

URGES Member States to lend encouragement and support to countries that are 
concerned about the adverse health effects of tobacco and are applying appropriate 
prohibitions ... 

In the last line of operative paragraph 2(2) the phrase "the negative consequences 
for health of" should be added after "concern about". 

He recalled that in 1982, WHO's Expert Committee on Smoking Control Strategies in 
Developing Countries had emphasized the need for concentrated action to control 
smoking in developing countries, since such countries were the targets of aggressive 
promotional campaigns by transnational tobacco companies. 

In 1986, three Asian countries had been forced to open up markets to foreign 
cigarettes by reducing tariffs, giving licenses to retailers, and lifting bans on 
cigarette advertising. That development had had a number of consequences that were 
damaging to health, notably interference with domestic health policies, and the repeal of 
legislation imposing restrictions on advertising. Women and youths had been made the 
particular target of aggressive promotion campaigns which presented cigarette-smoking as 
the passport to success, sophistication and affluence. 

In one country, the downward trend in cigarette consumption had been halted, while 
in the other two countries consumption had actively increased. Increased consumption had 
led in turn to a rise in the incidence of tobacco-related diseases, with adverse economic 
effects due to rising health care costs and production losses. 

In the light of that situation, it was high time for Members to take action. All 
Member States, especially the developing countries, should be asked to introduce measures 
to control tobacco consumption. Such measures should include legislation on taxation, 
restrictions on the manufacturing and importing of tobacco products, and a ban on 
promotion and advertising. States should make every effort to ensure that such 
legislation would under no circumstances be repealed. 

An appeal should be made to those developed countries in which transnational tobacco 
companies operated to refrain from using trade pressures on other countries to make them 
open up their markets to tobacco products, and to abstain from forcing other countries to 
repeal legislation designed to control tobacco consumption. Finally, WHO should be asked 
to convey to the relevant United Nations agencies and other international organizations 
the concern of its members over the trade in such health-hazardous merchandise, and to 
ask them to adopt policies which would help control the sale, promotion and consumption 
of tobacco in the interests of the betterment of the health of all mankind. 

He appealed to the Committee to give due consideration to the draft resolution and 
to amend it, if necessary, in the light of information and concerns that might be brought 
up during the meeting. 

Resolution V7HA39.14 called for a global public health approach and immediate action 
to combat the "tobacco pandemic". Failing immediate action, tobacco-related diseases 
would emerge in developing countries before the diseases of the poor could be brought 

1 See WHO Technical Report Series. No. 695, 1983. 



under control, and the gap between rich and poor countries would be widened. The Third 
World would never be able to shoulder the growing economic burden represented by health 
promotion: health for all could not become a reality until concerted action was taken by 
the health fraternity. 

Mr ORTENDAHL (Sweden) said it was a sad fact that the encouraging decrease in 
tobacco smoking in industrialized countries was more than balanced by an increase in 
developing countries. The industrialized countries were in a good position to bring 
about the structural changes in agriculture and industry required for the health-for-all 
initiatives to succeed, yet the possibilities were less promising in Africa, Asia and 
Latin America. The situation might even arise where the economically strong countries 
could export their tobacco surpluses with the help of free trade agreements, thereby 
creating more economic problems in developing countries, lowering prices for their 
products and further widening, with the assistance of the refined tools of modern 
marketing, the health gap between the "haves" and the "have-nots". 

WHO'S position was not an easy one. The strategic questions raised in the draft 
resolution must be considered with a view to further debate by the Executive Board and 
the Health Assembly of the necessary strategic principles and initiatives. 

His delegation endorsed the comments made by the delegation of Malawi and would urge 
WHO to go beyond the scope of the original studies to address the more far-reaching 
subject of its role in limiting world trade in tobacco products. 

Mr BOYER (United States of America) said he had serious reservations about the draft 
resolution. Those who attended the Health Assemblies were concerned about the health 
impacts of smoking and tobacco use, but there was a limit to what the Health Assembly 
should do: the draft resolution was concerned with world trade, not tobacco use, and it 
was therefore not appropriate for the Assembly's consideration. The arguments presented 
by the delegate of Thailand, to which he had listened carefully, did not convince him 
that it was suitable for the Health Assembly to be addressing such subjects as tariffs, 
taxes and restrictions on imports, on manufacturing and on licensing, which were more 
suited for consideration by the General Agreement on Tariffs and Trade (GATT) and other 
United Nations agencies. 

When the Executive Board had proposed the item on strengthening technical and 
economic support to countries facing economic constraints, it had not intended the issue 
of smoking to be taken up. Normally, when a highly technical item was to be discussed, 
it was first referred to the Executive Board so that the Secretariat could produce a 
paper arguing the "pros and cons" of the issue, thereby enabling the Board to formulate a 
proposal for consideration by the Health Assembly. 

He agreed with the delegate of Sweden that, in view of the strong interest in the 
subject of tobacco and smoking, it would be useful for the Health Assembly to request the 
Executive Board to place the subject of tobacco and its use on the agenda for its session 
in January 1991, to request the Secretariat to produce documentation analysing the issue, 
and to provide for a full discussion thereof at the Forty-forth World Health Assembly. 
In the meantime, he proposed that the Health Assembly take no action on the draft 
resolution before it. 

Dr NTABA (Malawi) said he supported the proposal that no action be taken on the 
draft resolution. While the subject of tobacco was not a new one for the Health 
Assembly, there were a number of aspects of the draft resolution that had never been 
discussed, either by the Health Assembly or by the Executive Board. The draft resolution 
and all its implications should be studied carefully by the Executive Board before being 
considered by the Health Assembly. 

The tone of the draft resolution represented a radical departure from provisions on 
tobacco previously adopted by Health Assemblies. The frankly political overtones in 
several paragraphs were out of line with the spirit of other WHO resolutions. In the 
fourth preambular paragraph reference was made to a resolution of the Seventh World 
Conference on Tobacco and Health, held very recently in Australia. Most delegates to the 
Health Assembly had been unable to attend that conference and had still not received its 
report. The third preambular paragraph contained an implicit reference to an underlying 
dispute between some Member States on trade practices involving tobacco. Delegates to 
the Health Assembly had no information on those developments, yet they were being asked 



to take sides on the issues. More information was needed before it could be decided 
whether the related issues were appropriate for WHO's consideration. 

The draft resolution might unnecessarily politicize the tobacco debate and, if 
adopted prior to the completion of WHO's studies on the problem, would render those 
exercises meaningless. WHO could not afford to take such an approach on such a very 
serious issue. 

Dr LARIVIERE (Canada) said he wished to associate his delegation with those that 
favoured referral of the issue to the Executive Board and resumption of its consideration 
at a subsequent Health Assembly. 

Dr NYAYWA (Zambia) said he endorsed the proposal that the issue be given detailed 
consideration by the Executive Board and a report on it submitted at the Forty-fourth 
World Health Assembly. 

The CHAIRMAN said that, in the absence of any objection, he would take it that the 
Committee wished to refer the subject of world trade in tobacco products to the Executive 
Board for detailed consideration, with a view to discussion .at a future Health Assembly. 

It was so agreed. 

2. FIRST REPORT OF COMMITTEE A (Document A43/36) 

Dr MEAD (Australia) Rapporteur, read out the draft first report of the Committee. 

The report was adopted.丄 

The meeting rose at llhOO. 

1 See document WHA43/1990/REC/2. 



FIFTH MEETING 

Monday, 14 May 1990. at 14h30 

Chairman: Professor J.-F. GIRARD (France) 

GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): Item 19 of the 
Agenda (Resolutions WHA40.26, WHA41.24, WHA42.33 and EB85.R12; Documents A43/6 and 
A43/INF.DOC./3) 

The CHAIRMAN congratulated Dr Merson on his appointment as Director of the Global 
Programme on AIDS. 

Besides resolution EB85.R12, the Committee had before it a draft resolution entitled 
"AIDS control in women and children", proposed by the delegations of Belgium, Cameroon, 
Central African Republic, Chad, Finland, France, German Democratic Republic, Ireland, 
Italy, Luxembourg, Madagascar, Mali, Monaco, Morocco, New Zealand, Norway, Romania, 
Senegal, Spain, Sweden, Togo, United Kingdom of Great Britain and Northern Ireland, 
United States of America and Viet Nam. The delegations of Barbados, Canada, Chile, 
Ecuador, Greece, Guinea, Honduras, Kuwait, Malawi, Mexico and Nicaragua wished to be 
added to the list of sponsors of the draft resolution, the text of which read as follows : 

The Forty-third World Health Assembly, 
Recalling resolutions WHA40.26 and WHA42.33 on the Global AIDS Strategy and 

resolution WHA41.24 on avoidance of discrimination against HIV-infected people and 
people with AIDS； 

Recognizing the importance both of an integrated approach to the health of 
women and of the determining role of women in development, as emphasized especially 
in resolution WHA42.42; 

Considering the extensive medical, scientific and psychosocial implications 
presented by HIV infection/AIDS for women, children and families, and bearing in 
mind the need to consider the problem of AIDS in mothers and children in the light 
of a broad approach to the health of mothers, children and families and the goal of 
health for all by the year 2000; 

Acknowledging the leading role of WHO in the guidance and coordination of AIDS 
control, particularly in education, prevention, treatment and research; 

Considering that the prevention and control of HIV infection/AIDS for women and 
children call for the strengthening and improvement of the primary health care 
system and for educational and other psychological and social support programmes for 
women, children and families； 

Stressing the importance of the Paris Declaration on Women, Children and the 
Acquired Immunodeficiency Syndrome (AIDS)； 

1. URGES Member States to: 

(1) establish and evaluate policies for the control of HIV infection/AIDS 
incorporating prevention and care for women and children, together with the 
necessary support for families affected by the infection; 
(2) ensure that programmes for the control of HIV infection/AIDS are 
coordinated or integrated with other programmes for women, children and 
families, particularly maternal and child health, family planning, and sexually 
transmitted disease control programmes； 
(3) ensure that HIV testing is offered to women and children as an integral 
but voluntary part of health programmes, including counselling and other 
psychosocial support, with due respect for confidentiality； 

1 Reproduced in document WHA43/1990/REC/1, Annex 3. 



(4) promote safe motherhood for women and ensure that HIV-infected women 
receive appropriate information and have access to health services, including 
family planning, counselling and other psychosocial support so that they can 
personally make informed decisions about childbearing； 

(5) mobilize health and social services to respond to emerging needs, 
especially those of families that suffer discrimination, or are not able to 
provide child care, and those of children who are abandoned or orphaned; 
(6) continue to promote, develop and support programmes for breast-feeding as 
a basic component of a sound health and nutrition policy； 
(7) recognize the close link between HIV infection/AIDS, drug abuse and other 
factors which help to increase the risk of HIV infection in women of 
childbearing age and hence the risk of mother-to-fetus transmission; 
(8) ensure that appropriate priorities and resources are devoted to research 
on HIV infection/AIDS in order to set up joint research programmes to develop 
innovative solutions to issues affecting the health and social conditions of 
women and children; 
(9) recognize the crucial role of women in the prevention of HIV transmission 
and the care of sufferers and, more generally, in the Global AIDS Strategy, and 
accelerate their empowerment against AIDS by enhancing the role and the social, 
economic and legal status of women so that they participate fully in AIDS 
control programmes at all levels； 

2. REQUESTS the Director-General to: 

(1) continue to strengthen WHO's crucial role in promoting the health of women 
and children with appropriate attention to the control of HIV infection/AIDS in 
conformity with the Global AIDS Strategy; 
(2) take steps to mobilize the necessary resources, both human and financial, 
to develop activities for the prevention and care of HIV infection/AIDS in 
women and children; 
(3) devote special attention to those countries that are most affected and/or 
whose precarious economic situation calls for a special demonstration of 
international solidarity. 

Dr BERTOLASO (representative of the Executive Board), after expressing the Executive 
Board's appreciation to Dr Mann for his contribution to the fight against AIDS and the 
success of the Global Programme on AIDS, and congratulations to Dr Merson on his 
appointment, said that, in reviewing the report of the Director-General (document A43/6), 
the Executive Board had noted that the Global.Programme on AIDS had emerged from its 
initial and urgent phase and made substantial progress towards priority-setting, 
systematization, integration and decentralization. The Board was pleased to note the 
continuing efforts to provide leadership in worldwide activities for the prevention and 
control of AIDS, the strengthening of the Programme‘s central management and the 
maintenance of its global leadership. It welcomed the decentralization of AIDS 
prevention and control activities from the global to the regional and country levels. 
WHO'S critical role in providing coordination and support to the many national and local 
agencies implementing the Global AIDS Strategy was based on the special relationship 
between WHO and Member States, with WHO focusing its support on technical and operational 
areas. 

National AIDS programmes must be firmly based on primary health care and must be 
well coordinated, integrated and decentralized. The integration of national AIDS 
programmes within the national health system should be improved, with particular emphasis 
on maternal and child health, family planning services, and control of sexually 
transmitted disease and tuberculosis. Links were being strengthened with nongovernmental 
organizations, the private sector and international organizations. In response to 
resolution WHA42.34, the Programme had organized the first international meeting of AIDS 
service organizations, developed new mechanisms to support nongovernmental organizations 
and provided direct support to them. 

Despite all efforts, the global epidemic was gaining momentum, and underlying social 
problems were still major obstacles to effective action. Growing complacency about AIDS 
threatened to undermine the progress achieved and cripple future efforts. Of major 
concern was the widening gap between AIDS prevention and control in industrialized and 



developing countries. Global AIDS prevention and control would fail if only the rich had 
access to effective drugs and eventually to a vaccine. The Board had noted the critical 
need to monitor and evaluate the effectiveness and impact of national and international 
programmes, and was pleased that the Programme was proposing to monitor integration of 
the Global Strategy on AIDS into national policies and programmes, recognizing the 
significance of the first national AIDS programme evaluations and coordinated studies on 
the demographic, economic, social and behavioural impacts of the pandemic. 

The International Conference on the Implications of AIDS for Mothers and Children 
held in Paris in November 1989 had firmly established women and children on the AIDS 
agenda； in its resolution EB85.R12, the Board commended to the Health Assembly's 
attention the Paris Declaration issued at the conclusion of the Conference which appealed 
for leadership and resource mobilization in support of the prevention and care of HIV 
infection/AIDS in women and children. The Board had been informed that the theme of 
World AIDS Day on 1 December 1990 would be "Women and AIDS". 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) commended the 
achievements of the Global Programme on AIDS, welcoming the prompt appointment of 
Dr Merson and thanking Dr Mann for his invaluable, vigorous and effective leadership. 
Despite all efforts, major problems remained, rendering the struggle against AIDS more 
difficult than in the past decade. They included the containment of HIV infection; 
attitudes of complacency； the increasing strain on health and social services in 
developing countries； and the issue of self-injecting drug users. In the latter 
connection, the United Kingdom had co-sponsored the draft resolution on illicit drugs 
that would be considered by Committee В. 

WHO'S leadership was more than ever vital. Strategic thinking must continue to be 
dynamic and firmly rooted in collectively agreed policies. Strong and effective 
management of the Programme and the filling of all posts were essential. The time had 
come to consolidate activities, look objectively at the Programme's future role and set 
new priorities, which should include : continued global leadership； improved 
collaboration with national AIDS control programmes and national strategies addressing 
control and prevention of transmission; the setting of targets for future achievement; 
and the development of programme indicators to measure future impact. One major issue 
was the global availability of existing and future drugs, including a vaccine. Efforts 
must be stepped up to establish clear policies for testing new drugs and conducting field 
trials of candidate vaccines. It was WHO's responsibility to create the conditions to 
ensure that new technology would be available to the world's population in need. 

His delegation endorsed the "Programme direction" as described in document A43/6. 
Particularly commendable were „the re.po.rts on technical subjects, the work on HIV 
infection and AIDS in women, and the mobilization of other United Nations agencies and 
nongovernmental organizations. The decision taken by the Management Committee to 
commission an external evaluation of the Programme was also welcome. 

The complexities of the next phase of global AIDS prevention and control would 
require strong leadership and vision, building on the foundations already established. 
Creative impetus and commitment must continue to guide the Organization's efforts if it 
was to discharge its moral and constitutional obligation towards the millions of people 
who relied upon it. His delegation pledged continuing support for the Programme and 
endorsed the draft resolution on AIDS control in women and children, as well as the terms 
of resolution EB85.R12. 

Dr VIOLAKI-PARASKEVA (Greece) stressed the importance, for present and future 
generations, of the decisions taken on AIDS control and prevention. International 
efforts must be mobilized to implement a basic programme of surveillance in all 
countries, involving information exchange and strategy evaluation, as well as interagency 
coordination for optimum resource utilization. 

The serious ethical and social issues raised as a result of the discrimination 
against and stigmatization of AIDS sufferers had important implications for public health 
policy, which should take into account the individual's right to objective information, 
freedom and privacy, while maintaining a balance between the responsibility of society 
and that of the individual. Public information and counselling must be given priority in 
control measures, and the media had an important part to play in that regard. 

Her country had been firmly committed to the Global Programme on AIDS since its 
inception. AIDS was not yet a serious public health problem in Greece and only two modes 
of HIV transmission had been documented, namely, homosexual, bisexual or heterosexual 



intercourse, and exposure to blood products and transfusion of unscreened blood. HIV 
infection was most prevalent in the 25-to-44-year age group and it affected women and men 
in a ratio of 1:10. WHO was to be commended on its accomplishments and leadership in the 
fight against AIDS, for which the mobilization of resources, the development of 
intersectoral activities and the support of the mass media had proved crucial. The 
Organization's efforts in manpower planning and its support for national training 
programmes, as reported in paragraphs 117-118 of document A43/6, as well as the increase 
in training activities in 1987-1989, as shown in Figure 2, were a cause for 
satisfaction. A prerequisite for AIDS control was the will and ability of each country 
to incorporate AIDS control activities into existing health services infrastructure.. 

The Paris Declaration on Women, Child and the Acquired Immunodeficiency Syndrome 
(AIDS) was an encouraging development. Her delegation endorsed resolution EB85.R12; the 
draft resolution on AIDS control in women and children, of which Greece was a sponsor, 
might be improved by two changes, namely incorporation of the full text of the Paris 
Declaration, and the inclusion in operative paragraph 1(9) of a reference to the status 
of voluntary organizations of women. 

Dr MUKHERJEE (India) commended the Programme's systematic response to national and 
international concern, as reflected in document A43/6. The choice of measures against 
HIV infection/AIDS posed the question of public health priorities in rich and poor 
countries alike. Since a cure was as yet remote, a sustained effort must be made in 
research and development. "Consciousness-raising" about acceptable and safe behaviour 
was discouragingly slow; new ways and means of educating the public that were 
appropriate to the local context and intersectoral in approach must be devised. 

His delegation endorsed the wide range of initiatives reported in document A43/6； 
they required continued cooperation between civic authorities, nongovernmental 
organizations, educationists, teachers and opinion-makers, including the press. 
Responsible behaviour must be emphasized as an individual duty to society. Policies and 
programmes must remain flexible to respond to gains in knowledge, and WHO's biannual 
status reports were welcome in that regard. 

Although India was among the countries in which the prevalence of HIV infection/AIDS 
was low, the pattern could quickly change. The collection and distribution of blood and 
blood products were now being organized on a systematic basis, and a number of 
experiments on education, safe sex and social subsidies had been conducted in an effort 
to control infection due to prostitution. Although for a variety of socioeconomic 
reasons the experiments had yielded only limited results, continuing control of sexually 
transmitted diseases was meeting with some success. Awareness among workers had 
increased; but even in the major cities centrally prepared educational packages had 
limited impact. 

A special programme for large metropolises must be devised, preferably under the 
aegis of locally elected bodies. Indeed, the establishment of municipal committees on 
sex, alcohol, drugs and blood-related diseases, including AIDS, should become a universal 
pattern in all large cities throughout the world, with local initiatives buttressed by 
the expertise of nongovernmental organizations. The cities would exchange information 
and experience, which would then be passed on to the rural areas. In India work had 
already started on the development of such a system, and WHO support would be welcomed. 
The draft legislation currently being prepared would be widely discussed in a properly 
democratic fashion before any laws were enacted. 

Dr ABEBE (Nigeria) commended the Global Programme On AIDS and the leadership it had 
displayed in the fight against the disease. She congratulated Dr Merson on his 
appointment as Director of the Programme. 

Nigeria, with a population of over 110 million, was one of the few countries in 
Africa that still had a low prevalence of HIV/AIDS. Nevertheless, a number of health 
educational and information activities designed to reduce the risk of HIV transmission 
had been initiated. Sero-epidemiological studies had been implemented as a short-term 
measure, and a three-year medium-term plan was currently being implemented. However, 
only one-fifth of the sum required to complete it had been pledged at a recent donors‘ 
meeting to mobilize resources. Countries where the prevalence of HIV/AIDS was still low 
could be sitting on an epidemic time-bomb; that was why Nigeria was appealing for 
assistance in the development of preventive strategies. The country's drive to provide 
safe blood had failed to obtain adequate financial support; the national blood 



transfusion service was poorly developed, fragmentary and uncoordinated, and unable to 
function effectively and efficiently, so that specific support was urgently required. 
WHO should explore ways and means of involving multinational corporations and the private 
sector as a whole more extensively in the Programme. 

Nigeria would join willingly in collaborative studies on HIV/AIDS. The delegation 
endorsed resolution EB85.R12 and supported the draft resolution on AIDS control in women 
and children. 

Professor KALLINGS (Sweden), speaking on behalf of the five Nordic countries, 
commended the Director-General on his report, expressed appreciation of the Global 
Programme on AIDS and congratulated Dr Merson on his appointment. 

The HIV pandemic was still gaining momentum； continuing its inroads in countries 
already heavily infected, it was spreading alarmingly into new areas. Failure to bring 
the disease under control meant that efforts would have to be redoubled, more 
particularly by applying country programmes more efficiently and strengthening research 
activities. High-risk behaviour, such as intravenous drug use, continued to spread to 
areas where the disease had not previously been found, thus exposing new population 
groups to HIV infection. Widespread multi-partner sexual behaviour also encouraged the 
spread of the pandemic. Young people were particularly at risk; the increasing 
heterosexual transmission of HIV infection was a source of particular concern. The 
rapidly increasing number of HIV-infected persons in need of care and support and the 
growing impact of the disease on the social and economic circumstances of individuals, 
families and nations were strong arguments in favour of increased and concerted action on 
the part of the international community. Especially worrying was the existing inequality 
of access by vulnerable and infected persons to means for reducing HIV transmission and 
to health and social services； such inequalities underscored the social aspects of the 
disease. 

Against that sombre background, the Nordic countries were anxious to join in efforts 
with other Member States to implement prevention strategies through health promotion, 
specific action directed in particular at young people, and integration of HIV/AIDS 
programmes within primary health care systems. Besides pursuing the global strategy 
adopted by WHO to control HIV/AIDS and maintaining the Organization's leadership in 
confronting the HIV epidemic and its health-related, social and economic consequences, 
the Director-General was requested to increase collaboration with Member States in 
implementing national AIDS prevention and control programmes, especially in respect of 
planning, managerial and clinical training, logistic and laboratory support, health 
education, monitoring and evaluation; and to increase efforts to promote and support 
research on national as well as global priorities, due stress being laid on strengthening 
research capacity in Third-World countries. 

Respect for the human rights of HIV-infected persons was central to successful 
prevention, treatment and care. The restrictions on travel imposed in an attempt to 
protect some countries had no health rationale, since HIV infection was not transmitted 
by social contact； HIV-infected travellers therefore did not constitute a public health 
risk. 

Denial of entry by HIV-infected persons to a country contravened the International 
Health Regulations and violated resolution WHA41.24 on the avoidance of discrimination. 
The risk of spreading or contracting HIV infection was essentially related to behaviour, 
not to the fact of travelling: efforts to minimize that risk should be by means of 
information to educate the travelling public and all those called upon to give health 
advice to travellers. That being said, the total number of international travellers, 
whether for tourism or on business, was enormous and still increasing. During their 
journeys, many would fall victim to various diseases requiring medical assistance which 
might place them at risk of exposure to blood-borne diseases such as hepatitis В or to 
HIV infection. Clearly, health during international travel was an important issue that 
called for further study by WHO in order to assess and monitor the risks and develop and 
implement information programmes. 

The Nordic countries had launched a number of information campaigns on sexually 
transmitted diseases to educate young people before travel abroad. The Nordic Council of 
Ministers had also employed a special envoy to disseminate information and advocate 
preventive measures for domestic and foreign travel. Since similar initiatives existed 
in other countries, the Nordic countries would suggest that, in addition to present 
efforts and to the work of the collaborating centres, a multidivisional WHO task force be 



set up to coordinate efforts for the protection of health during travel and to serve as a 
focus, clearing-house and resource centre for national and international campaigns of 
information for the huge travelling public, and for young people in particular. 

Dr SOEDARMO (Indonesia) commended the Director-General on his report and 
congratulated the new Director of the Global Programme on AIDS on his appointment. 
Indonesia had a low prevalence of HIV/AIDS. By the end of March 1990, seven cases of 
AIDS had been reported, four of the victims being visiting foreigners and three, 
Indonesians infected elsewhere. A total of 97 000 persons, including some 47 000 workers 
who had applied for emigration to Saudi Arabia and over 27 000 blood donors, had been 
tested for HIV antibodies and 16 found positive. However, Indonesia was very vulnerable 
to a sudden and rapid proliferation of HIV/AIDS since it annually welcomed over a million 
tourists； evidence of indigenous transmission existed, sexual intercourse was the 
predominant mode of dissemination; there was a lack of awareness of the problem in the 
community; and open discussion of AIDS transmission was socially unacceptable. 

In view of the global nature of the issue and increasing international travel, 
Indonesia would remain vigilant with regard to AIDS, and to other sexually transmitted 
diseases. A national AIDS control programme had been in operation within the health care 
system from provincial level downwards since 1987. The General Directorate of 
Environmental Health was the focal point for programme planning, implementation and 
evaluation. Indonesia counted on WHO'S Global Programme on AIDS for continued leadership 
in efforts to contain the epidemic, given the emerging HIV/AIDS problems, in South-East 
Asia and in Eastern Europe in particular. It fully endorsed resolution EB85.R12, 
welcoming in particular the assurance of an orderly decentralization of AIDS prevention 
and control activities. 

Dr CICOGNA (Italy), expressing appreciation of the Director-General's report, said 
that Italy corresponded to epidemiological pattern I, with a clear predominance of 
intravenous drug users, who accounted for 67.9% of the AIDS cases reported by March 
1990. A steady increase had also occurred in the number of cases attributed to 
heterosexual transmission (5.9% of cases reported by March 1990), more than 50% of which 
were indirectly associated with drug abuse, having occurred among the partners of drug 
abusers. In consequence, the proportion of AIDS cases among intravenous drug users was 
higher in Italy than in the rest of Europe or in the United States of America. 
Conversely, Italy had a much lower incidence of AIDS cases among homosexuals while, at 
4.3:1, the male-to-female ratio of cases was also much lower. Females represented 18.8% 
of total AIDS cases, while paediatric cases were principally (over 75%) associated with 
perinatal transmission. In Italy, intravenous drug users were the major point of contact 
with the heterosexual population. 

By March 1990, 6068 AIDS cases had been reported in, Italy; according to recent 
projections, that number was expected to rise to 7500 by the end of 1990 and to 11 000 by 
the end of 1991. The activities and measures being carried out within the national plan 
to combat AIDS included an information campaign with a general component addressed to the 
entire population and specific components for groups at risk, such as drug users, 
adolescents and women of childbearing age. A campaign against discrimination of any kind 
had also been launched. It had also been necessary to introduce special legislation to 
modernize existing hospital structures and build new ones； meanwhile the lack of nursing 
personnel to care for AIDS patients, due both to the stress of providing such care and to 
the fear of infection, was receiving attention. 

Italy reaffirmed its support for the WHO Global Programme on AIDS. 

Dr CHAUDHRY (Pakistan) said that his country fully shared worldwide concern at the 
AIDS situation and appreciated the role WHO was playing in its prevention and control. 
The strategies outlined in the Director-General's report were praiseworthy. The severe 
financial constraints on the achievement of health for all made it advisable to integrate 
developing countries' AIDS control programmes into primary health care. 

The social and cultural environment in Pakistan provided a strong deterrent to the 
domestic transmission of AIDS, although the realities of international travel and 
possible spread through blood and blood products meant that the country could not be 
considered immune from danger. A number of actions had been taken to control and prevent 
disease since the reporting of the first case in January 1987. A federal committee on 
AIDS had been established to lay down broad policy guidelines, define prevention and 



control measures and coordinate with international agencies. Provincial committees had 
likewise been established. The National Institute of Health had been designated as the 
national AIDS control centre with the task of implementing the national programme and 
acting as a WHO collaborating centre. In April 1988 a short-term plan of action had been 
drawn up and most of the relevant activities had been completed, including the 
establishment of AIDS screening centres for HIV testing and the training of relevant 
staff. In November 1989, the Ministry of Health, in collaboration with WHO, had issued a 
medium-term plan covering a three-year period: strategies for the prevention and control 
of AIDS and HIV infection included sero-surveillance of selected sections of the 
population to assess the current AIDS situation, monitor HIV infection and increase 
public awareness, especially among groups at risk. Efforts to create awareness about 
AIDS were set within Pakistan's own cultural context since such campaigns, of necessity, 
had to be country-specific. 

His delegation endorsed resolution EB85.R12 and expressed its full support for the 
Global Programme on AIDS. 

Dr SCHABAS (Canada) applauded the leadership WHO provided through the Global 
Programme on AIDS, which Canada had always strongly supported. He expressed his 
delegation's appreciation of the outstanding work done by Dr Mann, the first Director of 
the Global Programme, and congratulated the new Director, Dr Merson, on his appointment. 

In Canada, one of the first industrialized countries to feel the weight of the AIDS 
epidemic, with initial rates of reported cases among the highest in the world, the 
pattern of the AIDS epidemic over the previous three years had offered some grounds for 
cautious optimism. Incidence rates nationwide had been stable since 1988 at about 
4 cases per 100 000 per year. The epidemic had remained largely confined to homosexual 
and bisexual men (90% of cases) with relatively few cases contributed by heterosexual 
transmission, intravenous drug use or infected blood products. 

Six major strategies were being employed in the fight against AIDS in Canada: 
(1) public education, including mass media campaigns, telephone inquiry services and 
school-based education, in association with the free distribution of condoms and sterile 
needles； (2) support for community-based self-help groups that were able to provide 
education and services in a manner often difficult to achieve by government; (3) public 
health techniques for the control of sexually transmitted diseases; (4) preventive and 
therapeutic medical care； (5) research on all aspects of AIDS, in particular the 
efficacy of community-based interventions, and HIV prevalence； and (6) development of 
policies and legislation to prevent discrimination against persons with AIDS or HIV 
infection. 

Many challenges lay ahead - an estimated 30 000-50 000 Canadians were already 
infected and the threat of epidemics among intravenous drug users and heterosexuals had 
to be met. 

Canada strongly supported the draft resolution on AIDS control in women and 
children, and fully endorsed resolution EB85.R12. 

Dr TEMBA (United Republic of Tanzania) welcomed the Director-General‘s report and 
spoke in appreciation of WHO's work in AIDS prevention and control. He congratulated 
Dr Merson on his appointment as Director of the Global Programme on AIDS and thanked 
Dr Mann, the Programme‘s first Director, for his invaluable contribution to building up 
the Programme. 

His delegation appreciated the complexity of the task before the Programme, bearing 
in mind the different social, political and economic circumstances prevailing in WHO'S 
166 Member countries, as well as the controversy existing at all levels on all aspects of 
AIDS prevention and control. Tanzania had embarked on the second phase of its national 
AIDS control programme, with the accent on district and community action. Discussion at 
community level on AIDS prevention was being promoted; formal health structures and 
traditional social systems alike were involved in health promotion and AIDS control. 
Since the launch of the Programme in 1987, generous aid had been forthcoming from 
external agencies, with WHO providing logistic and technical support. 

The AIDS epidemic in Tanzania was an immense human disaster, leaving death and 
misery in its wake. Information, education and counselling had yet to realize any real 
impact, which would be long in coming given the poor communication network in the 
country. Every assistance was needed to make such action more effective. In the 
implementation of the national programme, unforeseen and vital issues were being faced, 



with increasing demands on health resources； lack of basic hospital supplies had direct 
implications for the prevention of HIV transmission; and the needs of hospitalized AIDS 
patients strained the already inadequate supply of drugs available within the health 
system. Although information, education and counselling remained the long-term strategy 
in AIDS prevention and control, such practical issues posed very serious problems； the 
understanding and support of collaborating agencies would be appreciated. 

Another concern was the time taken by AIDS control. Efforts were being made to use 
increasing numbers of non-medical personnel, especially in connection with information, 
education and counselling. AIDS control management at the country level was very 
complex, given the prevailing social and economic situation and the resulting 
inadequacies and deficiencies, as well as the increasing demands. It was hoped that the 
Global Programme on AIDS would be able to respond quickly to the country's logistical and 
technical support needs. The role of the WHO support team should be clearly defined from 
the outset to avoid unnecessary conflict or duplication of effort. 

His delegation endorsed resolution EB85.R12 and wished to be included among the 
sponsors of the draft resolution on AIDS control in women and children. 

Dr SADRIZADEH (Islamic Republic of Iran) joined in congratulating Dr Merson on his 
appointment as Director of the Global Programme on AIDS, and wished him success in his 
tasks. 

During the three years since the adoption of resolution WHA40.26 on the global 
strategy for the prevention and control of AIDS, the directing and coordinating role of 
WHO in support of national AIDS programmes had been commendable. Most Member States of 
WHO had formulated short-term plans, and substantial support had been provided by the 
Programme in areas of particular importance for their implementation； much information 
had been collected for AIDS epidemiology, diagnosis, clinical management, prevention and 
control； biomedical, social, behavioural and epidemiological research had been 
conducted, answering complex questions and providing satisfactory solutions to serious 
problems. In all those areas, the Programme had reflected international solidarity in 
the fight against AIDS. 

Much, however, remained to be done: even assuming the most conservative estimate -
six million people infected with HIV - the world would face more than three million new 
cases of AIDS by the end of the century. He hoped that prevention would lead to a 
significant reduction in the incidence of HIV infection in the near future, but the 
serious medical and socioeconomic problem nevertheless remained of those already 
infected, those who were already suffering from AIDS or who would develop it in the 
coming years. Progress in that area had been rather slow. What were the chances that 
safe and effective drugs would be developed within the next few years? Would any 
antiviral agent safer and more effective than AZT be developed, and what percentage of 
patients would be able to afford the drug? How could discrimination against seropositive 
individuals and those with AIDS be stopped when it was occurring even in countries where 
many of the other problems associated with HIV infection had been tackled? AIDS should 
be viewed as a multidimensional scourge calling for continuous, multisectoral efforts, 
international solidarity, political commitment arid a sense of personal responsibility. 

His delegation strongly endorsed resolution EB85.R12. 

Professor MULLER (Netherlands) welcomed the report of the Director-General. The 
Global Programme on AIDS had, over the past few years, carried out an arduous task 
competently, and he paid a tribute to its first Director, Dr Mann. He welcomed the 
appointment of Dr Merson as Dr Mann's successor and expressed his confidence in 
Dr Merson's capacity to lead the Programme successfully through the challenges ahead. 

He noted that the Programme's budgets for 1990 and 1991 were of the order of 
US$ 95 million to US$ 100 million; however, it seemed that for 1991 only about 
US$ 70 million would actually be available, and no carry-over of unspent funds from 
previous years would be permitted. He asked what the priorities would be in such a 
situation. 

Referring to the Director-General's decision to continue WHO's involvement in the 
Sixth International Conference on AIDS to be held in San Francisco, he said the 
Netherlands was still deeply concerned about the restrictions imposed on the the freedom 
of movement of persons with HIV infection or AIDS. He urged, however, that in future, 
со-sponsorship of international conferences on AIDS should be considered only after the 
host country's policies and practices in respect of the entry of persons with HIV and 
AIDS had been taken into account. 



Special attention should be given to the effect of AIDS on families, women and 
children; he welcomed the 1989 Paris Declaration and supported the draft resolution on 
AIDS control in women and children. While continuing to support the WHO/UNDP alliance to 
combat AIDS, his delegation would welcome special attention for women's projects, and 
participation by nongovernmental organizations. Opportunities for increased coordination 
and collaboration within WHO should be continuously reassessed. 

Although the Global Programme on AIDS had regional ramifications, success would lie 
in the effectivéness of national AIDS control programmes； the cornerstone of the global 
strategy must remain its assistance to them. 

Dr SHIMAO (Japan) joined in congratulating Dr Merson on his appointment as Director 
of the Global Programme on AIDS, and commended the Director-General on the Programme's 
achievements, which were reflected in the statistics showing that while the cumulative 
number of reported AIDS cases had doubled in 10 months between 1984 and 1985, the 
doubling had taken 12 months between 1985 and 1986, 14 months between 1986 and 1987, and 
17 months between 1987 and 1988, notwithstanding improvements in the AIDS reporting 
system in many countries. 

The Japanese Government pledged continued support, in cooperation with 
nongovernmental organizations, for the Global Programme on AIDS, and endorsed the Paris 
Declaration. 

Although vigorous efforts were being made to develop vaccines and drugs to treat HIV 
infection, none was yet effective； also, the virus attacked the most productive groups 
of the population. As with tuberculosis in the 1940s, measures should include intensive 
programmes to educate the general public, and families, in prevention; educative 
measures to avoid stigmatization of sufferers； the identification of sources of 
infection; and the provision of full counselling and support services to those infected. 

The HIV epidemic affected other health issues, as witnessed by the deteriorating 
tuberculosis situation in many African countries : as HIV struck, the incidence of 
tuberculosis infection rose. The close cooperation between the Global Programme on AIDS 
and the Tuberculosis unit to minimize the impact of HIV infection on tuberculosis rates 
deserved encouragement. Were there no HIV epidemic, however, tuberculosis would still 
remain a serious health problem in many developing countries； the measures being taken 
to enhance WHO's tuberculosis programme, including the more efficient application of 
technology and the search for new, better, low-cost techniques were thus most welcome, 
and his delegation favoured their further strengthening. 

Dr AKALAY (Morocco) said that his country, a sponsor of the draft resolution on AIDS 
control in women and children, endorsed the Paris Declaration. 

Although Morocco was little affected by the HIV pandemic, AIDS was a real danger 
which threatened the future of all populations； steps had consequently been taken to 
ensure that blood was safe throughout the country: 40 provincial public laboratories and 
three national laboratories were capable of detecting the disease, and the establishment 
of national nongovernmental organizations had been encouraged. Many epidemiological 
studies had been carried out. Nevertheless, much remained to be done, and activities 
would be intensified over the next two years. 

His country's authorities considered the development of information, education and 
communication to be of fundamental importance in pushing back false ideas and prejudices 
about the disease and how it was spread; that was vital to combat discrimination, which 
was particularly offensive when children were affected. 

AIDS might become a major cause of infant mortality in several countries and negate 
all the improvements of recent years in combating other major causes； it was therefore 
urgent and essential to inform and advise HIV-infected women, with due respect for the 
cultural specificities of each country. Pregnant women must be tested early and on a 
voluntary basis, and then be given information about possible risks, advice on whether or 
not to terminate the pregnancy and on how to avoid unwanted pregnancies in the future. 
The draft resolution before the Committee was in accordance with the global strategy for 
the prevention and control of AIDS, and would help draw attention to the need to devote 
efforts and resources to the protection of women and children. 

Congratulating Dr Merson on his appointment and wishing him success, he said that 
the Moroccan Government approved the importance accorded to AIDS by WHO; the fight must 
be a priority for every State. 



Dr LU Rushan (China) joined in congratulating Dr Merson on his appointment and 
wished him success. 

He commended the Director-General on the report contained in document A43/6. The 
aim of the Global Programme on AIDS was threefold: to prevent the transmission of HIV; 
to reduce its incidence； and to coordinate national and international control. 

He welcomed the importance WHO accorded the role which nongovernmental organizations 
could play: to mobilize them was to mobilize resources, as a number of countries had 
shown. 

It was right that WHO should be deeply concerned about the AIDS pandemic in the 
1990s, and that efforts should be made to solve the problems of discrimination against 
seropositive people and people with AIDS； China favoured the resolutions on the 
subject. Although China had an enormous population and was a Third-World country, he was 
sure that the problems highlighted in the Paris Declaration would be solved. 

With WHO'S help, China had developed a national plan to combat AIDS which included a 
three-year programme of public information, education of high-risk groups, the 
establishment of test centres and the provision of special training for doctors and 
nurses working with AIDS sufferers. An AIDS control fund had been established, a 
national AIDS monitoring system had been set up and legislative measures had been 
enacted. 

China was aware of the enormous support given by WHO to national AIDS programmes, 
and of the good results obtained. The epidemiological data showed that Third-World 
countries, with the exception of those in Africa, had infection and morbidity rates below 
those in developed countries； nevertheless, the trend was upwards. The Chinese 
Government hoped that WHO would be sensitive to that fact and provide all the required 
support. 

Mrs HERZOG (Israel) commended the Global Programme on AIDS for its extensive work 
and leadership in the global effort to counter the HIV pandemic, and congratulated 
Dr Merson on his appointment. 

The epidemiology of AIDS in Israel was typical of pattern I as described in 
paragraph 12 of the report (document A43/6), although morbidity was lower than that 
experienced by most other countries with that pattern: the annual incidence was six per 
million, about one-fifth of the rate in many countries in the European Region. 

HIV testing and personal counselling services had been available free at seven 
centres in Israel since 1986, and all blood and organ donations were screened. 

The homosexual population represented the largest group of patients, approximately 
45% of AIDS cases. However, the cumulative proportion of intravenous drug users was 
growing, and that group might become the main vehicle of propagation of the virus in 
coming years. 

A visit by a team of experts from the Global Programme in February 1989 had provided 
the impetus for the Ministry of Health to prepare a national AIDS policy; when 
completed, the plan would be submitted to WHO. Current preventive measures would be 
maintained and strengthened, although the main thrust of the plan would be to intensify 
and diversify educational efforts aimed at the population at large, with emphasis on risk 
groups - homosexuals, drug abusers and prostitutes - and on young people in general, 
including schoolchildren. Such health education programmes were important parts of 
Israel's strategy. 

Israel's growing experience with the disease had confronted it with situations which 
had given rise to much public debate, particularly on the legal and moral aspects of the 
management of HIV-infected individuals. Strict confidentiality was ensured for those who 
underwent HIV testing and counselling: however, some of those who were found to be 
seropositive failed, despite the efforts of counsellors, to inform their spouses or 
sexual contacts, who later became infected. The question thus arose of balancing the 
rights and dignity of infected persons and the rights and dignity of their spouses or 
contacts, and of delimiting the responsibilities of health authorities and professionals 
in such circumstances. Those were grave issues, and WHO should address and discuss them. 

She commended the sponsors of the draft resolution on AIDS control in women and 
children, and recalled that WHO had, in December 1989, convened a consultation with 
representatives of women's nongovernmental organizations on AIDS prevention and care, 
based on the Paris Declaration. One objective set at that meeting had been to learn from 
such organizations about their initiatives in HIV/AIDS prevention and care, including 
links with national AIDS programmes. Another had been to identify priorities for women 



and their organizations in the global AIDS strategy. It had been recommended that 
national AIDS committees include their representatives, that the nongovernmental 
organizations form an umbrella organization (in countries where such forums did not yet 
exist) and that a representative of the umbrella organization be invited to sit on the 
national AIDS committee. 

In accordance with those recommendations, and with the remarks by the delegates of 
Greece, Nigeria and the Netherlands, she proposed that a new operative paragraph 1(10) 
should be added to the draft resolution, to read as follows: 

include in national AIDS committees a representative of women's nongovernmental 
organizations. 

She further proposed that in operative paragraph 1(9), the words "and women's 
organizations" be inserted after the first occurrence of the word "women", and the word 
"sufferers" be replaced by the phrase "people with AIDS-related diseases". 

Dr PRADO (Cuba) after congratulating Dr Merson on his appointment, described the 
programme for the control of AIDS in Cuba, which was based on international experience. 
Since the alarm had first been sounded about the disease, Cuba had instituted various 
measures for epidemiological assistance, research and technology, and for social 
security, in order to combat and control AIDS. From the inception of the programme in 
1986 to 24 April 1990, 435 seropositive people had been detected in the country and 
7 500 000 tests carried out, representing a coverage of 70% of the sexually active 
population. That gave a cumulative index of seropositivity of 0.006%； the index had 
decreased with time, from 0.015% in 1986 to 0.004% in 1989. Of the 435 seropositive 
individuals, 63 had developed AIDS, of whom 27 had died. The strategy had initially been 
applied to risk groups for the disease and blood donors and pregnant women, then extended 
to other sectors as a result of studies carried out over the last two years on 
populations at risk. 

The Director-General's report stressed the work that had to be done among mothers 
and children. In Cuba, since the beginning of the programme, pregnant women had been 
offered serological tests, and children born to seropositive mothers had been followed 
up. The route of transmission most frequently encountered in seropositive persons was 
sexual contact, accounting for 93% of the total； blood transmission accounted for 2% of 
the total, and the remaining 5% was under study. Cuba had undertaken population studies 
and had developed equipment which allowed low-cost mass testing, using an 
ultramicroanalytical method with a diagnostic kit. Kits for conventional testing were 
also being developed, together with follow-up of seropositive individuals. Furthermore, 
sexual education had been intensified, which had resulted in a decrease in the cumulative 
index of seropositivity. There was an annual increase of 100% in the number of tests 
carried out and a slight increase in the survival of AIDS patients. Cuba had 
collaborated with WHO/PAHO in validating its diagnostic kits. Technical information had 
been exchanged with other countries. 

Cuba, like the Director-General in his report, and the Executive Board in its 
resolution, considered it necessary to increase coordination among countries. It was 
hoped that progress on the development of a vaccine would continue. He agreed with the 
Director-General on the importance of eliminating transmission of the virus via blood 
transfusion in order to ensure the fundamental right of patients to avoid the risk of 
acquiring a disease while being cured of another. It was well known how this could be 
achieved. After four years of systematic, total control of all blood transfusions in 
Cuba, people who had had transfusions had the lowest index of seropositivity of all the 
groups tested. 

His country was willing to share its modest experience with other Member States, but 
also needed to be informed of the experience of other countries. The struggle against 
AIDS was the struggle, not of one country or one group of countries, but of all mankind 
united against that terrible scourge. 

Dr NOVELL� (United States of America) said that the Global Programme on AIDS was of 
great importance to all Member States, and expressed full confidence in the 
Director-General‘s leadership and in unabated progress under Dr Merson as Director. 

Infection with HIV continued to demand the attention of health ministries all over 
the world. An effective treatment or vaccine would make it possible to divert the energy 



and resources devoted to AIDS to other diseases that still took a heavy toll in both 
disability and death. Infection with HIV was becoming more prevalent in the United 
States of America, as in other countries : at the beginning of May 1990 there were more 
than 128 000 cases of AIDS in the country, and more than 78 000 had died. Of the cases 
of HIV infection, 2000 had been in children and 10 000 in women. The theme of World AIDS 
Day, "Women and AIDS", reflected the increasing awareness of the effects of the disease 
on women. In some parts of the country, AIDS was the leading cause of death among women 
of childbearing age. She strongly supported the recommendation that Member States devote 
special attention and resources to investigation of the impact of HIV infection on women 
and their families, and especially on infants and children. It should be remembered that 
women were the bearers of subsequent generations. The Paris Declaration was of 
particular importance in that connection. 

Dr KONDE (Guinea) after congratulating Dr Merson on his appointment, thanked Dr Mann 
for his unstinting efforts on behalf of the Global Programme on AIDS. 

The importance of the disease in Guinea might be open to doubt, in view of the 
crushing burden of infectious diseases and malnutrition with which it was faced. 
However, sexually transmitted diseases, including AIDS, remained a serious public health 
problem in Guinea. Cases of AIDS were increasing exponentially and the disease was being 
transmitted heterosexually. A national programme had been set up in collaboration with 
WHO to control sexually transmitted diseases, including AIDS. Since the acrimonious 
arguments about the origin of the virus, a consensus had been reached that it favoured no 
colour, no race - the risk was global. 

In Guinea, a short-term plan had been implemented, whereby the population had been 
made aware of the magnitude of the risk, personnel had been trained, equipment obtained 
for reference laboratories, methods of screening developed, the safety of transfusions 
ensured, arid cases notified systematically. Between 1987 and March 1990, 125 cases of 
AIDS had been detected among the six million inhabitants of Guinea. Among the persons 
found to be HIV-infected during that period, 63% were AIDS cases, 31% contacts and 0.5% 
blood donors； 89% had been infected with HIV-1, 9% with HIV-2 and 2% with both HIV-1 and 
HIV-2. 

The current priority was the second phase of the project, in which a medium-term 
plan to combat AIDS and other sexually transmitted diseases had been drawn up in 
collaboration with WHO and submitted to potential donors. On 29 May 1990 at Conakry, a 
meeting would be held to mobilize resources, backed by the Ministry of Planning and 
Cooperation. It was hoped that donors would respond, since Guinea had very limited 
resources, with an annual gross national product of US$ 298 per inhabitant, and only 2.5% 
of the budget allocated to health. A meeting of donors would take place on 28 and 
29 June 1990； support was being sought not only from WHO but from other sources. 

In view of the magnitude of the problem in Guinea, he welcomed the 
Director-General‘s report and resolution EB85.R12 of the Executive Board. His delegation 
also supported the draft resolution on AIDS control in women and children. 

He hoped that AIDS would riot be a cause of discrimination, but would be considered a 
communicable disease like any other. In health education programmes in his country, the 
population was being reassured and given the necessary information, especially with 
regard to preventive measures. 

Dr SARR (Senegal), after paying tribute to the achievements of Dr Mann, and 
congratulating Dr Merson on his appointment, said that even though there was not a very 
high prevalence of HIV in Senegal, the country's location as a crossroads of 
international travel had prompted the creation of a national programme with the valuable 
assistance of WHO and other donors. The programme had been evaluated by WHO in 
November 1989, and the results had been praised. Resulting measures concerned primarily 
re inforcement of the safety of blood transfusion. Decentralization had begun, and blood 
banks had been established in all regions of the country. Secondly, the programme was 
to be regionalized in the framework of the reorientation of national health policy based 
on regional health development plans, and integrated in primary health care. The HIV and 
sexually transmitted diseases surveillance network was being extended; with the WHO 
reference laboratory at the University Hospital in Dakar, a team had been organized to 
identify marker towns in which trends and transmission of the virus were monitored. 
Strengthening of the information content of the programme had begun, with the involvement 



of religious leaders, teachers, the media, the armed forces, youth and sports figures. 
The closer involvement of local and foreign nongovernmental organizations operating in 
Senegal was also sought. A further aim of the medium-term programme was to improve the 
care and counselling of patients with AIDS. The infectious diseases unit of the medical 
faculty would treat the cases. To fulfil the latter aim, Senegal and WHO were organizing 
a meeting of donors in June 1990 which he hoped would be well attended. 

Professor KAYA (Congo), after paying tribute to the work of Dr Mann and 
congratulating Dr Merson on his appointment, observed that HIV infection was an 
international public health issue. The absence of a cure and the rate at which the 
disease was spreading necessitated comprehensive, coherent national programmes. In the 
Congo, the first cases of AIDS had been identified in 1983. By 1987, a total of 1250 
cases had been identified; and by 1989 - 1950. Projections based on improved diagnosis 
and the decentralization of the programme suggested that by 1991 the figure would reach 
4000. Prospective studies had also shown that the prevalence would increase in the years 
to come particularly among children, owing to feto-maternal transmission and to the high 
frequency of childhood trypanosomiasis, which necessitated blood transfusions. The 
population of the Congo was essentially urban, and the prevalence of asymptomatic 
carriers in urban areas sometimes reached 5%. Only HIV-1 had been identified. 

The Congo strongly favoured the continuation of the Global Programme. Its own 
medium-term programme, set up with the aid of WHO, UNICEF, USAID and other aid agencies, 
had undergone a mid-point review, with encouraging findings. The strategy recommended by 
WHO was being followed, with intensification of current activities, decentralization to 
rural areas, increased protection of children and other target groups, and integration of 
activities as far as possible, in the framework of primary health care and the struggle 
against other endemic diseases. He welcomed the new emphasis in the Global Programme on 
AIDS, in the short term, on routes of transmission and on global epidemiology, although 
it was clear that certain geographical areas, considered as veritable nests of infection, 
were discriminated against. 

The delegation of the Congo was of the opinion that the pandemic of HIV infection 
should be the subject of a vast educational programme in urban and rural areas alike, 
designed to achieve a profound change in collective and individual attitudes, 
particularly at the professional level. 

Thus his delegation supported the Global Programme on AIDS, approved the report 
contained in document A43/6 and endorsed resolution EB85.R12. 

Professor LEPAKHIN (Union of Soviet Socialist Republics) thanked the 
Director-General for his very informative report and commended the Organization for the 
attention it was giving to the Global Programme on AIDS, which was clearly doing 
extremely useful work. The leading role of WHO in tackling AIDS-related problems should 
be strengthened on the basis of reasonable decentralization and coordination at the 
global, regional and national levels. He congratulated Dr Merson on his appointment. 

The USSR delegation believed the Programme should concentrate on increased 
participation by WHO in establishing national AIDS programmes and integrating them with 
national public health structures, as well as in training the necessary health 
personnel； and accelerated preparation of educational material for AIDS specialists, 
with emphasis on the technique of instruction which had proved its value in the Expanded 
Programme on Immunization. The number of diagnostic and therapeutic products on the 
market was increasing, and that called for the standardization of evaluation criteria so 
as to facilitate the task of non-producing countries in selecting and purchasing such 
products. In view of the growing importance of psychosocial support for HIV-infected 
persons and AIDS patients, greater attention should be devoted to the question of 
legislation designed to protect them against discriminatory treatment, mobilizing the 
potential offered by the League of Red Cross and Red Crescent Societies for that purpose. 

The USSR welcomed the Paris Declaration and wished to be considered among its 
co-sponsors. 

Since 1985 the Ministry of Health of the USSR had been implementing measures for the 
epidemiological surveillance, prevention and prophylaxis of HIV infection. A network of 
more than 800 testing laboratories and AIDS control centres had been established and 
blood donors, pregnant women, persons with sexually transmitted diseases, homosexuals, 
drug users, and patients with clinical manifestations were all being tested. HIV 
infection had first entered the Soviet Union at the beginning of the 1980s but its 



incidence had remained low. Tests carried out among blood donors in 1988-1989 had 
revealed just one or two cases in two or three million tested. Tests among pregnant 
women had revealed one case of HIV infection in one million tested. During the period of 
surveillance 31 cases of AIDS had occurred among Soviet citizens and three among 
foreigners. As of 1 May 1990， a total of 491 cases among Soviet citizens and 510 cases 
among foreigners had been identified from 50 million tests. It was estimated that the 
total number of HIV-infected persons in the Soviet Union did not exceed 10 000. Most of 
the cases identified concerned heterosexuals who had had relations with foreigners； or 
homosexuals. Unfortunately, inadequate hygiene in hospitals in a number of districts in 
the Russian Republic in 1988 had led to more than 200 children becoming HIV-infected. 
However, the outbreak had been contained and no more cases had come from that source； 
nor had there been any infection from blood transfusions since 1987, owing to a 
successful blood donor control programme. Other preventive measures included a safe sex 
media campaign and participation in the anti-AIDS campaign by State and social welfare 
organizations. A research programme on AIDS diagnosis and treatment was being developed 
and legislation had recently been passed protecting the rights of HIV-infected persons 
and guaranteeing confidential testing and free treatment. 

The Soviet Union, as in previous years, intended to make a voluntary contribution to 
the Global Programme on AIDS. It suggested that an international convention should be 
prepared on AIDS prophylaxis and control. 

Dr ARSLAN (Mongolia) thanked the Director-General for his comprehensive report and 
congratulated Dr Merson on his appointment. His country had enjoyed the Organization's 
support in implementing its short-term AIDS prevention and control programme and was 
pursuing activities designed to further national awareness of the problem through 
education and information involving government departments and women's and youth 
organizations. Steps were being taken to expand laboratory diagnostic facilities. The 
national AIDS reference centre regularly screened blood donors and carried out obligatory 
testing of nationals and foreigners considered to be professionally at risk, without any 
discrimination whatsoever between the two groups. 

The Mongolian Government looked to WHO to help it solve the financial problems and 
delays in the implementation of its medium-term AIDS programme by facilitating contacts 
with possible donors. 

His delegation wholeheartedly supported the draft resolution on AIDS control in 
women and children. 

Dr DALLAGI (Tunisia) commended the comprehensiveness and clarity of the report on 
the AIDS situation. He congratulated Dr Merson on his appointment and paid tribute to 
the important achievements of his predecessor, Dr Mann. It was increasingly necessary to 
strengthen international activities to combat AIDS since there were few countries which 
had not reported cases of it. Although his own country was in a Pattern III area - one 
of low prevalence of AIDS and HIV infection - energetic action was needed to prevent 
further inroads. 

Tunisia fully endorsed the Organization's strategy for combating AIDS. A national 
plan of action had been established as early as 1985, in consequence of which the vast 
majority of blood donors were tested and persons in risk groups such as prostitutes and 
tourist indus try workers examined. WHO had supported the short-term plan of action and 
had assisted in the preparation of a medium-term plan which he hoped would meet with 
approval. Being aware of the need for rapid and coordinated action, the Tunisian 
Government had invited Algeria, France, Greece, Italy, Libyan Arab Jamahiriya, 
Mauritania, Morocco, Portugal and Spain to a health ministers' meeting to be held in 
Tunis in June 1990 to coordinate AIDS control in the Mediterranean region. 

He stressed the importance for AIDS prevention of exchanges of information on the 
broadest possible scale - in particular on developments in the epidemiological 
situation - and the need to respect the rights of patients. It supported the Paris 
Declaration and welcomed the work of the WHO Regional Office for the Eastern 
Mediterranean on various aspects of AIDS control. 

Dr ZAMFIRESCU (Romania) welcomed the appointment of Dr Merson. He cordially thanked 
Dr Mann and his staff for their recent visit to his country in response to an extremely 
urgent need for help. 



Since 1985, when AIDS had first appeared in Romania, the number of reported cases 
had remained very low owing to the regime's ban on systematic investigation. Only in 
1990, following the country's major political transformation, had high-risk groups been 
examined; as suspected, the AIDS situation was completely different from what had been 
advertised. A particular feature was the large number of children affected, especially 
those under three years of age in public institutions, many of whom had been given 
transfusions of untested blood under unhygienic conditions. He reiterated his thanks to 
WHO and nongovernmental organizations for their prompt assistance. 

The Romanian Ministry of Health had launched a short-term plan providing for 
epidemiological research, blood-donor testing, clinical assistance and health education. 
Donor testing was not yet universal, but the necessary laboratory equipment had been 
purchased for seven major centres. Steps had been taken to curb unnecessary blood 
transfusions for undernourished children, to eliminate intra-hospital AIDS propagation, 
and to slow down child vaccination programmes until a sufficient quantity of disposable 
syringes was available. Sexually-transmitted HIV virus infection among adults would also 
be the object of attention in mass-media information campaigns directed particularly 
towards the young. Although the Government had not yet been as successful as others in 
combating the scourge of AIDS, its national AIDS prevention committee was now proceeding 
on a scientific basis to halt the spread of the disease. 

His delegation supported the draft resolution on AIDS control in women and children. 

The meeting rose at 17h30. 



SIXTH MEETING 

Tuesday. 15 Mav 1990. at 9h00 

Chairman: Professor J.-F. GIRARD (France) 

GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): Item 19 of the 
Agenda (Resolutions WHA40.26, WHA41.24, WHA42.33 and EB85.R12; Documents A43/6 and 
A43/INF.D0C./3) (continued) 

Professor RUOCCO (Uruguay) said that Uruguay, with almost four detected AIDS cases 
per 100 000 inhabitants, and greater incidence in the 25-to-49-year age group, was to be 
considered a pattern I country. HIV infection was five times commoner than detected 
cases of AIDS and its progress paralleled that of AIDS. Prevalence in over 120 000 blood 
donors was 0.04%. Transmission was mainly sexual (92%), with 6% transmitted by blood arid 
only one case of mother-child infection; 7% out of the 92% were women； homosexual 
transmission occurred only in men. For heterosexual transmission, the proportion was 11% 
in men and 7% in women. Associated pathology revealed opportunistic infections； 11 
cases of Kaposi's sarcoma and one of histiocytic lymphoma had been recorded. 

The national programme for prevention and control of AIDS had been approved in April 
1987； since then, organizational, educational, epidemiological and emergency 
surveillance activities had been accompanied by consideration of the ethical and legal 
aspects, and psychosocial support for families, communities and institutions. Since 
1988, WHO/РАНО and the Ministry of Public Health had been cooperating in the development 
of a nine-month emergency programme to prepare a medium-term plan for the coming three 
years. 

A basic public education programme was currently being developed, provision being 
made for close interaction with primary health care centres and the periodical press. 
Regionally, it was intended to clarify criteria through: the programming and 
implementation of regional workshops among countries of the Southern Horn of Latin 
America, for the exchange of information and joint activities in prevention strategies； 
increased circulation, within the region, of blood products from Uruguay because of the 
already-mentioned low prevalence (an agreement had already been concluded with the 
Argentinian province of Cordoba)； the establishment of uniform educational criteria for 
the region through the intermediary of a health promotion centre to provide trained 
manpower and psychosocial and therapeutic support; and the creation of a regional data 
base. 

In conclusion, her delegation endorsed the resolutions before the Committee and 
commended the report of the Director-General. 

Professor MANCIAUX (France) commended the Director-General on his report, praised 
the staff of the Global Programme on AIDS and welcomed Dr Merson as he took over the work 
so well begun. 

His delegation was particularly pleased to note the Paris Declaration"'" with its 
attention to women and children, who were particularly vulnerable； the fact that the 
very source of life was at risk had serious demographic, health-related, social and 
ethical implications. Indeed, in the long term, there was the danger of entire 
populations being decimated in the countries most affected, many of which would not be 
able to combat AIDS without external aid. Particular consideration must therefore be 
given to specific research, to the special case of women and children and to activities 
relating to health care and social protection. The follow-up to the Paris Declaration in 
resolution EB85.R12 and the draft resolution before the Committee were a fine example of 
coordination and continuity, recognizing the essential role of WHO in the strategy to 
combat AIDS and showing how national initiatives fitted in. Indeed, the term "strategy" 
was particularly apposite: the enemy was to be found everywhere in a variety of forms 

1 Reproduced in document WHA43/1990/REC/1, Annex 3. 



and circumstances - it was adaptable, aggressive and relatively untouched by the 
traditional armoury deployed against disease. Worldwide mobilization implied perfect 
coordination, flawless solidarity among countries including appropriate aid to those 
particularly affected and most in need, and constantly developing basic and operational 
research which should take the psychosocial dimension into account. Only a broad 
strategy of such a nature could halt and - it was to be hoped - eventually put an end to 
the epidemic. The French delegation confirmed its endorsement of such a strategy and 
commended the emphasis laid on women, children and AIDS in the integrated framework of 
maternal and child health and family health programmes. More generally, it commended 
emphasis on the social aspects of the illness； in many countries AIDS was increasingly 
associated with drug abuse, sexual promiscuity arid incarceration, and thus affected the 
least favoured sectors of society, thereby increasing inequality of treatment and 
complicating access to care. 

France's Minister of Solidarity, Health and Social Protection had, in his statement 
to the Health Assembly, placed emphasis on the will of the French Government to take 
action to prevent rejection and exclusion on grounds of illness and related 
discrimination. Draft legislation had been introduced to protect patients from such 
discrimination, and general legislation on the rights of patients was being prepared. 
Those initiatives would, of course, apply in particular to individuals who were 
seropositive and/or sufferers from AIDS, and take special account of women and children. 

In conclusion, he suggested that the title of the draft resolution before the 
Committee would gain from greater simplicity: he would propose "Women, children and 
AIDS". 

Dr RODRIGUES CABRAL (Mozambique) commended the comprehensive report by the 
Director-General, which rightly placed emphasis on the country programmes and on WHO'S 
coordination of the worldwide effort. He fully endorsed the strategy outlined for the 
coming years, and thanked the main contributors to the national AIDS programme in his 
country. 

The analysis of the strategy would, perhaps, have been enriched by information on 
the major conclusions and recommendations of the recent meetings of the Global Commission 
on AIDS and the GPA Management Committee； he hoped that omission could be remedied. At 
the same time he regretted that the customary informal meetings between GPA staff and 
delegates had not taken place during the current Health Assembly; such encounters were 
important in maintaining the support of high-level decision-makers for national AIDS 
programmes, and he hoped they would be resumed. 

On the measures against the threat of the HIV pandemic in sub-Saharan Africa, he 
suggested they might include, first, strategic and operational coordination with 
programmes to control sexually transmitted diseases, which would facilitate the 
monitoring of the high-risk groups for HIV infection and enable crucial components of the 
epidemiological surveillance system to become operational. 

Secondly, little attention had been paid in the report to public information 
although that was also one of the most critical areas of national AIDS programmes in the 
short term; each country must determine its manner of utilizing the media and various 
information networks to reach both the general public and specific target groups. 
Particularly in largely illiterate sub-Saharan Africa, there was a great need for 
information by word of mouth. Each national AIDS programme must investigate the 
behaviour of target groups, adapt messages for them, determine how the media, health 
personnel and networks of nongovernmental organizations and other bodies should be used, 
develop training programmes to that end, and at the same time strengthen information, 
education and communication departments in ministries of health. 

Thirdly, research should be accelerated in order to establish a basis for more 
aggressive control programmes. The generalities of pattern II transmission were not 
sufficient to understand the different social determinants in the different subregions of 
sub-Saharan Africa; different population groups formed centres of high transmission in 
different epidemiological contexts in west and southern Africa; and different social 
processes led to population movements and consequently to large geographical 
rearrangements of epidemic foci. 

Fourthly, there was a similar need for increased social and behavioural research. 
Wars, economic depression, and the movements of refugees and displaced persons had 
created cultural groups whose values and concepts needed to be studied in a historical 
perspective for each part of the region. Otherwise, studies of knowledge, attitudes, 



beliefs and practices could be erroneously interpreted and lead to naive, ineffective 
information, education and communication programmes. 

Fifthly, perinatal transmission of HIV infection and the impact of AIDS on mothers 
and children gave rise to concern for the alarmingly increasing number of orphans, 
particularly in central Africa; the number of orphans of HIV-infected families might 
well be counted in millions by the year 2000. While the care of such children did not 
fall within its direct mandate, WHO should encourage agencies like UNICEF and 
nongovernmental organizations to prepare for that very serious eventuality. Local 
support would have to be found with nongovernmental organizations and churches, 
particularly as in many places the African tradition of extended family concern for the 
unfortunate would be rendered ineffective by the ravages of HIV infection and AIDS. 

Sixthly, priorities must be established for the participation of nongovernmental 
organizations in the strategy, and their integration into traditional forms of social 
support must be carefully considered. Often such organizations were copies of their 
northern matrixes and were only implanted in urban areas, where they would produce little 
long-term impact in terms of a new autochthonous element of self-help. If this was to be 
avoided there must be a careful assessment of their work. In rural areas, churches might 
be the only institutions capable of dealing with the social consequences of HIV infection 
and AIDS, and with such matters as home-based medical care. 

Another point of concern was the pressure of AIDS patients on hospital networks in 
Africa. The shortage of financial resources for drugs, equipment and laboratory reagents 
was aggravated by the medical requirements of AIDS patients, who were occupying an 
increasing percentage of already scarce hospital beds and drawing heavily on support 
services. Management of hospitals and their resources required drastic improvement if 
external aid was not to be wasted. That aspect represented a challenge for WHO as a 
whole and the fund-raising mechanism of the Global Programme on AIDS in particular. It 
was to be hoped that improvements in management would make it possible to maintain the 
generous level of support essential to the medical care of AIDS patients and the 
prevention of iatrogenic infection; otherwise the promotional and preventive aspects of 
national AIDS programmes might suffer from a decline in public support and in 
collaboration from health administrations. 

Lastly, he looked forward to an orderly decentralization of the activities of the 
Global Programme on AIDS, only hoping that the result would not be additional bureaucracy 
in an already complex relationship between donors and recipient national programmes. 

His delegation supported the draft resolution on AIDS control in women and children. 

Dr DUALE (Zaire) commended WHO's leadership in the fight against AIDS and 
congratulated the Director-General and staff of the Global Programme on their part in the 
global strategy. He thanked organizations and countries which had supported the AIDS 
programme and had helped his country. 

Zaire had recognized at an early date that AIDS could only be combated through a 
worldwide effort and for that reason had opened its doors to a number of research 
institutions from friendly countries to take part in collaboration efforts； the decision 
to do so did not signify that the problem was worse in Zaire than elsewhere, but 
testified rather to the national will to participate actively in the worldwide 
undertaking. 

Considerable energy was being devoted to epidemiological, biomedical and behavioural 
research. Under the national programme, several AIDS-related activities had been 
organized in Kinshasa and other major towns in the light of current experience and 
knowledge of HIV infection arid AIDS. A reprogramming of its medium-term plan to combat 
AIDS had just begun with the particular aim of integrating action into primary health 
care programmes and thus protecting a large segment of the population. Such an approach 
would, however, require even greater financial and technical resources, and that meant 
reliance on support from national and international partners, for which he hoped that WHO 
would soon establish a flexible, decentralized delivery system. The approach would also 
call for access to new, less expensive diagnostic techniques for use in hospitals and 
health centres in the interior. 

A number of blood transfusion centres in Kinshasa and the interior had participated 
in an evaluation of the use of so called rapid detection tests, which it was intended to 
generalize. However, selection and quality control could only be ensured if WHO 
continued to lead. 



Zaire had endorsed the Paris Declaration and supported the draft resolution on AIDS 
control in women and children. It would be hosting the fifth international conference on 
AIDS and associated cancers in Africa in October 1990, and counted on the participation 
of Member States of WHO. 

He congratulated Dr Merson on his recent appointment and assured him of the same 
support that his country had accorded to his predecessor, Dr Mann. 

Dr KIM Won Ho (Democratic People's Republic of Korea) praised the comprehensive 
report before the Committee, which showed that - at global, regional and national 
levels - a variety of activities for the prevention and control of AIDS were being 
actively pursued. The Organization had rightly laid particular stress on prevention, 
given the epidemiological features of prevalence. At the same time, research on the 
development of drugs for AIDS treatment had progressed. In that respect, and considering 
the average treatment cost of US$ 60 000 for each AIDS case, it was clear that treatment 
on a large scale would be very difficult. WHO should therefore accord priority to the 
development of effective drugs that could be administered to all AIDS sufferers, 
irrespective of economic situation, thus making AIDS treatment broadly accessible. 

He supported Executive Board resolution EB85.R12 and the draft resolution before the 
Committee. 

Professor KAPTUE (Cameroon) congratulated the Director-General on his report and 
complemented Dr Mann on the leadership and charisma he had shown in the successful 
development of the Global Programme on AIDS. He thanked the scientific and technical 
staff of the Programme for their efforts, and the donors without whom the Programme would 
not exist. 

Cameroon was one of the first countries in Africa to have established a national 
AIDS committee. Unfortunately, the epidemic was progressing slowly but surely； on 
31 March 1990, 155 cases of AIDS had been recorded and the prevalence of HIV infection 
was 0.9% in the general population and 10% among women with multiple sex partners. In 
addition to countrywide information and education campaigns by the media, an important 
campaign had been launched to promote the use of condoms. The decentralization of 
programmes to provincial level was under way. A special effort had been made to prevent 
HIV transmission through blood transfusions by providing central and provincial hospitals 
with ELISA facilities. Some departmental hospitals had been equipped with rapid test 
kits to screen blood before transfusion, but they were still very expensive, and efforts 
to develop sensitive, specific and cheap tests should be encouraged. 

Experience had shown that in the absence of a Satisfactory transfusion network, 
prevention of AIDS transmission through blood transfusion could not be effective； HIV 
continued to be transmitted daily through blood transfusion in most African countries, 
and children and pregnant women were the most severely affected. Priority should thus be 
accorded to organizing blood transfusion services and infrastructures； donors were not 
always forthcoming for that element in medium-term plans, and he appealed to all 
countries and organizations that were friends of Africa to provide assistance. 

His delegation supported both the resolutions before the Committee； although 
special attention must be paid to the most affected countries, those where the prevalence 
of HIV-infection was not yet very high should not be denied assistance. His country's 
own requests had often been met with the response that AIDS was not a big problem in 
Cameroon. But when the prevalence of AIDS was 20%-50么 help might be of no avail. A 
special effort should be made in countries where prevalence was still low. 

He welcomed the new Director of the Global Programme on AIDS, whose previous 
experience as head of the programme on diarrhoeal diseases control would surely help him 
to carry out successfully his difficult but challenging task. 

Dr MAYNARD (Trinidad and Tobago) commended the Director-General on his comprehensive 
report, thanked Dr Mann for the dynamism which he had brought to the Global Programme on 
AIDS and welcomed the new Director and wished him success. 

In Trinidad and Tobago the emphasis in the fight against AIDS had been on education, 
mainly for women and children. A survey in 1989 had shown that people were aware of 
AIDS, but that women with little education had little sense of personal risk. A project 
for them was under way. The majority of cases of AIDS (75%) had occurred in the 
20-to-49-year age-group, and strategies had been devised to reach the young. An AIDS 
curriculum had been developed for schools； teachers and schools guidance officers had 



been trained with the help of the Trinidad and Tobago Red Cross Society. A television 
programme in 13 parts on different aspects of AIDS had been directed, produced and 
presented by young people, with funds from EEC. It had been quite popular among older 
people. Several other innovative methods had been used to ensure that messages on AIDS 
reached all sectors of the population; the support of the arts was most heartening. 
Activities to increase awareness had also been carried out by youth groups and other 
nongovernmental organizations. A limited review of the national AIDS programme had 
recently been initiated. 

Trinidad and Tobago, which owed much of its achievement under the medium-term plan 
for 1988-1990 to the assistance of donor agencies and to WHO/PAHO, fully endorsed the 
priorities of the Programme for the early 1990s, including strong links with primary 
health care and the broadening of sectoral and community participation, strategies that 
were crucial to its efficacity. 

Her delegation welcomed the choice of theme for World AIDS Day 1990, approved 
resolution EB85.R12 and supported the draft resolution. 

Dr MIRCHEVA (Bulgaria) thanked the Director-General for his report. Her country 
considered the global strategy to constitute the correct approach to the control of AIDS 
and the reduction of its medical, economic and social consequences. The Regional Office 
was to be thanked for facilitating Bulgaria's participation in all the most important 
European meetings on AIDS. 

Bulgaria had improved arid adapted the national strategy in accordance with the 
global strategy, so that it was in a position to take timely steps to contain the 
pandemic. Some three million tests had been carried out to date, showing Bulgaria to be 
a pattern III country. The most common mode of transmission was heterosexual, although 
the number of women infected was very low (23), most of them young women (70% between 20 
and 30 years of age). It was thus necessary to screen pregnant women as well as drug 
addicts. No significant results had yet emerged from the control of blood banks carried 
out in 1987. No cases of contamination of blood or blood products had been recorded. 

Cooperation with WHO had been very fruitful over the past year. In the light of an 
epidemiological analysis and the experience of other countries, Bulgaria was adapting its 
epidemiological and social measures, improving diagnosis, concentrating efforts on 
preventive work among high-risk groups, increasing AIDS prevention at the primary health 
care level, and providing information for legislators as well as for medical and social 
workers. All such activities were to be continued and expanded in the future. She 
supported the draft resolution on the control of AIDS in women and children, with the 
amendments proposed by Canada, Greece and Israel. 

Dr KALI LANI (Malawi) welcomed the report and commended WHO on the leadership 
displayed to Member States in the establishment of their control programmes. She 
congratulated Dr Merson on his appointment and looked forward to working with him and his 
team. 

AIDS had first been diagnosed in Malawi in April 1985. The problem was serious and 
numbers of cases continued to increase. Both men and women were infected, mainly at ages 
between 19 and 45 years； the women tended to be younger； there was an increase in the 
number of paediatric patients. In 1986, before formal collaboration with WHO, the 
Ministry of Health had received support from the highest governmental levels to embark on 
an educational campaign for the general public. Formal collaboration with WHO had begun 
in 1987 with the establishment of the Malawi AIDS control programme and the formulation 
of a short-term plan. Since then, a five-year medium-term plan (1989-1993) had been 
prepared. In June 1989, a resource mobilization meeting had been held, but Malawi had 
failed to raise the required US$ 2.7 million for the first year of the medium-term plan. 
Fortunately, the Global Programme had responded to the appeal for additional assistance 
and it had proved possible to carry out most of the planned activities. Her country was 
very grateful for that timely assistance. 

She expressed concern about the effect of resource constraints on efforts to control 
AIDS throughout the world; the pandemic was worsening in many countries； some which had 
reported no cases were reporting an increasing number. She sought an assurance from WHO 
that sufficient resources would be available to fight the AIDS epidemic. 

The establishment in Malawi in 1989 of a national AIDS committee, a multisectoral 
body made up of leaders and influential members of the community, had produced useful 



policy directives, for example, on AIDS education for children both in and out of school, 
with information adapted according to age. 

Under the AIDS control programme, a secretariat had been established within the 
Ministry of Health; four WHO staff members working with national personnel had 
strengthened programme management. An emblem had been developed. The number of blood 
screening sites had increased from two in 1985 to 43 in 1989； by the end of 1991 it was 
hoped that all transfusion centres would be able to screen blood on the spot. Lastly, a 
national survey of knowledge, attitudes, beliefs and practices had been carried out, with 
the collaboration of the University of Malawi. Once data analysis was completed, it 
would be possible to adapt strategies and messages accordingly. 

The problems related to AIDS and HIV infection were numerous. It sometimes seemed 
that people suffered more from the stigma associated with AIDS than the disease itself. 
Despite screening of blood for HIV before transfusion, the "window period" was 
particularly worrying in places with high HIV sero-prevalence; assistance in that area 
would be appreciated. The AIDS drugs currently available were too expensive for the 
least developed countries； if a cure or a vaccine were discovered, would it be 
accessible to them? Assistance was also needed with counselling and proper case 
management in hospitals to stop further spread of HIV, and with the provision of home 
care for AIDS patients； the increase in numbers of cases called for such approaches but 
they had not been addressed by Malawi's medium-term programme. 

Thanking all who had assisted Malawi's AIDS control programme, she said that her 
delegation fully endorsed resolution EB85.R12. 

Dr STAMPS (Zimbabwe) thanked Dr Mann for his sterling work within the Global 
Programme on AIDS and welcomed Dr Merson as its new Director. 

The small size of the preventable component in the projection of the number of AIDS 
cases up to the year 2000 in Figure 1 of document A43/6, was alarming. The most 
cost-effective strategy for HIV/AIDS prevention, namely, faithful sexual partnership, 
although many might not believe in it, or celibacy and abstinence, was missing from the 
draft resolution on AIDS control in women and children. Nor was there any reference to 
what he called the "sex industry", the commercial sector which promoted high-risk 
behaviour and involved many women, and which should also be a priority target; most 
prostitutes in Zimbabwe did not believe the facts about AIDS. Paragraphs 88 and 89 of 
document A43/6 appeared somewhat complacent about the availability of adequate quantities 
of condoms, considering the number of people who travelled alone. 

The draft resolution urged Member States to "ensure that HIV testing is offered to 
women and children". Despite the conditions qualifying that provision of the draft 
resolution, until an effective cure was available, such testing would not be 
cost-effective, at least in Zimbabwe. Trends in rates of infection, such as those 
revealed by blood donor surveillance, had been shown to be much more sensitive indicators 
of the progress of the epidemic and the success or otherwise of intensive preventive 
educational programmes. 

The reference to "drug abuse" was limitative, and reference was not made to all the 
possible additional non-sexual risk factors. For example, physical, emotional and sexual 
abuse of children could lead to promiscuous activity and drug-taking. In his view, that 
part of the draft resolution should be expanded. 

He supported the amendments proposed by the delegates of Israel and France, and 
proposed the following additional amendments : the inclusion of a paragraph explicitly 
advocating the promotion of lifelong sexual fidelity as part of the strategy against HIV 
infection; the deletion of operative paragraph 1(3) as being inappropriate to the 
circumstances of the majority of countries challenged by the HIV epidemic, and because 
its main objectives were covered in operative paragraphs 1(4), 1(8) and 1(9)； the 
inclusion in operative paragraph 2(3) of provision for the monitoring and assessment of 
activities developed in terms of that paragraph; and the addition of an operative 
paragraph 2(4) on the need to make available to countries in all regions in which the 
epidemic had become established the technology and the financial resources for the 
production of secondary protective devices such as condoms, protective clothing and 
gloves. 

The risks and benefits of BCG vaccination should be investigated in populations with 
a high rate of paediatric HIV infection and there should be further surveillance of the 
administration in health establishments of oral poliomyelitis vaccine in children with 
HIV infection. Finally, it was important to examine the possible risks of surrogate 



breast-feeding - an established behavioural mode in urban settings in Zimbabwe - when 
either the woman or the child was HIV-positive. 

Dr MUZIRA (Uganda) thanked the Director-General for his report. Her delegation was 
grateful for the work done by Dr Mann as Director of the Global Programme on AIDS, and 
was confident that Dr Merson would maintain the programme's momentum. 

Uganda had been open about the impact of the HIV/AIDS epidemic. Surveys conducted 
in 1988 had revealed an HIV infection rate of 6%, which meant that out of a population of 
17 million, over one million were infected, many of them women, both in rural and urban 
areas. The majority had acquired the disease through sexual intercourse, though a few 
had been infected through blood transfusions. 

The HIV/AIDS epidemic was expanding rapidly arid had far-reaching health 
consequences. The number of cases of combined AIDS and tuberculosis had increased, and 
there was an alarmingly high number of AIDS orphans. Funds for the health sector were 
very limited and there were not sufficient facilities to care for those affected. 

Uganda's AIDS control programme was well established; emphasis was laid on 
education to encourage healthy life-styles and behaviour, and many information leaflets 
had been produced in different languages. A number of workshops had been organized for 
health workers, health administrators and responsible people in the community. The 
President in his speeches had often warned people about AIDS. Educational programmes had 
been launched both in primary and secondary schools and in colleges, and much emphasis 
was being placed on community education. Religious leaders and nongovernmental 
organizations were playing their part, and counselling centres were being established. 

Screening for HIV and for hepatitis-B was being carried out in 20 centres, and 
Uganda was grateful for the support it had received from the Global Programme on AIDS. 
More AIDS-related technical support was needed for the research centre in Entebbe. 

Thanking donors for their support she appealed to them to continue. The battle was 
not over, and the need for more ammunition was greater than ever. Financial support 
should be concentrated on the African Region, where the number of cases was highest. 

Her delegation fully supported the draft resolution on AIDS control in women and 
children. 

Dr LIMA (Sao Tome and Principe) congratulated the Director-General on an excellent 
report, and thanked him for his efforts in providing the resources the country needed, to 
combat AIDS. He paid tribute to Dr Mann for his remarkable achievements as Director of 
the Global Programme, and wished Dr Merson success in his new appointment. 

In Sao Tome and Principe, only one confirmed carrier of HIV-1 and HIV-2 antibodies 
had been notified to WHO. Epidemiological surveys had been carried out to establish the 
incidence of HIV seropositivity, both in the population as a whole and in vulnerable 
groups. An initial survey had been made in November 1988 by a Swedish organization, 
using 400 blood samples taken from suspected subjects. Eleven samples had been sent to 
Stockholm for analysis, but the results had proved negative. 

A short-term plan of action, prepared in December 1987 in collaboration with WHO, 
had been launched in May 1989, for a period of one year. For the sero-epidemiological 
study, full ELISA testing had been in operation since December 1989, using 
locally-trained staff, to cover three target groups : pregnant women, women carriers of 
sexually transmitted diseases, and tuberculosis patients. Samples had been tested for 
HIV-1 and HIV-2 antibodies and confirmed in the laboratory in Gabon. 

Recently, a medium-term plan had been developed, with WHO support, to establish 
unified coordination and management of the programme, to prevent sexual transmission of 
the disease as well as transmission through blood and blood products, to ensure follow-up 
of HIV-positive cases, and to monitor the development of the epidemiological situation. 
His country counted on financial support from WHO and other partners to put that plan 
into effect. 

His delegation supported the draft resolution on AIDS control in women and children. 

Dr ROXAS (Philippines) observed that the AIDS pandemic involved all countries, north 
and south, developed and developing, and thus all had an equal stake in its control. 
Although each Member State should assume full responsibility for its own programme, WHO's 
Global Programme on AIDS provided valuable support in the form of drug and vaccine 
research, collaboration and coordination between United Nations agencies, nongovernmental 
organizations, and other countries, as well as technology and an AIDS data bank. 



In view of the rapid spread of the disease, there should be a clear delineation of 
responsibilities between the Global Programme and national programmes and step by step 
decentralization for rapid response within the administrative structure of WHO. National 
AIDS programmes should be integrated with other national programmes for sexually 
transmitted diseases, maternal and child health family planning, and primary health care. 

In the Philippines, a separate unit for AIDS prevention and control had been set 
up. The disease affected mainly prostitutes, but other groups, such as homosexuals, drug 
users, and workers returning from abroad - notably seamen - were also being closely 
monitored. Education and counselling, as well as screening of blood donors, was being 
strengthened, and the use of condoms to prevent transmission was being encouraged. 

His delegation joined in supporting the draft resolution on AIDS control in women 
and children. 

Mrs MUYUNDA (Zambia) expressed appreciation of the excellent collaboration between 
WHO and Zambia in AIDS control, which had resulted in improvements both in managerial 
capacity and in epidemiological activities and surveillance, and of the review carried 
out in September 1989； the recommendations of4 the review team had strengthened the AIDS 
programme. 

Zambia faced an increased demand for medical supplies and drugs to treat 
opportunistic diseases in AIDS patients in hospitals； that placed a further strain on 
its meagre resources. Recurrent costs had risen as a result of the introduction of home 
care services to shorten hospital stays. She appealed to the donor community to help 
with drugs and pharmaceutical supplies, as well as information, education and 
communication activities and establishment of a blood transfusion service to cover the 
entire country. Only 33 out of 84 government hospitals had blood-screening facilities, 
but it was intended, with WHO's help, to introduce rapid tests in others. 

The problem of discrimination against AIDS sufferers raised in the 
Director-General‘s report called for special attention, and she was glad to note that WHO 
was taking steps to deal with it. In Zambia, health information and education campaigns 
had been used to persuade the public to adopt a more compassionate attitude； families 
had been encouraged to care for relatives who were AIDS sufferers. While the home care 
programme was proving successful, the problem of AIDS orphans required urgent attention; 
funds should be established to provide care for such children, both at international 
level and in those countries where the AIDS pandemic had reached alarming proportions. 

Zambia would host a subregional workshop on ethical and legal issues associated with 
AIDS in June 1990. It sought also to collaborate with WHO in establishing a condom 
quality assurance laboratory for the African Region. 

With reference to paragraph 126 of the Director-General‘s report, which outlined 
some of the activities in the African Region, she informed the Committee that the budget 
arid work plan for the second phase of Zambia's medium-term plan had now been finalized. 
A meeting of donors was planned for July 1990, and pledges of support were again hoped 
for. Zambia would do its best to meet the challenge of having been designated by the 
Director-General as one of the first two countries in the African Region to experiment 
with decentralization. 

In conclusion, she appealed to the Regional Director to facilitate implementation of 
Zambia's programme by improving communications and accelerating the disbursement of 
funds, and expressed gratitude to donors for their excellent support. 

Her delegation supported the Executive Board resolution EB85.R12 and the draft 
resolution under consideration. 

Dr MILLAN (Mexico) said it was clear that countries had many common experiences in 
dealing with problems posed by the AIDS pandemic and in formulating strategies for its 
control. Mexico's action followed similar lines to others. Since 1989, 2937 cases had 
been reported, and the figures had doubled every 11 months : there had been 121 cases 
under 15 years of age. The ratio was 37 cases per million, and 7 male cases to every 
female case. Of the total number of cases, 37% had been homosexuals, and 20% bisexual, 
while 14% of cases had occurred as a result of blood transfusion, including transfusions 
to haemophiliacs. It was estimated that up to 64 000 persons were infected, and that up 
to 20 000 cases might occur over the next four years. 

In August 1988, a national council for AIDS prevention and control had been 
established to prevent transmission, to reduce the impact of infection, to reduce 
mortality, to coordinate and assess control efforts, to strengthen medical services in 



terms of both human resources and technology, and to promote social mobilization through 
public education using all the media. To prevent AIDS transmission through blood and 
blood products, trade in such products was illegal, a policy of strict control of blood 
banks had been adopted, which had already paid dividends in a dramatic decrease in that 
type of transmission. To combat the fear of infection amongst those providing medical 
care for AIDS patients, he suggested adequate protection and special economic and social 
security cover. 

Such measures, and those of other Member States, should be brought to the attention 
of all as tools for real control of the AIDS scourge. 

Dr TAN (Singapore) said that Singapore was a crossroads of air and sea 
communications. In 1989, it had received more than 4.8 million visitors, and a large 
proportion of its population travelled overseas every year. As a result, Singapore 
viewed the AIDS pandemic with great concern. 

Since the first case of AIDS had been reported in 1985, 45 persons had become 
infected with HIV; 16 had developed AIDS and 11 had died. All but two of those cases 
had been males in high-risk groups. In recent years there had been an increase in 
heterosexual transmission, whereas no cases had been detected among drug abusers tested. 

To ensure strategic control of the problem at national level, the Ministry of Health 
had set up an AIDS task force to advise on medical and scientific matters, and a national 
advisory committee on AIDS to provide community feedback and advice on the AIDS education 
programme. As part of Singapore's health plan, AIDS had been classified as a notifiable 
disease under the Infectious Diseases Act, and guidelines had been issued to all medical 
and paramedical personnel on precautions to be taken in the handling of infected or 
potentially infected patients and specimens. Routine HIV screening of all blood 
donations was carried out, and blood donors were subjected to stringent interviewing. 
The use of autologous blood was now encouraged. 

Surveillance was maintained and information disseminated to local authorities as 
well as to WHO. Health education programmes, initially for high-risk groups, had been 
extended to the general public, and counselling and support were provided for persons 
with AIDS and for their contacts. A nongovernmental organization had recently been set 
up to provide community support for AIDS control, and studies on various aspects of the 
disease were under way. 

Singapore remained committed to the control and prevention of AIDS, and would be 
closely monitoring the programmes it had implemented. His delegation endorsed resolution 
EB85.R12 arid supported the draft resolution on AIDS control in women and children. 

Dr BORGES RAMOS (Venezuela), after congratulating Dr Merson on his appointment as 
Director of the Global Programme on AIDS, expressed his delegation's appreciation of the 
valuable achievements of Dr Mann in his conduct of the Programme over recent years. 
Without Dr Mann, so much might not have been achieved in so short a time. 

Measures in Venezuela since October 1984 had included the setting-up of a national 
commission for AIDS research and control, the adoption of an epidemiological surveillance 
programme, the screening of blood supplies for HIV infection, and an information 
programme designed to promote attitudes and values which would encourage individuals to 
protect themselves against infection through responsible behaviour. That programme had 
been put across by means of mass media education campaigns and training courses for 
specific groups, such as health workers, teachers, adolescents, homosexuals and 
prostitutes. 

In accordance with resolution WHA41.24, international travellers were not required 
to submit medical certificates, AIDS cases or HIV-infected people were not quarantined, 
nor was HIV testing obligatory for medical certificates. 

A compulsory system of HIV antibody detection had been installed in blood banks, 
both public and private, since 1986. Since 1987, HIV and AIDS had been included in the 
list of notifiable diseases : an office had been set up to formulate a national AIDS 
control programme, and a number of subcommittees to supervise the implementation of 
strategies. The activities of the ministries of health, social security, education, 
family welfare and justice were coordinated, as were those of private foundations. The 
programme was involved in scientific, technical and educational events at national and 
international levels, and published an information bulletin for health workers. Since 
1989, educational material including pamphlets, posters, radio and television programmes 
and videos had been prepared. There was firm government support for the programme, 



together with the financial support of a number of international organizations. A pilot 
programme on school education about AIDS and other sexually transmitted diseases, 
prepared by the ministries of health, family welfare and education, and UNESCO and РАНО, 
had received international recognition for its innovative approach. 

He thanked WHO for strengthening Venezuela's national plan, and notably for the 
support given by the Regional Office for the Americas in the form of advisers and 
funding, 

In conclusion, he fully supported the draft resolution on AIDS control in women and 
children, and wished to be included among its sponsors. 

Dr COSKUN (Turkey) congratulated Dr Merson on his appointment to head the Global 
Programme on AIDS, expressed his delegation's appreciation of the valuable contributions 
to the Programme made by Dr Mann, and commended the report. 

One aspect of the global AIDS strategy that should be emphasized was its positive 
impact on a number of other health issues and epidemiological concepts, including 
strategies for prevention and control of contagious diseases in general. New light had 
been shed on such matters as decentralization, regionalization, human rights, 
non-discrimination, regular reporting of cases, public health and reference laboratories, 
blood safety and health education and promotion. Increased attention was being given to 
the psychosocial impact of diseases and the attendant risks, and concepts such as 
counselling and guidance were increasingly being emphasized. Human dignity and the 
avoidance of discrimination had already been emphasized in resolution WHA41.24, but he 
agreed w i t h other delegations that those issues should receive more attention, and WHO'S 
role was crucial. 

Even though in Turkey prevalence was low, the national health policy gave high 
priority to AIDS education, prevention and research. In 1987, the Ministry of Health had 
established a national AIDS council which coordinated all activities connected with the 
AIDS programme. 

Turkey endorsed resolution EB85.R12, and wished to be included among the sponsors of 
the draft resolution on AIDS control in women and children, with the proposed 
amendments； it covered all the necessary points and recognized the crucial role of women 
in the prevention of HIV transmission - a role acknowledged in the Paris Declaration. 

Turkey would be host, in September 1990, to a meeting on education of health 
professionals in HIV infection and AIDS. 

Dr EL BAZ (Egypt) welcomed the Director-General‘s report. 
Although AIDS was not a problem in Egypt, preventive measures were being taken. A 

blood screening process had been established in all hospitals and blood banks: she 
thanked WHO and the other agencies that had provided assistance in installing diagnostic 
facilities. Disposable syringes were being produced and were being used widely in 
medical services. Health information was being provided to the general public, with 
special measures for various groups. 

Her delegation supported the global AIDS strategy and wished to be a sponsor of the 
draft resolution on AIDS control in women and children. She also wished to support the 
proposals by the delegation of Zimbabwe concerning AIDS-related research, specifically in 
connection with BCG vaccination. She would further propose that HIV transmission through 
inappropriate dental practices be investigated and proper training provided to dental 
care personnel. 

Finally, she congratulated the Director-General on his leadership, and welcomed the 
appointment of Dr Merson as Director of the Global Programme on AIDS. 

Professor ROOS (Switzerland) said that Switzerland had supported the Global 
Programme on AIDS from the outset and was following its activities with great interest. 
He thanked Dr Mann for the competence and commitment he had brought to the programme. 
Dr Merson, who would certainly use his talents well in his new capacity, was to be 
congratulated on his appointment. Commending the report by the Director-General, he said 
that the forthcoming evaluation of the global AIDS strategy would certainly make it 
possible to identify objectives, approaches and resources available to assist countries 
in carrying out their national AIDS control activities. The most important aspect of 
such activities was that they should be aligned with the concept of public health. 
Experience showed that the incorporation of AIDS control activities into primary health 
care was decisive in their success. 



Switzerland had the highest incidence of HIV infection in Europe and its AIDS 
control programme sought to face up to that serious problem. It centred on information, 
education, non-discrimination and solidarity. Switzerland was opposed to any 
discrimination with regard to the entry into the country of HIV-infected individuals and 
those with AIDS. Such discrimination had no scientific basis and was contrary to the 
relevant resolutions of WHO and other international organizations. Information, 
education, non-discrimination and solidarity were equally important as far as the 
developing countries were concerned. 

Switzerland supported Executive Board resolution EB85.R12 and wished to be a 
co-sponsor of the draft resolution entitled "AIDS control in women and children". 

Dr ADANDE MENEST (Gabon) welcomed the report by the Director-General, which provided 
an overall view of the AIDS epidemiological situation, describing national, regional and 
international activities under the Global Programme. Gabon was cooperating closely with 
the programme and had set up the structures for monitoring, screening and information in 
accordance with the relevant international and regional strategies. 

A number of steps had been carried out to prevent transmission of the virus through 
blood and blood products. Within the framework of the national vaccination programme, 
and in respect of the six target diseases of the Expanded Programme on Immunization, 
Gabon had developed vaccination techniques based on the principal of one needle per 
vaccinated individual. That measure was an elementary form of prevention, an effective 
obstacle to HIV transmission particularly among infants, children and pregnant women. 
The introduction of disposable materials was also important for prevention. 

The international centre for medical research at Franceville, which was to become a 
WHO collaborating centre for AIDS, had initially been the sole reference centre for AIDS 
screening. Other national institutions, including the national blood transfusion centre 
and blood banks, were now equipped to engage in that fundamental aspect of AIDS 
detection. An ELISA link had recently been set up with provincial hospitals throughout 
the country. A number of laboratories in Libreville and Franceville had been equipped to 
carry out rapid screening tests for HIV-1 and HIV-2 as a result of a contribution by the 
European Economic Community and other donors. Initial results had proven sufficiently 
reliable. 

The national AIDS strategy had other aims : a national committee against AIDS had 
been set up, and its structure paralleled that established for primary health care 
throughout the country. Public information activities had been launched through seminars 
for the training of the trainers who would be responsible for disseminating information 
in the most remote areas of the country. AIDS research was being intensively carried out 
in a high security laboratory at Franceville which had been operating for nearly a year. 

During the 1990s, the AIDS pandemic would become a major and constant public health 
concern, to judge by the epidemiological situation at present and projections for its 
evolution to the year 2000. Vigilance and solidarity were required in the common 
struggle against AIDS, in the interests of human survival. His delegation therefore 
supported all the WHO initiatives designed to step up activities in the struggle against 
AIDS. It supported the draft resolution on AIDS control in women and children, which 
reflected the spirit of the Paris Declaration and the views of the Executive Board as 
expressed in its resolution EB85.R12, which his delegation endorsed. 

Finally, he thanked all the agencies, including nongovernmental organizations, and 
all the countries that had donated funds to assist Gabon in strengthening its national 
AIDS control programme. 

Dr ADIBO (Ghana) shared the concern expressed in paragraph 140 of the 
Director-General‘s comprehensive report that "fewer than 2% of all studies identified 
were aimed at developing effective interventions for prevention and control and fewer 
than 1% at studying the effectiveness of interventions". If progress was to be made in 
developing socially and culturally acceptable interventions in Africa, that situation 
must be rectified. He urged WHO to consider increasing its support for research in 
Africa and for community-based strategies that took into account the cultural perspective 
of Africans. 

Ghana welcomed the focus on women in the draft resolution on AIDS control in women 
and children: the male-female ratio of HIV infection in Ghana was 1:9. Over 90% of the 
women affected had become involved in international prostitution when the country had 
encountered economic problems several years earlier. That fact underscored the need to 



view health problems in the context of economic constraints. The National Council on 
Women and Development and the Department of Community Development required support to 
organize paid work, as well as rehabilitation and functional literacy programmes and 
vocational training to increase job opportunities for women. Ghana would welcome such 
support. In that context, he proposed the addition of the phrase "and support for 
income-generating activities and programmes aimed at enhancing the image of women in 
developing countries" to the final paragraph of the draft resolution. 

He agreed with those speakers who had stressed the need to avoid discrimination, 
especially in regard to travel by HIV-infected persons or AIDS sufferers, and endorsed 
the priority given in paragraph 31 of the report to integrating AIDS control into primary 
health care. 

Dr BRIERE DE LISLE (Mali) wished Dr Merson every success in the mission he had 
undertaken. 

AIDS control in Mali had had to begin with an analysis of the situation. 
Accordingly, in 1987, an epidemiological survey covering 2000 individuals in the national 
and district capitals had been carried out. It had pointed to a prevalence rate of 
nearly 40% among women with multiple sex partners and of 0.8% within the general 
population in the nation's capital city. Those results had prompted the immediate 
launching of a short-term action plan concentrating on public information, the training 
of social and health workers and the provision of clean blood to hospitals. Negotiations 
were under way for large-scale supply of condoms. A medium-term action plan had also 
been drawn up during that period with WHO in conformity with the global AIDS strategy. 
The process had resulted, in November 1989, in a conference of donors. The activities 
were being carried out as successfully as possible given that the promised contributions 
had often not yet been delivered. Mali hoped that WHO, as coordinator and catalyst, 
would secure the financing of the medium-term plan so that the activities could be 
intensified as planned and as was essential since the number of AIDS cases had risen from 
5 in 1985 to 223 in January 1990. 

A national coordinator for AIDS control had been appointed in 1988. A scientific 
and technical committee against AIDS and an interministerial committee had been 
established. The Government now demanded a twice-yearly progress report and fully 
endorsed the recommendations of the Ministry of Health on preventing the spread of the 
disease. 

Despite the financing uncertainties the programme was being taken to the regional 
level, with the holding of regional information seminars for political, administrative 
and technical officials, civic and religious leaders, democratic organizations, and in 
particular, women and young people. The seminars were enhanced by performances by the 
national theatre group, one of whose major productions dealt with the subject of AIDS. 

His country was thus aware of the danger that the situation might worsen and was 
preparing to face future challenges. It endorsed the global AIDS strategy, the 
resolution adopted by the Executive Board and the draft resolution on AIDS control in 
women and children. 

Dr ZARRA (Afghanistan) commended the Director-General on the comprehensive report, 
praised the Global Programme, and welcomed the appointment of Dr Merson. 

A national AIDS control programme had been launched in Afghanistan in October 1987 
with the assistance of two WHO consultants. They had drafted a short-term plan 
comprising a sero-epidemiological survey to detect HIV infection, the training of 
personnel in diagnosis and the care of patients, a survey of knowledge, attitudes, 
beliefs and practices, and health education. The necessary equipment and supplies had 
been received and a nucleus for programme activities established under the control of the 
central blood bank. A laboratory had been set up and personnel, including doctors and 
nurses, trained. A national AIDS programme committee consisting of 30 representatives of 
the departments expected to become involved had recently been formed. 

Work in the AIDS laboratory of the central blood bank had begun in May 1988. 
Between that date and April 1990, a total of 4906 samples of sera had been obtained from 
a number of different groups, including blood donors, pregnant women, students and 
pilgrims returning from journeys abroad, volunteers and intravenous drug addicts. All 
were adults； the male/female ratio was 67.8% to 32.2%. They had been tested by the 
ELISA method. All the tests had proved negative. 



One Afghan student returning from abroad had been suspected of having contracted 
AIDS. Laboratory tests performed on a sample of his blood at the WHO collaborating 
laboratory in Nairobi, Kenya, had given negative results, and he exhibited no symptoms of 
AIDS. 

From the work done over the past two years, HIV infection did not appear to be a 
health problem in Afghanistan. It would become one very soon, however, as millions of 
Afghan refugees returned. Accordingly, steps were being taken to receive, examine and 
observe them under the best possible conditions and, with the full collaboration of the 
media, to inform the population about the dangers of the disease. Afghanistan hoped it 
could count on WHO'S assistance in dealing with the anticipated health problems. 

Dr САВА-MARTIN (Spain) shared the worldwide concern about AIDS and commended the 
Director-General on his report. He expressed appreciation of the former Director of the 
Global Programme on AIDS, Dr Mann, and confidence in his successor, Dr Merson. 

In Spain, which had the fourth highest number of cases in Europe proportional to its 
population, most AIDS cases occurred in intravenous drug users (57.5%) or in homosexual 
or bisexual men. However, heterosexual transmission was growing. 

The psychosocial implications of AIDS were revealing weaknesses in the human 
condition. AIDS had elicited not only generosity, solidarity and unselfishness, but also 
the reverse. AIDS had had an impact on all institutions : the family, school,, the arme.d 
forces, the legal system, government, and so forth. It had also changed deeply-rooted 
beliefs about disease, health care, sexuality, blood, and drug use. 

His delegation was concerned by the discrimination and stigmatization to which 
infected persons had been subjected. Carriers of the virus had been known to lose their 
jobs, homes, friends and social ties and had been denied access to the workplace or, in 
the case of children, to school. Such rejection at the personal, social and national 
level, and even in statistical data, had contributed to the spread of the pandemic. 

He endorsed WHO's goals and the emphasis on providing generous, effective and 
humanitarian support to those infected with HIV and AIDS. That implied the incorporation 
of AIDS programmes into primary health care； continuous information campaigns, 
especially for such vulnerable groups as intravenous drug users； and the promotion of 
scientific research with a view to determining more effective diagnostic and treatment 
methods. Hence the need to improve human resource training 'to achieve a better balance 
between basic intermediate goals, and to coordinate research plans. He agreed with the 
delegate of Cuba on the need for coordinated action among countries, both developing and 
developed, on the exchange of experience and scientific information. 

He supported the draft resolution on AIDS control in women and children, but 
proposed two amendments to the Spanish version to improve the clarity of the text. In 
operative paragraph 1(8) the word "enderezados" should be replaced by the word 
"encaminados" or "dirigidos"• and in operative paragraph 1(9) the words "por armarlas" 
should be replaced by the words "para prepararlas". 

Dr SHIVUTE (Namibia) said that, although his country was still young, it was just as 
concerned about AIDS as any other nation. Prior to independence, there had been no AIDS 
control programme covering the whole country, although health workers had been aware of 
the existence and spread of HIV infection and AIDS. Tests for HIV infection had been 
carried out on donated blood and on patients suspected on clinical grounds. 

More cases of HIV infection were being diagnosed in Namibia each year. At the end 
of December 1986, 4 cases of HIV infection had been notified. That figure had risen to 
15 by December 1987, 43 by December 1988, and 127 by December 1989, and 34 patients had 
died of AIDS or AIDS-related disease. The ratio of infected males to females was one to 
one. In Namibia, the age group affected was 20-49 years. In 1989, 7% of cases had been 
in children under the age of 5 years. 

After independence, Namibia had started an AIDS control programme which brought 
together politicians and religious and community leaders throughout the country and 
representatives from various ministries. All those involved had recognized the 
seriousness of the problem and it had been decided to start a national awareness 
campaign. Implementation of the full programme, which would start in June 1990, would be 
decentralized to ensure that regions, districts and communities had enough say in 
planning and execution. The programme, in which the Department of Education would also 
be involved, would include health education in communities, promotion of condom use, and 
education of health workers in the care and counselling of those infected with HIV and 



AIDS. The national AIDS programme would be integrated with other activities such as 
maternal and child health, family planning, or the control of sexually transmitted 
diseases. It was hoped to improve epidemiological surveillance and laboratory and blood 
transfusion services. 

He congratulated the new Director of the Global Programme on AIDS, Dr Merson, on his 
appointment, and welcomed WHO'S assistance. He supported the draft resolution on AIDS 
control in women and children with the amendments proposed by Zimbabwe. 

Dr MIGUEL (Angola) joined in commending the Director-General on his report and 
endorsing resolution EB85.R12. 

In Angola, since detection of the first AIDS case in 1985, the number of cases had 
continued to increase exponentially. Thanks to WHO's support through the Global 
Programme on AIDS, a medium-term plan for the prevention and control of the disease had 
been drawn up. Unfortunately, the economic situation precluded implementation. However, 
some activities had been possible thanks to the generous support of SIDA, aimed mainly at 
providing public education and information, promoting condom use and ensuring a safe 
blood supply. He appealed to potential donors to attend the donors' meeting in Luanda in 
June 1990. He expressed his gratitude to the Global Programme on AIDS, the WHO Regional 
Office for Africa, SIDA and other donors for their support for the establishment of an 
effective national AIDS control system in the context of primary health care. 

He paid tribute to the contribution made by the former Director, Dr Mann, in 
establishing the Global Programme, and congratulated the new Director, Dr Merson on his 
appointment, assuring him of Angola's close cooperation. 

He supported the draft resolution on AIDS control in women and children. 

Dr Won Ha Y00 (Republic of Korea) commended the Director-General and his staff on 
their continued efforts in developing strategies for the prevention and control of AIDS. 

The first case of seropositivity for HIV had been detected in the Republic of Korea 
in December 1985. Up to the end of April 1990, 89 people had been found to be 
seropositive, of whom 5 had developed AIDS and died within one year of diagnosis. Of the 
remainder, 50 were known to have acquired the infection through sexual contacts overseas 
and there were two cases of perinatal transmission. In December 1989, the first case of 
HIV transmission through blood transfusion had been detected. 

National programme development had started with the passing in 1987 of the AIDS 
Prevention Act, which defined the responsibilities of the State, local government and the 
public : it also prescribed mandatory HIV tests and the screening of blood and blood 
products, and prohibited undue discrimination against those with HIV infection and AIDS. 

As was universally accepted, the main obstacle to prevention was inadequate 
knowledge. The Government was therefore concentrating on education programmes for AIDS 
prevention; educational materials were being produced particularly for high-risk groups, 
those providing hospitality services, international travellers, seafarers, homosexuals 
and young people. 

Over one million units of blood were donated annually in the Republic of Korea and 
the donation rate was increasing. Donations were screened using the ELISA method and any 
suspect samples were excluded from the national supplies and sent to the National 
Institute of Health for confirmatory testing. 

Among other activities, the Government was making every effort to minimize and 
abolish discrimination against, or stigmatization of infected persons. The first stage 
in case management was to help provide psychosocial counselling. 

During 1990 it was planned to evaluate various aspects of the National AIDS 
Programme. The help of WHO and other intergovernmental and technical cooperation 
organizations would be most helpful. 

The Republic of Korea was willing to collaborate in developing and carrying out 
activities at all levels to ensure implementation of the WHO global strategy. 

His delegation supported the draft resolution on AIDS control in women and children. 

Professor ROMERO (Chile) commended the Director-General and the Executive Board for 
their leadership in the effort to combat AIDS. She congratulated the new Director of the 
Global Programme on AIDS, Dr Merson, on his appointment, and expressed gratitude for the 
work of the former Director, Dr Mann. 

Programmes at the regional and subregional level should be strengthened in view of 
the need to apply specific strategies in accordance with the local epidemiological 



situation. Effective vaccines and other means of control should eventually be developed 
so that efforts and scarce resources could be redirected to other important health 
problems that were in danger of being neglected. 

AIDS prevention components should be incorporated into prenatal and postnatal 
activities, family planning, prevention of sexually transmitted diseases and other 
programmes to protect maternal and child health. A strong educational component to 
promote healthy behaviour and prevent the onset of high-risk behaviour in children and 
adolescents was particularly effective, also against other health problems. 

The progress made by the Global Programme on AIDS was greatly appreciated and had 
benefited Chile, but there was much to be done in Chile for general education, better 
definition of educational content and greater use of the mass media to strengthen 
prevention and to reduce discrimination against AIDS patients, high-risk groups and 
religious institutions that assisted them. 

With regard to safe blood and blood products, all blood banks in the country were 
provided with screening equipment, even in remote areas. 

Recently an interministerial committee to combat AIDS had been established, headed 
by senior officials from the departments of health and education and including 
representatives from nongovernmental, voluntary and workers' organizations. It was hoped 
that the committee would give added impetus to preventive activities. 

Her delegation endorsed resolution EB85.R12 and the draft resolution on AIDS control 
in women and children with the amendments proposed by the delegates of Israel and Spain. 

Dr IBRAHIM DIDI (Maldives) expressed appreciation of the Global Programme on AIDS. 
She congratulated the new Director, Dr Merson, on his appointment, and thanked his 
predecessor, Dr Mann, for his outstanding work. 

Maldives had implemented a short-term plan on AIDS and undertaken a number of 
epidemiological surveys； no case of HIV infection or AIDS had been detected. However, 
it was recognized that the situation could change at any time, since there were no 
geographical barriers to HIV. 

An area of concern for the Maldives was its population of seafarers, a high-risk 
group for infection, and it had not yet proved possible to devise an appropriate means of 
testing seafarers returning home to the country, which comprised many small islands. 
There was also considerable concern about perinatal transmission of HIV, since seafarers' 
wives did not need to use contraceptives for spacing of their families and since there 
was not yet any accurate way of diagnosing AIDS in infants below the age of 15-18 months. 

She welcomed the Paris Declaration and commended the choice of theme for World AIDS 
Day 1990, "Women and AIDS". 

Maldives had a high prevalence of thalassemia and sickle-cell anaemia, so that 
relatively large numbers of children required monthly blood transfusions. Tests of such 
children for HIV had proved negative, indicating that blood products received earlier had 
not been contaminated. 

Maldives was by no means complacent in its attitude and was proceeding with a 
medium-term programme for AIDS detection and control. 

She commended the Director-General on his report and supported the draft resolution 
on AIDS control in women and children. 

The meeting rose at 12h30. 
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Professor LEOWSKI (Poland) commended WHO for its efforts against the AIDS pandemic, 
expressing appreciation to the Director-General for his report (document A43/6). He 
congratulated Dr Merson on his appointment as Director of the Global Programme on AIDS. 

Poland would welcome increased decentralization of AIDS activities and their 
increased coordination with other WHO programmes, the communicable disease programmes in 
particular, in view of the importance of opportunistic infections : tuberculosis was a 
special example, in view of the current data on dual infection. He applauded the steps 
already taken by the Organization and looked forward to the further strengthening of such 
coordination. 

AIDS was considered a serious problem in Poland not because of the number of cases 
involved but because of the social impact of the disease. The more than 3.5 million 
tests carried out so far had revealed 828 HIV-positive carriers, two-thirds (559) of whom 
were drug abusers. Thirty-five cases of AIDS had been diagnosed, 22 of whom had since 
died. Prompt preventive measures had been taken to ensure that all donated blood and 
blood products were free from HIV contamination. Health education and promotion of 
awareness had been the major strategy employed to prevent the spread of the infection. 
Some errors had perhaps been made in that approach, however, since much intolerance and 
some discrimination had been in evidence in recent months. Poland was grateful for the 
assistance it had already received from WHO under the Programme and would appreciate 
further help, inter alia, in dealing with the social aspects of AIDS. He endorsed the 
substance of resolution EB85.R12 and supported the draft resolution on AIDS control in 
women and children. 

Dr MARTINEZ (Nicaragua) joined previous speakers in congratulating the 
Director-General, Dr Merson and others. He hoped that under their able leadership the 
goal of health for all by the year 2000 would be achieved. 

A national AIDS surveillance committee had been in action in Nicaragua for the past 
four years. Over 60 000 tests had been carried out, 75% on blood donors and 25% on 
members of groups at risk, in particular homosexuals. Fifty HIV-positive cases, 95% of 
them in foreigners, had been detected; they included homosexuals, and haemophiliacs who 
had acquired the infection abroad through blood transfusions. The four indigenous AIDS 
cases had occurred in persons living or having sexual relations with foreigners. No 
HIV-positive cases had been found among blood donors, pregnant women or children. 
Nicaragua did not have a drug problem, but about 2% of the population had died in the 
war, which also had caused disease and psychosocial disorders. The link between war and 
sexually transmitted diseases was well known. Nicaragua was concerned about AIDS because 
there might well be a rapid increase in cases in Nicaraguans returning from higher-risk 
areas. He urged WHO/PAHO and other agencies to strengthen their support to enable it to 
meet the objectives of the Global Programme. 

Dr MAGANU (Botswana) congratulated Dr Merson on his appointment as Director of the 
Global Programme on AIDS. He noted with regret Dr Mann‘s resignation from the Programme 
and applauded the contribution he had made to WHO's AIDS strategy. 



Welcoming the report by the Director-General, he endorsed in particular the 
selection, in paragraph 27, of three areas meriting special attention. Of those areas, 
integration of AIDS prevention and control activities within primary health care 
programmes was the most urgent and desirable. Because of the urgency of the AIDS 
problem, the Global Programme and national programmes had so far been essentially 
vertical； it was time to integrate them in national health systems, so as to ensure that 
national activities would not collapse without donors, and that health workers and 
communities could identify with the health system rather than a separate programme 
relying on external funding and according special facilities to its staff - which could 
lead to resentment in other health workers. He appreciated the emphasis, in paragraph 
27, on the need for strategies to ensure global availability of appropriate new 
technology, especially as the high cost of new drugs placed them beyond the means of the 
poor countries. He also welcomed the expression of WHO'S intention to provide and 
coordinate support for research. Botswana was planning surveys of communities' 
knowledge, attitudes, beliefs and practices with respect to AIDS, and studies of the 
prevalence of HIV infection in different groups. Those activities, since they formed 
part of the country's current medium-term plan for AIDS control, would receive WHO 
support. He urged WHO to continue to promote research. 

He appealed to all countries to observe the provisions of the various resolutions 
adopted by the Health Assembly and other international forums. Some countries were 
continuing to screen certain categories of travellers, especially long-term students, for 
HIV infection. If idealistic resolutions such as those aimed at preventing 
discrimination against persons with AIDS or HIV infection were not considered binding by 
countries, it would perhaps be better not to adopt them at all. 

His delegation endorsed resolution EB85.R12 and supported the draft resolution on 
AIDS control in women and children. 

Dr MUKHERJEE (India) said that in operative paragraph 1(3) of the draft resolution, 
the use of the word "offered" necessarily implied that acceptance of testing was 
voluntary among those who wished or needed to take advantage of it. Consequently, the 
use of the words "but voluntary" in the paragraph was not only redundant but might even 
create the impression that the offer of such testing need not be taken up even when 
necessary, i.e. in the case of high-risk groups. He therefore proposed that they should 
be deleted. 

Mr BALDAN (United Nations Development Programme) applauded the outstanding 
achievements of the Global Programme on AIDS. UNDP stood ready to develop further the 
cooperation initiated with WHO in that respect. As a reflection of UNDP's interest and 
concern in the control and prevention of AIDS, a discussion on AIDS and HIV infection had 
taken place at a special session of UNDP's Governing Council in early 1990, which had 
strongly endorsed the Administrator's proposals to strengthen UNDP‘s capacity to deal 
with HIV/AIDS, especially in its economic, social and cultural aspects. The 
Administrator had reported to each session of UNDP‘s Governing Council since 1987 on the 
subject of AIDS and its impact on development activities. 

Although it was only just over two years previously that the WHO/UNDP alliance to 
combat AIDS had been signed, activities within that framework had been increasingly 
intensive. The combination of UNDP's experience and expertise in multisectoral 
approaches to socioeconomic development with WHO's international leadership in health 
policy and in scientific and technical matters related to health had proved a forceful 
weapon. Those joint efforts had brought success in a number of initiatives carried out 
in various countries and regions. A report on the progress of the alliance had been 
presented to the meeting of the Management Committee of the Global Programme in 
April 1990 and was available to delegates. In AIDS activities, advantage had been taken 
of the exceptional strength of UNDP‘s field establishment in 113 countries, arid, in 
particular, the role of its Resident Representatives as resident coordinators. UNDP had 
been involved in ensuring the integration of national AIDS plans into overall development 
policies and priorities at country level. It had also been involved in resource 
mobilization, in supporting development and delivery of programmes and in minimizing the 
impact of HIV/AIDS on social and economic development. The provisions in the alliance 
which called for administrative support by UNDP to the Global Programme on AIDS had also 
generally worked well in all instances where such support had been required. 



An increasing number of country programmes had included HIV/AIDS activities either 
as UNDP projects in their own right or as a component of UNDP health or education 
programmes. In many others, according to responses to the questionnaire, the country 
indicative planning figure (IPF) included provision for short- and medium-term plans for 
national HIV/AIDS control, and approximately US$ 5.3 million in national IPFs for 
HIV/AIDS projects or project components had been earmarked or committed. At resource 
mobilization meetings during the period 1987-1989 at the country level, UNDP had 
committed over US$ 10.8 million either through the Trust Fund for the Global Programme or 
directly to countries. Some projects would cover the next 12 to 18 months. The figures, 
while quite modest in comparison with the overall financial implications for governments 
themselves of dealing with HIV/AIDS, indicated that the central planning authorities in 
some cases, and UNDP, had identified HIV/AIDS as having significant implications for 
economic and social development and that UNDP support was considered an appropriate means 
by which to deal with HIV/AIDS prevention and care. In a number of countries, specific 
activities provided for in national IPFs included: assistance in blood 
screening/transfusion, health education and communication, supply of consultants, support 
to nongovernmental organizations and support to governments in the enhancement of 
management capacity to deal with HIV/AIDS. UNDP offices had, in several instances, 
worked closely with WHO country representatives in providing logistic and other support 
to the Global Programme on AIDS in the preparation of short- and medium-term plans. 

At the intercountry level, UNDP‘s Regional Bureau for Africa, Regional Bureau for 
Asia and the Pacific and Regional Bureau for Arab States and European Programmes had 
provided US$ 620 000, US$ 1 400 000 and US$ 400 000 respectively through the Global 
Programme on AIDS to assist governments to develop and initiate national short- and 
medium-term plans, to strengthen national planning capacities, and to conduct regional or 
subregional education and training activities. UNDP‘s Division for Women in Development 
had identified the epidemic as one of the emerging critical issues for women and children 
in the coming decade. It had begun circulating relevant material and initiating 
discussions within UNDP on the nature of the global epidemic, on known and expected 
effects on women and children and appropriate responses to the situation. The UNDP 
global programme had provided US$ 300 000 to the WHO Global Programme on AIDS for 
unrestricted support and US$ 700 000 for support, with WHO and various relevant 
nongovernmental organizations, to the Global Blood Safety Initiative for the 
establishment of blood transfusion systems capable of employing quality assurance 
procedures on a routine and sustained basis. In addition, as foreseen in the WHO/UNDP 
alliance, a global project with an IPF provision of US$ 2 million had been approved by 
the Governing Council in February 1988 for a reimbursable facility to bridge gaps between 
pledges and payment of external support (in particular, between the end of the support to 
national short-term plans and the beginning of medium-term plans). That facility had 
been utilized by the Global Programme on AIDS in nine countries for a total of 
US$ 1 997 800 and had proved useful in helping to ensure more rapid implementation of 
programmes. 

In 1990 UNDP would (1) seek further to sensitize governments and Resident 
Representatives to the implications of HIV/AIDS for development, with a view to 
incorporating additional support to governments as new country programmes were prepared -
the Administrator had already urged all Resident Representatives that, wherever possible, 
HIV/AIDS prevention and care activities be considered UNDP fifth-cycle programmes (i.e., 
implemented from 1992 to 1996)； (2) undertake a training programme in collaboration with 
the Global Programme on AIDS to ensure that UNDP staff were fully aware of the 
implications of HIV/AIDS for development, including economic, sociological, cultural and 
humanitarian factors, as well as the variety of areas where UNDP could most effectively 
assist governments and strengthen the national capacity to deal with the pandemic. In 
many cases, such areas could include education and training, securing safe blood 
supplies, social welfare programmes, impact assessment, national planning, and inclusion 
of HIV/AIDS components in primary or maternal and child health care； (3) encourage, 
wherever possible, additional projects under the United Nations Capital Development Fund, 
as well as the use of United Nations Volunteers who could provide appropriate arid 
cost-effective assistance in a wide range of sectors and programmes； (4) collaborate 
with the inter-agency advisory group on AIDS and other organizations of the United 



Nations system in the preparation of a booklet on HIV/AIDS, intended, inter alia. for 
distribution to all United Nations system employees and their families； and (5) pursue 
plans already initiated to commission an anthology of contributions of individuals from a 
number of developing countries about the HIV/AIDS epidemic in order to bring about a 
greater understanding of the economic, social and cultural implications of HIV/AIDS. 
Preliminary discussions about the production of a film to accompany that publication had 
already taken place. 

In conclusion, much more should be done and advantage should be taken of every 
opportunity to assist governments and, through them, institutions, organizations and 
individuals meeting the AIDS challenge. As the Director-General of WHO had said, the 
spirit of the WHO/UNDP alliance was one that all intergovernmental agencies should share 
so that all might provide countries with their full expertise. He reiterated UNDP‘s 
commitment to maintain and intensify the war against AIDS. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking 
at the invitation of the CHAIRMAN, described the new, complex ethical problems that had 
been raised by the pandemic of HIV infection and AIDS； they concerned all the health 
professions, including health policy-makers, and society as a whole. The problem raised 
by any epidemic was the conflict between the right of society to protect itself against 
the spread of infection and the rights of the groups affected by the epidemic. The 
ethical issues raised by AIDS, for which no cure was available, were particularly 
complicated. The usual modes of infection by HIV incited reactions based on puritanism 
and similar notions of morality that called for punishment, leading to discrimination 
against certain high-risk populations and certain ethnic groups. 

Papers in the scientific literature addressing the ethical problems associated with 
AIDS had doubled in number every year since 1984； they indicated that such problems were 
important and pressing, evolved rapidly and had no easy solution. HIV infection and AIDS 
challenged the fundamental rights of the patient to confidentiality, information and 
treatment. They also challenged the universally accepted ethical obligations of 
physicians to patients: fidelity to the patient's interests, veracity and 
confidentiality. Epidemiology, which by its very nature involved large groups of people, 
could also raise ethical problems. Two examples were : screening for HIV infection, even 
when it was not linked to personal information, and international testing of candidate 
vaccines against AIDS and HIV infection. Such studies should conform to the Declaration 
of Helsinki of the World Medical Association and to the international guidelines of the 
Council for International Organizations of Medical Sciences； however, there was an 
urgent need for more detailed international guiding principles related not only to 
studies on AIDS but to all types of epidemiological studies. The Council was elaborating 
such guidelines in collaboration with the Global Programme on AIDS and other units of WHO 
that were involved in conducting and coordinating international epidemiological 
research. The guidelines were based on three universal ethical principles : autonomy -
i.e., the respect for human rights, dignity and freedom - beneficence and distributive 
justice - which included equity, veracity and avoidance of discrimination. Those 
guidelines would not resolve all the moral ambiguities related to AIDS but they would 
ensure that epidemiological studies were designed according to ethical principles. The 
Council was ready to cooperate with WHO in that domain. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the 
CHAIRMAN, described her Council as the largest international women's organization, with 
affiliates in developed and developing countries. It had representatives in the United 
Nations system, and, through 13 committees, worked on subjects within the purview of 
WHO. As the Council had access to individuals and communities, it could convey 
information from WHO to the grass-roots level through written communications, seminars 
and workshops. An important aspect of the Council's work was education and development 
in developing countries. At the next triennial conference of the Council, in June 1991 
in Bangkok, one workshop was to be held on women and the environment and another on women 
and AIDS. Both were being prepared in collaboration with the appropriate divisions of 
WHO, including the Division of Family Health. If women and women's organizations were to 
play a crucial role in preventing infection with HIV and in caring for HIV-infected 
people and AIDS patients, they should be represented on national committees on AIDS. 
They could thus convey the needs of women to governments and assist them in achieving 



goals for health at the grass-roots level. She welcomed the proposed addition to the 
draft resolution on AIDS control in women and children of a reference to representation 
of women's organizations on AIDS committees. She also welcomed the close cooperation 
between her organization and WHO. 

Dr MERSON (Global Programme on AIDS) thanked the delegates for their support and 
their confidence in his appointment as Director of the Global Programme on AIDS. He 
pledged the continued support arid cooperation of WHO in the further development and 
implementation of the global strategy for the prevention and control of AIDS. The 
challenge was vast, since HIV infection was on the increase almost everywhere, including 
areas previously minimally affected. Further efforts to combat the epidemic would take 
into account the social, economic and ethical dimensions and the unique ci^ltural settings 
within each country. The appreciation expressed by the delegates of the efforts of WHO 
should be directed to the Director-General, Dr Jonathan Mann and WHO staff of the Global 
Programme on AIDS and in other WHO programmes at country, regional and headquarters 
levels. The suggestions made by the different delegations would be taken into 
consideration in making future plans. He would be pleased to make available to the 
delegate of Mozambique and other delegates, on request, a copy of the report of the 
latest sessions of the Global Commission and the Management Committee, when they became 
available. The Commission had made various recommendations about drug use and HIV 
infection, vaccine development and prevention activities and had identified 10 issues for 
priority attention by countries during the 1990s. 

The delegate of Zimbabwe had commented on the adequacy of supplies of condoms for 
HIV prevention and family planning programmes, and the position indicated in paragraph 89 
of the Director-General‘s report. That had been confirmed at a consultative meeting in 
February 1990 by the major international agencies that were supplying condoms； the 
report of the meeting could also be made available. WHO and Member States continued to 
monitor information on adverse reactions to immunization of HIV-infected individuals. On 
the basis of available information, no change was warranted in the current WHO 
recommendations with respect to the vaccines included in the Expanded Programme on 
Immunization. Those recommendations, which had been stated most recently in the Weekly 
Epidemiological Record in February 1989, included the suggestion that BCG be withheld 
from individuals with symptomatic HIV infection. Under all other circumstances in which 
infection with the target disease was a risk, the vaccines, including oral poliovirus 
vaccine, used in the Expanded Programme could be recommended regardless of status of 
infection with HIV. Speaking on behalf of the Nordic countries, the delegate of Sweden 
had proposed that WHO increase its efforts to protect the health of travellers, 
especially the young. The Division of Epidemiological Surveillance and Health Situation 
and Trend Assessment had produced publications, had со-sponsored numerous international 
meetings and was associated with several organizations concerned with travellers‘ 
health. Further activity in that area would include adaptation of national initiatives 
on travel and health. There would also be better coordination between WHO programmes 
concerned with the health of the traveller. 

The delegate of the Netherlands had inquired about the Global Programme's 
priorities. He (Dr Merson) had outlined them at the Management Committee‘s session prior 
to the present Assembly. The Committee had endorsed five areas of priority. Its debate 
had made it clear that the first was to strengthen the collaboration between the Global 
Programme and national programmes and to improve their effectiveness. After three years 
of experience, it was important that the Programme should outline the best strategies for 
national programmes and for their implementation； suggest indicators to measure 
progress； and propose approaches for setting targets for those indicators and ways of 
measuring them. The information could be used to prepare management training courses and 
programme profiles for assessing progress periodically. National programmes required 
support in their efforts to provide care for persons with AIDS at home and in the 
community, using affordable, available drugs, including those required for treatment of 
opportunistic infections, such as tuberculosis. Continued participation of local 
nongovernmental organizations, including women's organizations, AIDS service 
organizations and youth groups working at national and community level would be 
essential. It should be emphasized that voluntary testing was used for individual case 
detection; it required informed consent, confidentiality and counselling both before and 
after testing. For the purpose of surveillance, as distinct from case-finding, methods 



such as "anonymous unlinked testing" could be used without prior consent, since all the 
information that could be used to identify an individual was removed from the sample, 
making it impossible to link a test result with a person. The Global Programme would 
continue to help countries to ensure clean blood supplies. It would also assist 
programmes in adapting activities aimed at increasing awareness in the entire population 
to focus on risk behaviour in specific populations, including young people, since it had 
been shown that a high degree of knowledge did not necessarily lead to protective 
behaviour. The Global Programme was also searching for ways of integrating AIDS 
activities with those of other disease control programmes, such as those addressed to 
sexually transmitted diseases. 

The Global Programme's second priority would be to accelerate and focus its 
"research and development" activities. Clear policies should be established for the 
testing of new drugs and for field trials of candidate vaccines in developing countries； 
this would be followed by assistance for the testing of new drugs and vaccines, following 
protocols of the highest .technical and ethical standard. The programme would also 
continue to evaluate tests to diagnose HIV infection as rapidly as possible. Planned 
intervention studies would be accelerated in order to identify practical ways of 
sustaining changes in high-risk behaviour patterns； interventions should be evaluated 
for effectiveness and replaced, if necessary, by new approaches. Such research was in 
some ways more difficult than trials of drugs or vaccines and would require a 
strengthening of the social and behavioural research capacity of selected institutions in 
developing countries. 

The third priority was to deal in an innovative way with the problem of complacency, 
which included the belief that the pandemic was not serious and denials that it would 
continue to spread. Such denials threatened to undermine current activities and to 
hamper future efforts. The challenge was to find imaginative ways of presenting the 
extent of the pandemic and of demonstrating its social and economic impact and its 
implications for development. The AIDS pandemic was in reality many small epidemics 
occurring in groups of persons with high-risk behaviour. Once AIDS had entered such 
groups, its impact was profound. In many places, including rural Africa, the Caribbean, 
Central America, eastern Europe, and South-East Asia, the incidence of HIV infection and 
of AIDS was rising. It was clear that if infections with HIV increased very rapidly in 
low-prevalence pattern III countries (as described in document A43/6) during the early 
1990s, the Global Programme's projection of 15 million to 20 million persons infected 
with HIV by the year 2000 would need to be revised significantly upwards. 

The fourth priority for the Programme was to continue to play a leading role in the 
area of human rights and non-discrimination. The Director-General had sent a 
note verbale to all Member States suggesting that they review their national policies and 
laws in respect to HIV and AIDS, many of which had been passed before May 1988 when the 
Forty-first World Health Assembly had adopted resolution WHA41.24 concerning the 
avoidance of discrimination against HIV-infected people and people with AIDS. Member 
States were being asked to consider whether their laws and policy adequately responded to 
this resolution with a view to repealing those that might give rise to such 
discrimination. 

The fifth priority was to strengthen management of the Global Programme. A 
reorganization would be undertaken of the Programme at headquarters, which would take 
into account decentralization of support to national programmes to all regional and 
country offices. The key responsibilities that should be maintained at headquarters 
included global leadership and advocacy, coordination, resource mobilization, the 
development of guidelines and materials for use in national programmes, support of 
research, human rights activities and liaison with organizations of the United Nations 
system. At the same time, the terms of reference of the advisory bodies would be 
examined and revised as appropriate. 

The delegate of Malawi had sought assurance about the financial situation of the 
Global Programme on AIDS. The revised programme budget for 1990 had been set at 
US$ 90 million. The proposed programme budget for 1991 was US$ 100 million, of which 
only US$ 70 million had been identified. The Management Committee had requested that the 
programme budget for 1991 be prepared at the level of US$ 100 million, with the 
expectation that the additional resources could be found. The situation would be 
worrying if such resources could not be found. It was essential that there be no 
complacency among the agencies that provided the necessary support to national AIDS 



control programmes, nongovernmental organizations and other groups that were combating 
the pandemic. The time for halting or at least slowing the pandemic was the present. 
WHO was not alone in its effort, as indicated by the representative of UNDP； the role of 
WHO was complemented by the direct support of multilateral and bilateral agencies through 
their own programmes. Those efforts should also be increased. A challenge to all such 
organizations, including WHO, was to improve coordination of support to countries, in 
which the effort of each agency would be focused in areas in which they had the most 
expertise and experience. 

The suggestions of the delegates and the wide variety of activities described had 
been carefully noted, as had the strong support given to the draft resolution. In 
addition to the strategies outlined in the Paris Declaration on Women, Children and 
AIDS, the Global Programme on AIDS would further develop its activities in respect to 
women, leading up to World AIDS Day on 1 December, of which this was the theme. 

The CHAIRMAN invited the Committee to consider the draft resolution with the new 
title "Women, children and AIDS"; it reflected all the amendments to the original draft 
resolution as they had been accepted by the sponsors. The draft resolution read as 
follows : 

The Forty-third World Health Assembly, 
Recalling resolutions WHA40.26 and WHA42.33 on the Global AIDS Strategy and 

resolution WHA41.24 on avoidance of discrimination against HIV-infected people and 
people with AIDS； 

Recognizing the importance of an integrated approach to the health of women and 
the crucial role of women in development, as emphasized especially in resolution 
WHA42.42; 

Considering the extensive medical, scientific and psychosocial implications 
presented by HIV infection and AIDS for women, children and families, and bearing in 
mind the need to consider the problem of AIDS in mothers and children in the light 
of a broad approach to the health of mothers, children and families and the goal of 
health for all by the year 2000; 

Acknowledging the leading role of WHO in the guidance and coordination of AIDS 
control, particularly with regard to education, prevention, care and research; 

Considering that the prevention and control of HIV infection and AIDS for women 
and children call for the strengthening and improvement of the primary health care 
system and for educational and other psychological and social support programmes for 
women, children and families； 

Stressing the importance of the Paris Declaration on Women, Children and AIDS； 

1. URGES Member States: 
(1) to establish and evaluate policies for the control of HIV infection and 
AIDS incorporating the promotion of behaviour likely to prevent the 
dissemination of HIV infection and AIDS, prevention and care for women and 
children, and the necessary support for families affected by the infection; 
(2) to ensure that programmes for the control of HIV infection and AIDS are 
coordinated or integrated with other programmes for women, children and 
families, particularly maternal and child health, family planning, and sexually 
transmitted disease control programmes； 

(3) to ensure that HIV testing is offered to women and children as an integral 
but voluntary part of health programmes, including counselling and other 
psychosocial support, with due respect for confidentiality； 

(4) to promote safe motherhood for all women and ensure that HIV-infected 
women receive appropriate information and have access to health services, 
including family planning, counselling and other psychosocial support, so that 
they can personally make informed decisions about childbearing; 

1 Reproduced in document WHA43/1990/REC/1, Annex 3. 



(5) to mobilize health and social services to respond to emerging needs, 
especially those of families that suffer discrimination and are not able to 
provide child care, and those of children who are abandoned or orphaned; 
(6) to continue to promote, develop and support programmes for breast-feeding 
as a basic component of a sound health and nutrition policy; 
(7) to recognize the close link between HIV infection and the use of drugs for 
non-medical purposes, which increases the risk of mother-to-fetus transmission; 
(8) to ensure that appropriate priorities and resources are devoted to 
research on HIV infection and AIDS, so that joint programmes may be set up to 
develop innovative solutions to issues affecting the health and social 
conditions of women and children; 
(9) to recognize, generally in the Global AIDS Strategy and specifically in 
national programmes, the crucial role of women, and of women's and 
nongovernmental organizations, in the prevention of HIV transmission and the 
care of people with AIDS-related diseases； 
(10) to strengthen the involvement of women by including in national AIDS 
committees a representative of women's organizations and by enhancing women's 
social, economic and legal status, inter alia through income-generating 
activities, so that they may participate fully in AIDS control programmes at 
all levels； 

2. REQUESTS the Director-General : 
(1) to continue to strengthen WHO's crucial role in promoting the health of 
women and children with appropriate attention to the control of HIV infection 
and AIDS in conformity with the Global AIDS Strategy; 
(2) to take steps to mobilize the necessary resources, both human and 
financial, to develop activities and transfer technology for the prevention and 
care of HIV infection and AIDS in women and children; 
(3) to devote special attention to those countries that are most affected and 
whose precarious economic situation calls for an intensification of 
international solidarity, and to monitor evolving needs and responses to these 
needs. 

Discussions on separate proposals put forward by the delegations of India and 
Zimbabwe had resulted in agreement on a new subparagraph (3) in operative paragraph 1. 

Dr MEAD (Australia), Rapporteur, read out the new proposed subparagraph (3) of 
operative paragraph 1, to replace subparagraph (3) in the draft resolution as follows : 

(3) to evolve strategies to provide counselling and psychosocial support, with due 
respect for confidentiality, to people at risk of AIDS - particularly women and 
children - including, if they wish and after appropriate counselling, access to 
confidential HIV testing;• 

The draft resolution, as thus further amended, was approved.丄 

2. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES (REPORT ON PROGRESS 
IN RESEARCH AND TRANSFER OF TECHNOLOGY TO NATIONAL HEALTH SERVICES): Item 20 of the 
Agenda (Resolution EB85.R13; Document A43/72) 

The CHAIRMAN recalled that a draft resolution on tropical disease research, 
recommended by the Executive Board in resolution EB8.R13, had been referred to the 
Committee. In addition, the following draft resolution on the role of health research 
had been prepared during the Technical Discussions for discussion under that item: 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA43.10 

2 Document WHA43/1990/REC/1, Annex 5. 



The Forty-third World Health Assembly, 
Noting the conclusions of the Technical Discussions on the role of health 

research in the strategy for health for all by the year 2000； 
Noting that all national health policies should be based on valid scientific 

evidence, and that such evidence requires health research； 
Recognizing the significant potential of research in promoting health and its 

vital role in improving health through the application of solutions that are already 
available and the generation of knowledge for the development of new solutions； 

Noting the worldwide mismatch between the burden of illness, which is 
overwhelmingly in the Third World, and investment in health research which is 
largely focused on the health problems of industrialized countries, and the fact 
that many developing countries lack the scientific and institutional capability to 
address their particular problems, especially in the critical fields of 
epidemiology, health policy, social sciences and management research； 

1. CALLS ON all Member States to undertake essential health research appropriate 
to national needs in order to: 

(1) identify and understand their own priority health problems； 
(2) improve the use of limited resources； 
(3) improve health policy and management； 
(4) foster innovation and experimentation; 
(5) contribute to new knowledge； 

2. URGES Member States, particularly developing countries : 
(1) to build and strengthen national research capabilities by investing 
resources in national institutions, by providing appropriate career 
opportunities, to attract and retain their own scientists, and by creating 
environments that will foster scholarship and creativity； 
(2) to collaborate with other countries through international partnerships in 
developing research and training capabilities, particularly in relation to 
their high priority health and organizational problems, thereby also 
contributing to national development efforts； 

3. URGES bilateral and multilateral development agencies, nongovernmental 
organizations, foundations and appropriate regional organizations : 

(1) to increase their support for essential health research, and research 
capability building; 
(2) to support and strengthen, in the health and related science and 
technology sectors, national coordinating mechanisms to promote research, 
policy-making, planning and management； 

(3) to support the development of international partnerships to strengthen 
national scientific and research infrastructures and countries' capabilities to 
absorb technology and solve problems； 

4. INVITES the research community: 
(1) to increase its commitment to the development of essential health research 
appropriate to national needs and its participation in research on global 
health problems； 
(2) to intensify its efforts in communicating research findings and in 
developing technology to support decision-making and resource allocation 
processes； 
(3) to mobilize its human and material resources with a view to strengthening 
international scientific networks oriented to health development; 

5. REQUESTS the Director-General: 
(1) to ensure the wide distribution of the report of the Technical Discussions 
on the role of health research in the strategy for health for all by the year 
2000 among ministries of health and other relevant ministries, universities, 
research centres and institutions dealing with science and technology; 
(2) to use appropriate mechanisms, in close collaboration with the global and 
regional Advisory Committees on Health Research, to: (a) assess new and 
emerging areas of science and technology; (b) investigate evolving problems of 



critical significance to health; (c) identify appropriate methodologies for 
trend assessment and forecasting, including epidemiology to improve health; 
(3) to develop further a clearly enunciated health research strategy for WHO 
in order to translate the research goals, priorities and programmes into 
coherent and coordinated action in support of health for all； 
(4) to promote the harmonization of science and research policies in health 
between WHO, the United Nations system and other international agencies and 
organizations； 
(5) to develop more effective institutional arrangements for strengthening the 
research capabilities of Member States, with special emphasis on disciplines of 
critical relevance to public health; 
(6) to explore the possibility of making specific provision within WHO's total 
resources to support the strengthening of health-related research capabilities 
in Member States； 

(7) to report through the Executive Board to the Forty-fifth World Health 
Assembly on progress made in implementing this resolution. 

Dr BERTOLASO (representative of the Executive Board) recalled that the eighty-fifth 
session of the Executive Board had considered a report by the Director-General on the 
Special Programme for Research and Training in Tropical Diseases that had focused on 
progress in research and transfer of technology to national health services. The report 
had been updated and was annexed to document A43/7. 

The Special Programme had been established pursuant to resolution WHA27.52 of May 
1974. Its objectives were to develop new and improved tools for use against major 
tropical diseases, and to strengthen the research capabilities of developing countries in 
the field of tropical diseases. The target diseases of the Special Programme remained 
major public health problems in many Member States and indeed the prevalence of some of 
the diseases, such as malaria and filariasis, continued to increase. Tools and methods 
for control remained inadequate, and the Executive Board had therefore reiterated its 
commitment to support the Programme and recognized the role of the newly established 
Division of Control of Tropical Diseases. 

The Board had particularly endorsed the increasing emphasis on product development, 
i.e., the process of translating advances in research into practical tools for tropical 
disease control, and on the closely related areas of field research including social and 
economic research and operational research. Members of the Board had also strongly 
supported the strengthening of research capability in countries where tropical diseases 
were endemic, and had encouraged greater efforts to promote field research and the 
production of new disease control tools in developing countries； in particular, 
operational research to bring available drugs to less accessible patients, and research 
on channels to distribute drugs at very low cost. 

Many members of the Executive Board had expressed support for the Programme's work 
on new tools to control malaria, including drugs, vaccines and vector control methods. 
Recognizing the importance of the Programme‘s targets and the commendable results 
achieved, the Board had suggested that more effort should be devoted to promoting greater 
public awareness of those targets and results, as well as the various implications of the 
diseases and the work still to be done. 

Members of the Board had expressed concern regarding the capacity of countries where 
tropical diseases were endemic to make effective use of the new disease control tools, 
especially in the context of the severe financial problems affecting the health sector in 
many countries. The Board had welcomed the establishment of the Division of Control of 
Tropical Diseases, which would facilitate the adoption and transfer to countries of new 
technology. The Board had also been concerned as to whether sufficient financial 
resources would be available to enable the Special Programme, which depended almost 
entirely on voluntary contributions, to carry out its approved plan of action; and it 
had encouraged a search for new ways to improve donors' commitments for the future. 

A number of Board members had endorsed the proposal that WHO should organize a 
global conference on malaria. 

In its resolution EB85.R13, the Board recommended for adoption by the World Health 
Assembly a resolution incorporating the main points arising from the Board's 
consideration of the Director-General‘s report. 



Dr HENDERSON (Assistant Director-General) said that the Director-General‘s decision 
to create the Division of Control of Tropical Diseases combined the former divisions 
concerned with malaria, with other parasitic diseases and with vector biology control. 
The Leprosy unit, which had previously been located within the Division of Communicable 
Diseases, had also been incorporated into the new Division. With the reorganization, the 
Special Programme for Research and Training in Tropical Diseases had a counterpart 
division concerned with the control of the diseases which the Special Programme was 
addressing from the point of view of research on new disease control tools. Coordination 
had been made easier, and partnerships were being reinforced which ensured that both 
basic and applied research were being linked to disease control. Some of the staff of 
the former Division of Vector Biology and Control were working in the new Division, 
integrating vector control as an element of disease control； others had joined the 
Division of Environmental Health, where their expertise was being directed toward 
environmental management for vector control, urban pest control and safe pesticide use. 
The reorganization had provided many opportunities for improved programme integration and 
effectiveness, and every effort was being made to take advantage of them. 

He recalled that comments about malaria in the Executive Board in January of 1990 
had been echoed by many delegates in the plenary meetings of the current World Health 
Assembly, reflecting widespread alarm about the resurgence of the disease and 
dissatisfaction concerning the impact of control efforts. A suggestion had been made at 
the January session of the Executive Board that a ministerial-level meeting should be 
convened to sensitize health authorities and development agencies to the seriousness of 
the problem, reinforce their commitment to support control efforts, and outline effective 
control strategies. That suggestion had been welcomed by the Director-General and was 
being pursued; informal meetings had been held with a small group of Executive Board 
members in January, and also during the current World Health Assembly, to plan the 
ministerial-level meeting, and the intention was to convene a two-day "malaria summit" in 
1992. Participants would include the ministers of health of the countries where malaria 
remained an important health problem and representatives of bilateral development 
assistance agencies, organizations of the United Nations system and nongovernmental 
organizations. The summit would be preceded by a two- to three-day meeting during which 
health officers concerned with malaria control and other malaria experts would agree on 
technical requirements for effective malaria control and their inclusion in WHO's action 
programme. 

During 1991, in preparation for the summit, a series of preparatory scientific 
meetings would be held by several scientific institutions and/or by WHO. At least three 
of those meetings would be regional or interregional and, in addition to reviewing 
universal elements of malaria control, they would focus on the elaboration of specific 
strategies adapted to settings common in countries or areas within the regions 
concerned. The Secretariat was engaged in seeking the funds required to make the summit 
and the preparatory meetings successful, i.e., conducive to effective national malaria 
control programmes likely to attract adequate national and external support. 

Dr VIOLAKI-PARASKEVA (Greece) said that her delegation welcomed the structural 
changes described by Dr Henderson, the result of which would be that tropical disease 
problems would be better addressed. It was necessary to investigate not only the 
biomedical aspects of such diseases but also their social and economic consequences. 

She noted that progress in malaria vaccine development, as described in section 3.1 
of the report, was encouraging, and expressed her satisfaction that the development of a 
vaccine against cutaneous leishmaniasis was also making progress, as reflected in 
section 3.6. The progress in development of second-generation genetically engineered 
vaccines for leprosy, described in section 3.7, was also encouraging in view of the 
socioeconomic hardship the disease caused and the stigma felt by patients and their 
families. 

However, section 6 of the report, which set out future directions and priorities up 
to the end of the century, did not establish those directions and priorities clearly. 

She expressed her delegation's support for the resolution recommended to the World 
Health Assembly in resolution EB85.R13. 



Dr WILLIAMS (Nigeria) said that the report by the Director-General highlighted the 
evolutionary development of the Special Programme and its outstanding achievements； he 
hoped that the restructuring described by Dr Henderson would further enhance Special 
Programme activities. Despite Nigeria's severe economic hardships, it continued to 
support the Programme in moral and financial terms； it was the best illustration of the 
United Nations system, having successfully mobilized the world's scientific capacity in 
order to address country-specific and global health problems which still constituted 
major impediments to improving health and raising the level of socioeconomic development 
in tropical countries. 

The pioneering international partnerships of scientists, research workers and 
countries under the Programme had been remarkably successful, so that a similar 
organization and structure had been adopted for other WHO programmes. The Special 
Programme had been subjected to two external reviews and evaluations, and the outcome had 
confirmed that there were compelling reasons for continuing it. It had tremendous 
potential for generating large and continuing benefits to humanity at affordable cost, 
and his delegation appealed to the rich, industrialized countries to provide more 
generous financial support on a comparable level to that for the Global Programme on 
AIDS. 

The Nigerian delegation strongly believed that research promoted basic knowledge, 
guided public policy and action and enhanced health improvement, a view which had been 
essentially strengthened by the Scientific and Technical Advisory Committee meeting in 
1990 which had focused on health research. 

He endorsed the "future scientific directions" outlined in section 2 of the 
Director-General‘s report. However, malaria was escaping control: it continued to be a 
major cause of morbidity and mortality, and control had been made more difficult by the 
emergence of parasites which were resistant to chloroquine and of vectors which were 
resistant to insecticides； diagnostic methods were tedious and labour-intensive; it was 
common in many countries for malaria to be diagnosed without laboratory confirmation, 
those patients who failed to respond to chloroquine being re-diagnosed as having typhoid 
and then being given chloramphenicol - a most unsatisfactory state of affairs. The 
Nigerian Ministry of Health had embarked on suitable education for health workers to 
combat that practice. The unlawful circulation of counterfeit and substandard 
chloroquine in Nigeria had also exacerbated the malaria problem. 

He was convinced that the solution to malaria control lay in a vaccine, and he 
welcomed the progress being made by the Special Programme； however, it would not be 
realistic to expect that a vaccine would be on the market within the next five years. He 
hoped therefore that more resources would be used to find better drugs and introduce drug 
combinations that delayed the emergence" of resistant organisms. The reversal of 
chloroquine resistance by calcium-blocking agents was an exciting development； it would 
surely prolong the life of chloroquine, which had proved such a valuable drug. He looked 
forward to the early development of simple and affordable methods for malaria diagnosis, 
and asked the Director of the Special Programme to brief the Committee in that respect. 
The Nigerian delegation endorsed the proposal for a world conference or summit on 
malaria. 

He thanked the pharmaceutical firm concerned for making the drug ivermectin 
available free of charge for treatment of onchocerciasis in endemic countries. 

He supported the resolution recommended to the World Health Assembly in resolution 
EB85.R13. 

Dr NABARRO (United Kingdom of Great Britain and Northern Ireland) welcomed the 
Director-General's report and was glad to note the commendable results achieved by the 
Special Programme, its increasing emphasis on the social aspects of tropical disease 
transmission and control, the rise in the number of new drugs, biological control agents 
and operational tools in use at the end of 1988, and particularly the inclusion of an 
epidemiology and field research support component in the Programme； that would greatly 
enhance the development of epidemiological skills as an aid to operational studies. His 
delegation looked forward to hearing more about progress in that field. Concern at the 
lack of field epidemiologists to conduct population-based trials of new interventions had 
recently led the United Kingdom Government to support a national programme for field 
epidemiology and the training of local epidemiologists. 



The recommendation of the External Review Committee that the Programme might support 
operational research to ensure the effective utilization of new disease control tools 
should be pursued vigorously, particularly with reference to the identification of 
constraints in implementing programmes and the quantification of requirements for 
applying research findings. In view of the universally recognized and serious 
deterioration in the malaria situation, he fully endorsed the statement in the report 
that the development and field evaluation of new strategies were principal objectives of 
the Programme's malaria component； high priority should be given to the search for new 
methods. His delegation wholeheartedly supported the proposal for a summit conference on 
malaria. The summit should be the culmination of country-level situation analyses, 
strategy revisions and action plan development and should lead to the formulation of 
feasible and realistic strategies. 

His delegation welcomed the progress made in institution-strengthening. The United 
Kingdom would increase its contributions to the Special Programme, whose general thrust 
and future priorities it fully supported. Coordination between its activities and other 
WHO programmes, in particular development of the action programme on essential drugs, 
should receive close attention. 

Dr SHIMAO (Japan) expressed appreciation of the Special Programme's achievements and 
the satisfactory progress of research capacity building in many developing countries. In 
view of the resurgence of malaria, it was gratifying to note that the Organization's 
malaria control policy had been reviewed in the light of existing technology and new 
knowledge. The role played by industrialized countries in research on tropical 
infectious and parasitic diseases continued to be important. Research capacity building 
in developing countries could receive added support from industrialized countries； a 
programme of cooperation might be established along the lines of the United States-Japan 
Co-operative Medical Science Program on diseases prevalent in Asia, and a special 
research fund for studying problems in developing countries, modelled on the Japanese 
special research fund for developing heat-stable vaccines, for example, if promising 
vaccines became available. 

Professor KHONJE (Malawi) congratulated the Director-General on his concise report 
and welcomed the supplementary information provided by Dr Henderson, Assistant 
Director-General, with regard to the Division of Control of Tropical Diseases. Malawi 
had yet to contend fully with the menace of tropical diseases but was aware of the new 
and improved tools that existed for their diagnosis, treatment and control. It believed 
that tropical disease research should be action-oriented and it continued to conduct work 
of that kind. 

Its malaria research activities had concentrated on developing effective 
chemotherapeutic regimens for children and pregnant women. A great deal of 
pharmacokinetic information had been gathered on the use of chloroquine, quinine, 
mefloquine and halofantrine in those groups and among the population in general. With 
the support of the Special Programme, Malawi had participated in field evaluation of 
multidrug regimens for paucibacillary leprosy and was actively involved in long-term 
field evaluation of leprosy vaccines for immunoprophylaxis. It now aimed to integrate 
health system research concepts into its leprosy research programme. The Special 
Programme was sponsoring phase-four clinical trials of ivermectin against onchocerciasis 
in Malawi； thus far they showed the drug to be long-acting and safe. Work was also 
under way to determine the optimal strategy for mass or selective mass chemotherapy with 
praziquantel in an area of Malawi highly endemic for Schistosoma mansoni. as were studies 
financed by EEC on the control of tsetse fly as vectors of trypanosomiasis, in 
collaboration with Mozambique, Zambia and Zimbabwe. His country would continue its 
modest participation in the Special Programme. 

He supported the draft resolution recommended by the Executive Board in resolution 
EB85.R13. 

Professor MULLER (Netherlands) commended the Director-General‘s report for its 
account of the accomplishments of the Special Programme and the Programme's main 
priorities for the immediate future, and approved the emphasis on the transfer of 
technology to national health services. The Programme should contribute substantially 
towards establishing the usefulness in the field of the new disease control tools which 
it had so successfully helped to develop. The new FIELDLINCS (Field Links for 



Intervention and Control Studies) programme and the strengthening of socioeconomic 
research seemed promising moves in that direction. The further expansion of the 
Programme's research capacity strengthening activities was encouraging. The creation of 
the Division of Control of Tropical Diseases would help to establish highly desirable 
links between research and disease control within WHO. 

The Programme's research work on malaria was commendable. His country, in addition 
to its long-standing collaboration with the Organization in the field of vaccine 
development, was interested in cooperating with WHO in the further development of 
artemisinin derivatives. The Government of the Netherlands would favourably consider 
hosting the proposed malaria summit conference. 

Impressive progress had been made against leprosy in the last five 'years both in the 
laboratory, through molecular biology techniques, arid in the field, by means of multidrug 
therapy. Tuberculosis seemed somewhat neglected; because of the AID3 pandemic it 
threatened to become a bigger health problem than ever before. Integrated activities in 
the laboratory, in operational research and in control of both mycobacterial diseases 
should therefore be encouraged. 

The international Commission on Health Research for Development had just presented 
valuable findings on mechanisms for national health research in developing countries. He 
hoped that initiative would not lose momentum and was confident that WHO, and the Special 
Programme in particular, would contribute to it. 

The Netherlands strongly supported the draft resolution on tropical disease 
research, recommended in Executive Board resolution EB85.R13, and the draft resolution on 
the role of health research. 

Mrs TAMAYO (Cuba) thanked the Director-General for an excellent report. The Special 
Programme was still of great importance because of the continuing prevalence of tropical 
diseases in Third-World countries. Its general objectives and basic strategies should 
remain unchanged. The Programme had made important contributions to control, and its 
"future directions" were logical in the light of the world health situation. Its 
emphasis on social, economic and educational aspects and the combination of rapid 
diagnosis with more conventional techniques were commendable. Much remained to be done 
in order to develop new products for the prevention, diagnosis and treatment of tropical 
diseases. The countries in which those diseases were endemic and the developed countries 
must join in that priority task. She hoped that the proposed flexible strategy would 
continue to contribute to the eradication of diseases which affected millions of human 
beings. 

Dr MIRCHEVA (Bulgaria) congratulated the Director-General on his informative 
report. The social impact of tropical diseases had been amply demonstrated by the 
research fostered by the Programme, whose achievements were valuable for all countries 
and not only developing ones. The Programme was of special importance for Bulgaria, 
which was beginning to be affected by tropical diseases； malaria in particular might 
become one of her country's major public health problems. The Government was continuing 
to engage in scientific research on malaria and was prepared to cooperate with the 
Special Programme by providing training courses in Bulgaria for young specialists. Her 
country would also be in a position to carry out clinical trials of drugs and vaccines 
elaborated under the Programme. 

She supported the draft resolution recommended in resolution EB85.R13. 

Professor KAPTUE (Cameroon) thanked the Director-General for an excellent report and 
congratulated the Director of the Special Programme and his staff on their achievements. 
He expressed gratitude to all countries that had made donations to the Programme, which 
had elaborated successful mechanisms for strengthening research institutions in 
developing countries and for training research workers, thus combating the "brain drain". 

His country had been cooperating with the Programme for a number of years, for 
example in formulating university curricula in the area of malaria and the filariases. 
It also participated in ivermectin trials for the control of onchocerciasis. Malaria 
continued to be a scourge in Cameroon and in many developing countries, and further 
efforts must be made to find new weapons against it as quickly as possible. 

His delegation wholeheartedly supported the draft resolution recommended by the 
Executive Board. 



Dr SADRIZADEH (Islamic Republic of Iran) said that the development of acceptable and 
affordable tools for prevention and control under the Special Programme was of the utmost 
importance. The prevalence of endemic tropical diseases was compounded in many instances 
by climatic, demographic, social and economic problems, and especially by the shortage 
of trained health manpower and the scarcity of financial resources. Particularly serious 
problems were the resurgence of malaria in many part of the developing world and the 
continuing prevalence of cutaneous leishmaniasis in a number of developing countries. 

Since the adoption of resolution WHA27.52 in 1974, remarkable progress had been made 
by the Programme in reducing the socioeconomic burden of its target diseases on the 
affected countries, through the development of new tools for control and support for the 
training of researchers in endemic countries, and through the transfer of technology to 
the countries concerned. Greater priority should be accorded, however, to the 
development of tools in the affected countries. He commended the support given in the 
development of a vaccine against leishmaniasis that was being tested in his country in a 
phase I trial. 

Efforts should be made to integrate malaria control programmes into primary health 
care wherever there was an effective health infrastructure. That had been done in the 
south-eastern part of his country, under a pilot project. Twenty urban and rural health 
centres and more than 70 "health houses" had been involved in the integration programme, 
and had been provided with equipment and supplies for early detection and treatment. 
Staff of districts, health centres and "health houses" had been retrained. Although it 
was too early to assess the full impact of the project, which had been in operation for 
only two years, a preliminary evaluation had demonstrated its effectiveness. For 
example, more than 80% of the slides taken in the project area had been examined within 
24 hours and positive cases had been promptly treated. The access rate to primary health 
care services had increased by 90% and the community had been fully involved in programme 
implementation. Project evaluation was scheduled for 1993, with the aim of extending the 
integrated programme to other parts of the country where there was a high incidence of 
malaria. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that WHO'S activities in 
developing new tools and improving existing ones for the diagnosis, prevention and 
treatment of tropical diseases were highly valued in his country. The research community 
in the Soviet Union was willing to engage in broad-ranging cooperation with the Special 
Programme. His delegation supported the draft resolution recommended by the Executive 
Board. 

Dr СICOGNA (Italy) said that both research and training in tropical diseases required 
a major effort from WHO and Member States if new methods for the prevention, diagnosis 
and treatment of the Special Programme target diseases were to be developed. He stressed 
the importance of strengthening the research capability of endemic countries and the 
absolute need for training programmes for health personnel and research workers in those 
countries. Important achievements had been made in tropical disease research, but 
measures to facilitate and accelerate the translation of research results into efficient 
and workable technology for use in control programmes were urgent. He supported the 
draft resolution recommended by the Board in its resolution EB85.R13. 

Dr LA MONTAGNE (United States of America) congratulated the Director-General and the 
Director of the Special Programme on its remarkable success. In the next decade the 
Programme would face new challenges in developing, testing and implementing strategies 
and using new tools for tropical disease control. 

Among those challenges perhaps the most critical was malaria. In view of the 
diminishing prospects for the early development of a vaccine and the continuance of drug 
resistance, his delegation strongly approved the Programme's research capability 
strengthening activities, research links, training, and support for epidemiology and 
field research. He welcomed the incorporation of the vector biology and control 
activities in the work of the new Division of Control of Tropical Diseases. WHO's 
capacity for vector control should remain strong. 

He supported the draft resolution recommended in resolution EB85.R13. 



Dr LU Rushan (China) commended the Programme's priorities, the conclusions and 
recommendations of the second external review, and the achievements of the Programme in 
the diagnosis, prevention and treatment of tropical diseases since 1975, as reported in 
the Director-General‘s report. The successful implementation of the Programme was a good 
example of cooperation between UNDP, the World Bank, WHO and Member States. 

China had been cooperating with the Special Programme since 1979, as a result of 
which field work and laboratory research capability had been strengthened, especially in 
the prevention and control of malaria, leprosy and schistosomiasis, although some of the 
programmes initiated had suffered setbacks on account of difficult conditions. In some 
countries the prevention and control of tropical diseases remained a major public health 
issue in urban and rural areas alike, and the situation had deteriorated in recent years, 
with the incidence of certain diseases increasing. For instance, in China, irrigation 
projects for agriculture had led to some outbreaks of Schistosoma japonicum infection in 
certain lake and mountainous areas. WHO and other international organizations should 
therefore continue their efforts to develop new diagnostic methods, drugs and vaccines, 
as well as field work and laboratory research. The Special Programme should be 
consolidated in the coming decade. 

He supported the draft resolution contained in resolution EB85.R13. 

Professor KAYA (Congo) said that his country had benefited from the Special 
Programme. He hoped that the reported reorganization of the Programme would stimulate 
research and strengthen research capability, particularly in the areas of biomedical 
research, field research, the rational use of drugs and socioeconomic research. Congo 
favoured the intensification and improvement of field work. Although results had been 
achieved in some areas, problems persisted in others. Any interference in the biological 
chain, such as the eradication of a parasite or vector, required caution and time - as 
experiences with DDT had shown. The Programme should be maintained for a further 10 
years or so, with emphasis on the development of new drugs, vaccines, diagnostic tools, 
including immunological screening, the intensification of operational field research and 
the acquisition of vector control techniques, and the transfer of technology. 

His country had received assistance from the Programme in several areas, including 
blackfly control, trials of new molecules, trypanosomiasis, operational research on new 
therapeutic methods, especially with regard to leprosy and malaria, and the improvement 
of screening methods for trypanosomiasis and schistosomiasis. His country had been 
witnessing a resurgence of parasitic diseases, such as human trypanosomiasis. The 
association of tuberculosis with HIV infection gave the tuberculosis problem a new 
acuity; some 1000 new cases were being found each year. The national programme had been 
unable to implement any operational strategy for several years on account of the lack of 
specific anti-tuberculosis drugs. Leprosy and schistosomiasis were also on the 
increase. Malaria had never been eradicated, and studies over the period 1985-1989 had 
revealed chloroquine resistance in 184 strains, affecting up to 50% of children in 
certain urban areas. Developments in Plasmodium sensitivity had consequences of the 
utmost gravity in terms of morbidity and mortality, especially among children. 

The Special Programme was highly significant for the well-being of mankind and the 
development of the societies concerned, and the importance of strengthening research 
prompted him to support the draft resolution contained in resolution EB85.R13. 

Dr DALIAGI (Tunisia) welcomed the support given by the Programme to the development 
of operational research, field control measures and the development of human resources. 
The assistance provided to Tunisia in improving knowledge about leishmaniasis with a view 
to controlling the disease was highly appreciated. The Special Programme's role in 
developing research capability was exemplary. He hoped that the resources could be 
further strengthened in the future to include other diseases prevalent in many countries, 
especially in Tunisia and North Africa in general. He was referring in particular to the 
hydatid cyst. Basic research and operational research for hydatidosis control would 
undoubtedly benefit from Special Programme involvement. 

Dr GEORGE-GUITON (France) commended the Programme's achievements in the development 
and testing of new diagnostic and therapeutic tools. However, diseases such as malaria 
and schistosomiasis continued to pose a major threat, especially in the most 
disadvantaged countries. France's long-standing participation in the Programme would be 



continued, but she hoped that emphasis would be placed not only on basic research but 
also on operational research to develop innovative strategies for practical action in the 
field, as well as research in the economic and social sciences. Lessons should be drawn 
from other programmes concerning educational messages designed to bring about changes in 
behaviour and healthier life-styles with due regard for local customs and traditions. 
Public health measures of course relied on effective drugs or vaccines, but good 
behaviour patterns and attitudes were conducive to their proper use and helped prevent 
ill-health where they did not exist. 

She stressed the constant need to improve coordination in countries, and, in WHO, 
integration and interaction with other programmes concerned with tropical diseases. 
Constant cooperation was also required between research workers and industry. Research 
obviously required financial resources, and they were not always adequate to the task. 
The funds allocated to research on malaria control were scant in comparison with those 
invested in research into other diseases, despite the serious threat again posed by 
malaria to a very large proportion of the world's population. She therefore strongly 
supported the proposal for a high-level conference. France would be willing to 
participate in the preparations. The resurgence of malaria should create a new awareness 
of the need to mobilize additional resources to finance new strategies. 

She supported the draft resolution recommended by the Executive Board in resolution 
EB85.R13. 

Mrs MACNAUGHTON (Canada) said that Canada had been contributing to the Special 
Programme and had participated in its overall management as a member of the Joint 
Coordinating Board since the Programme's inception, and was highly appreciative of the 
Programme's work in developing new tropical disease control products and furthering 
self-sufficiency in research in endemic countries. The Programme had developed excellent 
working relations with the international research community, and was perceived as the 
main coordinating body for research in tropical diseases. 

She fully supported the reorganization of WHO's tropical disease control programmes 
in a new Division, which would facilitate liaison and cooperation between product 
development and control activities, in countries, thus further ensuring optimal use of 
resources. 

She supported the resolution recommended by the Executive Board. 

The meeting rose at 17h4Q. 



EIGHTH MEETING 

Wednesday. 16 May 1990. at 9h00 

Chairman: Professor J.-F. GIRARD (France) 

1. ORGANIZATION OF WORK 

The CHAIRMAN said that at its meeting the previous evening the General Committee had 
agreed that item 21, "Report of the International Conference on the Tenth Revision of the 
International Classification of Diseases", and item 22, "Hazardous wastes : safe disposal 
and control of health risks", should be transferred to Committee B, where they would be 
discussed in the course of the day. It had also decided that the Health Assembly would 
close on the evening of the following day. 

2. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES (REPORT ON PROGRESS 
IN RESEARCH AND TRANSFER OF TECHNOLOGY TO NATIONAL HEALTH SERVICES): Item 20 of the 
Agenda (Resolution EB85.R13; Document A43/7 ) (continued) 

Mrs KADANDARA (Zimbabwe) expressed appreciation of the Director-General‘s report on 
the Special Programme. 

Tropical diseases, such as malaria, schistosomiasis and leprosy had caused untold 
suffering in her country, and the Ministry of Health had diverted much of its meagre 
resources into activities for their control. She hoped that the research strategies for 
the management and control of tropical diseases proposed in the report would help to find 
a solution to the problem. 

She appealed to WHO to look for effective ways of involving all health cadres in the 
process of strengthening the research capabilities in the various countries, and 
especially in the African Region. Zimbabwe anxiously awaited advice on how to deal with 
the tropical disease menace. Its health services faced enormous problems with malaria 
each year. Nurses in the rural health centres needed more information and training to 
enable them to diagnose and treat malaria patients. 

Most sufferers from tropical diseases, as well as most of the countries striving to 
keep health services functioning, were to be found in Africa. It was also in Africa that 
most of those suffering from poverty and ill-health, as well as many of the governments 
lacking resources and staff were to be found. Thus the African Region could but appeal 
for help in strengthening its capabilities to save more lives in its vast population. 

Her country looked to WHO and its many friends for help not only in strengthening 
the research capabilities of its few scientists, but even more in improving the skills of 
the nurses in charge of its rural health services. It was determined that by the year 
2000 it would have succeeded in achieving self-sufficiency in health care, and in 
eradicating the diseases which had plagued it for centuries. 

Dr KIM Won Ho (Democratic People's Republic of Korea) congratulated the 
Director-General on an excellent report, and expressed his appreciation of efforts made 
in carrying out the Special Programme for Research and Training in Tropical Diseases. 

The prevalence of tropical diseases, including malaria, was one of the most serious 
health problems of developing countries - 500 million people were affected. Success in 
implementing the global health-for-all strategy therefore depended largely on how well 
tropical disease control was organized; WHO should take more effective steps to 
implement its Special Programme. 

1 Document WHA43/1990/REC/1, Annex 5. 



Although the malar ia campaign had long been i n operat ion on a worldwide sca le, the 
problem remained unsolved; 110 m i l l i o n people contracted i t annual ly, of whom between 
one and two m i l l i o n died of the disease or i t s complicat ions. He therefore welcomed the 
measures taken by WHO; notably, development of ant ima la r ia l drugs, vaccine, and applied 
f i e l d research. 

I n implementing the Specia l Programme, c lose at tent ion should be paid to the 
organ iz ing of a v igorous countrywide contro l campaign a f ter a study of the best methods； 
although ref ined technology played an important part, as many simple, low-cost methods as 
pos s ib le should a l so be developed. For example, h i s count ry ' s experience had shown that 
prov id ing the ent i re populat ion with mosquito nets was one of the best and most 
cos t -e f fect i ve methods of contro l , to which the Specia l Programme should give emphasis. 

He supported the dra f t r e so lu t i on recommended by the Executive Board i n re so lu t i on 
EB85.R13. 

Dr BORGES RAMOS (Venezuela) sa id that the Specia l Programme had made a major 
contr ibut ion to the contro l of t r op i ca l d i seases. He welcomed the report, which showed 
that good progress had been achieved i n the matter of d iagnos i s and treatment. 

A c t i v i t i e s i n h i s country had ch i e f l y focused on developing new methods for the 
prevention, d iagnos i s and treatment of such diseases as leprosy, le i shmanias i s and Chagas 
disease, as wel l as on a number of programmes for the t rans fer of technology. The 
I n s t i t u t e of Biomedicine was making an intens ive study of the impact of t r op i ca l 
d i seases. 

Laboratory s tud ies of leprosy begun i n the 1970s had culminated i n the development 
of a model vaccine designed to provoke favourable immunological responses i n persons with 
diseases produced by an immune def ic iency of a s pec i f i c type. The leprosy 
immunop r ophy1ax i s programme had been launched i n the provinces of Apure, Tachira and 
Merida, those with the h ighest incidence of the disease i n Venezuela； 29 116 contacts at 
h ighest r i s k of contract ing the disease had been vaccinated i n a double-b l ind study with 
two contro l groups se lected at random, and c l i n i c a l and neuro log ica l tes t s had been 
car r ied out. The study, sponsored by the Specia l Programme, was i n i t s f i f t h year； the 
rate of l o s s of contact among subjects was 15%. The leprosy immunotherapy programme had 
been i n progress for 12 years. Immunotherapy had been shown, by h i s topa tho log i ca l and 
c l i n i c a l examinations, i n v i t r o immune c e l l t e s t s , and neuro log ica l t e s t s , to produce 
changes i n the immune c e l l u l a r response of mu l t i bac i l l a r y pat ient s . 

I n a programme of cont ro l led mult ip le drug therapy aga inst leprosy i n Venezuela, 
7111 pat ients had been treated, with a standard mult iple drug therapy ( r i fampic in, 
clofazimine and dapsone), under the superv i s i on of s t a f f of the Publ ic Health 
Inspectorate. 

Research at the I n s t i t u t e of Biomedicine had resu l ted i n the development of an 
immunotherapy technique for the treatment of cutaneous le i shman ias i s , based on a combined 
vaccine which contained promastigotes heat-cured i n a BCG veh ic le . The r e su l t s of 
treatment with that combined vaccine were comparable to those obtained by t r ad i t i ona l 
chemotherapy with antimonial, at a much lower cost and with fewer s i de -e f fec t s , and 
without inducing hyper - reac t i v i t y . Support was accordingly being g iven to the publ ic 
health serv ices for research and t r a i n i ng i n that area. 

A programme was being developed for prevention of American cutaneous le i shmanias i s 
based on immunological, taxonomic and epidemiological s tud ies , as wel l as on s tud ies of 
re se rvo i r s of the d isease. 

Where Chagas disease was concerned, research was being ca r r ied out on s inefung in and 
i t s der i va t i ves , and a l l opu r i no l and i t s der i vat i ves . Regarding t r a i n i ng i n the 
epidemiology of the d isease, great importance was attached to the publ ic health courses 
i n dermatology he ld i n cooperation with the School of Publ ic Health of the Central 
Un i ve r s i t y of Venezuela, as wel l as to on-the-job t r a i n i ng , and to short laboratory 
courses i n immune c e l l u l a r responses i n t rop i ca l d i seases. A course of epidemiological 
research into t rop i ca l d iseases was being planned. 

Other research being ca r r ied out included a comparison between the epidemiological, 
pa r a s i t o l o g i c a l and c l i n i c a l aspects of the coasta l focus of onchocerc ias i s and i t s 
Amazon focus. Hepat i t i s В and hepa t i t i s D were a l so being studied i n a number of 
indigenous communities, fo l lowing the discovery of extensive endemic f o c i of those 
v i r u se s i n the areas concerned. 



I n regard to malaria, despite the success achieved i n eradicat ion over large areas, 
the disease had increased alarmingly i n Guyante and Oriente； there was evidence not only 
of res istance to t r ad i t i ona l drugs, but a lso of res istance i n some vectors to 
insect ic ides current ly i n use. The Special Programme should i n tens i f y i t s e f fo r t s in 
developing countr ies by t ry ing out new treatment and new in sect i c ides , as malaria was on 
the increase i n such countries and was having devastating effects i n terms both of 
morbidity and mortal i ty. 

Where programmes for t ransfer of technology were concerned, an agreement had been 
concluded with the National I n s t i t u te of Hygiene for the production of the vaccines 
required for the nat ional le ishmanias is programme. 

I n conclusion, h i s delegation supported reso lu t ion EB85.R13 and the draft reso lut ion 
on the role of health research. 

Dr KUPFERSCHMIDT (German Democratic Republic) congratulated the Director-General on 
an excel lent report. His delegation supported the reso lu t ion recommended by the 
Executive Board i n re so lu t ion EB85.R13, and also supported the proposal for a world 
summit conference on malaria i n 1992. He welcomed the sett ing-up of the D i v i s i o n for 
Control of Tropica l Diseases, and wished i t s Director a l l success. 

His country had followed the progress of the Special Programme with great interest . 
I t was pleased that t rop ica l medicine, which at one time had f a l l en into ob l i v ion , had 
been revived, and that important advances had been made i n control of malaria, 
sch i s tosomias i s and leprosy, diseases which affected m i l l i on s of people i n the developing 
world. 

I n the German Democratic Republic many doctors and s c i en t i s t s were working i n 
biomedical research. A number of phys ic ians from developing countr ies were being trained 
i n medical f acu l t i e s , and spec ia l courses on t rop ica l medicine were provided by the 
Academy for Postgraduate Medical Train ing. There were a large number of doctors from h i s 
country working and teaching i n t rop ica l countries such as Angola, Cambodia, Ethiopia, 
Mozambique and Nicaragua, thus helping to achieve the programme's object ives. The 
I n s t i t u te for Tropical Medicine and In fect ious Diseases i n Berl in-Buch organized special 
t ra in ing courses i n t rop ica l medicine, as well as on-the-job t ra in ing , and was a lso 
inves t i gat ing the problem of drug res istance i n malaria, as well as the phenomenon of 
malaria-immunity. I t assessed the effects of var ious chemoprophylactic and curative 
systems for malaria prevention by co l lec t ing and analys ing the f ind ings of 60 t rop ica l 
health centres. 

The t ra in ing and research capab i l i t i e s of the German Democratic Republic were at 
WHO'S d i sposa l , and he hoped that cooperation between WHO and h i s country would 
in tens i fy . 

He wished to assure the world community that the intens ive preparations now being 
made for German re -un i f i c a t i on would i n no way lessen h i s country ' s support for the 
endeavours of the developing world. On the contrary, the process of democratization i n 
eastern and centra l Europe, by decreasing m i l i t a r y tens ions, would l iberate resources and 
energies that could be used to help solve some of the most urgent problems faced by 
developing countr ies. 

Dr DUALE (Zaire) commended the progress i n research and t ra in ing i n t rop ica l 
diseases. 

I n Zaire almost a l l the diseases under the Programme were r i f e . Although a number 
of control programmes, the most recent being the nat ional onchocercias is control 
programme, had been launched, current means of control were not en t i re l y sa t i s f ac to ry . 
Tropical diseases were s t i l l major obstacles to Z a i r e ' s progress towards health for a l l 
by the year 2000. 

He s t rong ly supported the draft re so lu t ion recommended by the Board i n reso lut ion 
EB85.R13, and hoped that the strengthening of the Special Programme would be accompanied 
by a genuine t ransfer of technology to nat ional programmes. Considerat ion should also be 
given to the sett ing-up of an intercountry centre for research and t r a i n i ng i n t rop ica l 
diseases i n Z a i r e ' s subregion of A f r i ca . 

Dr FREIJ (Sweden) sa id that, besides b i l a t e r a l cooperation with developing 
countr ies, Sweden had a lso provided substant ia l contr ibut ions to the Specia l Programme 
for Research and Tra in ing i n Tropical Diseases, as well as the Specia l Programme of 
Research, Development and Research Tra in ing in Human Reproduction, through the Swedish 



Agency for Research Cooperation with Developing Countries (SAREC), i n accordance with the 
dual objectives of that agency: to sponsor research on problems of developing countries 
and to a s s i s t them i n strengthening nat ional research capacity. There was no doubt that 
the Special Programme had served those two objectives i n an outstanding fashion; i t was 
g r a t i f y i ng to note that investments were increas ing ly r e su l t i ng i n new and improved tools 
and methods for disease prevention and control. 

As pointed out i n the D i rector -Genera l ' s report, the Programme was increas ing ly 
supporting applied f i e l d research to test and adapt those re su l t s for p rac t i ca l use in 
nat ional programmes. Expertise i n epidemiology, health economics, health systems 
research, soc ia l anthropology, soc io logy, etc. appeared to be urgent ly needed for such 
purposes； how were those areas to be strengthened under the Programme? The Programme 
was a lso to be commended for i t s contr ibut ions in research capacity strengthening and the 
way that had been coordinated with project support. The Technical D i scuss ions i n 1990 
had h igh l i ghted the urgent need for developing countries to carry out and strengthen 
thei r capacity for e s sent ia l nat ional health research; the i r p r i o r i t i e s and use of 
external resources had to be guided by research i f they were to be of optimal and 
long-term benef i t . He inquired about the Special Programme's future ro le , not only i n 
bu i ld ing capacity for spec i f i c areas of research but i n the broader context of countr ies ' 
p r i o r i t i e s and needs. Sweden f u l l y supported the Special Programme and looked forward to 
a f r u i t f u l partnership between i t and the new D i v i s i on of Control of Tropica l Diseases. 

Professor YAKER (Alger ia) commended the report. The epidemiological, d iagnost ic and 
therapeutic a c t i v i t i e s - which should be further strengthened - augured well for success 
i n control of t rop ica l diseases； those diseases should no longer be the inev i table 
heritage of the developing world. A l ge r i a had seen i n the case of malaria that, as soon 
as there was any s lackening of e f fo r t , the disease tended to recur. 

Progress i n treatment through the use of new and more ef fect ive drugs sometimes 
overcame drug res i s tance, but that should not detract from the over r id ing importance of 
research into prevention with increased vector control and vaccine development, which 
would br ing more long-terra benef i ts at lower cost, and of rapid communication of the 
f ind ings of research i n the laboratory and i n the f i e l d with the establishment of l i nk s 
between research workers in developed countr ies, who were more inc l i ned towards pure 
research, and f i e l d research workers in the endemic countr ies. However, sect ion 3 of the 
report, on research and development, gave the fa l se impression that research workers i n 
endemic countr ies r e l i ed on s c i e n t i f i c work carr ied out i n other countr ies. 

A l ge r i a welcomed the i n s t i t u t i o n of grants for postgraduate work and the new 
FIELDLINCS (F ie ld Links for Intervent ion and Control Studies) programme, which emphasized 
communication. 

He supported the draft re so lu t ion recommended by the Board i n re so lu t i on EB85.R13, 
while cons ider ing that research on prevention should be better ref lected therein. 

Dr BANDO DE NARANJO (Ecuador) endorsed the draft re so lu t ion i n re so lu t ion EB85.R13. 
She proposed the i n se r t i on of a new f i f t h preambular paragraph to read: 

Aware that i n some of these countr ies, notwithstanding the e f fo r t s that have 
been made, t rop ica l diseases and espec ia l ly malaria have continued to escalate, to 
the extent that malaria i s once again one of the leading causes of morbidity;. 

Dr BRIERE DE LISLE (Mal i) expressed h i s s a t i s f a c t i on with the report and urged the 
continuation of the excellent work es sent ia l to the economic su r v i va l of countr ies l i ke 
h i s , where the epidemiological s i t ua t i on was extremely worrying: the heavy r a i n f a l l s 
recorded i n recent years fo l lowing a long per iod of drought had again created condit ions 
favourable to the development of cer ta in vectors； there had been a resurgence of human 
trypanosomiasis arid the disease was approaching the large c i t i e s and the capital； yet 
active case- f ind ing had been discontinued; some regions which had prev ious ly been 
malaria-free had i n recent years suffered epidemics of atyp ica l severe forms of the 
disease causing pa r t i cu la r concern, and there had been many v ic t ims. National programmes 
to combat human trypanosomiasis and malaria had been drawn up with WHO support s ince 1987 
but, despite requests by the Government, remained without f inancing. While chloroquine 
res istance had not been s c i e n t i f i c a l l y demonstrated, therapeutic regimens ca l led for 
increas ing ly h igh doses of that c l a s s i c ant imalar ia l and i t was expected that the 



s i tua t i on p reva i l i ng i n neighbouring countries would i n turn be experienced by Mal i . He 
urged WHO to promote research on a vaccine and the p rov i s i on of pharmaceutical substances 
that were both effect ive and access ible to a l l . 

The only ray of hope was the success achieved i n Ma l i i n combating leprosy. 
Extremely encouraging re su l t s had been recorded i n areas where multidrug therapy had been 
tested: with in two years, the incidence of leprosy had decreased from 3 to 
0.5 per 1000. With the support of the Internat ional As soc ia t ion of Raoul Fol lereau 
Foundations, i t was hoped that the whole of the country would be covered by 1992. 

I t was evident that the health s i t ua t i on would only improve i f r e a l i s t i c programmes 
were drawn up and the necessary funding found. Mal i f u l l y supported the two draft 
reso lut ions . 

Dr DAW MAY MAY Y I (Myanmar) sa id the report indicated that considerable progress had 
been made i n the development of artemis in in (Qinghaosu) for the treatment of malaria. 
Her country ' s s c i en t i s t s had gained considerable experience i n the use of Artemisia annua 
der ivat ives and had demonstrated thei r effectiveness i n the treatment of Plasmodium 
falciparum, which was re s i s tant to a l l other ant imalar ia l drugs, and of cerebral 
malaria. She urged that e f fo r t s be i n tens i f i ed to achieve the rapid development of that 
c ruc ia l drug. Cerebral malaria was a s i g n i f i c an t cause of death i n h i gh l y endemic 
malarious areas, with a case mortal ity rate of about 30%, even i n the hosp i ta l . Control 
ult imately depended upon cont ro l l i ng transmission, and while s c i en t i s t s i n Myanmar and 
other countries had made some progress i n e luc idat ing the pathogenesis, ra t iona l 
treatment of cerebral malaria required more such research, as well as the development of 
potent drugs act ing otherwise than against the paras i te. 

The report a l so mentioned progress i n the transfer of technology to nat ional health 
serv ices. She welcomed the support being given by the Special Programme to operational 
research to ensure the effect ive u t i l i z a t i o n of new disease control too l s . 

She endorsed the "future d i rect ions and p r i o r i t i e s " , pa r t i cu l a r l y the major 
programme thrust for f i e l d research and the establishment of FIELDLINCS. 

Dr ADJEI (Ghana) welcomed the move to strengthen epidemiology and f i e l d research. 
Ghana shared the concern expressed i n sect ion 4.3 of the report about the lack of 
epidemiological research workers and urged the Special Programme to pursue even more 
v igorous ly i t s attempts to rec t i f y that s i tuat ion. 

He welcomed the soc i a l and economic research component of the Special Programme. I t 
was becoming increas ing ly clear that programme implementation required a clear 
understanding of the soc i a l , cu l tura l and economic contexts i n which the programmes were 
to be carr ied out. I t was hoped that the appl icat ion of soc ia l science techniques would 
great ly enhance the use of the tools developed by the Special Programme. His country had 
been pleased to host, i n March 1990, i t s workshop on soc i a l and economic research, 
focusing on women and t rop ica l diseases, at which soc ia l and biomedical s c i en t i s t s had 
produced protocols to f a c i l i t a t e the study of the soc i a l and cu l tu ra l factors af fect ing 
the transmiss ion of t rop ica l d iseases. 

He supported the draft reso lut ion recommended i n reso lut ion EB85.R13. 

Mr PEREZ CARVAJAL (Colombia) proposed that, i n subparagraph (a) of the f i f t h 
preambular paragraph, the words "and synthetic" should be inserted between "recombinant" 
and "vaccines" , to re f lec t work being done by a s c i en t i s t from h i s country. 

Dr BERTOLASO (representative of the Executive Board) sa id that, having been involved 
i n Special Programme a c t i v i t i e s for a number of years, he had followed the d i scus s ion 
with great interest . The addit ional information given by delegates from Af r i can 
countries furnished a c lear picture of the r i s k s that populations i n great need were 
s t i l l facing i n many developing countries, yet the excellent managerial capab i l i t i e s of 
the Programme provided good reason for hope for the future. 

He looked forward to the next Jo int Coordinating Board meeting, where a plan of 
act ion for the 1990s would be discussed, approved and, i t was to be hoped, f u l l y financed 
by donor countr ies. 



Replying to the question by the delegate of N ige r ia concerning simple methods for 
malaria d iagnos i s , he s a i d that, f i r s t , no simple method was ava i lab le for d iagnos i s of 
the disease i t s e l f , nor was one expected to be developed i n the foreseeable future. 
Often communities f e l t they could diagnose malaria better than primary health care 
workers could: that could lead to d i f f i c u l t i e s between them, and delays i n treatment. 
Secondly, for the i den t i f i c a t i on of parasitaemia, methods such as DNA probes could be 
usefu l i n surve i l lance a c t i v i t i e s invo lv ing the screening of large numbers of samples but 
were too complex to be used i n ind iv idua l case d iagnos i s . Th i rd ly , i n the d iagnos is of 
severe malaria, la rge- sca le epidemiological studies were being car r ied out, pa r t i cu l a r l y 
i n A f r i ca , to i dent i f y r i s k factors . I nves t i gat ions of community capab i l i t i e s i n that 
area were under way: some communities had spec i f i c terms of reference for i dent i f y ing 
ind iv idua l s at r i s k . 

I n response to the delegate from Myanmar he sa id that ar temis in in development was a 
top p r i o r i t y for the Special Programme and c l i n i c a l t r i a l s of var ious der ivat ives were 
soon to be i n i t i a ted . Treatment of cerebral malaria was a l so a p r i o r i t y : i t was hoped 
that intervent ion studies would soon be started on new therapeutic approaches, based on 
current pathophys io log ical f ind ings . 

The delegate of the United Kingdom had ra i sed important questions about the 
l imi tat ions of epidemiologists and their expertise i n car ry ing out f i e l d s tudies. The 
approach used by the Special Programme was adapted to spec i f i c s i t ua t i on s . For example, 
s c i en t i s t s were inv i ted, through advertisements, inter a l i a . to part ic ipate i n f i e l d 
t r i a l s of new technology. They were f u l l y involved from the s ta r t i n the study design of 
the f i e l d t r i a l s i n workshops. A t ra in ing component was thus b u i l t in, and commissioned 
research was avoided. The procedure had not created any rea l constra ints on the 
Programme's a b i l i t y to carry out the necessary s tud ies . There was no doubt, however, 
that increased capab i l i t y i n f i e l d research was required; the FIELDLINCS programme had 
been establ i shed to focus on prec i se ly that problem, f a c i l i t a t i n g learn ing by doing and 
encouraging young s c i e n t i s t s i n developing countries to put forward proposals that would 
then be further developed through workshops and through the execution of projects, to 
enhance their capab i l i t y for f i e l d research. 

-With regard to the comments by the delegates of Ghana, Zimbabwe and Sweden on soc ia l 
science methodology and expert ise, he sa id that epidemiology was by no means the only 
s k i l l required for f i e l d research, and the need for s o c i a l sciences was even greater; in 
the FIELDLINCS and other programmes, they were thus being increas ing ly emphasized i n 
f i e l d research networks. At a more advanced leve l , there was a need for spec ia l i zed 
t ra in ing courses. I t was therefore encouraging that the Overseas Development Agency i n 
the United Kingdom had s p e c i f i c a l l y g iven support for advanced courses at the London 
School of Hygiene and Tropical Medicine that would cover a l l the s k i l l s , inc luding soc ia l 
sciences, required for f i e l d research. 

The delegate of Sweden had asked how the soc i a l sciences component could be 
strengthened. I t was important to rea l ize that s oc i a l s c i e n t i s t s alone d id not fu rn i sh 
enough expertise for the Special Programme's purposes. Soc ia l s c i e n t i s t s themselves had 
urged that s c i e n t i s t s with a background i n biomedicine be given t ra in ing i n soc i a l 
science methodology. The delegate of Sweden had a l so asked about the Special Programme's 
response to the concept of e s sent ia l health research. The emphasis already being placed 
on the soc i a l sc iences, the role of the community and i n te r re la t i ons with the health care 
system would undoubtedly be ref lected i n e s sent ia l health research, and appropriate 
technology would be developed and adopted i n response to the needs generated by essent ia l 
health research. I n such a c t i v i t i e s , economic ana ly s i s of disease control approaches was 
of fundamental importance. 

I n the least developed countries the Special Programme, i n co l laborat ion with other 
spec ia l programmes and other WHO a c t i v i t i e s , would seek to adopt a comprehensive approach 
that would take into account the concept of e s sent ia l health research. 

The delegate of Japan had mentioned h i s country ' s e f f o r t s to develop a heat-stable 
form of the BCG vaccine. The Special Programme was supporting research with a view to 
us ing the BCG vaccine as a vehic le for the del ivery of other t rop ica l disease vaccines； 
a heat-stable var iant would f a c i l i t a t e that. 

The delegates of Cuba and of the I s lamic Republic of I r an had emphasized the need to 
produce tools w i th in developing countr ies. Of the 24 tools used i n disease control , 
two-thirds were being produced with in developing endemic countr ies. Furthermore, act ion 
had been i n i t i a t ed i n 1989 to strengthen capab i l i t i e s i n biotechnology so that countries 
would be able to produce tools such as DNA probes. 



A number of speakers had emphasized the importance of operational research. That 
research would be carr ied out i n close col laborat ion with the new D i v i s i o n of Control of 
Tropical Diseases. I n seeking to reduce the cost of new technology that had become 
avai lable, WHO was, for example, studying the combination of drugs against var ious 
diseases i n a s ing le del ivery system. Such research had sometimes to s ta r t at the 
p rec l i n i ca l and c l i n i c a l stages to ensure that such combinations were not harmful and 
were effect ive, to f i nd more about what communities themselves des i red i n terms of 
control approaches. Again, feedback was needed in the ear ly stages of development of 
tools to guide thei r use i n the community. The Special Programme was col laborat ing with 
other WHO programmes, for example the Action Programme on Essent ia l Drugs, i n that 
challenging area. 

I n reply to the delegate of Tunis ia, he recal led that the mandate of the Special 
Programme was l imited to s i x diseases so that, regrettably, hydat idos i s could not be 
included. 

Many speakers had emphasized the need to accelerate the appl icat ion of research 
resu l t s . The new D i v i s i o n would play a c ruc ia l role i n the process he had described 
involv ing feedback from communities and programmes, and would a lso have primary 
re spons ib i l i t y for communicating research resu l t s to those working at those leve l s . 

While the ingenuity of paras i tes should never be underestimated and the s i x diseases 
were t ru ly e lus ive targets, i t was encouraging that the Special Programme had been able 
to draw upon resources from 131 Member States. 

Dr NARANJO (Ecuador), President of the For ty - th i rd World Health Assembly, sa id that 
the world was facing a resurgence i n those diseases, pa r t i cu la r l y malaria, by which over 
100 countries were se r ious l y affected; their concern might have been ref lected i n a 
larger par t i c ipat ion i n the debate. 

Univers i ty medical schools had a role to play i n the f i ght against t rop ica l 
diseases. Many years ea r l i e r i n the developing countries they had always had a chair in 
t ropical medicine. However, because of the decline i n incidence of t rop ica l diseases and 
because many used medical texts prepared i n the developed world where t rop ica l diseases 
were not a p r i o r i t y , t rop ica l medicine was frequently not taught, and several generations 
of doctors lacked thorough knowledge of i t s epidemiological and c l i n i c a l aspects. 
Further, malaria was appearing i n new c l i n i c a l forms. Member States should therefore 
encourage interest i n their medical schools i n up-to-date research on epidemiological 
aspects of t rop ica l diseases, especia l ly those endemic i n their countr ies, so that newly 
qua l i f ied doctors would be properly prepared for the d iagnos is , treatment and 
epidemiological control of such diseases. 

The CHAIRMAN drew attention to the draft reso lut ion contained i n reso lut ion 
EB85.R13. 

Dr MEAD (Aus t ra l i a ) , Rapporteur, recal led that the delegate of Ecuador had proposed 
that the draft reso lut ion be amended by the in se r t ion of a new f i f t h preambular 
paragraph. The ex i s t i ng f i f t h preambular paragraph would, accordingly, become the s ixth, 
i n which the delegate of Colombia had proposed a further amendment. 

The amendments were adopted. 

The draft resolut ion, as amended, was approved.丄 

The CHAIRMAN announced that the report of the Technical D iscuss ions had not yet been 
presented to the Health Assembly in plenary. The Committee would therefore take up at a 
subsequent meeting the draft reso lut ion on the role of health research a r i s i n g from those 
Discuss ions. 

(For continuation, see summary record of the ninth meeting, sect ion 2.) 



SECOND REPORT OF COMMITTEE A (Document A43/38) 

Dr MEAD (Au s t ra l i a ) , Rapporteur, read out the draft second report of the Committee. 

The report was adopted.丄 

4. REVIEW OF THE REPORT OF THE DIRECTOR-GENERAL ON THE WORK OF WHO IN 1988-1989:2 

Item 10 of the Agenda 

Consideration of a draft re so lu t ion 

The CHAIRMAN drew attent ion to the fo l lowing draft re so lu t i on on "smoking or health" 
proposed during the d i s cus s i on i n plenary on the report of the Director-General by the 
delegations of Canada, China, Cook I s l ands , Ecuador, Egypt, F i j i , France, Greece, 
Iceland, K i r i b a t i , Kuwait, Nepal, New Zealand, N iger ia, Norway, Pakistan, 
Papua New Guinea, Poland, Samoa, Singapore, Spain, Sudan, Swaziland and Tonga: 

The Fo r t y - th i rd World Health Assembly, 
Reca l l i ng the strong statements on the i ssue of smoking and health made by the 

President i n opening the Fo r t y - th i rd World Health Assembly; 
Reca l l i ng reso lut ions WHA33.35, WHA39.14, WHA41.25 and WHA42.19 on the health 

hazards of tobacco smoking and the WHO act ion programme on smoking and health； 
Reca l l ing the requirement contained i n re so lu t ion WHA42.19 concerning a review 

of crop subs t i tu t i on and the health and economic aspects of tobacco production and 
consumption； 

Reca l l ing further that re so lu t ion WHA39.14 urged Member States to implement a 
comprehensive n ine-point smoking control strategy; 

Encouraged by: 
(a) the s i g n i f i c an t progress made i n many Member States i n the implementation 
of t h i s strategy; 
(b) the continuing decl ine i n tobacco consumption i n Member States that have 
adopted comprehensive smoking control pol ic ies； 
(c) recent information demonstrating the effect iveness of tobacco control 
s t ra teg ie s , and i n pa r t i cu l a r : 

- l e g i s l a t i o n or other measures to provide protect ion from involuntary 
exposure to tobacco smoke i n workplaces, publ ic places and publ ic 
transportation； 

- p o l i c i e s to achieve progress ive increases i n the rea l pr ice of tobacco； 
-comprehensive l e g i s l a t i v e bans and other r e s t r i c t i v e measures to 

e f fec t i ve l y control the d i rect and the ind i rect adver t i s ing , promotion 
and sponsorship of tobacco； 

Deeply concerned by increas ing evidence of the dangers to health of pass ive 
smoking and by a new WHO estimate that, unless current smoking rates decrease, there 
w i l l be 3 m i l l i o n tobacco-related deaths per year during the 1990s, and that th i s 
f i gure w i l l r i s e quick ly to 10 m i l l i o n deaths per year by the 2020s； 

Be l iev ing that m i l l i on s of future premature deaths can be avoided i f current 
smoking rates are qu ick ly and subs tan t i a l l y reduced; 

1. URGES a l l Member States: 

(1) to implement mult i sectora l comprehensive tobacco control s t ra teg ies which, 
at a minimum, contain the nine elements out l ined i n re so lu t ion WHA39.14; 
(2) to include i n the i r tobacco control s t ra teg ies plans for l e g i s l a t i o n or 
other ef fect ive measures at the appropriate government leve l prov id ing for : 



(a) ef fect ive protect ion from involuntary exposure to tobacco smoke i n 
indoor workplaces, enclosed publ ic places and publ ic transport; 
(b) progress ive increases i n the real pr ice of tobacco； 
(c) progress ive r e s t r i c t i on s aimed at achieving a comprehensive ban on 
a l l d i rect and ind i rect advert i s ing, promotion and sponsorship concerning 
tobacco； 

2. NOTES that, i n countries where more than one leve l of government ex i s t s , 
nat ional j u r i s d i c t i o n may not have complete carr iage of these issues； 

3. REQUESTS the Director-General: 

(1) to i n ten s i f y h i s support for the 1988-1995 plan of act ion for the WHO 
programme on tobacco or health; 
(2) to ensure the p rov i s i on of s u f f i c i en t budgetary resources to a s s i s t Member 
States i n implementing comprehensive tobacco control programmes； 
(3) to ensure that the report requested i n re so lu t i on WHA42.19 i s presented to 
the Forty - fourth World Health Assembly; 
(4) to monitor and report b i enn ia l l y to the Health Assembly on the progress 
and effect iveness of Member States‘ comprehensive tobacco control programmes. 

He had been informed i n wr i t ing that the delegation of Hungary wished to be included 
as a sponsor of the draft reso lut ion. 

He pointed out that the draft reso lut ion, o r i g i n a l l y presented i n plenary sess ion, 
had been placed on the agenda of Committee A by dec i s ion of the General Committee. The 
subject had not been on the Assembly 's agenda, neither had i t been studied by the 
Executive Board. He therefore requested that the ensuing d i scus s ions be confined to the 
text of the draft r e so lu t i on and not take i n the overa l l subject of the ef fects of 
tobacco on health. 

Dr MEAD (Au s t ra l i a ) , Rapporteur, sa id that the delegate of New Zealand had proposed 
three amendments to the draf t reso lut ion. The f i r s t proposal was to amend operative 
paragraph 1(2), replac ing the word " inc lude" by the words "consider i nc lud ing " . The 
second was to amend operative paragraph 1(2)(b) to read "progress ive f i s c a l measures 
aimed at d iscouraging the use of tobacco;". The th i rd was to amend operative paragraph 
1(2) (c ) by replac ing the words "aimed at achieving a comprehensive ban on" by the words 
"and concerted act ions to eliminate eventual ly " . 

Dr CICOGNA ( I t a l y ) f u l l y supported the draft reso lut ion; for the f i r s t time i n the 
h i s t o r y of the many World Health Assembly reso lut ions on tobacco and health, i t c lea r l y 
spe l t out the need completely to control d i rect and ind i rect promotion of tobacco 
products. Reso lut ion WHA39.14, adopted i n 1986, had already pointed out the dangers of 
tobacco even when used as indicated i n promotional material. $uch cons iderat ions had 
been the subject of l e g i s l a t i o n i n I t a l y since 1962. The draft re so lu t i on a lso deserved 
support because i t encouraged WHO to undertake a c t i v i t i e s on tobacco and health as a 
whole. The I t a l i a n Government had, over the past years, provided f i nanc i a l support to 
those a c t i v i t i e s , i n pa r t i cu la r i n help ing WHO to set up i t s own data bank on tobacco and 
health. I t was important for WHO to perform such a function; for without the co l lec t ion 
and dissemination of v a l i d data i t would be d i f f i c u l t for nat ional and internat iona l 
health bodies to focus the i r s t rateg ies and evaluate the re su l t s of the i r e f fo r t s to 
control the spread of tobacco addict ion. The I t a l i a n Government intended to continue i t s 
f i nanc ia l contr ibut ion, and he urged others to support the WHO programme on tobacco or 
health. 

Dr MATTHEIS (Federal Republic of Germany) supported the amendments proposed by the 
delegate of New Zealand, but proposed that i n operative paragraph 1(2) (c ) the words "and 
ind i rect " be deleted. There was no de f i n i t i on of ind i rect adver t i s ing and i t would not 
be poss ib le , for example, to eliminate a l l t e l ev i s i on programmes i n which people who were 
smoking appeared. 



resolut ion, as i t implied clear recognit ion that the information was not yet complete. 
FAO, i n co l laborat ion with WHO, had already completed studies on some economic aspects of 
tobacco use, the re su l t s on the environment and health of populations i n tobacco-growing 
countries were, however, s t i l l awaited. The FAO/WHO studies c lear l y indicated that i t 
was not poss ib le automatically to transfer the soc ia l and economic r e a l i t i e s of the 
indus t r i a l i zed countries to the developing countr ies. 

Referr ing to operative paragraph 3(5) of reso lut ion WHA42.19 and operative 
paragraph 5(3) of reso lut ion WHA39.14, he informed the Committee that there had been no 
ass istance or successfu l experimental i n i t i a t i v e i n h i s country or any other that he knew 
of i n response to those paragraphs. WHO should not wait for a d i s t ressed country to 
request such an in i t i a t i ve； the resolut ions did not s t ipu late that the co l laborat ion 
with other agencies i n crop subst i tut ion studies and the ass istance to Member States with 
a lternat ives to tobacco production depended on requests. Furthermore, the act ion plan 
requested i n reso lut ion WHA41.25 for co l laborat ion i n the development of an in-depth 
nat ional tobacco control demonstration project required that three Member States be 
selected, and he was not aware of any follow-up reports by WHO. Again, there was no 
ind icat ion that there had to be a request from a country. He asked which were the three 
countries selected for p i l o t projects and what were the re su l t s . 

Thus a number of reso lut ions addressed the spec ia l needs of the countries which 
depended heav i ly on tobacco revenues, yet those countries were receiv ing l i t t l e or no 
support from WHO or any other agency to help them out of the i r economic dilemma. I t had 
been discussed with FAO in Malawi and in Rome, but no i ssue had been found from the 
economic pressure applied by the anti-tobacco campaign. 

The f i r s t "tobacco or health" reso lut ion had been passed i n the Health Assembly i n 
1972, and WHO had been planning and developing an anti-tobacco strategy since 1980. I n 
1990, however, a hundred countries s t i l l produced tobacco commercially, inc luding some of 
the r ichest countries of the world, whose economies could ea s i l y do without that 
commodity. According to FAO/WHO col laborat ive studies, g lobal tobacco consumption and 
production continued to r i s e , c lear ly ind icat ing the complexity of the s i t ua t i on i n the 
Member States concerned. I t was understandable, although rather unfortunate, that many 
delegates from the tobacco-producing countries found i t eas ier to f i gh t tobacco i n the 
saf-e and sheltered consensus resolut ions of WHO than i n the harsh economic r e a l i t i e s of 
their home l eg i s l a tu re s . " 

To ensure that WHO did not lose i t s moral transparency on the tobacco question, the 
importance not only of l im i t i ng tobacco use but also of helping developing countries 
dependent on production must be recognized, as both had economic and health 
impl icat ions. WHO must therefore deal equitably with both aspects and not merely pass on 
one side of the i ssue to other agencies, never to have i t followed up again i n the Health 
Assembly. 

He proposed that the draft reso lut ion should be amended to include a new operative 
paragraph 3(5) to read: 

to report to the Forty-fourth World Health Assembly on the progress made in 
ass istance to countries that depend on tobacco production as a major source of 
f inanc ia l resources for health and development, with emphasis on measurement of 
eff icacy of such ass i s tance. 

He hoped that delegates and the sponsors of the draft reso lut ion would appreciate 
the s p i r i t of h i s intervent ion and support the amendment unanimously. 

Dr METTERS (United Kingdom of Great B r i t a i n and Northern I re land) welcomed the 
amendments proposed by the delegation of New Zealand but could not accept the wording of 
operative paragraph 1(2)(b) as amended. I n h i s view, the i nc lu s ion of a reference to 
f i s c a l measures went beyond the remit of the Organization. I t was well known that the 
reduction i n tobacco usage i n the United Kingdom had been among the best i n the world and 
that the United Kingdom had been among the most vocal of Member States i n c a l l i n g for 
measures to reduce smoking and the gross and ent i re ly preventable burden of disease due 
to tobacco. I t was therefore with great regret that h i s delegation had to reject that 
spec i f i c part of the draft resolut ion, which i t otherwise found excel lent and whose 
general purpose i t f u l l y supported. I t had suggested to the main sponsor an amendment 
which ref lected ea r l i e r reso lut ions of the Health Assembly. 



Dr VIOLAKI-PARASKEVA (Greece) proposed that an amendment should be made to operative 
paragraph 1(2)(a) to in ser t , after "publ ic t ransport " , the words "with specia l attention 
to r i s k groups, such as ch i ldren and pregnant women". 

Professor ROMERO (Chi le) s t rongly supported the draft re so lu t ion and wished to 
become a sponsor. Epidemiological studies i n her country had confirmed known r i s k s while 
at the same time showing a d i squ iet ing trend towards increased use of tobacco, 
pa r t i cu l a r l y among women, and towards increas ing ly ear ly use (from 12 or 14 years of 
age). Decreased consumption i n those States having adopted determined anti-tobacco 
po l i c i e s pointed to an eth ica l imperative for her own country. The t i t l e of the draft 
reso lut ion, "Tobacco or heal th " , and the theme of growing up without tobacco were 
approaches broadly shared by her delegation for the i r pos i t i ve , preventive and 
educational aspects. She congratulated the General Committee of the Health Assembly on 
i t s dec i s ion to take up the draft reso lut ion, which should be interpreted as yet another 
stage i n the construct ion of in tegra l anti-tobacco s t rateg ies and po l i c i e s , and proposed 
that the matter should be duly prepared for considerat ion at the Forty- fourth World 
Health Assembly. 

Professor FORGACS (Hungary) expressed appreciation of the draft reso lut ion as 
amended by New Zealand and re i terated h i s de legat ion ' s wish to co-sponsor i t . 

Dr GLYNN (Canada) referred to the importance of the statement i n the l a s t preambular 
paragraph； a strong, coordinated mult i sectoral approach was required, which i n most 
cases must be led by min i s t r ie s of health working with those of f inance, agr icu l ture, 
labour and transportat ion and the author i t ies i n other sectors, as appropriate. I n that 
connection, he referred to the address to the Health Assembly by the Canadian Min i s ter of 
National Health and Soc ia l Welfare, and to h i s comments on Canada's anti-tobacco stand, 
which was being complemented by publ ic education a c t i v i t i e s , aimed pr imar i ly at chi ldren 
and young people i n order to promote pos i t i ve att i tudes towards non-smoking and to help 
young people already smoking to stop the habit. Results of that mult i sectora l approach 
had been a 6.5% decline i n the consumption of c igarettes and c igarette tobacco i n 1989 -
the largest decline for any year i n the past decade. 

His country was proud to co-sponsor the draft reso lut ion and hoped that the 
Committee would agree to i t by consensus so that WHO would be seen to be continuing to 
provide strong leadership on "tobacco or hea l th " . I n addit ion, he expressed h i s 
country ' s understanding of the po s i t i on of the delegate of Malawi and supported the 
amendments proposed by Malawi and Greece. 

Dr TOGUCHI (Japan) sa id that h i s country had recognized the ser ious effects of 
tobacco on human health and had made some progress i n cont ro l l i ng smoking. He supported 
the draft reso lut ion with the amendments proposed by New Zealand and Federal Republic of 
Germany, while po int ing out that due considerat ion should be given to the spec i f i c 
condit ions of each Member State when implementing the plan of action. 

Dr RODRIGUES CABRAL (Mozambique) supported the remarks of the delegate of Malawi 
regarding the absence of report ing, and the amendment he had proposed. 

Dr COSKUN (Turkey) sa id that i n h i s country, i n addit ion to other measures against 
tobacco, l e g i s l a t i o n was being introduced to l im i t further the advert i s ing of tobacco 
products, as well as to r e s t r i c t smoking i n publ ic places and publ ic transport; the 
draft l e g i s l a t i o n had been passed through the parliamentary commission for subsequent 
d i scus s ion i n the National Assembly, and i t was encouraging to note that i t had the 
support of both the party i n power and the opposit ion. 

He expressed deep concern about the i ssues ra i sed by the delegate of Thailand as 
well as confidence that the Executive Board would thoroughly examine the health aspects. 

Las t l y , h i s delegation wished to co-sponsor the draft reso lut ion, while requesting 
that the words "and ind i rect " should be l e f t i n the text re fe r r ing to advert i s ing. 

Professor MANCIAUX (France) sa id that h i s delegation, a sponsor of the draft 
reso lut ion, supported the amendments proposed by the delegation of New Zealand; the 
prov i s ions broadly corresponded to the measures to be submitted to the French Parliament 
after the i r recent adoption by the Council of M in i s te r s . 



On the point made by the delegate of the Federal Republic of Germany concerning 
ind i rect adver t i s ing , he sa id that the concept was quite clear； i t was the promotion of 
tobacco consumption by subtle adver t i s i ng which i m p l i c i t l y evoked the idea of tobacco 
without showing the product that i t sought to promote. Such adve r t i s i ng might, for 
example, present a box of matches or a c igarette l i gh te r bear ing the name or emblem of a 
well-known brand of c igaret tes . I f heal th p ro fes s iona l s remained i n some doubt about 
what const i tuted ind i rect adver t i s i ng to promote tobacco consumption, adver t i s i ng 
p ro fes s iona l s knew f u l l well what i t was. I t should be mentioned e x p l i c i t l y i n the text 
of the draf t reso lut ion. 

Dr MAKUTO (Zimbabwe) observed that tobacco was a major source of fo re ign currency 
earnings i n h i s country and was one of the few s i g n i f i c a n t exports which had maintained 
i t s value i n rea l terms, while the l o g i c a l a l ternat ive - maize - was extremely sens i t i ve 
to pr ice factors beyond the contro l of the Government and required large storage and 
t ransportat ion f a c i l i t i e s beyond the count ry ' s capacity. 

However, where health promotion was concerned, he had no d i f f i c u l t y i n supporting 
operative paragraph 1(2) (a) of the draft reso lut ion; h i s country had indeed made 
s i g n i f i c a n t progress i n l im i t i n g smoking on publ ic t r a n s i t veh i c l e s , inc lud ing a i r c r a f t , 
and i n auditoriums, inc lud ing the Houses of Parliament, l oca l government counci l 
chambers, cinemas and theatres. Concerning operative paragraph 1 (2 ) (b ) , success ive 
budgets of the count ry ' s independent Government had provided v i s i b l e evidence of the 
adoption of that strategy. However, app l i ca t ion of operative paragraph 1 (2 ) (c ) would not 
be a p rac t i ca l p ropos i t ion i n Zimbabwe at the current time； the M i n i s t r y of Health had 
received s i g n i f i c a n t support from the mass media for i t s oppos i t ion to the introduct ion 
of cheap, h igh-n icot ine c igarettes aimed at the lower-income groups, e spec ia l l y women and 
young people, because of i t s cons i s tent and reasonable approach to the contro l of smoking 
through the use of counter-advertisements, health education and the involvement of peer 
groups. 

S i g n i f i c an t d i v e r s i f i c a t i o n from tobacco had already occurred i n Zimbabwe and the 
breakthrough of the erstwhi le narrowly based tobacco companies into hote l development and 
ho r t i c u l t u r a l exports was a source of s a t i s f a c t i on . Whi l st he noted the concern of some 
delegates about the adverse ef fects on health of tobacco, he re f ra ined from pres s ing for 
r e s t r i c t i o n s on the advertisement of commodities such as butter, cognac and whisky that 
were c l ea r l y recognized as i n ju r ious to health but about which many people were more 
indulgent. I n conclus ion, he supported the views and the amendment of the delegate of 
Malawi, who had very aptly stated the po s i t i on of countr ies l i k e Malawi and Zimbabwe on 
reso lut ions request ing a f irm stand i n respect of tobacco i n the absence of v iab le 
economic a l te rnat i ve s . 

Dr DE SOUZA (Aus t ra l i a ) welcomed and supported the draft re so lu t ion . Since 1972, 
when the "tobacco or health" programme had been introduced, A u s t r a l i a had s t rong ly 
supported a l l measures adopted by WHO and had со-sponsored almost a l l the ea r l i e r 
re so lu t ions . The current draft r e so lu t i on was pa r t i c u l a r l y timely because i t followed 
close on the In ternat iona l Conference on Tobacco or Health held i n Perth, Au s t r a l i a , in 
1989, which had been со-sponsored by WHO, and included a number of the po ints brought out 
at that Conference. 

He welcomed the amendments to operative paragraphs 1(2) (b) and (c) proposed by the 
delegate of New Zealand and expressed understanding for the amendment proposed by the 
delegate of Malawi r e l a t i ng to a new paragraph 3(5)； he equal ly supported the amendment 
proposed by the delegate of Greece. 

His delegat ion s t rong ly supported but could not co-sponsor the dra f t r e so lu t i on 
merely because there had not been s u f f i c i en t time to d i scuss a l l aspects of the draf t 
re so lu t i on with the Au s t ra l i an states and to obtain agreement on со-sponsor ing. 



Wednesday. 16 May 1990. at 14h30 

Chairman: Professor J . -F . GIRARD (France) 

1. REVIEW OF THE REPORT OF THE DIRECTOR-GENERAL ON THE WORK OF WHO IN 1988-1989：1 

Item 10 of the Agenda (continued) 

Consideration of a draft reso lut ion (continued) 

Dr KWA (Singapore) sa id that l e g i s l a t i o n to r e s t r i c t smoking i n selected publ ic 
areas and to p roh ib i t tobacco advertisements had been introduced i n Singapore i n 1970. 
Since then, a l l forms of d i rect and ind i rect advert i s ing, promotion and sponsorship of 
tobacco had been banned. Those measures had resu l ted i n a reduction i n the prevalence of 
smoking i n the adult population, from 23% i n 1977 to 13% i n 1988. Adoption of the 
reso lut ion under d i s cu s s i on would contribute great ly to reducing smoking and i t s adverse 
effects on the health of the ind iv idua l and the nation. 

Dr INFANTE (Spain) supported the amendments proposed by New Zealand and Greece and 
saw no major d i f f i c u l t y i n accepting the amendment proposed by Malawi. The Government of 
Spain had planned the gradual reduction of both d i rect and ind i rect adver t i s ing of 
tobacco and sponsorship by the industry. That measure had led to some controversy, 
fue l led by cer ta in tobacco firms that promoted teams and sports events. Nevertheless, 
h i s Government continued to work along the l i ne s indicated i n the reso lut ion. He f e l t 
that the matter of what const i tuted " i nd i r ec t " adver t i s ing should be d iscussed with in the 
context of nat ional l e g i s l a t i on . The reso lu t ion ref lected the p r i nc ip le that advert i s ing 
should be prohibited, s ince that was the main tact i c used by the major tobacco producers 
to persuade young people, a pa r t i cu l a r l y susceptible group. His country would s t r i ve , 
together with the World Health Organization and the Internat iona l Olympic Committee, to 
ensure that the Olympic Games to be held i n Barcelona i n 1992 would be tobacco free. 

Dr RUOCCO (Uruguay) reported that i n her country smoking had been proh ib i ted i n the 
un i ve r s i t y for some years, and the Government had proh ib i ted smoking i n publ ic places, 
cinemas, theatres and so on. The primary causes of death i n Uruguay were p rec i se ly 
cardiovascular diseases and neoplasms, espec ia l l y of the lungs, associated with tobacco 
use. She requested that her country be named as a sponsor of the proposed reso lut ion, as 
amended by New Zealand; Uruguay a lso supported the amendment proposed by Malawi. 

Professor YAKER (Alger ia) sa id that h i s country a lso wished to со-sponsor the draft 
reso lut ion. The f i gh t against tobacco was being taken up i n A lger ia . A campaign to 
a le r t the population to the i l l - e f f e c t s of tobacco and to discourage smoking was being 
conducted by the media, and was directed espec ia l l y towards young people. A nat ional 
organizat ion against tobacco had been formed. His delegation considered, however, that a 
progress ive increase i n the pr ice of tobacco would not have a d i s suas ive ef fect, as i t 
usua l l y implied higher tax revenues. He suggested that operative paragraph 1(2)(b) of 
the draft re so lu t ion might be deleted. 

Dr ESKOLA (Finland) sa id that the issue of tobacco use had been debated i n Finland 
since i t was f i r s t r a i sed i n the World Health Assembly, and h i s delegation had urged WHO 
to intervene more s t rong ly i n the f i gh t against tobacco smoking. His country wished to 
be included as a sponsor of the reso lut ion, as amended by the delegates of New Zealand, 
Greece and Malawi. Endorsing the view of the French delegate, the F inn i sh delegation 
opposed exclus ion of the words " i nd i rec t advert i s ing " from operative paragraph 1(2) (c) of 

1 The work of WHO. 1988-1989. Geneva, World Health Organization, 1990. 



the draft reso lut ion. The experience of F in land had been that a nat ional tobacco po l i cy 
should comprise many approaches, inc luding increased taxat ion and p r i c i n g of products. 
Exc lus ion of operative paragraph 1(2)(b) would se r i ou s l y weaken the reso lut ion. He hoped 
that the f i r s t amendment proposed by New Zealand would make the re so lu t ion acceptable to 
a l l Member States. 

Professor KALLINGS (Sweden) sa id that h i s country a l so wished to со-sponsor the 
reso lut ion, as amended by the delegates of New Zealand, Greece and Malawi. 

Dr MILLAN (Mexico) requested that h i s country be added to the l i s t of sponsors of 
the reso lut ion. Everything poss ib le had been done i n Mexico to ban tobacco advert i s ing, 
but because of vested in teres t s a ban had been d i f f i c u l t to enforce. A study i n Mexico, 
although lack ing somewhat i n s c i e n t i f i c r i gour , had demonstrated that the i l l - e f f e c t s of 
tobacco cost more than the benef i ts accruing from production. Smoking had been banned i n 
var ious publ ic places, but much more remained to be done, e spec ia l l y as the incidence of 
lung cancer i n Mexico was c lea r l y on the increase. 

Mr GRIMSSON ( Iceland) sa id that h i s delegation, a sponsor of the reso lut ion, agreed 
with the amendments proposed by New Zealand, Greece and Malawi. He noted that the t i t l e 
of the report of the f i r s t European Conference on Tobacco Po l i cy , held i n Madrid i n 
November 1988, had been " I t can be done"; tobacco use could indeed be lessened. The 
Icelandic Cancer Society, of which he was the President, had feared that the successes 
they had achieved over the previous 15-20 years might be l e v e l l i n g of f . A survey carr ied 
out in March 1989, however, had shown progress: only 6% of young people between the ages 
of 12 and 16 years of age were smokers. 

Dr KAYED (Jordan) sa id that h i s country wished to со-sponsor the reso lut ion. I n 
Jordan, smoking was proh ib i ted i n publ ic places, on publ ic transport and i n ho sp i t a l s . 

Dr SALMOND (New Zealand) sa id he was glad to have learned from the debate that other 
delegations found "tobacco or health" to be an important, top ica l i s sue. I n her 
statement at the plenary sess ion, the Health M in i s te r of New Zealand had set out the 
reasons why her country had taken a leading ro le i n proposing the reso lut ion. One of the 
aims of the health charter of New Zealand was to prevent smoking i n non-smokers, 
espec ia l l y adolescents, reduce the number of smokers and l im i t the consumption of 
tobacco. That goal determined nat ional e f fo r t s to grapple with " l i f e - s t y l e d isorders"； 
experience gained i n the f i gh t against tobacco would be appl ied to combating other such 
d isorders. The comprehensive strategy i n New Zealand to control tobacco use was a major 
part of the i r programme to achieve health for a l l by the year 2000. 

He accepted the amendment proposed by the delegates of Malawi, Mozambique and 
Zimbabwe. The draft re so lu t ion included recognit ion of the need for more information and 
act ion to a s s i s t countr ies that were heav i ly dependent upon tobacco production for health 
development and f i nanc i a l wel l -being. His delegation looked forward to an informed 
debate on the economic aspects of tobacco production at the World Health Assembly of 
1991. I t a l so warmly supported the amendment suggested by Greece i n operative paragraph 
1, subparagraph (2 ) (a ) . As a so lu t ion to the problem of inc lud ing the term " i nd i r ec t 
adver t i s i ng " , r a i sed by the delegates of the Federal Republic of Germany and Turkey, 
Dr Salmond suggested delet ion of the words "d i rec t and ind i rec t " i n operative paragraph 
1, subparagraph (2 ) ( c ) . He reported that h i s delegation had been able to reach agreement 
with the delegation of the United Kingdom of Great B r i t a i n and Northern I re land on the 
wording of operative paragraph 1, subparagraph (2 ) (b) , which should now read: 
"progress ive f i nanc i a l measures aimed at d iscouraging the use of tobacco". He hoped that 
the re so lu t ion could now be approved by consensus. 

Dr SADRIZADEH ( I s lamic Republic of I ran) sa id that h i s delegation a lso wished to 
со-sponsor the draft reso lut ion. 

Dr COSKUN (Turkey) pointed out that the intervent ion of h i s delegation at the 
preceding meeting had been misunderstood and that i t wished the word " i nd i r ec t " to remain 
i n operative paragraph 1 (2 ) ( c ) , i n agreement with the explanation given by the French 
delegation; for the sake of consensus, however, he would not i n s i s t on the wording. 



Summing up, the CHAIRMAN sa id that the delegate of New Zealand had proposed three 
amendments, some of which had been altered by subsequent suggest ions. Operative 
paragraph 1(2) would now begin with the words "to consider inc luding" instead of "to 
include". Operative paragraph 1(2)(b) would read: 

progress ive f i nanc ia l measures aimed at discouraging the use of tobacco； 

operative paragraph 1(2) (c) would read: 

progress ive r e s t r i c t i on s and concerted action to eliminate eventually a l l d i rect and 
ind i rect advert i s ing, promotion and sponsorship concerning tobacco； 

the Greek delegation had proposed that operative paragraph 1(2)(a) f i n i s h with the words, 
" . . . w i t h specia l attent ion to r i s k groups such as pregnant women and ch i l d ren ; " . 

The amendments proposed by the delegates of New Zealand and Greece were adopted. 

The CHAIRMAN inquired whether the delegate of the Federal Republic of Germany 
maintained her objection to the words "and ind i rect " i n operative paragraph 1 (2 ) (c ) . 

Professor MATTHEIS (Federal Republic of Germany) answered that i n a s p i r i t of 
consensus her delegation would withdraw i t s suggestion. 

The CHAIRMAN recal led that the delegation of Malawi had proposed the addit ion of a 
new subparagraph 5 to operative paragraph 3, to read as fol lows : 

to report to the Forty-fourth World Health Assembly on the progress made i n 
ass istance to countries that depend on tobacco production as a major source of 
f inanc ia l resources for health and development, with emphasis on measurement of 
eff icacy of such ass i stance. 

The amendment proposed by the delegate of Malawi was adopted. 

The draft reso lut ion, as amended, was approved.丄 

2. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES (REPORT ON PROGRESS 
IN RESEARCH AND TRANSFER OF TECHNOLOGY TO NATIONAL HEALTH SERVICES): Item 20 of the 
Agenda (continued from the eighth meeting, sect ion 2) 

The CHAIRMAN inv i ted the Committee to consider the draft reso lut ion on the role of 
health research, proposed by the delegations of Aust ra l ia , Canada, Denmark, Egypt, 
Ethiopia, Finland, Hungary, India, Japan, Kenya, Niger ia, Norway, Poland, Sweden, 
Switzerland, Thailand, Turkey, the Union of Soviet S o c i a l i s t Republics, the 
United Kingdom of Great B r i t a i n and Northern I re land and the United States of America, to 
which he had referred at the beginning of the d i scuss ion on that item (see summary record 
of the seventh meeting, sect ion 2). 

Dr RODRIGUES CABRAL (Mozambique) proposed two addit ional subparagraphs for operative 
paragraph 2, with a view to strengthening the force of the paragraph； t rans la t ing 
research re su l t s into practice was a factor of great importance. Ex i s t i ng 
subparagraphs 2(1) and 2(2) should be renumbered 2(2) and 2(4) respect ive ly to allow the 
in se r t ion of a new subparagraph 2(1): 



(1) to define nat ional health research po l i c i e s , and s t rateg ies for the i r 
implementation； 

and a new paragraph 2(3): 

(3) to create, or strengthen, mechanisms that f a c i l i t a t e cons iderat ion of research 
resu l t s at the policy-making leve l , as well as the i r t r an s l a t i on into health system 
operation. 

Mrs KADANDARA (Zimbabwe) proposed that nurs ing should be added to the l i s t of 
subjects i n which countries lacked s c i e n t i f i c and i n s t i t u t i ona l capab i l i t y , so that the 
f i na l phrase of the l a s t preambular paragraph would read " . . . epidemiology, health 
po l icy, soc ia l sciences, nurs ing and management research". 

Professor LEOWSKI (Poland) urged approval of the draft reso lut ion, reca l l i ng that 
h i s country was one of i t s sponsors. I t was a matter of s a t i s f a c t i on that the complex 
issue of research po l i c i e s and s t rateg ies had been properly c l a r i f i e d i n the text before 
the Committee. 

The Technical D iscuss ions on health research had emphasized the need to strengthen 
the health research infrastructure with in the Organization further, so that a l l health 
challenges could be met more ef fect ive ly . 

The Po l i sh delegation was convinced, pa r t i cu la r l y i n the l i g h t of the rad ica l 
p o l i t i c a l and socioeconomic changes taking place i n Poland, that only health programmes 
based on objective s c i e n t i f i c approaches could lead to p ract i ca l so lut ions for everyday 
health care needs. The role of research i n promoting health would be even greater i n the 
next century, with i t s expected technological explosion. 

Dr CHIMIMBA (Malawi) endorsed the draft reso lut ion, with the amendments proposed by 
the delegates of Mozambique and Zimbabwe. 

He recal led that during the Technical D iscuss ions and a lso during the presentation 
of the report thereon at the thirteenth plenary meeting, the General Chairman had 
stressed four important topics : he, Dr Chimimba, proposed that mention of those topics 
should be included i n the f i r s t preambular paragraph, which would then read: 

Noting the conclusions of the Technical D iscuss ions on the ro le of health 
research i n the strategy for health for a l l by the year 2000, i n par t i cu la r the 
recommendations dealing with health systems research, nu t r i t i on research, research 
capab i l i t y strengthening, and recent advances i n b i o l og i ca l and phys ica l sciences 
and their implications for health care ;. 

His delegation wished to add i t s name to the l i s t of sponsors of the draft 
resolut ion. 

Dr SAVEL'EV (Union of Soviet S o c i a l i s t Republ ics), r eca l l i ng that h i s country was a 
sponsor of the draft reso lut ion, sa id that the amendments proposed by the delegations of 
Mozambique, Zimbabwe and Malawi were f u l l y acceptable and could not but improve the draft 
reso lut ion. 

Dr KONDE (Guinea) supported the draft resolut ion, but suggested inc lu s ion of a 
reference to t ra in ing and to the role of medical facu l t ie s i n research as - i n the 
developing countries i n par t i cu la r - they const ituted a pool of expertise which was, 
unfortunately, not s u f f i c i en t l y recognized. 

Dr SADRIZADEH ( I s lamic Republic of I ran) sa id that h i s delegation wished to add i t s 
name to the l i s t of sponsors of the draft resolut ion. 

Professor KALLINGS (Sweden), speaking on behalf of the o r i g i n a l sponsors of the 
draft reso lut ion, sa id that i n a world of widening gaps between r i ch and poor, i t might 
seem that research would not be among the f i r s t p r i o r i t i e s i n e f fo r t s to achieve better 
and more equitable health development for the benefit of the large, disadvantaged groups, 
pa r t i cu l a r l y people i n the Third World who suffered unnecessar i ly from preventable and 



curable diseases caused by poverty and appal l ing environmental and s oc i a l condit ions. 
The Technical D i scuss ions i n 1990 and the report by the Commission on Health Research for 
Development had shown that research was not a luxury, i t was a powerful instrument for 
health development; i t provided better tools and methods for use i n preventative and 
curat ive health care and was needed as a bas i s for se t t ing p r i o r i t i e s arid for the best 
use of scarce resources. 

I n an era of increas ing g lobal interdependence, i t was a matter of concern that an 
overwhelming proport ion of investment i n health research i n the world was devoted to the 
problems of i ndu s t r i a l i z ed countr ies, whereas the burden of i l l - h e a l t h lay predominantly 
on the much larger populations i n the Third World; i t was a challenge to a l l present to 
j o i n i n a concerted e f fo r t to eliminate the discrepancy. 

A l l countr ies should engage i n es sent ia l health research to address the i r p r i o r i t y 
needs, espec ia l l y developing countr ies, where i t should go hand-in-hand with e f fo r t s to 
strengthen and b u i l d health research capab i l i t y . More ef fect ive internat iona l 
partnerships i n health research directed at the problems of developing countr ies and 
guided by the i r research agendas were needed. 

WHO had made important contr ibut ions through i t s spec ia l programmes and other 
research-oriented programmes； nevertheless, there was room for improvement, inc luding 
the development of c lear, overa l l s t rateg ies for the Organ izat ion ' s research a c t i v i t i e s 
and i t s e f fo r t s i n research capab i l i t y strengthening. That task was a lso a challenge for 
the internat iona l research community, b i l a t e r a l and mu l t i l a te ra l nongovernmental research 
organizat ions, and i n s t i t u t i on s responsible for health research for industry. 

Speaking as chairman of the dra f t ing group which had prepared the text before the 
Committee, he expressed gratitude to the delegations which had jo ined i n sponsoring i t , 
adding that he hoped that the concerns expressed by the delegate of Guinea, were 
addressed by operative paragraph 2. 

The draft reso lut ion, with the amendments proposed by Malawi. Mozambique and 
Zimbabwe, was approved. 

3. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS (REPORT BY THE EXECUTIVE BOARD): Item 18 of the Agenda 
(Resolut ion EB85.R15) (continued from the fourth meeting, sect ion 1) 

The CHAIRMAN inv i ted the Committee to consider the rev i sed draft of the reso lu t ion 
contained i n re so lu t i on EB85.R15, proposed by the d ra f t ing group estab l i shed at the 
fourth meeting; i t read as fol lows: 

The Fo r t y - th i rd World Health Assembly, 
Noting the report of the Director-General on the strengthening of technical and 

economic support to countries facing ser ious economic constraints； 
Aware of the effects of the s t ructura l adjustment programmes of these countries 

on the i r s oc i a l sectors, pa r t i cu l a r l y health; 
Reca l l i ng reso lut ions WHA42.3 and WHA42.4； 
Conscious of the need to support the e f fo r t s of these countr ies to a t ta in the 

objectives of the Global Strategy for Health for A l l by the Year 2000, as adopted by 
WHO, and to adapt the structures of their health systems to that end, i n a manner 
cons istent with the soc ia l , cu l tu ra l and economic context of the country； 

Emphasizing that f inancing of the health sector should be considered as an 
investment i n the future productive potent ia l of countr ies, and that nat iona l and 
internat iona l resources should be used optimally for maximum impact on the health of 
populations； 



1. URGES Member States that have not done so: 

(1) to appraise thei r health structures - both governmental and 
nongovernmental - and the way they are financed, and to ident i fy 
r e a l i s t i c options for the most e f f i c i en t and equitable deployment of avai lable 
resources within the context of nat ional development p r i o r i t i e s； 
(2) to develop thei r capab i l i t i e s for analys ing the l i n k s between the various 
sectors related to health, and their influence on the health sector, so as to 
be able to recommend appropriate s t rateg ies i n the face of rapid changes； 
(3) to strengthen their capab i l i t i e s for analys ing, planning and implementing 
s t ructura l adjustments i n the health sector, where necessary, bearing i n mind 
the a v a i l a b i l i t y of internal arid external resources and taking into account 
nat ional p r io r i t ie s； 
(4) to strengthen appropriate t ra in ing a c t i v i t i e s i n order to increase the 
nat ional capab i l i t i e s mentioned above； 

2. CALLS ON the internat ional community: 

(1) to in tens i fy support to countries and people i n greatest need; 
(2) to support, us ing a l l means avai lable, countr ies ' e f fo r t s to achieve 
sustainable development of their nat ional health systems based on primary 
health care i n the context of their overa l l nat ional economic adjustment 
pol ic ies； 

3. REQUESTS the Director-General: 

(1) to support Member States i n strengthening and further developing thei r 
health systems, and i n ident i fy ing new resources and approaches； 
(2) to ensure that WHO takes the lead, pa r t i cu la r l y with in the United Nations 
system, i n the coordination of cooperative a c t i v i t i e s i n the f i e l d of health, 
as defined i n the WHO Const itut ion, with a l l countries, but pa r t i cu l a r l y with 
countries and population groups i n greatest need; 
(3) to develop with in WHO, us ing the avai lable resources, a capacity to 
monitor the effects of external economic conditions and of nat ional s t ructura l 
adjustment programmes on the health sector at country leve l , with a view to 
a s s i s t i n g these countries to overcome any adverse consequences of external 
economic conditions and adjustment; 
(4) to pursue methods of s en s i t i z i ng the internat ional community to the 
p o s s i b i l i t y of achieving agreement on health and economic p r i o r i t i e s , us ing a l l 
poss ib le approaches, including the involvement of leaders at the highest 
p o l i t i c a l level ; 
(5) to mobilize commitment and extrabudgetary support for these purposes； 
(6) to determine effect ive ways and the appropriate frequency of report ing on 
the state of the wor ld ' s health and the progress achieved i n implementing th i s 
reso lut ion. 

The rev ised draft reso lut ion vas approved.丄 

4. ACTION PROGRAMME ON ESSENTIAL DRUGS (PROGRESS REPORT): Item 23 of the Agenda 
(Document A43/102) 

The CHAIRMAN recal led that the item under d i scus s ion had been placed on the agenda 
by the Executive Board after hearing a report from i t s Committee on Drug Po l i c i e s , which 
had met during the Board 's e i gh t y - f i f t h sess ion. The Board had had an informal 
d i scuss ion of the issue, after which the Director-General had prepared the progress 
report on the Act ion Programme on Essent ia l Drugs that would be found i n document A43/10. 



A draft re so lu t ion had been proposed by the delegations of Au s t r a l i a , Canada, China, 
Denmark, Ethiopia, Finland, Ghana, Iceland, Japan, Kenya, Malawi, the Netherlands, 
New Zealand, N iger ia , Norway, Ph i l ipp ines , Sweden, Switzerland, Uganda, the United 
Kingdom of Great B r i t a i n and Northern I re land, the United States of America and 
Zimbabwe； i t read as fol lows : 

The Fo r t y - th i rd World Health Assembly, 
Reaff irming reso lut ions WHA37.32, WHA37.33, WHA39.27, WHA41.16, WHA41.17 and 

WHA41.18; 
Having reviewed the D i rector -Genera l ' s progress report on the WHO Act ion 

Programme on Es sent ia l Drugs； 
Noting the growing recognit ion, i n pa r t i cu la r by the nat ional author i t ie s 

concerned, of the concept of es sent ia l drugs as a means of encouraging the ra t iona l 
use of drugs, f a c i l i t a t i n g access to e s sent ia l drugs for a l l , and improving health 
care while containing health costs； 

Recognizing with s a t i s f a c t i on the increas ing awareness of a l l par t ie s concerned 
of the i r r e s p o n s i b i l i t i e s , as mentioned i n re so lu t ion WHA39.27, i n the 
implementation of the rev i sed drug strategy; 

Further recogniz ing the role of the Act ion Programme on E s sen t i a l Drugs, 
a s s i s t i n g i n the development and implementation by Member States of the i r drug 
po l i c i e s , i n the supply of e s sent ia l drugs of good qua l i ty at the lowest poss ib le 
cost, and i n the development of t ra in ing i n the ra t iona l use of drugs； 

S t re s s i ng to a l l par t ies concerned the importance of having drug po l i c i e s as an 
integra l part of primary health care systems and the other components of health care 
systems, as appropriate to the needs i den t i f i ed by Member States, as wel l as the 
importance of in teract ion between the Act ion Programme and other WHO programmes, and 
between WHO and other agencies concerned; 

Acknowledging the a c t i v i t i e s of the Executive Board ' s Committee on Drug 
Po l i c i e s and those of the Act ion Programme's Management Advisory Committee； 

1. ENCOURAGES a l l par t ies concerned to promote the implementation of the rev i sed 
drug strategy; 

2. REAFFIRMS the need for the Act ion Programme on Es sent ia l Drugs to strengthen 
i t s a c t i v i t i e s , i n conformity with the rev i sed drug strategy; 

3. URGES Member States: 

(1) to support, or to continue to support, the Act ion Programme on Es sent ia l 
Drugs； 
(2) to cooperate i n the exchange of information and experience concerning the 
formulation and implementation by Member States of the i r drug po l i c i e s and 
e s sent i a l drugs programmes as part of the i r health care s t ra teg ie s , 
pa r t i c u l a r l y as regards primary health care； 

4. INVITES b i l a t e r a l agencies, mu l t i l a te ra l agencies ins ide and outside the United 
Nations system, and voluntary organizat ions, to support developing countr ies i n 
set t ing up and carry ing out programmes aimed at ensuring the ra t iona l use of drugs, 
pa r t i cu l a r l y e s sent ia l drugs programmes, and thanks those already doing so; 

5. REQUESTS the Director-General: 

(1) to strengthen h i s support for the promotion of the e s sent i a l drugs concept 
as part of the rev i sed drug strategy; 
(2) to ensure that adequate human and f i nanc i a l resources are provided for the 
Act ion Programme on Essent ia l Drugs, and to seek extrabudgetary funds to 
supplement those i n the regular budget; 
(3) to report to the Executive Board and the F o r t y - f i f t h World Health Assembly 
on the use of the eth ica l c r i t e r i a for drug promotion endorsed by reso lu t ion 
WHA41.17, and on progress made and problems encountered i n implementing the 
rev i sed drug strategy, the report to cover drug supply, p resc r ib ing pract ices, 



manpower development, t ra in ing on the rat iona l use of drugs, qua l i ty assurance, 
and drug information. 

Dr HU Ch ing - l i (Ass i s tant Director-General), introducing the progress report, sa id 
that i t provided information on the a c t i v i t i e s of the Act ion Programme on Essent ia l 
Drugs, the need to determine whether, 10 years after the Act ion Programme‘s i n i t i a t i on , 
the approaches and s t rateg ies employed remained va l i d , and whether improvements might be 
introduced into the methods of implementing i t . 

The evidence was that the Programme's s t rateg ies had had a pos i t i ve impact on the 
understanding, acceptance and implementation of the concept of es sent ia l drugs. The need 
for the Action Programme had been recognized by the World Health Assembly i n the 
mid-1970s because es sent ia l drugs v i t a l to the prevention and treatment of diseases 
affect ing m i l l i on s of people i n many regions of the world were not ava i lable i n 
su f f i c ient quant i t ies , were too expensive or were not e f fect i ve ly d i s t r ibuted and 
u t i l i z ed . The Internat ional Conference on Primary Health Care held at Alma-Ata (USSR) i n 
1978 had recognized that regular access to essent ia l drugs was a key component of primary 
health care and, indeed, that i t was an indicator of primary health care implementation. 

The Thirty-second World Health Assembly had s pec i f i c a l l y requested the 
Director-General "to e s tab l i sh a specia l programme on es sent ia l drugs, inc luding i t s 
administrative structure, and to make prov i s ion for the i n i t i a l f inancing from the 
Director-General‘s and/or Regional D i rectors ' Development Programmes, i f necessary" 
( reso lut ion WHA32.41). The operational structure for the Programme had been establ ished 
i n 1981. From a global perspective, access to es sent ia l drugs remained c r i t i c a l for 
reasons which included lack of resources, poor infrastructure and shortages of trained 
technical and nat ional management s ta f f . Although progress i n the formulation of 
nat ional drug po l i c i e s and thei r implementation had been impressive, i t must be 
recognized that the vas t number of people, perhaps as many as 1500 mi l l i on , s t i l l lacked 
regular access to the most e s sent ia l drugs, either because they were not avai lable or 
because their cost was beyond the reach of most of the rura l and urban poor. Many 
countries had a lso f a i l ed to mobilize the necessary p o l i t i c a l w i l l to make changes i n 
their drug po l i c i e s for increased a va i l a b i l i t y and use i n primary health care. 
Mechanisms to ra t iona l i ze approaches for essent ia l drug procurement and use existed i n 
far too few countr ies. 

The economic c r i s i s of the 1970s and 1980s had had a dramatic effect on the health 
sector i n developing countr ies. The reduction i n health benef its, together with l imited 
a v a i l a b i l i t y of convertible currency, had led to drug shortages i n most countr ies. I n 
many instances, owing to the disproportionate a l locat ion of resources i n favour of urban 
hosp i ta l s , shortages for primary health care were most acute i n ru ra l areas. The supply 
of drugs for primary health care had therefore become a major p r i o r i t y for the countries 
concerned. 

Annex 1 to the document before the Committee showed the d i f ferent components of 
WHO's revised drug strategy and their implementation by the Action Programme on Essent ia l 
Drugs and by the Pharmaceuticals programme, both with in the D i v i s i o n of Drug Management 
and Po l i c i e s . Annex 2 included concise progress reports from the regional o f f i ces , and 
reviewed the global s i tua t i on regarding implementation of the Action Programme. 

The second meeting of the Management Advisory Committee of the Act ion Programme on 
Essent ia l Drugs had taken place i n Geneva on 28 and 29 March 1990 and, recognizing the 
Act ion Programme's past achievements and implementation rate and considering the need for 
WHO to continue i t s strong leadership i n the area, had approved the work plan and 
budget. The Management Advisory Committee had reviewed the external evaluation report on 
the Action Programme and had made a ser ies of recommendations to the Director-General 
regarding future developments, which the Director-General was considering. Those 
recommendations, with the Director-General ' s comments, would be discussed by the 
Executive Board i n January 1991 and transmitted to the World Health Assembly i n May 1991, 
i n accordance with establ i shed WHO procedure. 

The CHAIRMAN informed the Committee that L iber ia and Romania had become sponsors of 
the draft reso lut ion on the WHO Action Programme on Essent ia l Drugs. 



Since 1984 i t had been pursuing i t s own essent ia l drugs programme i n a l og i ca l manner, 
f i r s t by formulating a nat ional drugs po l icy and set t ing up a Pharmacy and Poisons Board 
and then by l i s t i n g es sent ia l drugs and preparing drug k i t s for use i n ru ra l areas. The 
k i t s were prepared at the Central Medical Store i n Lusaka, which included a 
pharmaceutical production un i t and a qual i ty control laboratory. A WHO team had v i s i t e d 
Zambia i n 1988 and drawn up a plan for essent ia l drugs storage, production and qual i ty 
control that was expected to cover the country ' s needs u n t i l the year 2000. 

Zambia had recently become the focus for a j o i n t i n i t i a t i v e of WHO and the Af r ican 
Preferent ia l Trade Area to improve good manufacturing pract ices, qua l i ty control and the 
implementation i n 16 States i n eastern and southern A f r i ca of the WHO Ce r t i f i c a t i on 
Scheme on the Qual i ty of Pharmaceutical Products moving i n Internat ional Commerce, as 
well as cooperation i n the nat iona l i zat ion of production, harmonization of regulatory 
procedures and freer trade with in the area. Since the secretar iat for the i n i t i a t i v e was 
i n Lusaka, Zambia would be i n a favourable pos i t i on to contribute to the further 
development of the Act ion Programme in the 16 countries involved. 

His delegation requested that WHO a s s i s t countries i n the Afr ican Region to explo it 
indigenous t rad i t i ona l medicinal herbs which could replace or supplement conventional 
drugs. I t wished to be added to the l i s t of sponsors of the draft reso lut ion on the 
Action Programme. 

Mrs TAMAYO (Cuba) sa id that the Director-General‘s report made i t clear that the 
Act ion Programme on Es sent ia l Drugs f u l l y met the needs of developing countr ies. The 
Programme had helped to d i spe l the harmful idea that drugs were merchandise rather than 
medical necess i t ies . Her delegation welcomed the emphasis on the use of Internat ional 
Nonproprietary Names for drugs i n preference to commercial names. The use of the former 
caused no problems i n Cuba. The Organizat ion ' s rev ised drug strategy had helped her 
Government to plan and implement a c t i v i t i e s such as the updating of i t s es sent ia l drugs 
l i s t , which included drugs not on the WHO Model L i s t but regarded as es sent ia l i n Cuba i n 
the l i g h t of i t s leve l of medical development. The nat ional l i s t a l so included 
vaccines. Cuban mortal i ty and morbidity indices ref lected the p r i o r i t y which her 
Government gave to publ ic health and the effectiveness of the drugs which Cuban doctors 
prescribed. 

Control of the pharmaceutical industry ensured that drugs not needed by the nat ional 
health service were not manufactured. More than 80% of the country ' s drug consumption 
was met from nat ional production which complied with internat ional standards. Drug 
pr ices were a lso subject to government control. The rev ised drug strategy was f u l l y 
catered for i n nat ional cur r i cu la for pharmacists and pharmaceutical technicians. 
Regional t ra in ing was required for pharmaceutical personnel. Cuba approved the plan for 
the development of e s sent ia l drug research programmes and wished to become a member of 
the group of experts which was formulating i t . 

She supported the draft reso lut ion on the Act ion Programme. 

Mr VEHMEIJER (Netherlands) noted that the objective of the Action Programme was to 
ensure the un iversa l a v a i l a b i l i t y of a selected number of safe and effect ive drugs of 
acceptable qua l i ty at low cost. That aim was i n accordance with the bas ic p r inc ip les of 
the Organizat ion ' s rev i sed drug strategy. The report on the external evaluation of the 
Programme ("An evaluation of WHO's Action Programme on Es sent ia l Drugs") referred to i n 
paragraph 1 of the Director-General‘s report contained a wealth of information on the 
Organizat ion ' s success i n pursuing i t s promotional role i n the development of the 
essent ia l drugs concept and on the need for i t to sus ta in that role. The report also 
dealt frankly with the scarc i ty of resources at the country leve l for providing even the 
most essent ia l drugs to underserved populations, which the Act ion Programme had already 
ident i f ied as a major challenge. His delegation was confident that the 
Director-General‘s report would be acted on by the Committee on Drug Po l i c ie s i n the 
l i g h t of the recommendations of the Programme's Management Advisory Committee and the 
f ind ings contained i n the external evaluation report. 

Besides WHO, nat ional author i t ies i n i ndus t r i a l drug-exporting countries had a 
specia l r e spons ib i l i t y for helping to combat i r r a t i ona l drug use i n developing 
countries. I t was encouraging that the draft reso lut ion on the Action Programme 
recognized that r e spons i b i l i t y , among other things by i t s reference to eth ica l c r i t e r i a 
for drug promotion. His own country and i t s European partners would act ive ly seek to 



prevent the export of unlicensed medical drugs to developing countr ies. I n that 
connection, regulatory agencies i n developed countries might u se fu l l y a s s i s t developing 
countries i n se t t ing up ce r t i f i c a t i on and qual i ty control schemes. 

His delegation hoped that the Director-General would be able to strengthen the unit 
responsible for the Action Programme. Coordination between the Programme and other WHO 
programmes and other agencies was an important requirement. 

Speaking on behalf of h i s own delegation and a number of other sponsors of the draft 
reso lut ion on the Act ion Programme, he sa id that the word "systems" after the words 
"primary health care" i n the s i x th preambular paragraph should be deleted for reasons of 
pure s ty le . 

Mr VOIGTLANDER (Federal Republic of Germany) sa id that h i s country had supported the 
Action Programme on Essent ia l Drugs since i t s inception, seeing i t as an important means 
of ensuring sa t i s fac to ry drug suppl ies, espec ia l ly i n developing countr ies. His 
Government would continue to cooperate c lose ly with the Programme and would l i ke to be 
represented on i t s Management Advisory Committee. I t had emerged at the l a s t meeting of 
the Advisory Committee that only 48% of the budget ava i lable for the Programme i n the 
f i s c a l year 1988/1989 had been spent; the reason for that should be i dent i f i ed and 
remedial act ion taken i f poss ib le. I n addit ion, there had been a tendency at that 
meeting for the Programme to be regarded as su itable for a l l States. That was a 
fundamental misunderstanding. Although the Programme was an important instrument for 
improving drug supply i n many countries, espec ia l l y developing ones, there were some in 
which the health care system, the range of diseases af fect ing the country, the economic 
s i tua t i on and the research capacity would make i t advisable to use drugs not selected 
under the Act ion Programme. I t was the sovereign r i ght of every government to decide 
what drugs should be marketed i n i t s te r r i t o ry . His own Government would provide any 
information required by a drug importing State for carry ing out a nat ional bene f i t - r i s k 
ana lys i s of a g iven drug. The Federal Republ ic ' s drug l e g i s l a t i o n contained prov i s ions 
designed to protect importing countries against the entry of hazardous or low-qual ity 
drugs. 

He supported the draft reso lut ion on the Act ion Programme. 

Professor LEOWSKI (Poland) commended the Organization for the work done under the 
Action Programme on Essent ia l Drugs. The Director-General‘s report would be a valuable 
tool for h i s Government in reviewing i t s own essent ia l drugs programme at a d i f f i c u l t 
time. He f u l l y supported the Action Programme and the draft reso lut ion on the subject. 

Mrs KADANDARA (Zimbabwe) expressed appreciation of the ass istance rendered by WHO to 
Zimbabwe i n implementing i t s nat ional essent ia l drugs programme and thus la rge ly 
overcoming i t s e s sent ia l drug shortages. The s i t ua t i on had been improved further through 
intensive t ra in ing of c l i n i c a l workers i n prescr ib ing drugs i n the publ ic sector, but 
much remained to be done to ensure comparable re su l t s i n the pr ivate sector. The 
Zimbabwean pharmaceutical industry produced a large part of the es sent ia l drugs which the 
country needed. I t was being strengthened by the j o i n t i n i t i a t i v e of WHO and the Afr ican 
Preferent ia l Trade Area. 

Her delegation was among the sponsors of the draft reso lut ion on the Act ion 
Programme and approved the correct ion announced by the Netherlands. 

Professor LEPAKHIN (Union of Soviet S o c i a l i s t Republics) s a id that s ince the Action 
Programme on Es sent ia l Drugs, with the goals i t embodied, had proved to be a very 
important component of WHO's a c t i v i t i e s , i t s development was being watched with great 
interest i n h i s country, which was h igh ly appreciative of the material publ ished recently 
on the problems of nat ional po l i c i e s on drugs, the i r qua l i ty control and related 
t ra in ing. Soviet s c i e n t i f i c and technical i n s t i t u t i on s were interested i n broader 
cooperation with the Programme. The proposals to expand the Programme and the measures 
envisaged to improve i t s organizat ion and management seemed well-founded and deserved 
support. 

His delegation wished to be included among the sponsors of the draft reso lut ion. 



and was very pleased to co-sponsor the draft reso lut ion before the Committee, an 
important consensus document which would serve to strengthen the Act ion Programme and 
e n l i s t further cooperation and co l laborat ion among a l l part ies concerned. 

He expressed pleasure at the progress noted i n the report, which commendably 
ident i f i ed spec i f i c a c t i v i t i e s and s t rateg ies for continuing implementation of the 
rev ised drug strategy and stressed a c t i v i t i e s designed for developing countries whose 
populations had not yet f u l l access to drugs deemed essent ia l . The integrat ion of the 
Act ion Programme with the Pharmaceuticals un i t was a welcome development and should 
enhance jo i n t a c t i v i t i e s , including t ra in ing and information-sharing. S im i l a r l y , he was 
g r a t i f i ed to see the col laborat ion between the Action Programme and other WHO programmes, 
inc luding the Global Programme on AIDS and the Special Programme for Research and 
Tra in ing i n Tropical Diseases. 

He agreed about the importance of co l laborat ion among a l l interested part ies i n the 
implementation of the goals of the Act ion Programme, and st rong ly endorsed the emphasis 
on ind iv idua l countr ies ' prerogative i n es tab l i sh ing their own es sent ia l drugs l i s t s and 
implementing their own essent ia l drugs programmes, even though WHO could be of great 
ass istance. 

His country had been cooperating with many developing countries i n a wide var iety of 
a c t i v i t i e s stemming from the revised drug strategy and the Act ion Programme. USAID had 
financed numerous b i l a t e r a l projects invo lv ing drug procurement, qua l i ty control studies 
and operational research in selected developing countr ies. The Food and Drug 
Administrat ion had recently helped i n strengthening nat ional drug regulatory agencies and 
improving manufacturing practices i n Central and South America. For the f i r s t time, that 
Administrat ion was making a modest d i rect contr ibut ion to the Act ion Programme on 
Essent ia l Drugs, and i t hoped to continue to provide f inanc ia l and technical ass i stance, 
espec ia l ly i n qua l i ty assurance, good manufacturing pract ices and the strengthening of 
drug regulatory author i t ies i n developing countr ies. 

Dr KONDE (Guinea) warmly endorsed the Action Programme on Es sent ia l Drugs as 
essent ia l to the implementation of v iab le nat ional primary health care po l i c i e s . I n 
1986, Guinea 's M in i s t r y of Public Health, i n close cooperation with WHO and UNICEF, had 
introduced a nat ional essent ia l drugs po l i cy . Consultation miss ions from the Regional 
Off ice and headquarters had ident i f ied the l i s t of drugs and methods of supply, 
d i s t r i bu t i on and stock control. The rat iona l use of drugs i n health centres was based on 
a spec i f i c l i s t of drugs in pre-packaged form and given on prescr ipt ion, cost recovery 
being based on charges according to the stage of i l l n e s s . The nat ional drugs po l icy, an 
integra l part of nat ional health po l icy , had, however, not yet been f u l l y designed and 
implemented. The Government was currently looking into the development of primary health 
care and es sent ia l drugs supply i n major urban areas, where the pr ivate sector had a role 
to play. A nat ional essent ia l drugs l i s t had been establ ished, and i t had been reviewed 
at a nat ional seminar i n Conakry i n 1989. 

The Af r ican Development Bank was currently implementing a project to rehab i l i tate 
the pharmaceutical sector with the re-establishment of the central pharmaceutical 
suppl ier, Pharmaguinée, the strengthening of the organizat ional and regulatory aspects of 
the pharmaceutical and inspection system, the development of a nat ional drug formulary, 
and qual i ty control. I n order to conduct a l l those a c t i v i t i e s and, i n par t i cu la r , to 
sus ta in the nat ional primary health care programme, the M in i s t r y of Publ ic Health needed 
the increased support of WHO and pa r t i cu l a r l y the Action Programme on Es sent ia l Drugs. 

His delegation wished to j o i n i n sponsoring the draft reso lut ion before the 
Committee. 

Professor KHONJE (Malawi) sa id that h i s country subscribed f u l l y to the concept of 
essent ia l drugs, and wished to share i t s experience. With the help of the Programme, i t 
had been poss ib le to rat iona l i ze the nat ional pharmaceutical programme, through a 
detai led plan of action. A new Pharmacy, Medicines and Poisons Act had been passed i n 
1988 to f a c i l i t a t e the implementation of the essent ia l drugs programme - an example of 
p o l i t i c a l w i l l i n h i s country. Measures had also been in s t i tu ted for effect ive drug 
reg i s t ra t ion , se lect ion and procurement and effect ive qual i ty assurance procedures, the 
promotion of rat iona l drug use, generic prescr ib ing i n the publ ic sector, 
decentral izat ion of the pharmaceutical supply system and sen s i t i z a t i on of the pr ivate 
sector to the concept of essent ia l drugs. Pers i s tent problems i n the implementation of 



some of those measures were due la rge ly to a lack of s k i l l e d manpower and of f i nanc i a l 
resources, and Malawi consequently looked forward to technical and f i nanc i a l support from 
WHO so that the ru ra l people would have access to safe, e f f i cac ious and good qua l i ty 
drugs. He thanked the Government of the Netherlands and WHO for the i r generous support 
to Malawi ' s e s sent ia l drugs programme, and appealed to donors to contribute generously to 
the programme as i n the past. 

His delegation supported and was a sponsor of the draft reso lut ion. 

Dr MIRCHEVA (Bulgar ia) sa id that the hea l t h - f o r - a l l s trategy, so v i t a l at the 
nat ional and global l eve l s , was commanding growing support and understanding i n the 
world, against a background of change i n many countr ies during the past decade. Jo int 
e f fo r t s and cooperation among a l l countries should continue and be i n tens i f i ed ; i n 
par t i cu la r , the in teres t s of countries su f fe r ing from deter iorat ing economic 
circumstances should be protected. 

Bulgar ia was current ly facing very ser ious d i f f i c u l t i e s i n prov id ing es sent ia l drugs 
to i t s population. A new es sent ia l drugs po l i cy had been i n i t i a ted , the f i r s t step being 
to draw up an es sent ia l drugs l i s t , i n which WHO's ass i stance had been much appreciated. 
I n order to implement that po l i cy , Bulgar ia was working on an ef fect ive system for 
monitoring the re su l t s of the po l icy , and was conducting studies for cooperation with 
WHO. The Act ion Programme was a v i t a l component i n e f fo r t s to achieve health for a l l . 

Dr ROSDAHL (Denmark) sa id that the f i ve Nordic countr ies, i n whose name he was 
speaking and which were a l l sponsors of the draft reso lut ion, considered the Act ion 
Programme on Es sent ia l Drugs to be one of the most important of WHO'S programmes； they 
had provided considerable f i nanc ia l support to the Programme as wel l as b i l a t e r a l support 
to several developing countr ies. The Act ion Programme had been h i gh l y successfu l in 
promoting the es sent ia l drug concept and backing the formulation of nat ional po l i c i e s and 
supply of e s sent ia l drugs of good qua l i ty at the lowest poss ib le cost. 

The external evaluation of the Act ion Programme i n 1989 had confirmed i t s 
achievements and recommended that WHO should in tens i f y i t s work i n the promotion and 
advocacy of the rev i sed drug strategy, with i t s g lobal aspects focus ing on the rat iona l 
use of drugs, and that WHO should increase i t s research a c t i v i t i e s and technical support 
i n the interest s of sustainable and comprehensive nat ional drug po l i c i e s . The Nordic 
countries f u l l y endorsed the recommendations of the evaluat ion report and were pleased to 
note that the Director-General had done l ikewise. 

I t was imperative that the Programme not be designed as a v e r t i c a l programme to 
solve f i nanc ia l and l o g i s t i c problems, but as one prov id ing a l l people with safe and 
appropriate drugs at the lowest poss ib le cost. To the end-user i t was not the drug 
i t s e l f that was important, but the cure or state of good health. For that reason the 
ra t iona l use of drugs was a matter of p r i o r i t y , and that implied changing or improving 
the habits and att i tudes of health personnel and consumers. There was consequently a 
need further to integrate the es sent ia l drugs programmes into the health care system, 
pa r t i cu l a r l y at the primary health care leve l , as well as into the medical education 
system. 

I t was c lear that the majority of people i n the developing countr ies were s t i l l 
denied adequate access to e s sent ia l drugs. Experience showed that governments faced 
enormous p o l i t i c a l and economic pressures from var ious nat ional and internat iona l 
in teres t s , and that the role of WHO i n provid ing moral, p o l i t i c a l and to some extent 
f i nanc ia l support to countries could be c ruc ia l . The Nordic countr ies consequently 
requested the Director-General to meet the challenge by g i v i ng h i s f u l l support to the 
implementation of the rev i sed drug strategy and the Act ion Programme on E s sent i a l Drugs. 
They themselves would continue to support the Act ion Programme and the Organizat ion as a 
whole, and to extend ass i stance to their b i l a t e r a l cooperation partners i n the developing 
world. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed progress made by the Act ion Programme on 
Es sent ia l Drugs which, as one of the most important of WHO's programmes, responded to 
some of the greatest needs of developing countr ies. 

Expressing f u l l support for the draft re so lu t ion before the Committee, she suggested 
the i n se r t i on of an addit ional preambular paragraph insp i red by paragraph 20 of document 
A43/10 to read: 



Recognizing with s a t i s f a c t i on that es sent ia l drugs l i s t s for the d i f ferent 
leve l s of health serv ices ex i s t i n more than 100 countr ies, and about 50 countr ies 
have formulated or are formulating nat ional drug p o l i c i e s , taking into account the 
es sent ia l drugs concept; 

I n addit ion, she proposed the i nc lu s i on of a subparagraph (3) under operative paragraph 3 
re fe r r ing to the necess i ty of introducing the es sent ia l drugs concept into the cu r r i cu la 
of schools of medicine and pharmacy i n countries having nat ional e s sent i a l drugs 
programmes. 

Mrs FIRDAUS (Bangladesh) commended the Director-General on h i s very comprehensive 
report. Bangladesh, a par t i c ipant i n the Act ion Programme on E s sen t i a l Drugs, was 
cons i s tent ly pursuing a po l i cy to provide primary health care to the vas t majority of i t s 
ru ra l population and had adopted health for a l l by the year 2000 as part of i t s nat ional 
health po l icy . I n pur su i t of those ends, the Government had i n June 1982 introduced a 
nat ional drug po l i cy to give p r i o r i t y to the production of e s sen t i a l , safe, e f f i cac ious 
and usefu l drugs and at the same time eliminate harmful, inef fect ive and undesirable 
drugs from the market. The aim was to ensure easy access to the e s sent ia l drugs of good 
qua l i ty , presented i n ef fect ive and safe forms, and at pr ices the populat ion could 
afford. The model l i s t , guidel ines and recommendations of the WHO Expert Committee on 
the Use of E s sent ia l Drugs had been taken into cons iderat ion i n preparing the nat ional 
drug po l i cy and the count ry ' s e s sent ia l drug l i s t . There were c lear ind icat ions that the 
drug s i t ua t i on i n Bangladesh had improved since the inception of the nat iona l programme； 
fears of d i s rupt ion of l oca l production and ensuing drug c r i s e s had proved unfounded. 
The volume of l o c a l l y produced drugs had increased over the years, while the cost of many 
drugs had decreased. There was regular qua l i ty control of drugs by the nat ional drug 
control administrat ion. Local manufacturing f a c i l i t i e s were being expanded and 
modernized to meet increased demands. Local production was increas ing at 15%-20% a 
year - although 10%-20% of loca l requirements of certa in spec ia l drugs were s t i l l being 
imported - and should ensure wider coverage of primary health care by the year 2000. 

One resu l t of the nat ional drug po l i cy had been more ra t iona l use of p resc r ip t ions . 
Control of adver t i s ing had prevented manufacturers from making excessive claims for their 
products, encouraged them to focus on prov id ing f u l l p resc r ib ing information and led to 
the e l iminat ion of unethical promotional pract ices. The e s sent ia l drugs concept had 
therefore been successfu l i n Bangladesh. Strong p o l i t i c a l commitment on the part of the 
Government had been a major factor i n that success, as had the continued and act ive 
support of WHO and donors. I t was to be hoped that donors would continue to extend 
technical and f i nanc i a l support to a l l developing countries i n making the Act ion 
Programme a success. 

Mr XU Zhiguang (China) sa id that i n i t s 10 years of existence the Act ion Programme 
had encountered many d i f f i cu l t i e s； there was, however, current ly an increased acceptance 
of the es sent ia l drugs concept as one of the eight key elements of primary health care 
forming the foundation of health for a l l by the year 2000, and v i t a l i n the worldwide 
prevention and control of disease. The WHO model l i s t of e s sent ia l drugs had become an 
important reference for Member States preparing the i r own nat ional l i s t s i n the l i g h t of 
the i r health needs. However, despite the introduct ion of the WHO rev i sed drug strategy, 
effect ive implementation of programme tasks remained extremely d i f f i c u l t . 

China, with WHO's support, had set up a task force for the se lect ion of e s sent ia l 
drugs and an es sent ia l drug l i s t had been formulated. The goal of ensuring the regular 
supply and ra t iona l use of selected drugs and vaccines i n safe, e f fect ive, r e l i ab le and 
cost -ef fect ive forms was rea l i zab le . The se lect ion of e s sent i a l drugs was a long-term 
task c a l l i n g for constant review i n the l i g h t of developments i n medical health care. 
China had thus made a number of addit ions and delet ions to i t s l i s t . The plan for 
1991-1992 proposed i n the report appeared feas ib le, but more attent ion to the involvement 
of WHO regional o f f i ce s and representatives i n Member States i n the planning, 
implementation, monitoring and evaluation of nat ional programmes, with support from 
mul t i l a te ra l and b i l a t e r a l agencies, would alone ensure the future of the e s sent i a l drugs 
programme. 



Dr SARR (Senegal) s a i d that h i s country had, with ass i s tance from the World Bank, 
USAID, UNICEF and WHO, recently completed studies of i t s nat ional drug supply system with 
a view to achieving greater decentral izat ion. The nat ional l i s t of e s sent ia l drugs had 
been complemented by separate l i s t s for l oca l , d i s t r i c t and reg ional l eve l s . Drug 
treatment schedules had a lso been drawn up for the most frequently occurr ing d iseases, 
account being taken of cost, e f f icacy and a v a i l a b i l i t y as well as the purchasing power of 
the community. E f fo r t s had been made to ensure the supply and f inancing of drugs, but a 
number of problems remained, such as the i nc lu s i on of drug po l i cy i n the curriculum i n 
t ra in ing i n s t i t u t i o n s , the t ra in ing of prescr ibers in new technology, and the 
a c c e s s i b i l i t y and regular a v a i l a b i l i t y of drugs. I t was therefore hoped that ass i s tance 
from WHO would be forthcoming not only on matters of po l i cy , but a l so i n the areas of 
t ra in ing , drug supply and research. 

Senegal was gratefu l to a l l agencies and countries that had supported i t s drugs 
po l i cy . I t endorsed the Act ion Programme on Es sent ia l Drugs and wished to be a sponsor 
of the draft re so lu t ion on the subject. 

Mr FUJ I I (Japan) welcomed the Director-General‘s report and expressed s a t i s f a c t i on 
with the progress i n implementation of the Act ion Programme despite the many d i f f i c u l t i e s 
encountered. Equitable access to e s sent ia l drugs and ra t iona l p re sc r ip t i on pract ices 
ought to remain a major concern of the Programme, and WHO should continue to play a 
leading ro le i n improving the s i tuat ion . 

With reference to the ra t iona l use of drugs, paragraphs 15 and 16 of the report 
pointed to a number of unsuitable pract ices. Pharmacists, or dispensers where there was 
no pharmacist, should be more active i n further promoting the ra t i ona l use of drugs. He 
asked about the p o s s i b i l i t y of us ing the f ind ings of a meeting on the role of pharmacists 
i n the health care system, held i n New Delhi i n 1988. 

Japan had been conducting an annual internat ional group study programme for 
pharmaceutical o f f i c i a l s from developing countr ies, and was gratefu l to the Regional 
Off ice for the Western Pac i f i c for i t s ass i s tance. A new study programme was to be 
launched i n 1990, with greater emphasis on control of e s sent ia l drugs manufacture, on 
related regulat ions and the i r implementation. I t would be usefu l i f WHO could co l lec t , 
publ i sh and regu la r l y update information on current internat iona l group t ra in ing 
organized by var ious Member States. That would obviate unnecessary dup l icat ion of 
cu r r i cu la and make the study programme more e f f i c i en t . 

Japan wished to со-sponsor the draft reso lut ion. I n i t s opinion, e s sent ia l drugs 
were those that s a t i s f i e d the health care needs of the majority of the population, as 
mentioned i n the report of the Expert Committee on the Use of E s sent i a l Drugs. I t was 
also the r e spon s i b i l i t y of ind iv idua l countr ies to develop and implement e s sent ia l drug 
po l i c i e s i n the i r t e r r i t o r i e s . Governments should adapt WHO's dec i s ions , reso lut ions and 
guidel ines to loca l circumstances i n formulating the i r own nat ional po l i c i e s . Japan 
f i rmly bel ieved that WHO should not undertake a supranational r e spon s i b i l i t y i n that 
regard. 

Dr СICOGNA ( I t a l y ) , commending the Director-General on h i s report, supported the 
Act ion Programme on Es sent ia l Drugs. I t a l y wished to become a sponsor of the draft 
reso lut ion. 

Dr NSHIMIRIMANA (Burundi) welcomed the Director-General‘s report. Burundi was a 
small, overpopulated land-locked country with very l imited resources； for that reason 
the M in i s t r y of Health had i n i t i a t ed a modest programme directed towards e s sent ia l drugs, 
even before the launching of the Act ion Programme. The nat ional health budget at present 
a l located US$ 1 500 000 for the purchase of drugs and medical and su rg i ca l suppl ies - an 
amount equivalent to US$ 0.25 per inhabitant. The Government, i n co l laborat ion with the 
Interpharma group and WHO, had already prepared a l i s t of e s sent ia l drugs by leve l of 
health care del ivery, conducted t ra in ing seminars on the ra t iona l use and management of 
drugs and organized other a c t i v i t i e s , inc luding a meeting on Burund i ' s drug po l i cy i n 
May 1990, whose recommendations were to be implemented. 

He f u l l y supported the draft reso lut ion on the Act ion Programme. 



i t s inception and had been one of i t s f i nanc ia l contributors； i t had requested and 
helped to finance the evaluation, which had produced useful f ind ings and 
recommendations. I t was g ra t i f y i ng to note from the report that the Director-General was 
seeking to implement them, and the resu l t of the Executive Board ' s d i scuss ions was 
awaited with interest . Nevertheless, the recommendations might well have given more 
importance to steps to ensure that drugs used were of good qual i ty and to the proper 
conditions for the supply and use of drugs i n loca l health centres. The merit of the 
Act ion Programme lay i n i t s objectives : f i r s t , to help countries to prepare and 
implement a pharmaceutical po l icy; secondly, to ensure a supply of a l l necessary and 
appropriate drugs of good qual i ty at the lowest poss ib le cost; and, th i rd l y , to help 
countries to improve the t ra in ing given to medical and nurs ing s t a f f and the qual i ty of 
information on drugs. She hoped that the Programme would continue to improve i t s 
performance, s ince the proper functioning of health systems i n var ious countries depended 
on i t . Such improvement was, however, condit ional on the internal structure of the 
Programme and i t s methods of operation, the support given by the Director-General to the 
Programme and the contr ibutions made to i t by Member States and other interested 
organizat ions. Switzerland would be happy to renew i t s contr ibut ions i f the proper 
standard of performance was achieved. 

The Action Programme should become an essent ia l part of WHO's rev ised drug strategy, 
which remained useful and pertinent； e f for t s ought therefore to be made to encourage i t s 
implementation. That strategy, together with the concept of e s sent ia l drugs i t s e l f , was 
v i t a l to a l l aspects of health care i n a l l countr ies. The es sent ia l drugs concept should 
therefore not be re s t r i c ted to the area of primary health care and need not be 
incompatible with free market pract ices. 

Ways needed to be found, suitable for each economic system, to ensure the rat ional 
use of drugs. Proper t ra in ing and information were es sent ia l to ensure correct and 
appropriate use. Without them, however good the drug, i t could become a dangerous or 
harmful agent. The t ra in ing should be given to medical and pharmacological s t a f f , as 
well as to nurs ing s t a f f , who made up the majority of prescr ibers , at leas t i n developing 
countries at the primary level； and i t should include the use of drugs at that level . 

Dr BONNAH (Togo) voiced h i s country ' s commitment to the Act ion Programme on 
Essent ia l Drugs. I n the context of the Bamako I n i t i a t i v e , a number of f e a s i b i l i t y 
studies had been carr ied out i n Togo with promising re su l t s . The M in i s t r y of Health, 
with the cooperation of WHO and UNICEF, planned to launch the programme i n several p i l o t 
v i l l a g e s during the second quarter of 1990； evaluation would permit prel iminary 
adjustments. At present a study of the cost of i l l n e s s , funded by USAID, was i n progress 
to determine the a b i l i t y of var ious population groups i n the country to pay for care. 
His delegation strongly supported the draft reso lut ion with the amendment proposed by 
Greece and wished to become a sponsor. 

Dr INFANTE (Spain) endorsed the comments made by the delegate of I t a l y and supported 
the draft reso lut ion. 

Dr MILLAN (Mexico) sa id that h i s Government f u l l y supported the important and 
well-designed Act ion Programme and was working to implement i t i n two areas, namely the 
t ra in ing of doctors i n the rat iona l use of drugs and the drawing-up of a bas ic framework 
for such use i n Mexican health care f a c i l i t i e s covering over 80% of the population. As a 
re su l t , pharmaceutical companies had to manufacture and d i s t r ibute what was essent ia l for 
good health; the appropriate government department was responsible for qua l i ty control 
before sa les . Studies were being carr ied out on poss ib le appl icat ions of the t rad i t iona l 
medicines that were so much a part of the l i f e of the numerous ethnic groups i n Mexico. 
His delegation wished to be associated with the authors of the draft reso lut ion. 

Dr CHUNHARAS (Thailand) welcomed the excellent report of the Director-General and 
the extensive experience gathered by countries i n putt ing the concept of e s sent ia l drugs 
into pract ice, as cons i s tent ly advocated by WHO. I t was encouraging that the Action 
Programme was moving forward v igorous ly , despite problems such as undesirable drug 
promotion pract ices and constra ints on nat ional resources. 

The emphasis, i n the essent ia l drugs concept, on the rat iona l use of drugs could be 
expected to have a pos i t i ve impact on national drug expenditure. The report to be 
submitted to the Executive Board and the Health Assembly should therefore include 



coverage of trends i n drug expenditure - over the past ten years, for example - i n order 
to demonstrate the Programme's f i nanc ia l impact more c lea r l y . The report should a lso 
cover patterns of drug use through se l f -p re sc r i p t i on . Some of the relevant information 
might be obtained through the research projects mentioned i n paragraph 52 of the report. 
I nc lu s i on of such information would help to pinpoint the major areas of drug use, 
espec ia l l y i n developing countr ies, where p ro fes s iona l l y prescr ibed drugs const i tuted 
only a small port ion of a l l drugs used. 

His delegation endorsed the draft re so lu t ion but wished to propose an amendment to 
operative paragraph 5(3), to re f lec t the considerations he had j u s t outl ined. 
Accordingly, the phrase "pattern of drug u t i l i z a t i o n through s e l f - p re s c r i p t i on " should be 
inserted before "manpower development,11 the word "and" before "drug information" should 
be deleted, and at the end of the paragraph, the phrase "and the g lobal trends of 
expenditures on drugs for the past years and into the future" should be inserted. 

Professor ROMERO (Chi le) sa id that Chile had establ i shed, i n 1968, a nat ional 
formulary based on es sent ia l drugs and designed to cope with the h igh morbidity rates 
then p reva i l i ng . Many of the drugs had been produced i n Chi le, fo s te r ing the development 
of the pharmaceutical industry, with government support and with s t r i c t qua l i ty 
contro l s . The facu l t i e s of medicine and pharmacology had great ly contributed to the 
i n i t i a t i v e . The economic po l icy of the author i tar ian regime, invo lv ing the appl icat ion 
of the p r i nc ip l e s of supply and demand to the health sector and the amendment of the 
l e g i s l a t i o n on the patenting of drugs, had gradual ly weakened the programme, however. 

Her delegation commended the Director-General on h i s report and the s t a f f of the 
Action Programme on the progress achieved, and wished to be a sponsor of the draft 
reso lut ion. C h i l e ' s new Government was anxious to part ic ipate f u l l y i n the Act ion 
Programme. 

Dr GEORGE (Gambia) congratulated the Director-General on h i s report. Gambia had 
adopted the Act ion Programme i n 1987 and had introduced standardized protocols to allow 
for s t r i c t e r control and u t i l i z a t i o n of the very important resource that drugs 
represented. The a v a i l a b i l i t y and supply of drugs had been found to provide a f irm bas i s 
for strengthening primary health care. 

He wished to thank the Netherlands Government for prov id ing major f i nanc i a l support 
to Gambia's current drug programme, and WHO for i t s technical ass i s tance. The gains made 
so far , and the programme's i n teg r i t y , would soon be compromised by an i n f lux of 
counterfeit drugs into the market, making the need for qua l i ty contro l measures and s ta f f 
urgent. He hoped WHO would continue to strengthen those aspects of the Act ion Programme. 

His Government supported the draft reso lut ion and wished to become a sponsor. 

Professor YAKER (Alger ia) sa id that, i n drawing up i t s nat ional drug l i s t , A lger ia 
had re l i ed extens ively on the l i s t of e s sent ia l drugs prepared by WHO. The l i s t was 
rev ised pe r i od i ca l l y to br ing into l i ne with the advances made i n pharmacology and 
therapy. The use of internat ional nonproprietary names had made i t pos s ib le to acquire 
drugs on the ba s i s of the i r active ingredient alone； doctors and pharmacists were 
encouraged to use brands from d i f ferent countries when that was i n the nat ional 
interest . The es sent ia l drug concept had a lso been introduced into the t ra in ing of 
doctors and pharmacists. A guide to treatment that took account of the l i s t of es sent ia l 
drugs had been drawn up by doctors working i n hosp i ta l s and un i v e r s i t i e s , and had been 
supplied to phys ic ians throughout the country. As a re su l t , a l l the drugs on the l i s t 
were ava i lab le to the population, either i n hosp i ta l s or i n doctors ' su rger ies . 

His delegation f u l l y supported the draft re so lu t ion and wished to become a sponsor. 

Dr METTERS (United Kingdom of Great B r i t a i n and Northern I re land) s a i d the progress 
described i n the Director-General‘s informative and comprehensive report was impressive. 
I t was a matter of concern, however, that perhaps as many as 1500 m i l l i o n people s t i l l 
lacked regular access to es sent ia l drugs. The Act ion Programme was v i t a l to the 
effect ive development of primary health care. I t was e s sent ia l , therefore, that i t s 
objectives - to ensure the regular supply, at lowest poss ib le cost, and the ra t iona l use 
of safe and effect ive drugs and vaccines of qua l i ty - be achieved. I n that connection, 
h i s delegation welcomed the proposals i n paragraphs 67-72 of the report that focused on 
promotion of the rev i sed drug strategy and on the concept of e s sent i a l drugs. 



His delegation appreciated the valuable contr ibut ion made by the Committee on Drug 
Po l i c ie s and the Programme's Management Advisory Committee. The United Kingdom agreed 
with the Management Advisory Committee that the submission of a wel l - s t ructured work 
programme and budget for 1990-1991 and 1992-1993 was desirable. 

The United Kingdom welcomed the reference i n paragraph 25 of the report to the 
recent memorandum of the Internat ional Federation of Pharmaceutical Manufacturers 
Assoc iat ions, i n which i t had expressed i t s w i l l ingness to cooperate with WHO i n a s p i r i t 
of partnership. I t was important to foster such col laborat ion. WHO should also work 
c lose ly with the Internat ional Organization of Consumers Unions and with other 
nongovernmental organizat ions with experience at grass - roots leve l i n the problems and 
means of providing primary health care. 

He strongly supported the draft resolut ion, although the reference to "manpower" i n 
operative paragraph 5(3) should read "human resources". 

Dr RODRIGUES CABRAL (Mozambique) sa id that i n order to save time, he would hand the 
text of h i s statement on the Action Programme to the Secretar iat. He wished simply to 
indicate now that he supported the draft resolut ion, with the amendment suggested by the 
delegate of the Netherlands. 

Dr YAOU (Niger) commended the Director-General and h i s s t a f f on the qua l i ty and 
informativeness of the report. From i t s accession to independence h i s country had been 
concerned about provid ing complete access to drugs for the population i n sp i te of 
preva i l ing economic constraints； h i s country had only 19 000 kilometres of paved road 
for an area of 1 m i l l i o n km large ly composed of desert that was nevertheless 
inhabited. The country ' s per capita GDP did riot exceed US$ 260. 

Despite a l l those constra ints , i n 1962 Niger had establ i shed a nat ional bureau of 
pharmaceutical and chemical products with the objective of importing drugs and medical 
equipment, providing for loca l production of certa in drugs l i ke chloroquine and ora l 
rehydration so lut ion, f a c i l i t a t i n g the storage and d i s t r i bu t i on of drugs and chemical 
products to pharmacies down to d i s t r i c t level , and exerc i s ing qua l i ty control over drugs. 

I n more than 25 years since independence, Niger had made heavy s a c r i f i c e s to provide 
the population with drugs and health care free of charge. Since 1984, however, the 
effects of the economic recess ion and the resu l t ing s t ructura l adjustment on the health 
of the population had been far from neg l i g ib le . I t had been necessary gradual ly to pass 
on some of the cost to households, now bearing more than 45%, thanks to the w i l l i ngness 
of v i l l a ge communities to assume re spons ib i l i t y for their own health problems i n general 
and, i n par t i cu la r , for the prov i s ion of drugs, either through v i l l a g e health teams or 
through v i l l a ge pharmacies and cooperatives. Indeed, a port ion of the resources 
generated by cooperative economic a c t i v i t i e s was often used to buy bas ic equipment for 
the v i l l a ge health worker. 

The Government had taken the important decis ion to lower the pr ice of certa in 
commonly used drugs. The M in i s t r y of Public Health, Soc ia l A f f a i r s and Women's Questions 
had been instructed to pursue the ef for t to elaborate and implement a nat ional drug 
programme aimed at prov id ing patients and their famil ies with es sent ia l drugs of good 
qual i ty and at low pr ice. E f for t s would focus on improving the a v a i l a b i l i t y of drugs, 
developing nat ional drug production capab i l i t i e s , providing t ra in ing i n rat iona l use and 
management, expanding publ ic information a c t i v i t i e s and pursuing research into the use of 
t rad i t iona l medicines. He expressed gratitude to WHO and： pa r t i cu l a r l y the Regional 
Off ice for A f r i ca for having act ive ly contributed to the programme's development. 

Niger st rongly supported the draft resolut ion, with the amendments suggested by the 
delegations of the Netherlands and Greece, and wished to become a sponsor. 

Dr MARTINEZ (Nicaragua) sa id that h i s delegation supported the Act ion Programme and 
the draft reso lut ion thereon. The M in i s ter s of Health of the Central American countries 
would be meeting that month to draw up agreements and plans of act ion to ensure the 
prov i s ion, i n s u f f i c i en t quant it ies and at the lowest poss ib le cost, of es sent ia l drugs 
throughout the ent i re subregion. 



often f u l l of drugs they could not use, while i n others suppl ies, even of es sent ia l 
drugs, were scarce. He appealed to donors to observe local procedures i n each country. 

Support would be welcome for the considerable research needed on t rad i t iona l 
medicinal p lants. Af r ican countries, instead of continuing to buy large quant it ies of 
foreign raw materials, could use some of i t s own and economize. 

His delegation supported the draft reso lut ion under consideration and wished to be 
included among i t s sponsors. 

Dr EIDENBENZ (Medicus Mundi In ternat iona l i s ) , speaking at the i nv i t a t i on of the 
CHAIRMAN, welcomed the opportunity to speak on behalf of a nongovernmental organization 
which had had o f f i c i a l re lat ions with WHO for 10 years and which comprised seven national 
branches and var ious international re l i g ious organizations. I t had 600 phys ic ians 
working in the Third World and contributed to health care throughout A f r i ca and Lat in 
America. 

Medicus Mundi In ternat iona l i s had always considered that d i s t r i bu t i on of drugs was 
cruc ia l and had supported WHO'S Action Programme on Essent ia l Drugs since i t s inception. 

Medicus Mundi Suisse had negotiated with the Swiss pharmaceutical industry i n an 
ef fort to ensure that essent ia l drugs could be made avai lable at reasonable pr ices. 

Detailed ana lys i s had shown that export of drugs required l eg i s l a t i on , since normal 
information channels had proved ineffective to ensure adequate controls. Only drugs 
registered i n the country of production should be exported and a l l information provided 
on those products should be ident ical i n both the country of production and recipient 
countries. I n addit ion to such controls, h i s Organization recommended that importing 
countries should i n s i s t on seeing the reg i s t ra t i on documents from the producing country 
before approving any import. Importing countries should also obtain documentation from 
WHO regarding ce r t i f i c a t i on of qual i ty of pharmaceutical products moving i n international 
commerce. Through such international controls, the export of unnecessary, useless and 
sometimes dangerous drugs could be avoided, as could unnecessary prescr ib ing. 

Mr BLANC ( Internat ional Pharmaceutical Federation), speaking at the i nv i t a t i on of 
the CHAIRMAN, sa id that h i s organization represented 67 national pharmacists ' 
organizations i n 47 countries and 4000-5000 pharmacists as indiv idual members throughout 
the world. Every year the Federation organized an international congress with 1500-2000 
part ic ipants. 

I t had enjoyed o f f i c i a l re lat ions and a record of f r u i t f u l co l laborat ion with WHO 
over many years, and had followed with great interest the development of the concept of 
essent ia l drugs and of rat iona l use of drugs and the creation of the Act ion Programme on 
Essent ia l Drugs. 

The report and draft reso lut ion before the Committee emphasized the need for 
effective qua l i ty assurance of marketed products. The t ra in ing and s k i l l s of experienced 
pharmacists were indispensable on matters re la t ing to drug procurement i n the publ ic 
sector and to ensure that products of good qual i ty were obtained at competitive pr ices to 
serve the publ ic interest. The pharmacist had a spec i a l i s t role to play and was an 
important member of the health care team. I t was in the public interest that pharmacists 
and their assoc iat ions were consulted on a l l matters concerning pharmaceutical 
preparations. 

For many years, the Federation had been involved with pharmacists working i n 
developing countries and each year a special d i scuss ion forum dedicated to such countries 
was held during i t s annual congress. 

Among i t s col laborative ac t i v i t i e s with WHO, i t had been involved i n the preparation 
of a WHO meeting held i n Madrid i n 1988 on the role of the pharmacist i n Europe. I t 
awaited with interest the report of a WHO meeting in New Delhi i n 1988 on the role of the 
pharmacist i n the health care team, and hoped that i t would contribute to an improved use 
of pharmacy manpower. Several indiv idual members had served or were serving on WHO 
Expert Committees. Furthermore, the Federation had been represented at WHO meetings on 
psychoactive substances, on the WHO Expert Committee on Speci f icat ions for Pharmaceutical 
Preparations, and at a meeting organized by the WHO Expert Committee on Cancer Pain 
Rel ief during the Federation 's congress i n Munich i n September 1989. 

The Federation was also i n consultative status with the United Nations Economic and 
Social Council and i t s Economic Commission for Europe, and was represented at the United 
Nations Commission on Narcotic Drugs i n Vienna. 



He stressed that nat ional and internat ional author i t ies should consider the 
pharmaceutical profess ion as an essent ia l and indispensable partner i n a l l problems 
concerning pharmacy and pharmaceutical preparations• The work of the Federation was at 
a l l times undertaken i n f u l l cooperation with the medical profess ion. 

Dr ARNOLD ( Internat ional Federation of Pharmaceutical Manufacturers As soc iat ions ) , 
speaking at the i n v i t a t i on of the CHAIRMAN, reaffirmed the commitment of the industry 
which h i s Federation (IFPMA) represented to work i n close cooperation with the Action 
Programme on Essent ia l Drugs to improve the a v a i l a b i l i t y and proper use of effect ive 
medicines of h igh qual i ty i n countries where current supplies were se r ious l y inadequate. 

Over the past year, the Internat ional Federation had been working to improve 
col laborat ion between the pharmaceutical industry and WHO i n fu l f i lment of WHO's agreed 
po l i c i e s . One re su l t had been the elaboration of a Memorandum of Intent, mentioned i n 
the Director-General ' s report, which had been discussed with the Director-General and 
senior s t a f f from the D i v i s i on of Drug Management and Po l i c i e s . The Memorandum had been 
published i n f u l l i n the IFPMA publ icat ion "Health Hor izons". The Federat ion ' s 
a c t i v i t i e s also related to a number of other un i t s at WHO, although the D i v i s i o n of Drug 
Management and Po l i c ie s remained the major point of contact. 

The Federation believed that, i n i t s work with the D i v i s i on of Drug Management and 
Po l i c ie s and, i n par t i cu la r , the Action Programme on Essent ia l Drugs, the emphasis should 
be on br ing ing pragmatic and l a s t i ng help to developing countries i n so l v ing those health 
problems i n which drugs played a major role as well as the important i ssue of drug 
qua l i ty . 

At a symposium held i n December 1989, with the par t i c ipat ion of a number of WHO 
s t a f f and some 100 from industry, more than 130 recent and current co l laborat ive projects 
invo lv ing the industry and developing countries had been reviewed, with the aim of 
ident i fy ing opportunit ies, encouraging future col laborat ion and drawing usefu l lessons 
from past col laborat ion. The proceedings would be published short ly and would be made 
avai lable to nat ional health administrators and other nat ional and internat ional 
interested part ies on request. 

The Federation was col laborat ing with the Act ion Programme on Es sent ia l Drugs and 
the WHO Regional Off ice for A f r i ca i n the planning of a workshop on drug qua l i ty control 
to be held i n a West A f r i can country towards the end of 1990. 

The s p i r i t of consensus evidenced by the wide support expressed for the draft 
reso lut ion before the Committee provided further encouragement to the pharmaceutical 
industry to extend i t s co l laborat ion through WHO with the developing countr ies and he 
hoped that that would become increas ing ly apparent i n the coming months. 

Mr REINSTEIN (World Federation of Proprietary Medicine Manufacturers), speaking at 
the i nv i t a t i on of the CHAIRMAN, sa id that the World Federation had 33 nat ional member 
assoc iat ions of manufacturers of non-prescr ipt ion medicines i n developed and developing 
countr ies. 

The draft reso lut ion under considerat ion h igh l ighted the importance of the Action 
Programme on Essent ia l Drugs as part of health care s t rateg ies , i n par t i cu la r primary 
health care. The main thrust of the World Federation 's cooperative a c t i v i t i e s with WHO 
related to primary health care, and i t was pa r t i cu la r l y concerned with se l f -he lp and 
responsible self-medication. I t recognized that, for lay consumers to undertake 
responsible self-medication, they required easy access to appropriate information. 
Consequently, the Organization was heav i ly involved i n supplying consumer information on 
the appropriate use of non-prescr ipt ion medicines, including promotion of home safety by 
encouraging people to use medicines properly and keep medicines sa fe ly . 

Many of the member assoc iat ions had conducted behavioural studies to determine what 
people do when faced with minor i l l health: they were cautious i n the i r approach to the 
use of medicines and generally responsible i n their practice of self-medication. He 
would be happy to make those research data, from Aust ra l ia , India, Europe, the United 
States of America and Canada, avai lable to WHO. However, there was a need to learn more 
about behaviour concerning self-medication and se l f -care, taking par t i cu la r account of 
and respecting i t s root i n long-establ i shed t rad i t ions and loca l be l i e f s . 

The draft reso lut ion emphasized the Action Programme on Es sent ia l Drugs and the 
rat iona l use of drugs. The World Federation had part ic ipated i n a l l WHO expert 
committees on es sent ia l drugs l i s t s and i n the Nairobi conference on the rat iona l use of 



drugs. However, the concept of the essent ia l drugs l i s t had now evolved with trends in 
some countries that might resu l t i n far-reaching implications for ease of access to 
appropriate treatment i n the management of t rans i tory symptoms of minor i l l health. That 
matter was of par t i cu la r importance i n remote rura l areas, and included the issue of 
t rad i t iona l medicines. 

Trad i t iona l medicines were of major importance i n many countries of the world, both 
developing and developed. The Federation cooperated with the WHO programme on 
t rad i t iona l medicine with the aim of developing guidel ines for the i r evaluation. I t 
encouraged and supported an understanding of the use of t rad i t i ona l medicines, i n 
par t i cu la r , with in primary health care. 

He hoped that h i s comments would be taken i n a constructive s p i r i t . The Federation 
would continue to cooperate act ive ly with WHO within the framework of the revised drug 
strategy, with par t i cu la r reference to the rat ional use of drugs and the Act ion Programme 
on Essent ia l Drugs. 

Dr DE SOUZA (Austra l ia) sa id that the delegates of Greece and Thailand had suggested 
pertinent amendments to the draft reso lut ion on the Action Programme on Es sent ia l Drugs. 
Those sponsors of the draft reso lut ion who had had an opportunity to study the proposed 
amendments were happy to accept the in ser t ion of the fol lowing addit ional preambular 
paragraph, between the fourth and f i f t h preambular paragraphs, as proposed by the 
delegate of Greece : 

Recognizing with s a t i s f ac t i on that essent ia l drug l i s t s for the d i f ferent 
levels of health services ex i s t i n more than 100 countr ies, and about 50 countries 
have formulated or are formulating national drug po l i c i e s taking into account the 
essent ia l drugs concept; 

Following d i scuss ion with the delegate of Greece concerning her second suggestion, 
namely the i nc lu s ion of an addit ional operative paragraph 3(3), i t had been agreed that 
i t would be more appropriate to amend operative paragraph 5(3) by inser t ing, after the 
word " t r a i n i ng " , the phrase "of relevant health personnel". 

The delegate of Thailand had suggested the insert ion, at the end of operative 
paragraph 5(3), of a reference to drug u t i l i z a t i o n patterns through se l f -p resc r ip t ion , as 
well as to global trends i n expenditure on drugs. I n the draft reso lut ion, the 
Director-General was asked to report on a great many subjects. Furthermore, a 
considerable amount of operational research would be required to examine drug u t i l i z a t i o n 
patterns through se l f -p resc r ip t ion , and i t was doubtful whether that could be completed 
i n time to report to the Fo r t y - f i f t h World Health Assembly. Under those circumstances, 
the delegate of Thailand had agreed that h i s observations be noted, and perhaps 
considered at a later date, but withdrawn as an amendment to the draft reso lut ion. 

Dr M0NEK0SS0 (Regional Director for Af r ica) thanked the many governments, agencies 
and others which had provided support to many countries i n the Af r i can Region for their 
essent ia l drugs programmes. The importance of such support was c lea r l y ref lected i n the 
comments, made by representatives of countries i n the Af r ican Region, noting that health 
care i n s t i t u t i on s had been unable to function because of lack of drugs. Various ways of 
dealing with the problem had been drawn up, including the Bamako I n i t i a t i v e . 

The rat iona l use of modern manufactured drugs was of great importance i n health care 
systems i n the Region because i t helped to prevent misuse of drugs and exposure to 
counterfeit or substandard drugs. I t also rat iona l i zed the use of t rad i t i ona l medicinal 
plants commonly used i n the Region, which i n many ways were complementary to their modern 
counterparts. I n the vast majority of countries i n the Region, the es sent ia l drugs 
approach formed the backbone of the health strategy at d i s t r i c t leve l . 

There had recently been increased cooperation between the headquarters• Programme 
and the Regional Off ice for Af r i ca , re su l t ing i n an accelerat ion and expansion of the 
Programme. The continued support by donors was thus most welcome. 

Dr HU Ch ing - l i (Ass i s tant Director-General) thanked speakers for the i r valuable 
comments and suggestions. He also thanked Member States for the i r o f fer s of f inanc ia l 
and technical support to the Programme. The importance of strengthening t ra in ing 
a c t i v i t i e s , pa r t i cu l a r l y i n re la t ion to the rat iona l use of drugs, had been stressed by 
many speakers. 



The delegate of Japan had ear l i e r requested var ious reports, inc luding one on the 
role of the pharmacist i n health serv ices, pa r t i cu la r l y i n the management and use of 
essent ia l drugs. That report was currently being pr inted and would be widely 
d i s t r ibuted. 

The Director-General had been asked to further strengthen the Programme and to 
implement the proposals made i n h i s report. He was pleased to inform the Committee that 
the proposed a c t i v i t i e s would be implemented and reports would be presented to the 
forthcoming Executive Board and Health Assembly. 

Some speakers had referred to the importance of t rad i t i ona l medicine and i t s role i n 
primary health care. A t rad i t i ona l medicine unit was now part of the D i v i s i on of Drug 
Management and Po l i c i e s , so that co l laborat ion between the two programmes would be 
strengthened. 

The draft reso lut ion, as amended. was approved.丄 

5. THIRD REPORT OF COMMITTEE A (Document A43/40) 

Dr MEAD (Aus t ra l i a ) , Rapporteur, read out the draft t h i rd report of the Committee. 

о 
The report was adopted. 

6. CLOSURE 

The CHAIRMAN thanked the Committee for working construct ive ly and sa id that the next 
step would be to implement the decis ions taken. He declared the work of the Committee 
completed. 

The meeting rose at 18h40. 



COMMITTEE В 

FIRST MEETING 

Wednesday. 9 May 1990. at 16h30 

Chairman: Dr H. M. NTABA (Malawi) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 24 of the Agenda (Document A43/32) 

The CHAIRMAN expressed gratitude for h i s e lect ion and welcomed those present, 
especia l ly the delegation of Namibia, which had become a f u l l Member, the 167th Member 
State of WHO, on 23 Ap r i l 1990. 

He then drew attention to the th i rd report of the Committee on Nominations 
(document A43/32) i n which Dr К. Rai ( Indonesia) and Dr T. Ta i ta i ( K i r i ba t i ) were 
nominated for the o f f i ces of Vice-Chairmen of Committee В and Dr M. Sidhom (Tunis ia) for 
that of Rapporteur. 

Decision: Committee В elected Dr К. Rai ( Indonesia) and Dr T. Ta i t a i ( K i r i ba t i ) as 
Vice-Chairmen and Dr M. Sidhom (Tunisia) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN sa id that, at i t s f i r s t meeting, the General Committee had assigned two 
supplementary items for consideration by Committee В. They were : "Assessment of a new 
Member: Namibia"; and "Amendment to the Statute of the Internat ional Agency for 
Research on Cancer". 

Noting that the Health Assembly 's schedule was a heavy one and the time l imited, he 
urged members to be b r i e f so that everyone who wished could take part i n the debates. 
Referr ing to the role of the representatives of the Executive Board i n 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, i n accordance with the Health Assembly 's ea r l i e r decis ion, the 
working hours of the Committee should normally be from 9h00 to 12h30 and from 14h30 to 
17h30. 

I t was so agreed. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Itero 25 of the Agenda 
(Document A43/11 and Corr.1) 

Mr UHDE (Acting Ass i s tant Director-General), introducing the item, sa id that, i n 
accordance with the requirements of the b iennia l programme budgeting cycle and the 
F inancial Regulations, the f inanc ia l report before the Committee (document A43/11 and 
Corr . l ) covered the two-year f inanc ia l period 1988-1989 and was accompanied by a report 
of the External Auditor. 

The Organizat ion ' s f inanc ia l s i tuat ion during the biennium 1988-1989 had 
been aggravated by the continued delays i n payment, or non-payment, of assessed 
contributions by certa in Member States. However, the level of the extrabudgetary 
a c t i v i t i e s implemented by WHO during the biennium 1988-1989 had progressed s i gn i f i c an t l y , 
confirming the confidence placed i n the Organization by the many Member States who 
channelled resources they devoted to health a c t i v i t i e s through WHO. 



Part I of document A43/11 contained an Introduction preceded by a summary table of 
the h i gh l i gh t s of 1988-1989 f inanc ia l operations, which ref lected the overa l l s i tua t i on 
i n 1988-1989 as compared with 1986-1987. Total obl igat ions incurred for the integrated 
internat ional health programme had r i s en by almost US$ 263 mi l l i on , representing an 
increase of 23.97% i n 1988-1989 over 1986-1987. The increase had been due la rge ly to the 
dramatic expansion of ob l igat ions under the Global Programme on AIDS, which had grown by 
some US$ 102 mi l l i on, and the Voluntary Fund for Health Promotion, with an increase of 
almost US$ 26 mi l l ion. Other increases had been recorded for: the Special Programme for 
Research and Training i n Tropical Diseases, almost US$ 14.7 mi l l i on ; UNDP, 
US$ 7.7 mi l l i on; and UNFPA, US$ 6.4 mi l l i on . 

A major issue h igh l ighted i n the Introduct ion to the f i nanc ia l report was the 
co l lect ion of assessed contr ibut ions. At the end of the biennium 1988-1989, the overa l l 
rate of co l lect ions of contr ibut ions had stood at 84.7%, compared to 88.4% i n 1986-1987, 
and 94.4% i n 1984-1985, the continuing decline being due mainly to the non-payment by the 
la rgest contributor of the major part of i t s assessed contr ibut ion for the biennium. 
Against an assessed contr ibut ion of US$ 145 937 330 for the biennium for that 
contributor, US$ 46 982 945 had been received i n 1988 and US$ 32 681 000 i n 1989, of 
which US$ 32 012 000 had been paid only i n the l a s t days of that year. That had resulted 
i n a s ho r t f a l l of US$ 66 273 385 i n the payment of assessed contr ibut ions by that Member 
at 31 December 1989. Had the largest contr ibutor paid i t s assessed contr ibut ion i n f u l l 
for 1988-1989, the rate of co l lec t ion at 31 December 1989 would have been 96.3%. Of 
other contr ibutors, 70 had not paid their 1988-1989 assessed contr ibut ions i n f u l l at 
31 December 1989, compared with 76 at the end of 1989, and 25 of those (compared with 22 
at the end of 1987) had not made any payment whatsoever for the biennium. 

Because of ant ic ipated sho r t f a l l s i n payment, or non-payment of assessed 
contr ibut ions, and the uncertainty about contr ibutions already f e l t ear ly i n the 
biennium, the World Health Assembly had approved, i n reso lut ion WHA41.10, a 
recommendation by the Director-General designed to reduce the effect ive working budget 
for 1988-1989 by US$ 25 mi l l ion. At that time, the Director-General had indicated h i s 
intent ion to maintain prov i s iona l programme budget implementation reductions of a further 
US$ 25 m i l l i on without a corresponding reduction i n the effect ive working budget. As the 
biennium had progressed and the delays i n payment of assessed contr ibut ions had 
continued, to an extent that a ser ious s ho r t f a l l had appeared l i k e l y , the 
Director-General, i n order to ensure prudent f inanc ia l management, had maintained a 
programme implementation reduction of US$ 17 972 000 at the end of 1988-1989. 

Despite the measures taken, income at the end of the 1988-1989 biennium had, because 
of the f i n a l heavy s ho r t f a l l i n payment of assessed contr ibut ions, lagged far behind 
tota l obl igat ions : a de f i c i t of US$ 69 141 263 had been charged i n f u l l to the Working 
Capital Fund. Pending receipt of arrears of contr ibut ions, the r e su l t i ng net de f i c i t i n 
that account, US$ 58 090 763, had been secured from avai lable cash resources of the 
Organization. As of 30 Ap r i l 1990, US$ 36 949 785 i n arrears had been col lected, 
reducing the income de f i c i t for 1988-1989 to US$ 32 191 478 at that date. 

Another issue of major concern during the biennium had been the continued adverse 
impact of exchange rate i n s t a b i l i t y on WHO's programmes. Because the actual United 
Nations/WHO accounting rates of exchange establ i shed for WHO headquarters and certa in 
regional of f ice currencies had been les s favourable than the budgetary rates of exchange 
upon which the b ienn ia l budget had been costed and approved, the Director-General had 
been obl iged to cover the re su l t i ng exchange rate deficiency by drawing against the 
exchange rate f a c i l i t y establ i shed for that purpose under reso lut ion WHA40.4. 
Consequently, a tota l charge of US$ 16 349 569 had been made against the f a c i l i t y . That 
had been offset by cred i t s t o ta l l i n g US$ 4 553 900 i n exchange rate savings which had 
accrued in respect of other regional o f f i ce currencies fol lowing thei r depreciation 
during 1988-1989 i n re l a t i on to the exchange rates used i n e s tab l i sh ing the respective 
regional budgets. The re su l t had been a net charge to the casual income account of 
US$ 11 795 669 i n respect of the exchange rate f a c i l i t y for the biennium. 

Throughout 1988-1989, the Organization had continued to exercise close control over 
the leve l s of administrat ive support costs and to apply cost containment measures. As 
stated i n paragraph 15 of the Introduction to the f inanc ia l report, administrat ive 
support costs had represented 11.8% of a l l ob l igat ions incurred under a l l sources of 



funds, compared with 12.48% for the biennium 1986-1987, 11.07% for 1984-1985 and 12.32% 
for 1982-1983. He emphasized the important part played by administrat ive support i n the 
ef fect ive de l ivery of WHO programme a c t i v i t i e s . I t should be noted that, increas ing ly , 
the administrat ion was being ca l led upon to provide greater support and serv ices , 
frequently, however, without the p rov i s i on of commensurate resources. 

Out l in ing the remaining contents of document A43/11 and Corr.1, he s a i d that Part I I 
contained the report of the External Auditor, with whom a continuing and open dialogue 
had been maintained by the Secretar iat throughout the biennium in examining and 
strengthening the management of WHO's resources and ensuring appropriate accounting and 
f i nanc i a l contro l s . Part I I I contained the three p r inc ipa l f i nanc ia l statements as 
required by the F inanc ia l Regulat ions, together with the opinion thereon of the External 
Auditor, explanatory notes and supporting schedules. Part IV presented the " f i nanc i a l 
implementation of WHO's programme" ( u t i l i z a t i o n of funds) for 1988-1989. The Appendix 
i ssued with the document contained cumulative information on extrabudgetary resources, 
with b r i e f summaries of the contr ibut ions made by governments and others to the Voluntary 
Fund for Health Promotion, the Global Programme on AIDS and other funds ava i lab le to WHO 
for programme purposes. Considerable deta i l i n the presentat ion continued to be a 
requirement i n order to s a t i s f y thé needs of a number of donor governments and other 
donors for c e r t i f i e d f i gures of expenditures incurred against contr ibut ions made by them 
to the Voluntary Fund for Health Promotion, the Global Programme on AIDS and other t rust 
funds• 

F inanc ia l report on the accounts of WHO for the f i nanc ia l per iod 1988-1989. report of the 
External Auditor. and comments thereon of the Committee of the Executive Board to 
Consider Certain F inanc ia l Matters pr ior to the Health Assembly: Item 25.1 of the Agenda 
(Resolut ion EB85.R17； Documents A43/11 and Cor r . l and A43/27) 

Mr PRESS (Off ice of the External Audi tor ) , speaking on behalf of the External 
Auditor and as Director of h i s Internat iona l Audit D i v i s i on , expressed appreciat ion of 
the ass i s tance and cooperation received from the headquarters Secretar iat and from the 
Regional Director for A f r i c a i n the preparation of the report, the p r i nc i pa l port ion of 
which was devoted to a d i s cus s i on of the re su l t s of two studies conducted by the External 
Auditor i n the Regional Off ice for A f r i ca - one on the control of manpower resources and 
the other on planning, monitoring and evaluation procedures. 

The f i r s t study was the l a s t of a se r ie s of studies on control of manpower resources 
that had been conducted by the External Auditor at WHO headquarters and i n the regions 
over the previous three bienniums. The deta i led re su l t s of the A f r i can study appeared i n 
paragraphs 27-90 of the report, and were summarized i n paragraph 14; paragraphs 10-13 
summarized the re su l t s of the previous s tudies, car r ied out i n 1984-1985. 

The main objective of the se r ie s had been to evaluate the procedures employed at WHO 
headquarters and the regional o f f i ce s to confirm the continuing need for posts and to 
j u s t i f y the employment of short-term s t a f f and consultants funded by the regular budget. 
Following the reviews of procedures for the employment of short-term s t a f f and 
consultants at WHO headquarters i n 1984-1985, the Secretar iat had introduced forms 
requ i r ing employing d i v i s i o n s to provide po s i t i ve assurance that such employment was 
f u l l y j u s t i f i e d and that planned work could not be performed by ex i s t i n g s t a f f . 
Following v i s i t s by the External Auditor to reg ional o f f i ce s , inc lud ing the Regional 
Off ice for A f r i c a i n 1989, a l l Regional D i rectors had agreed to introduce those forms and 
procedures. I n the case of procedures for determining the continuing need for 
establ i shed posts, the External Auditor had recommended to the Secretar iat i n 1984-1985 
and 1986-1987 that the WHO Administrat ive Management un i t should be expanded to enable i t 
to employ s t a f f on s t a f f i n g surveys to give senior management, over a period, an 
objective view of that need i n areas where such surveys were feas ib le , a procedure 
pa r t i cu l a r l y des i rable given the absence of wr i t ten guidance to WHO managers on how and 
when s t a f f i n g leve l s should be reviewed. The report indicated (paragraph 14(b)) that i n 
1989 no such wr i tten guidance was provided i n the Regional Off ice for A f r i ca . 



I n i t i a t i v e s had, however, (paragraph 15) been taken at WHO headquarters i n 1989 and 1990 
to make such guidance avai lable throughout WHO. I n h i s recommendations (paragraphs 16 
and 17) the External Auditor again stated that the Organization would beliefit from a 
programme of independent surveys, although success i n developing and widely applying 
formal guidance on s t a f f i n g review procedures would confine the need for such surveys to 
areas where specia l expertise was required, such as the s t a f f i n g of the estate services 
i n the Regional Off ice for A f r i ca (paragraph 35). 

The second study covered by the report (summarized i n paragraphs 18-26 and set out 
in deta i l i n paragraphs 54-90) had reviewed the operation of the Af r i can Regional Office 
Programme Operations Coordination (AFROPOC) system introduced by that Regional Off ice i n 
1986 to monitor and evaluate programmes and projects funded by WHO. The External Auditor 
had concluded (paragraph 21) that AFROPOC could achieve i t s objectives i f i t was f u l l y 
and correct ly implemented, but considered, on the bas i s of information avai lable at the 
time of review i n August 1989, that the standard of compliance with the system could be 
improved. The Regional Off ice was, however, taking a number of steps (paragraph 26) to 
make the system successfu l and proposed to carry out more reviews of country a c t i v i t i e s 
through po l icy and programme audits, which as a WHO pol icy under the Eighth General 
Programme of Work had been described i n paragraph 87. The External Auditor had coiranented 
on the value of such audits, pa r t i cu la r l y where WHO's procedures for monitoring and 
evaluation were not yet f u l l y effect ive. 

Dr OWEIS (representative of the Executive Board) introduced the f i r s t report of the 
Committee of the Executive Board to Consider Certain F inancia l Matters p r i o r to the 
For ty - th i rd World Health Assembly, contained i n document A43/27. I n the course of i t s 
review of the f i nanc ia l report (document A43/11 and Corr.1), the Committee had paid 
part icu lar attention to the fol lowing matters : the rate of co l l ec t i on of assessed 
contributions； the programme budget implementation reductions, t o t a l l i n g US$ 17 972 000 
under the regular budget; the operation of the exchange rate f a c i l i t y； t h e obl igat ions 
incurred under a l l sources of funds； the control on administrative support costs； the 
report of the External Auditor; the level of the surplus of the 1988-1989 regular 
budget, the t ransfers between i t s appropriation sect ions, the ob l igat ions incurred and 
the re su l t i ng f i nanc ia l outcome of i t s implementation； and the comprehensive appendix on 
extrabudgetary resources for programme ac t i v i t i e s . After expressing i t s s a t i s f a c t i on 
with the opinion expressed by the External Auditor concerning the 1988-1989 accounts, the 
Committee had recommended to the Health Assembly the adoption of a draft reso lut ion that 
would be found i n i t s report (document A43/27). 

Dr SAVEL'EV (Union of Soviet S o c i a l i s t Republics) sa id that the f i nanc ia l report and 
the report of the External Auditor showed that unfortunately the f i nanc ia l d i f f i c u l t i e s 
being experienced by the Organization were i n no way diminishing. I n fact, revenue from 
assessed contr ibutions over the past two years had fa l l en to an even lower level than i n 
the previous biennium. As a resu l t , i t had been necessary to resort to budgetary cuts, 
and to make greater use of extrabudgetary funds, which now exceeded the regular budget. 
Such an increase i n extrabudge tary resources involved a certa in r i s k : donors making 
substant ia l resources ava i lable might impose conditions on thei r use, and might seek to 
influence the Organ izat ion ' s programmes and po l i c i e s . 

The most rat iona l approach would be to make more effect ive and economic use of the 
Organizat ion ' s resources, which would enable better re su l t s to be achieved at lower 
cost. The report showed that the Secretar iat was taking certa in steps i n that d irect ion, 
notably by i n s t i t u t i n g a system for the control and evaluation of the Organizat ion ' s 
a c t i v i t i e s . He welcomed the conversion of the Administrative Management un i t into the 
Office of Administrative Management and Evaluation, which, i n addit ion to i t s previous 
functions, would now also be responsible for evaluating the qual i ty and effectiveness of 
WHO's programmes. 

He was impressed by the consistency and continuity of the e f fo r t s being made to 
promote the rat iona l and economical use of the Organizat ion ' s resources at a l l leve l s . A 
detai led study had been made of the use of the Organizat ion ' s manpower resources both at 
headquarters and i n the regions and i n part icu lar i n РАНО and the Af r i can Region. 

The External Aud i t o r ' s recommendations were well founded, and should be implemented 
immediately. They would make poss ib le the more str ingent control of the expenditure on 
personnel, which accounted for a considerable proportion of the budget. I n view of the 



enormous volume of the Organizat ion ' s a c t i v i t i e s , c a l l i n g for large numbers of s ta f f , 
s ta f f surveys should be conducted by independent personnel and proper procedures 
introduced for meeting s ta f f ing needs, which would increase the effectiveness of the 
programme budget process as a whole. The measures that had already been taken to that 
end were welcome and should be continued. 

I n conclusion, he endorsed the f i r s t report of the Committee of the Executive Board 
to Consider Certain Financial Matters p r io r to the Forty - th i rd World Health Assembly 
(document A43/27), and supported the draft resolut ion. 

Dr DE SOUZA (Austra l ia) endorsed most of the points made by the previous speaker. 
He congratulated WHO on i t s success in maintaining a "zero growth" budget, which was a 
very effect ive means of improving operational ef f ic iency. 

He also congratulated the Director-General on keeping the cost of administrative 
support at 11.8% of a l l obl igat ions incurred under a l l sources of funds. I t was clear 
from the f igures given that that level was being maintained, and he urged the 
Organization to continue to introduce budgetary reforms that would ensure continued close 
control of administrative support costs. 

He, too, was concerned at the ever- increasing f inanc ia l d i f f i c u l t i e s being suffered 
by the Organization as a result of arrears in assessed contr ibutions. The report 
h ighl ighted the continuing disrupt ion of programmes that resulted from the un re l i ab i l i t y 
of contributions to the regular budget. He strongly supported the plea made to Member 
countries to pay their contributions on time. 

Mrs JANSSEN (Netherlands) sa id that she noted from the f inanc ia l report that 
non-payment of assessed contributions had made necessary a reduction in programme 
delivery of nearly US$ 18 mi l l ion. I n addition, i n order to provide funding for the 
total reduced 1988-1989 budget, US$ 11 mi l l i on had had to be drawn from the Working 
Capital Fund, and internal loans amounting to US$ 58 m i l l i on made. While such methods of 
f inancing were perfect ly in l ine with the F inancial Regulations, they lacked a s o l i d 
bas i s and for that reason should be used only as a temporary measure. 

Internal loans could be j u s t i f i e d only i f there were good prospects that they could 
be repaid from overdue contributions received in subsequent years. Her delegation would 
appreciate a concise report on the funding of the programme budget, which would take into 
account funding through internal loans. While US$ 30 mi l l i on of casual income and 
US$ 11 mi l l i on from the Working Capital Fund had been used, no deta i l s were given as to 
the source of the remaining US$ 28 mi l l ion; she requested more information. 

Careful consideration should be given to the resu l t s of the External Aud i to r ' s 
survey of the budgeting and contrpl of regional manpower planning, and a report made to 
the Executive Board. 

Mr BOYER (United States of America) sa id that the report gave the impression that, 
despite serious f inanc ia l d i f f i c u l t i e s during the 1988-1989 biennium, WHO was f inanc ia l l y 
strong, and he hoped that that s i tuat ion would continue. 

I t would be useful i f , in future reports, the introduction could include a h i s tory 
of a l l the steps i n the budget process. For example, i t could explain that the Executive 
Board had provided guidance in two resolut ions, one on cooperation in programme budgeting 
(EB79.R9) and the other on the management of WHO'S resources and the sett ing o,f programme 
p r i o r i t i e s (EB83.R22), on procedures that could be adopted to ensure greater openness in 
the development of the budget, as well as greater involvement of Member States in the 
process of sett ing p r i o r i t i e s . Such an explanation would be very useful i n keeping 
Member States informed about how the new procedures for budget development were 
operating. 

One item i n the report which was of concern to h i s delegation was the use of the 
exchange rate f a c i l i t y . Three years ago, i n adopting the 1988-1989 programme budget, the 
Health Assembly had authorized WHO to use up to US$ 31 m i l l i on of casual income to 
compensate for exchange rate losses. He had noted from the 1988 f inanc ia l report that, 
in fact, only US$ 25.5 mi l l i on of that US$ 31 mi l l i on had been obligated, and also that 
the exchange rate had markedly improved i n late 1988 and early 1989. 

The previous year, h i s delegation had queried whether the f u l l US$ 25.5 m i l l i on 
obligated had been needed, since the 1988 report showed that only US$ 12.6 m i l l i on of 
that sum had actual ly been disbursed. The report currently under d i scuss ion revealed 



that only US$ 16.3 m i l l i o n had been disbursed during the ent ire biennium, and he would 
l i ke some explanation on that point. Was i t poss ib le that US$ 9 m i l l i o n of the 
US$ 25 m i l l i o n obl igated i n 1988 had actua l ly been de-obl igated i n 1989, or had i t been 
returned to casual income i n some other way? 

The report showed that the amount of casual income at 31 December 1989 had been 
US$ 30 875 948. Presumably, that amount had been subs tant ia l l y increased by the interest 
credited on 1 January 1990, but might a lso have been reduced i f funds had been used under 
the exchange rate f a c i l i t y . What was the s i t ua t i on with regard to casual income? 

He further asked whether WHO was continuing the s t a f f i n g surveys described i n the 
External Aud i t o r ' s report. Such surveys were pa r t i cu l a r l y important as a means of making 
sav ings. He was g lad to note that the External Auditor was continuing to perform special 
studies of selected topics at regional leve l , and hoped that the reg ional o f f i ce s 
concerned would comply with the recommendations. 

The report had shown that the Regional Off ice for A f r i c a was not complying with the 
standards i t had set for i t s e l f when i n s t a l l i n g i t s Programme Operations Coordination 
(AFROPOC) system. Since money had been spent on i n s t a l l i n g the system, what was the 
Regional Off ice doing to make i t operational? As recommended i n the report, any 
proposals for reprogramming should be f u l l y j u s t i f i e d , and the i r impact assessed. 

He also supported the External Aud i t o r ' s recommendation that s t a f f i n g needed to be 
reviewed i n an e f fo r t to keep administrat ive costs to a minimum. Total overtime costs 
for the Regional Off ice appeared to be exorbitant: i t was claimed that some ind iv idua l s 
worked from 79 to 189 hours of overtime per month, the equivalent of some nine and a ha l f 
hours of overtime per day. Such f igures d id not appear to be j u s t i f i e d . His delegation 
would encourage the s t r i c t e s t economies i n such areas, s ince the health of the people of 
the Region would benef i t more i f money was spent on health programmes rather than on 
meeting transportat ion costs . What was the Regional Off ice for A f r i c a doing to fol low up 
the r epo r t ' s f ind ings and recommendations? He hoped that s im i la r surveys would be 
undertaken i n other reg ional o f f i ce s i n due course. 

M i s s BAUTY (Switzerland) commended the prudent and s k i l f u l f i nanc i a l po l i cy adopted 
i n the face of the delays i n the payment of contr ibut ions by cer ta in Member States, and 
pra i sed the reports of the External Auditor； but had they been acted upon? I n the 
current report, he had given more detai led considerat ion to expenditure on s t a f f at the 
Regional Off ice for A f r i ca ; two years ea r l i e r headquarters and the Regional Off ices for 
South-East A s ia and the Eastern Mediterranean had been the subject. 

Some of the External Aud i t o r ' s comments were repeated from one biennium to the 
next. I n 1988, observing that WHO should improve i t s methods of e s tab l i sh i ng s t a f f i n g 
needs at headquarters and i n the regions, he had noted that the Administrat ive Management 
un i t at headquarters, s ta f fed by three o f f i c i a l s u n t i l 1987, when the number had been 
reduced to only two, was unable to funct ion as e f f i c i en t l y as i t should, and had 
suggested that more surveys should be conducted with the help of add i t iona l s t a f f , 
preferably independent, s ince a programme of regular controls would lead to substant ia l 
savings； i n 1986 he had already suggested that the employment of consultants and 
temporary s t a f f should be contro l led by means of forms i n which the d i v i s i o n s concerned 
would have to j u s t i f y such employment. 

I n 1988 he had noted that the proport ion of sec reta r ia l to pro fes s iona l s t a f f i n the 
Regional Off ice for South-East A s ia d id not correspond to the prescr ibed ra t i o of two 
sec reta r ia l to three profess iona l posts. However, the same anomalies were described i n 
the current report with regard to the Regional Off ice for A f r i ca . No procedure was 
prescr ibed for ascerta in ing whether the number of s t a f f met the needs set out i n the 
budget. Consultants and temporary s t a f f were employed without any contro l s and without 
the prescr ibed forms being completed - and a large number of temporary s t a f f were engaged 
at that Regional Off ice for periods up to 11 months, i n many cases without any spec i f i c 
job descr ipt ion. I n addit ion, the permitted ra t i o of sec re ta r i a l to p ro fes s iona l s t a f f 
was disregarded, with one secretary for each profess iona l . I t was to be hoped that many 
of those problems would be solved by the time of the next report. 

She asked, f i r s t , how many s t a f f members were current ly employed i n the Off ice of 
Administrat ive Management and Evaluation; was that number s u f f i c i en t , and were there any 
plans for future development? Secondly, d id any regional o f f i ce s , other than that for 
A f r i ca , not use the system of control forms for the employment of consultants and 
temporary s t a f f ? Th i rd ly , had the ra t i o of sec reta r ia l to profess iona l s t a f f at the 
Regional Off ice for South-East A s ia been corrected since 1988, when i t had been four 



secretar ies to three pro fes s iona l s , or double the standard proport ion? Fourthly, had the 
survey of a l l posts f a l l i n g vacant and a l l profess iona l posts, announced by the senior 
s t a f f of that Regional Off ice i n 1988, been car r ied out, and, i f so, with what r e su l t s ? 
And f i n a l l y , had the Director-General taken or did he intend to take spec i f i c measures to 
improve the management of the Regional Off ice for A f r i c a and to remedy such shortcomings 
as i n s u f f i c i e n t l y s t r i c t superv i s ion of expenditure, inadequate contro l of the fel lowship 
programme and a tendency to propose a c t i v i t i e s outside the programme budget? 

Mr LUPTON (United Kingdom of Great B r i t a i n and Northern I re land) endorsed some of 
the points made by previous speakers, pa r t i cu l a r l y the concern expressed at the extent of 
the internal borrowing that was taking place, as described i n paragraph 11 of 
document A43/11. He requested more details； i t was important to e s t ab l i s h the pr inc ip le 
that expenditure should be c lo se ly re lated to assured income. Had the interna l borrowing 
been made good by the end of 1989, and where had the money come from - i n other words, 
what was meant by "other ava i lab le internal WHO funds" mentioned i n the footnote on 
page 24? 

The proposal made by the delegate of the United States of America that a h i s t o r i c a l 
report should be included i n the Director-General‘s introduct ion was indeed interest ing, 
and that report might also u se fu l l y indicate the act ion taken on points ra i sed by the 
External Auditor and Member States i n d i scuss ions of the accounts for previous periods. 

Perhaps the Secretar iat could comment on progress made i n the current review of UNDP 
support costs and give WHO's views on proposals under cons iderat ion for arrangements to 
succeed the current system, as wel l as an ind icat ion of the potent ia l effect of decis ions 
to be taken by the UNDP Governing Council on WHO'S budget and s t a f f i n g resources. 
F i na l l y , he requested an assurance that the system whereby the reg ional o f f i ce s were 
cushioned against the effects of exchange rate movements by resor t to the use of casual 
income would not be changed for the 1992-1993 biennium, as had been rumoured. 

Mr MECHE (Ethiopia) s t ressed that, although there was of course room for 
improvement, the AFROPOC system had the advantage of help ing to ensure that WHO 
a l locat ions were used for the a c t i v i t i e s o r i g i n a l l y ident i f ied. WHO budget a l locat ions 
were made after cer ta in procedures had been completed, inc luding preparation of a country 
health p r o f i l e , i den t i f i c a t i on of major health problems, se t t ing of p r i o r i t i e s and 
se lect ion of p r i o r i t y programmes for WHO support, taking into account government 
a l locat ions and support from other donors and sources of funds. WHO support was designed 
pr imar i ly to a s s i s t government e f fo r t s , and funds were a l located on the ba s i s of working 
f igures provided by WHO. Once funds were a l located and tentat ive ly agreed by WHO, a plan 
of act ion for a two-year period was prepared for each programme, as wel l as a plan 
showing the a c t i v i t i e s for each year, the a l locat ions required and the time of 
implementation. Both the general budget a l l oca t ion and the plan were s igned by the 
Regional Director and the ministers of health, the whole procedure being car r ied out with 
the active pa r t i c i pa t i on of the implementing agencies of each programme. 

Formerly, a l locat ions had been made for major programmes i den t i f i ed as needing 
support, without any deta i led plans of action. A l locat ions had not been s pec i f i c a l l y 
committed to a c t i v i t i e s that would a s s i s t government e f f o r t s and i t had thus been 
poss ib le to real locate funds for a c t i v i t i e s which i n most cases bore no re l a t i on to the 
programmes o r i g i n a l l y considered. After the introduct ion of the AFROPOC system, 
rea l locat ion had to be j u s t i f i e d and a plan had to be prepared, requ i r ing the 
author izat ion of the senior o f f i c i a l s who had signed the previous one. He was convinced 
that the introduct ion of the AFROPOC system had great ly reduced the use of funds for 
a c t i v i t i e s unrelated to those planned. 

Dr FUJISAKI (Japan), re fe r r ing to the f i nanc ia l report and audited f i nanc ia l 
statements (document A43/11), commended the increase i n the rate of co l l e c t i on of 
assessed contr ibut ions to 84.7% by the end of the biennium 1988-1989. The rate was 
nevertheless lower than i t had been during the previous two bienniums, and that was a 
ser ious cause for concern about WHO's future a c t i v i t i e s . 

Paragraph 4 of the f i r s t report of the Committee of the Executive Board to Consider 
Certain F inanc ia l Matters p r io r to the For ty - th i rd World Health Assembly (document 
A43/27) described the f i nanc ia l uncerta int ies which had obl iged the Director-General to 



make budgetary cuts t o t a l l i n g US$ 17 972 000. Coordinated ef for t s by Member States and 
the Secretar iat should be made to prevent such reductions i n the future. 

He expressed h i s Government's f irm determination to meet Japan 's f i nanc ia l 
obl igat ions as a Member State of WHO and to cooperate f u l l y with the Director-General. 

Dr LIAMBI (Zaire) sa id that Z a i r e ' s experience with the AFROPOC system was s imi la r 
to that described by the delegate of Ethiopia. The system had resulted i n some degree of 
r a t i ona l i za t i on of budgetary a l locat ions i n var ious programme a c t i v i t i e s . Attempts to 
improve i t were worth while, for i t would f a c i l i t a t e administrat ion of programmes and 
a c t i v i t i e s i n A f r i can countr ies. The j o i n t s ignature of the action plan provided a 
number of guarantees. 

Dr M0NEK0SS0 (Regional Director for A f r i ca ) , rep ly ing to comments e l i c i t e d by the 
report of the External Auditor, expressed gratitude to the Auditor, who had drawn 
attention to a number of weaknesses at the Regional Off ice. E f for t s would be made to 
remedy those weaknesses : a great deal had already been done to improve administrat ion 
and management under the d i f f i c u l t conditions that prevai led i n A f r i ca . WHO 
representatives and other s t a f f had been br iefed and re-br iefed i n a ser ies of meetings 
and consultat ions. 

One problem pecul iar to the Af r ican Region was housing for s ta f f and related 
travel； the s i t ua t i on created openings for i r r e gu l a r i t i e s , but steps were being taken to 
end them. The main problem had been that a large number of workers engaged on housing 
maintenance had been employed by the Regional Off ice for a great many years and were 
lo s ing their drive and ef f i c iency. That problem was being remedied, inter a l i a , through 
the i n s t i t u t i o n of an advisory body to provide work incentives and ensure optimal 
s ta f f ing . The Regional Off ice had also proposed the creat ion of an autonomous, 
se l f - f i nanc ing un i t to ensure that housing and transport were managed respons ibly. 

There had been transfers of s ta f f and separations, to streamline and reinforce 
management. He agreed that the f igure for overtime was high, but h i s ca lcu lat ions showed 
that the maximum was s i x hours i n a day; act ion has been taken on that and related 
problems. He emphasized that that area of weakness did not detract from the otherwise 
h igh standards of management i n the Regional Off ice. 

With regard to the s t a f f i n g system at the Regional Off ice, he noted that there was a 
standard number of senior key profess ional posts that decreased or increased only 
minimally. The s t a f f of the Regional Off ice and representatives of Member States 
reviewed the a l l oca t ion of such posts and decided on p r i o r i t i e s with in the f ixed post 
structure. Due to the hardships of the continent, and consequently l imited manpower, 
there was a f a i r l y h igh rate of short-term consultant recruitment, but the proper 
procedures were general ly followed. The report had referred to an anomaly a r i s i n g out of 
unawareness, on the part of recruitment o f f i c i a l s , that a certa in form needed to be 
f i l l e d out. That anomaly had been rect i f i ed . 

The AFROPOC system was a lso a monitoring and evaluation instrument. When i t was 
introduced, there had been d i f f i c u l t i e s i n reconc i l ing i t with the WHO 11 accounting" 
system. The External Auditor had found, however, that i t had excellent potent ia l i f 
properly managed. D i f f i c u l t i e s i n marrying the d i f ferent systems were gradual ly being 
overcome, and the ent i re Organization might ult imately adopt something s imi la r to 
AFROPOC, which was based on the system used i n the Americas (AMPES). I t had been 
introduced i n 1986 and, after i n i t i a l d i f f i c u l t i e s , had become operational i n the 
1988-1989 biennium. 

The unpred ic tab i l i t y of p o l i t i c a l developments, epidemics and natural d i sas ter s on 
the Afr ican continent precluded perfect management. Budget cuts, too, had forced 
countries to adopt ad hoc planning techniques. A number of other measures were being 
introduced to streamline operations at the Regional Off ice. Some reductions had been 
made i n intercountry support teams, and senior administrat ive o f f i ce r posts had been 
establ ished with a view to ensuring year-round monitoring of administrat ive and f inanc ia l 
procedures and ident i f y ing problems before they got out of hand. The Regional Off ice had 
exceptional administrat ive and secretar ia l needs because each responsible o f f i ce r handled 



three or more programmes and the volume of health interventions i n the Region was 
enormous. 

I n conclusion, he welcomed the information i n the External Aud i tor ' s , report, which 
would be used to further the Regional O f f i c e ' s po l i cy of responsible management of WHO's 
resources. 

The meeting rose at 18h20. 



Friday. 11 May 1990, at 14h40 

Chairman: � Dr H. M. NTABA (Malawi) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 25 of the Agenda (continued) 

F inanc ia l report on the accounts of WHO for the f i nanc i a l per iod 1988-1989. report of the 
External Auditor, and comments thereon of the Committee of the Executive Board to 
Consider Certa in F inanc ia l Matters p r i o r to the Health Assembly: Item 25.1 of the Agenda 
(Resolut ion EB85.R17; Documents A43/11 and Co r r . l and A43/27) (continued) 

Dr KO KO (Regional D i rector for South-East As ia ) s a i d the short answer to the 
questions r a i sed by the delegate of Switzerland on proport ions of s ec re ta r i a l and 
profes s iona l post s , and re lated expenditure, was that act ion was being taken to correct 
the imbalance. However, to enable the Committee to view the matter i n proper 
perspective, he would give some further explanations. 

A f u l l account had been given of the s i t u a t i on i n h i s Region at the time of the 
submission of the External Aud i t o r ' s report to the F o r t y - f i r s t World Health Assembly i n 
document A41/6, i n which i t had been pointed out that there was a considerable difference 
between headquarters and the reg ional o f f i ce s where s t a f f r a t i o s were concerned. For 
example, the Regional Off ice for South-East A s ia had a s i ng le medical o f f i c e r for health 
promotion who was respons ib le for as many as seven programmes - r ehab i l i t a t i on , deafness, 
b l indness , occupational health, o ra l health, the e lder l y , and accident prevention. I n 
headquarters, there would be three to four o f f i c e r s for each of those programmes and a 
r a t i o of two secretar ies to three o f f i ce r s or three secretar ies to four o f f i c e r s was 
workable, whereas i n the Regional Off ice i t would be impossible for a s i ng le o f f i ce r to 
cover seven programmes with l e s s than one secretary. 

In South-East Asia the regional adviser on health behaviour, who had originally been 
the adviser on mental health, continued to cover mental heal th along with other 
programmes (drug abuse, a lcohol, tobacco, cancer, card iovascular d i seases, diabetes and 
other none ommun i с ab1e diseases) which i n headquarters would be handled by two or three 
divisions. Accordingly, that officer, too, had to have the assistance of a secretary. 

He assured the Committee that no o f f i ce r - inc lud ing h imsel f , as Regional Director -
had more than one secretary. The s t a f f of h i s own o f f i ce cons i s ted of the Regional 
D i r e c t o r ' s secretary, one administrat ive o f f i ce r - who had h i s own secretary - and a 
programme a s s i s t an t , who was not a professional； other Regional D i rec to r s ' o f f i ce s might 
have as many as three or four p ro fes s iona l s . The numbers appeared to be i n f l a ted because 
they included not only secretar ies , but a lso what were termed " a s s i s t a n t s " , some of whom 
were working i n areas where most regions would employ p ro fe s s i ona l s . For example, the 
Chief of the Travel un i t , the bu i ld ing engineer, the e l ec t r i c i an , the person responsible 
for information r e t r i e va l , the computer programmer and the fe l lowships a s s i s t an t a l l came 
w i th in the category of " a s s i s t a n t " . Although the Regional Off ice handled some 1000 
fe l lowships per year, i t had only one profess iona l -category fel lowship o f f i c e r . 
Confusion was created because a s s i s t an t s and secretar ies were grouped together i n the 
External Aud i t o r ' s report, g i v i ng the impression that there were d isproport ionate numbers 
of general serv ice s t a f f . 

However, act ion had been i n i t i a t e d to remedy that s i t u a t i on even before the 
d i scuss ions of 1988, and the po s i t i on was reviewed every year. He suggested that the 
Committee refer to the summary records i n document WHA41/1988/REC/3 (pages 144-154) for 
f u l l e r de ta i l s . 

Over the past biennium he had frozen 12 p ro fes s iona l posts； of those, s i x were to 
be d i se s tab l i shed under a continuous s t a f f review, and ce r ta in re lated sec re ta r i a l posts 
were to be e i ther frozen or d i ses tab l i shed. The whole process had been ca r r i ed out i n 
consu l tat ion with the Consultat ive Committee on Programme Development and Management and 



advantage had also been taken of the expertise of the Off ice of Administrat ive Management 
and Evaluation (AME) at headquarters. I n par t i cu la r , the Budget Finance un i t and the 
Supplies and Services un i t had been reviewed and AME would a s s i s t the Regional Off ice i n 
reviewing the Fellowship un i t i n the context of the Executive Board reso lut ion study. 

I n 1988 h i s o f f i ce had had 57 profess iona l posts as against 75 general service 
posts - a r a t i o of one profess iona l to 1.3 secretar ies or a s s i s t an t s . I n 1990, i t had 64 
profess ional s t a f f as against 83 general service s t a f f , a r a t i o of 1 to 1.2. While he 
admitted that that was not good enough, e f for t s were being made to improve that 
s i tuat ion, and studies were continuing. However, he did not think i t would be feas ib le 
to reduce the ra t i o to the headquarters leve l for the reasons he had j u s t outl ined. 

Mr UHDE (Acting As s i s tant Director-General) sa id that the delegate of Aus t ra l i a had 
referred to the continuation of "zero budget growth". Resolut ion EB79.R9 of 1987 had 
ca l led for zero budget growth i n real terms " fo r the foreseeable future"； however, i t 
was of course up to Member States to decide when real increases could be reintroduced. 
Although zero growth i n real terms might seem to imply that the status quo was being 
maintained, i n fact, over the past two bienniums actual costs incurred had exceeded the 
conservative cost increases provided for i n the budget, amounting to a decrease i n real 
terms. Nor should i t be overlooked that there had been an outr ight reduction of 
US$ 25 m i l l i o n i n the 1988-1989 budget level , which had set the Organization back, i n 
real terms, to 1976-1977 leve l s . 

Several delegates had asked what measures were being taken to control administrative 
costs. He assured them that the Director-General would continue to monitor those costs 
i n order to maximize the funds avai lable for technical programmes. I t should be 
remembered that administrat ive costs were an integra l part of programme del ivery, and 
many of those costs could j u s t i f i a b l y be assigned to technical programme act iv i t ies； 
however, for the sake of simpler accounting, they were included under a separate 
administrative cost heading. WHO had one of the lowest administrat ive cost ra t io s i n the 
entire United Nations system, and i t would s t r i ve to maintain that pos i t ion. 

I n reply to the delegate of the Netherlands, he sa id that internal borrowing and 
withdrawals from the Working Capital Fund were temporary measures, and i t was expected 
that the balance of the US$ 58 m i l l i on would be cleared by the l a s t quarter of 1990 at 
the l a te s t . Income de f i c i t had stood at US$ 32 200 000 on 30 A p r i l 1990, as compared 
with US$ 69 m i l l i o n on 31 December 1989; the Working Capital Fund d e f i c i t had stood at 
US$ 21 140 000 on the same date, as compared with US$ 58 m i l l i o n on 31 December 1989. 
Regarding the sources of internal borrowings, he referred to the table on page 19 of the 
f inanc ia l report (document A43/11). That table l i s t e d the funds which could be used to 
support internal borrowings : the combined balances of the larger ones - the Casual 
Income Account, the Special Account for Serv ic ing Costs, and the Terminal Payments 
Account - amounted to s l i g h t l y over US$ 100 m i l l i on alone. However, for the sake of 
c l a r i t y , f u l l e r deta i l s of the sources of such borrowings would be given i n future. 

WHO had a number of mechanisms b u i l t into the system to control manpower growth. 
The Director-General‘s programme budgeting guidel ines, both to Regional Directors and to 
As s i s tant Directors-General at headquarters, emphasized the need to review and control 
the growth of posts and s ta f f , and control was a lso exercised through the continued 
imposition of the zero-growth budget. I n fact, when formulating programme budgets, the 
Organization considered very carefu l l y whether posts should be continued, and whether any 
adjustments were ca l led for i n ex i s t i ng posts i n order to obtain more value for money for 
the work done. The Director-General would make avai lable resources at headquarters for 
any s t a f f i n g and manpower reviews that might be required, either by the regions or by 
headquarters d i v i s i on s . 

The suggest ion by the United States delegate that the introduct ion to the f inanc ia l 
report should include a descr ipt ion of the steps taken i n formulating the budget was a 
useful one, and would be acted upon. 

On a further point ra i sed by that delegate, he sa id that the requirement from the 
exchange rate f a c i l i t y as at 31 December 1988 had been US$ 25 507 400, made up of 
US$ 12 635 420 already used i n 1988 and US$ 12 871 980 required for unl iquidated 
obl igat ions i n 1989. 

As an example of exchange rate f luctuat ions, the WHO Swiss franc/United States 
dol lar exchange rate, i n the 24 months of the 1988-1989 biennium, had increased 11 times, 



decreased 8 times, and remained unchanged 5 times. I n 1988, the rate had f a l l en to 
Sw.fr. 1.29 i n January, r i s i n g to Sw.fr. 1.58 i n October and l e ve l l i n g out at Sw.fr. 1.51 
for year-end accounting purposes. I n ear ly 1989, WHO had asked a prominent Geneva 
banking o f f i c i a l for h i s predict ion of the exchange rate at the end of year: he had 
predicted Sw.fr. 2 to the United States do l la r , whereas the actual rate at year end had 
been Sw.fr. 1.61. That showed that even the experts could not f o re te l l exchange rate 
movements, l e t alone the WHO Secretar iat. 

Because of the strengthening of the United States do l la r i n the course of 1989, the 
f u l l sum of US$ 12 871 980 obl igated at year-end 1988 had not been required. I n fact, 
only US$ 3 741 149 had been needed, and the balance of US$ 9 157 831 had been 
de-obligated and included i n the casual income balance of US$ 30 875 948 as at 
31 December 1989. For the Committee's information, US$ 16 349 569 had been charged to 
the exchange rate f a c i l i t y i n 1988-1989, p r i nc i pa l l y from charges at headquarters, i n the 
A f r i can Region, and i n the European Region. On the other hand, there had been exchange 
rate savings of US$ 4 553 900 from the Western Pac i f i c , South-East A s i a and the Eastern 
Mediterranean Regions, and thus a net sum of US$ 11 795 669 of exchange rate funds had 
been used for the ent i re 1988-1989 biennium. The casual income balance as at 30 Ap r i l 
1990 had stood at US$ 32 553 485. 

I n reply to the delegate of Switzerland, he sa id that most of the observations and 
recommendations made by the External Auditor i n the course of the biennium had been acted 
upon, and the necessary improvements made. WHO regarded the External Audit as a 
management service : i t respected the views and did i t s best to meet the concerns 
expressed there, although i n some instances i t could not implement a l l recommendations i n 
f u l l . 

I n reply to the United Kingdom delegate, he sa id that a l l in terna l borrowing was 
car r ied out against assured income. I n that connection he mentioned that WHO had 
received written assurance that the largest contributor would do i t s utmost to pay i t s 
contr ibut ions, inc luding arrears, as soon as poss ib le . I t was to be hoped that the 
internal borrowing balance would be to ta l l y cleared by the l a s t quarter of 1990, and that 
internal borrowing would remain rare. I n reply to a further point he sa id there was 
indeed feedback on compliance with the External Aud i t o r ' s recommendations for 
headquarters, but timely feedback created some d i f f i c u l t i e s i n the regions； d i scuss ions 
would be held with the External Auditor on possible improvements. 

On the matter of support costs, espec ia l ly i n r e l a t i on to UNDP, WHO was committed 
under reso lut ions WHA27.33 and WHA34.17 to charge a standard 13% in p a r t i a l reimbursement 
for the cost of related technical and nontechnical support and serv ices on expenditures 
incurred under a l l extrabudgetary sources of funds. That arrangement had been the 
outcome of a system-wide cost measurement study carr ied out i n 1973, which had showed 
that WHO required support costs and serv ices of 27.4% i n order to carry out 
extrabudgetary a c t i v i t i e s . I t could therefore reasonably be sa id that 14.4% of such 
support costs and serv ices were being shouldered by the regular budget, and that, 
accordingly, the regular budget was a f u l l partner i n implementing extrabudgetary 
a c t i v i t i e s . 

Of course, as extrabudgetary a c t i v i t i e s increased, the zero-growth regular budget 
would bear more such support costs and serv ices. I n WHO the earned UNDP support costs, 
unl ike those of other agencies, went to finance the regular budget, and i f such 
earnings - u sua l l y some US$ 4 mi l l i on -5 m i l l i on per biennium - were l o s t , the net 
assessments on Member States would be l i k e l y to increase. The whole question of UNDP 
programme support costs would be discussed i n June 1990 by the UNDP Governing Council i n 
Geneva. To date, there had been considerable disagreement between UNDP and most of the 
agencies on that point. 

To the best of h i s knowledge, the Casual Income Account mechanism would continue, 
and the exchange rate f a c i l i t y would continue to be made ava i lable to cushion regional 
o f f i ce s against exchange rate f luctuat ions. 

Mr JORGENSEN (Off ice of Administrative Management and Evaluat ion), rep ly ing to the 
United States delegate, sa id that the Office of Administrat ive Management and Evaluation 
(AME) would continue to undertake staffing surveys in response to priority needs. As 
stated i n the proposed programme budget for 1990-1991, i t would maintain i t s role of 
providing Organization-wide management consultancy support to technical programmes and 
ra t i ona l i za t i on studies on the cost -ef fect ive use of resources. That work t yp i ca l l y 



included as a major component the leve l and a l l o ca t i on of the s t a f f resources of a 
programme. I n connection with the reorgan izat ion of the D i rector -Genera l ‘ s Off ice i n 
November 1988, the scope had been enlarged to include programme evaluat ions. Management 
s tud ies and programme evaluat ions would continue to be conducted by the Of f ice of 
Administ rat ive Management and Evaluat ion at g loba l and reg iona l l e ve l s , at the request of 
other organ izat ions and i n some cases on the i n i t i a t i v e of the Director-General i f he saw 
a pa r t i cu l a r need for a study or evaluat ion. 

I n reply to the Swiss delegate, he s a i d that the Off ice cur rent ly cons i s ted of a 
Chief, three management o f f i c e r s , one of them recent ly t rans fer red to serve as a focal 
point for the Organ i za t i on ' s administrat ive procedures and operat ing i n s t r uc t i on s , and 
two general serv ice s t a f f , as compared with a t o ta l of three p ro fe s s i ona l posts and one 
general serv ice post some 18 months e a r l i e r . The Off ice reported to the D i rector for 
Planning, Coordinat ion and Cooperation i n the D i rec to r -Genera l ' s Of f i ce. To the best of 
h i s knowledge, there were no plans to increase the s t a f f i n the immediate future, i n view 
of the s t r i ngent f i n anc i a l s i t u a t i on of WHO. There was indeed enough work for the 
Off ice. Given the s i ze and complexity of WHO, i t was not s u r p r i s i n g that the Off ice 
general ly had more requests for assignments than i t could deal with, and the challenge 
was to set p r i o r i t i e s i n consu l tat ion with the senior management concerned. Thus, three 
of the p ro fe s s i ona l s t a f f members were cur rent ly engaged heav i l y i n the second phase of 
the management review of the Global Programme on AIDS, cover ing a l l s i x reg ions, although 
other priority assignments were conducted at the same time； for example, the Office had 
recent ly ca r r i ed out an on - s i te study of the s t a f f i n g and organ izat ion of estate and 
transport services at the Regional Office for Africa, at the request of the Regional 
Director, and had submitted preliminary conclusions and recommendations on the subject. 
I f i t had not ca r r i ed out such stud ies on request but i n a rout ine or per iod ic fashion, a 
s t a f f review at that Regional Off ice might have been due much l a te r i n the year, which 
probably would not have pleased e i ther the Regional D i rector or the External Auditor. 

The s t a f f i n g leve l su f f i ced to provide some k inds of programme-specific and 
multiprоgramme p r i o r i t y support, but not regular programme evaluat ion and s t a f f i n g 
surveys of all programmes. In any case, such reviews should as a matter of principle 
remain p r imar i l y the r e s p o n s i b i l i t y of programme management and should be executed i n the 
context of the b i enn i a l evaluat ion and budgeting processes of the Organizat ion as a 
whole. Accordingly, the Office's services would be better used in support of efforts to 
improve further those processes and other components of the ove ra l l managerial framework 
of WHO, and i t was studying the scope and methodology of the approach used by senior 
management to evaluate WHO programme activity at the global and interregional level. It 
expected to be able to make recommendations to the Director-General on the subject in the 
near future. 

Mr PRESS (Off ice of the External Auditor) assured the United States delegate that 
s im i l a r surveys would be undertaken i n other reg iona l o f f i ce s and at WHO headquarters i n 
due course, i n accordance with A r t i c l e 12.3 of the F inanc ia l Regulat ions. The topics for 
reviews were se lected a f ter surveys of the nature and scope of WHO's operat ions, the 
cost, and the subjects covered i n previous audit reports . The f i n a l se lec t i on of topics 
was made by the External Auditor, who took carefu l note of the i n te re s t s expressed and 
comments made in Committee В on his report. 

Miss BAUTY (Switzerland) sa id that the S e c r e t a r i a t ' s r ep l i e s showed how important i t 
was for WHO not only to study the reports of the External Auditor, but to inves t igate the 
act ion taken on recommendations, even i f those were not fol lowed for good reasons； as 
Mr Uhde had sa id , i t was c lear that a l l the External A u d i t o r ' s recommendations could not 
be put into ef fect and that opinions on them might wel l d i f f e r , but i t was nevertheless 
important to a scer ta in what had happened i n that regard over the past year or two. 

She re i te ra ted her quest ion about the system of forms for j u s t i f y i n g the employment 
of consultants or short-term s t a f f ; they seemed not to have been appl ied at a l l when the 
External Auditor had visited the Regional Office for Africa; were there still cases 
where consultants and short-term s t a f f were engaged without s t r i c t contro l ? Compliance 
was very important for WHO as a whole, not only for ce r ta in reg iona l o f f i c e s . Moreover, 
two years a f ter the External Auditor had made h i s comments on the Regional Of f ice for 
South-East A s i a , the r a t i o of s ec re ta r i a l to p ro fe s s i ona l s t a f f was s t i l l approximately 
3.6 to three, whereas the recommended ra t i o was two to three: was that due merely to the 



time i t took to implement the d i rec t i ve s , or were there good reasons why the standard 
should not be appl ied i n that Regional Of f i ce ? 

Dr MILZOW (Federal Republic of Germany) requested further information in reply to 
questions about i n te rna l borrowing; three large funds had been mentioned from which 
money was borrowed. A r t i c l e 5 .1 of the F inanc ia l Regulat ions provided that "any balances 
of • … i n t e r n a l loans outstanding at the end of the f i n anc i a l per iod s h a l l be reported to 
the Executive Board". Indeed, that information should perhaps appear i n the f i n anc i a l 
report i t s e l f , s ince loans from the funds i n quest ion might be regarded as disbursements 
i n the f i n a l accounts for the period. 

Mr LUPTON (United Kingdom of Great B r i t a i n and Northern I re land) asked about 
expectations that the major contr ibutor would have paid o f f s u f f i c i e n t outstanding 
contr ibut ions to c lear i t s debts by the end of year； i t was to be hoped that those 
expectations were r e a l i s t i c and that i t would not continue to be necessary to depend on 
in terna l borrowing. 

His delegat ion was a l so concerned at the extent to which the regular budget was 
being ca l l ed upon to contr ibute to extrabudgetary a c t i v i t i e s . Mr Uhde had referred to 
two reso lu t ions under which the charge for programme support costs for such a c t i v i t i e s 
had been set at 13%, and had then gone on to say that i n fact the f i gu re was 27.4%. 
Perhaps those two re so lu t ions should be re-examined with a view to adjustments i n the 
l i g h t of the rea l cos t s , p a r t i c u l a r l y as extrabudgetary a c t i v i t i e s were increas ing. 

Mr BOYER (United States of America), referring to the payment practices of the 
l a rges t contr ibutor to the WHO budget, s a i d that the desc r ip t ion of the s i t u a t i o n with 
regard to current assessments i n the f i n anc i a l report made i t look more ser ious than i t 
r e a l l y was. For example, as far as the assessment of US$ 71 m i l l i o n for 1989 was 
concerned, under United States law no cont r ibut ion could be made u n t i l the new f i s c a l 
year began in October, and even then payment could be made only if Congress had completed 
the appropr iat ion process. I n 1989, the President had requested appropr iat ion of the 
f u l l amount of US$ 71 m i l l i o n , but Congress had not appropriated anything u n t i l late 
December of that year, and i t had not been pos s ib le to pay some of that amount u n t i l 
January 1990. The United States of America had thus paid US$ 32 m i l l i o n i n December and 
another US$ 33 m i l l i o n i n the f i r s t two weeks of January 1990； s ince the f i n anc i a l 
report re lated to books c losed at the end of December, the payment of US$ 33 m i l l i o n had 
not been included; document A43/12, to be studied under agenda item 25.2, would show 
overa l l ar rears of US$ 33 m i l l i on , not US$ 66 m i l l i o n . The to ta l United States payment 
for 1989 would thus be 92% of the assessment, and i t was hoped that the balance of 
US$ 6 m i l l i o n could be pa id as soon as Congress had completed a further step i n the 
appropr iat ion process, so that the assessment for 1989 would be paid v i r t u a l l y i n f u l l . 

With regard to h i s count ry ' s arrears of US$ 27 m i l l i o n for ea r l i e r years, i t would 
be reca l led that President Bush had formerly served as United States Ambassador to the 
United Nations, and was consequently very interested i n the a f f a i r s of the United Nations 
system. E a r l i e r i n 1990 he had ins t ructed the Admin i s t rat ion to request from Congress an 
appropr iat ion prov id ing f u l l payment of current assessments for that year to a l l 
i n ternat iona l organ izat ions , as wel l as an appropr iat ion for the ent i re amount of United 
States arrears owing to in ternat iona l organ izat ions , payable over a f i ve -year period; 
that request was s t i l l before Congress. The delegat ion appreciated the concern expressed 
by others about those payments and wished to make i t c lear that work was under way to 
el iminate the s h o r t f a l l . Meanwhile, i t would be seen from document A43/11 Cor r .1 that 
the United States Government was the largest contributor of extrabudgetary resources to 
WHO, to the amount of near ly US$ 65 m i l l i o n for 1988-1989, of which some US$ 49 m i l l i o n 
had been paid i n 1989. 

With regard to the External Aud i t o r ' s comments on the Regional Off ice for A f r i ca , 
h i s delegat ion continued to be concerned about the programming and eva luat ion mechanisms 
and the manpower contro l operations i n that Regional Of f ice. Since the quest ions asked 
dur ing the debate seemed to be leg it imate, h i s delegat ion proposed that the operative 
paragraph of the dra f t r e so l u t i on on page 3 of document A43/27 be numbered 1 and that a 
new operative paragraph 2 be added, reading as fol lows : 



"REQUESTS the Director-General to report to the eighty-seventh ses s ion of the 
Executive Board and the Forty-fourth World Health Assembly on progress made in 
implementing the recommendations of the External Auditor concerning programme 
planning, evaluation and monitoring, as well as manpower control procedures, i n the 
Regional Off ice for A f r i c a " . 

Mr LAFIF (D i v i s i on of Personnel), re fer r ing to the statement by the Regional 
Director for South-East A s i a that some progress was being made i n atta in ing an acceptable 
rat io of secretar ia l to profess iona l posts at h i s Regional Off ice, sa id i t should be 
borne i n mind that the recommended standard was a target to be reached progress ive ly . 
The regional o f f i ces had to take into account ex i s t i ng s i tua t ions i n which thei r various 
serv ices had a spec i f i c number of s ta f f , and those numbers could be changed only to 
re f lect s ta f f movements or reorganizat ion of services； delegates should therefore take 
note of the Regional D i r e c to r ' s assurance that i t was intended to implement the 
recommendation as quickly as poss ib le . 

With regard to the engagement of consultants and short-term s t a f f at the Regional 
Off ice for A f r i ca without completion of the requ i s i te form, the Swiss delegate had c ited 
subparagraph 14(d) of the External Aud i to r ' s report, but that text was surely related to 
paragraphs 41 and 42, from which i t would be seen that the External Auditor had received 
an assurance from the Administrat ion that the recommendations were accepted and would be 
applied as soon as poss ib le . I t should be recal led, however, that the Regional Office 
for A f r i ca was very large, covering a great many countr ies, and that i t s operation was 
exceedingly complex. As stated i n paragraph 42 of the report, a large number of 
short -terra s t a f f had to be recru ited for tasks normally peirformed, by holders of 
fixed-term posts : emergency s i tuat ions sometimes arose, and the a v a i l a b i l i t y of experts 
to carry out certa in tasks, geographical d i s t r i bu t i on c r i t e r i a , d i f f i c u l t loca l l i v i n g 
conditions and the f a c i l i t i e s offered to the s t a f f and thei r fami l ies for education, 
housing, secur i ty and so forth, a l l had to be taken into account. I n many cases, working 
conditions had proved to be so unattractive that i t was d i f f i c u l t for the Regional Office 
to f i l l f ixed-term posts other than by employing short-term s t a f f , even for periods of 
11 months. He bel ieved that the Regional Off ice estimated and met i t s manpower needs as 
e f f i c i en t l y and rap id ly as poss ib le. 

Miss BAUTY (Switzerland) pointed out that her question related, not merely to the 
Regional Off ice for A f r i ca , but more broadly to the use of the form. She had noted in 
1988 that the form had not been used at the Regional Off ice for South-East As ia u n t i l the 
arrival of the External Auditor, but that it had been since then. Now, two years later, 
i t was stated that the form was not used at the Regional Off ice for A f r i ca . Her question 
was whether there was any WHO of f i ce i n the world i n which the form was s t i l l not used, 
although i t was the only means of cont ro l l i ng the employment of consultants and 
short-term s t a f f - who sometimes became more or les s permanent, although they were cal led 
temporary. She would therefore welcome a clear answer to the question whether or not the 
form was now used throughout WHO. 

Her delegation supported the amendment to the draft reso lut ion proposed by the 
delegate of the United States• 

Mr LAFIF (D i v i s i on of Personnel) sa id that at least a pa r t i a l reply to that question 
might be found i n the statement i n the External Aud i to r ' s report to the effect that those 
forms had been introduced i n the regional o f f i ces where the External Aud i t o r ' s s t a f f had 
examined the manpower control procedures. 

Dr MONEKOSSO (Regional Director for Af r i ca ) assured the delegate of Switzerland that 
s t a f f of the personnel o f f i ce at the Regional Off ice for A f r i ca had been retrained and 
were now complying f u l l y with required procedures, inc luding the use of recruitment 
forms. 

Pr ior to 1986, l i t t l e programme monitoring had been undertaken i n the Region. I n 
1986, therefore, he had i n i t i a t ed the sett ing-up of a programme coordination mechanism 
s imi lar to the American Regional Programme Evaluation System (AMPES). He had had 
experience of AMPES as an instrument for programme planning, monitoring and evaluation i n 
that Region when he had worked there for f ive years. A senior s t a f f member from the 
Region of the Americas had worked at the Regional Off ice for A f r i ca to a s s i s t i n sett ing 



up a s imi lar system, the Af r ican Regional Programme Operations Coordination (AFROPOC) 
system. AMPES was based on a monthly reporting system. Given the communication 
d i f f i c u l t i e s i n the Af r i can Region, i t had been decided to develop AFROPOC on the bas i s 
of quarterly reporting. For two years there had been considerable d i f f i c u l t i e s i n 
introducing the AFROPOC system and harmonizing i t with the ex i s t i ng WHO management 
system, the Administrat ion and Finance Information (AFI) system, which e s sen t i a l l y 
accounted for money spent but not necessar i ly i n d i rect re l a t i on to programmes and 
programme planning. As a re su l t , AFROPOC had not become operational u n t i l 1988-1989; i t 
was only i n the second f u l l year of operation. The External Auditor had thus examined 
i t s operation only j u s t after i t had started to take effect. A l l Member States i n the 
Region were now s a t i s f i e d with the AFROPOC system, as var ious Regional Committee 
resolut ions te s t i f i ed , although they recognized that i t required further development to 
become f u l l y effect ive. 

The c r i t i c i sms made by the External Auditor had been most constructive with a view 
to the further development of the system. He welcomed the External Aud i to r ' s conclusion, 
which recognized that the Regional Office was taking a number of steps to make AFROPOC a 
successful system and that i t proposed to carry out more reviews by audits i n po l icy and 
programme terms. 

Out l in ing some of those steps, he sa id that i n about one month's time, a management 
o f f i cer from the Regional Off ice would be attending а РАНО meeting and would stay on to 
study further how the system worked in the Americas and how i t had been cont inual ly 
evolving and expanding. I t was hoped to review the AFROPOC system during 1990 with the 
assistance of a s t a f f member from the Regional Off ice for the Americas. I f required, a 
report on that review, together with any recommendations for future action, would be 
submitted to the Health Assembly i n due course. I n the l i g h t of the External Aud i to r ' s 
comments, a post had been unfrozen to permit the appointment of an o f f i ce r with 
r e spon s i b i l i t i e s s imi la r to those of Mr Jorgensen i n the Office of Administrative 
Management and Evaluation at headquarters. I n addit ion, the decis ion had been taken to 
strengthen the o f f i ce of the Director of Programme Management, which had re spons ib i l i t y 
for AFROPOC, by the assignment of a further senior s ta f f member to a s s i s t i n day-to-day 
a c t i v i t i e s . F i na l l y , s t a f f transfers had been made to ensure that only those f u l l y 
competent i n computer operations were engaged in them. 

Other problems with the implementation of AFROPOC were related to WHO a c t i v i t i e s 
within Member States, which were not ent i re ly under the control of the Regional Off ice. 
The majority of health ministers and o f f i c i a l s i n the Region were now responding to the 
need to strengthen management mechanisms. One of the key i ssues was the strengthening of 
the Off ices of WHO representatives. Some f ive to s i x years ea r l i e r , such o f f i ces had 
been manned by nat ional coordinators recruited under specia l serv ices agreements to 
manage WHO a c t i v i t i e s with in thei r countries. I t had become clear that such a system did 
not provide su f f i c i en t accountabi l i ty and transparency. The Regional Committee had 
therefore agreed to revert to the use of in ternat iona l ly - recru i ted WHO representatives. 
Unt i l f a i r l y recently, the o f f i ces of WHO representatives had consisted of a s ing le 
profess ional s ta f f member with secretar ia l help but l i t t l e other support. The Regional 
Office had now devised ways, including means of f inancing, to ensure the recruitment of 
addit ional s t a f f trained recently i n the appl icat ion of audit procedures and capable of 
managing programme operations on a continuing and rotat ing bas i s i n a l l countries of the 
Region. 

He had not been f u l l y s a t i s f i e d that the programme monitoring and evaluation 
procedures were su f f i c i en t and had fe l t that i t was necessary, with the support of 
governments, to measure the impact of a c t i v i t i e s on the health status of communities. 
The Regional Off ice had therefore drawn up a l i s t of 27 health indicators for use at the 
community leve l which were currently being tested. 

The new management system, which had been introduced on the i n i t i a t i v e of the 
Regional Off ice i t s e l f , was only jus t becoming f u l l y operational, and the Regional Off ice 
should not be c r i t i c i z e d i n that respect; what was needed was support to ensure that the 
system worked. Many of those who had examined i t were of the view that, given the 
b iennia l programme budgeting system operated by WHO, other regions might have to consider 
the introduction of s imi la r systems. 



bus iness l i ke . However, i n 1985-1986, other more ser ious f i nanc ia l management problems 
had had to take precedence. With the help of colleagues from other regions, and 
fol lowing ret ra in ing of s ta f f , those matters had been brought under control； the 
External Auditor was no longer commenting on them, and other problems, such as the 
management of the estate, could be addressed, including the continued payment of rent on 
bu i ld ings that might perhaps, after 20 years, have been acquired by the Regional Office, 
and the continued prov i s ion by the Regional Off ice of maintenance and other serv ices to 
houses on the estate. An advisory management committee was being set up, comprising 
members of the Regional Office administrat ion and residents on the estate, to propose 
measures to make the estate a se l f - f i nanc ing unit . Furthermore, he hoped i n the near 
future to propose to the Director-General a modif ication of the Regional Off ice 
management structure that would free the Director of the Support Programme from the 
routines of estate administration so that he could concentrate on h i s primary task of 
programme support, as was the case i n other regions. A study was being undertaken with 
the help of the headquarters Off ice of Administrative Management and Evaluation to that 
end. Thus considerable progress had already been achieved i n dealing with those 
problems. 

He assured members of the Committee that he arid h i s s ta f f were making every ef fort 
to ensure sound and responsible management of the Regional Off ice. 

Mr LUPTON (United Kingdom of Great B r i t a i n and Northern I reland) supported the 
amendment to the draft reso lut ion proposed by the delegate of the United States of 
America. 

The Committee had been told that WHO might lose revenue from support costs for UNDP 
amounting to some US$ 4 mi l l ion-5 mi l l i on, which was l i k e l y to lead to corresponding 
increases i n assessed contr ibutions. He hoped that Member States would be kept f u l l y 
informed of developments. For example, what steps, i f any, were being taken by WHO to 
make representations at the forthcoming meeting of the UNDP Governing Council to 
influence the outcome of the UNDP review? 

Mr VEHMEIJER (Netherlands) welcomed the information provided by the Act ing Ass i s tant 
Director-General, i n part icu lar the assurance he had given that, i n future, f u l l deta i l s 
of internal borrowing would be reported to the Health Assembly. 

I n view of the statement contained i n paragraph 9 of document A43/27, and having 
heard the explanations given by the Regional Director for A f r i ca and Mr Jorgensen, and 
the comments of other delegates, he supported the amendment to the draft reso lut ion 
proposed by the delegate of the United States of America. 

Dr MAKUTO (Zimbabwe) sa id that he had l i s tened with interest to delegates ' comments 
on the External Aud i to r ' s observations, i n part icu lar as they pertained to the Afr ican 
Region, and the explanations given by the Regional Director for A f r i ca regarding the 
measures that had been i n i t i a ted i n the Regional Off ice to f a c i l i t a t e better planning, 
management and f i nanc ia l administration. The AFROPOC system was now in place and had 
been accepted by most Member States i n the Region as a managerial tool that was already 
beginning to streamline and systematize health programme planning, development and 
monitoring. He noted that the comments made by the delegate of Switzerland regarding the 
use of s t a f f recruitment forms had not applied so le ly to the Regional Off ice for Af r ica. 
As a Member State of the Afr ican Region, i t was h i s country ' s view that the Regional 
Director was doing everything poss ib le to deal with the issues ra i sed by the External 
Auditor and other Member States. The i n i t i a t i v e s taken should be given time to become 
fu l l y ef fect ive. He recal led that, during s imi lar d i scuss ions at the l a s t Health 
Assembly attended by the late Dr Quenum, as Regional Director for A f r i ca , Dr Quenum had 
been at pains to point out the many difficult problems in the African Region and the fact 
that considerable time would be needed to f ind appropriate so lut ions . While Member 
States should feel free to be c r i t i c a l they should also recognize the important progress 
that had been made. The present Regional D i r ec to r ' s i n i t i a t i v e s should be viewed as 
pos i t ive developments i n a Regional Office that had experienced d i f f i c u l t i e s over 
decades. 



He thanked the Regional Director for the 
circumstances. He was sure that, given time, 
i n the coming years. 

work he was doing i n extremely d i f f i c u l t 
further s i gn i f i can t progress would be made 

Dr NYAYWA (Zambia) expressed h i s country ' s appreciation of the mechanisms introduced 
i n the Afr ican Region by the Regional Off ice. For example, the management, planning, 
evaluation and programming ass istance provided through AFROPOC to the WHO 
representat ive ' s o f f i ce i n Zambia had helped i n improving management s k i l l s , i n 
computerizing administrat ion and accounts and i n re t ra in ing of s t a f f i n those tasks. I n 
view of the very recent introduction of the AFROPOC system, more time should be allowed 
for i t to prove i t s worth. Although the Regional Director could well report on 
a c t i v i t i e s i n the Region to the next Health Assembly, i t would be premature to expect a 
report on follow-up to the External Aud i to r ' s report. He could therefore not accept the 
proposed amendment. 

Dr MAGANU (Botswana) expressed h i s concern that, despite the Regional D i r e c to r ' s 
detai led explanation of the problems that AFROPOC had experienced i n i t s ear ly stages, 
several delegations continued to press the matter. I t had not been u n t i l the 
introduction of AFROPOC that Botswana had f e l t f u l l y involved i n the assignment of WHO 
resources, able to plan i t s a c t i v i t i e s well i n advance and monitor the i r implementation； 
he therefore supported the system and f u l l y endorsed the measures taken by the Regional 
Director to strengthen i t . His delegation was unable to accept the proposed amendment, 
since i n a system such as AFROPOC, measures could not be expected to produce d i scern ib le 
changes i n only a year. Indeed, the a c t i v i t i e s for 1990 had already been f u l l y 
programmed. I t was therefore d i f f i c u l t to see what a report to the next Health Assembly 
could achieve. The Regional D i r ec to r ' s undertaking to continue to work on AFROPOC should 
be taken i n good f a i t h and progress on the matter assessed through WHO's normal 
monitoring procedures. 

Dr NTILIVAMUNDA (Rwanda) sa id that the countries of the Af r ican Region had greatly 
appreciated the introduct ion of AFROPOC, which had not only associated them with the 
day-to-day management of the funds al located to the Region but had also helped them to 
monitor the use made of those funds. Although the External Auditor had drawn attention 
to some inadequacies i n the system, account should also be taken of the factors mentioned 
during the d i s cus s ion which mi l i tated against effect ive management pract ices. The 
Regional D i r e c t o r ' s explanations ought therefore to reassure delegates that proper care 
was being taken of WHO's resources in the Af r ican Region. He joined ea r l i e r speakers i n 
considering the proposed amendment unnecessary. 

Dr MAREGEYA (Burundi) sa id that, i n the l i g h t of the explanations given by the 
Regional Director, there was no need for the proposed amendment to be maintained. His 
country was very s a t i s f i e d with the working of AFROPOC which, although s t i l l a very new 
system, appeared to be making good progress. Burundi would be encouraging the Regional 
Director and h i s s t a f f to continue with i t . 

Dr KONDE (Guinea) sa id that Guinea had been c lose ly associated with the development 
of AFROPOC and found i t of considerable ass istance i n the proper management of i t s 
programmes i n the f i e l d . I t was unreasonable to ask that an assessment be made of the 
system after only one year of operation. Moreover, he f a i l ed to see why the proposed 
amendment should be directed to a s ing le region - i t would be more understandable i f i t s 
requirements were appl icable to a l l regions. 

Dr GARCIA DE ALMEIDA (Guinea Bissau) sa id that no country in the Af r i can Region had 
f a i l ed to appreciate AFROPOC. Guinea Bissau, for i t s part, had found the system 
invaluable i n ensuring the proper functioning of cooperative a c t i v i t i e s with WHO as a 
partner. I t had even been found poss ible to include i n the annual programme exercise 
carr ied out with WHO, the resources made avai lable to the country by other internat ional 
agencies. Guinea B i s sau therefore f u l l y supported further development of AFROPOC and 
expressed i t s f a i t h i n the Regional D i r ec to r ' s e f for t s to strengthen the planning process 
involved. 



Dr HIEN (Burkina Faso) sa id that i t should be remembered that, i n h i s report 
(paragraph 21 on page x v i i of document A43/11), the External Auditor had concluded that, 
i f f u l l y and cor rect ly implemented, AFROPOC could achieve a sa t i s f ac to ry standard of 
monitoring and evaluation. As the Regional Director had explained ea r l i e r , the system 
was a very new one - i t had to be given time. The proposed amendment was the more 
su rp r i s i ng as the Executive Board, which had a l so considered the External Aud i t o r ' s 
report, had obvious ly considered i t wise to allow the system time to prove i t s e l f . I t 
was therefore premature to ask the Regional Director to report on progress to the next 
Health Assembly. 

Professor KAPTUE (Cameroon) sa id that h i s country shared Member S tates ' concern 
about improvements i n the management system at the Regional Off ice. The External 
Aud i t o r ' s report had c l ea r l y acknowledged the Regional D i r e c t o r ' s e f fo r t s i n that 
d i rect ion. The delegate of Switzerland had mentioned that the External Auditor had in 
other years made s im i l a r comments with reference to other regions； such comments had 
however not been made the subject of a p rov i s i on s im i la r to the proposed amendment. The 
AFROPOC system was s t i l l i n i t s early stages and, as others had sa id, i t should be given 
time to prove itself. The proposed amendment was therefore untimely. 

Dr VAZ D'ALMEIDA (Sao Tome and Pr inc ipe) , j o i n i ng other speakers i n expressing 
appreciation of AFROPOC, s a i d that system was s t i l l very new and thus required specia l 
treatment. Although improvements were necessary, the measures already i n place were 
functioning wel l and meeting the wishes and asp i rat ions of the countr ies and peoples of 
the Region. Her country was happy with the system; although some difficulties might 
ar i se i n implementation that should not be made a reason for modifying i t . The draft 
reso lut ion should be adopted without change. 

Mr BOROTHO (Lesotho), endorsing the comments made by Dr Makuto and other speakers, 
welcomed the po s i t i ve steps, and i n par t i cu la r the introduct ion of AFROPOC, taken by the 
Regional Director to improve the management of resources i n the Region. The Regional 
D i r e c to r ' s comments i n response to the External Aud i t o r ' s report were pos i t i ve and 
encouraging; Lesotho therefore had full confidence in him and endorsed the view that the 
reso lu t ion should be adopted without amendment. The Regional Director should be given 
time to effect the managerial improvements he had described. 

Dr MIGUEL (Angola), endorsing the views expressed by Dr Makuto and other speakers, 
sa id that the proposed amendment served no purpose and was perhaps dangerous s ince i t was 
d iscr iminatory. The explanations provided by the Regional Director had been of exemplary 
c l a r i t y . 

Mr MECHE (Eth iop ia) , r eca l l i n g what he had sa id at the f i r s t meeting about AFROPOC, 
jo ined others i n supporting the Regional Director； introduct ion of the system had been 
prepared with the f u l l pa r t i c i pa t i on of users, al lowing them to know what funds had been 
al located to the i r sector. I t thus encouraged them to watch over the proper u t i l i z a t i o n 
of such resources and prevent the i r d iver s ion to other purposes. The Regional Off ice 
should consequently be g iven time to look into the recommendations of the External 
Auditor, and the draft resolution should be adopted without amendment. 

Mr BOYER (United States of America) sa id that there appeared to be some 
misunderstanding about the amendment he had proposed, which i n no way implied any censure 
of the Regional Director or the Regional Off ice. Indeed, no c r i t i c i s m had been voiced 
from any quarter i n the Committee on the subject. Delegates to the Health Assembly d id 
not have the expert ise or the opportunity to invest igate the s i t ua t i on p reva i l i ng at a 
reg ional o f f i ce and had perforce to re ly on the report of the External Auditor, who had 
been contracted by the Organization for that purpose at the request of the Health 
Assembly. The amendment was not re s t r i c ted to a review of AFROPOC, but covered the f u l l 
range of the External Aud i t o r ' s comments. I n fact, i t simply followed the standard 
pract ice of many Health Assembly reso lut ions i n requesting a report on the status of 
implementation of recommendations that had been made. Furthermore, whenever the External 
Auditor reviewed the work of a regional office, it was only to be expected that the 
Health Assembly would wish to provide for any recommendations made to be followed up; 



the Regional Director concerned should welcome such continuing interest i n ensuring that 
the health programmes i n h i s region received the maximum resources avai lable to the 
Organization. 

Dr MILZOW (Federal Republic of Germany) sa id that h i s country, l i ke others, attached 
great importance to the comments and recommendations of the External Auditor. However, 
i t was d i f f i c u l t to understand why one region should be s ing led out for attention, as 
appeared to many delegations to be the case with the proposed amendment. I t would 
perhaps be more acceptable i f the proposed addit ional operative paragraph merely asked 
for a progress report on the whole range of recommendations and observations made by the 
External Auditor i n h i s report. 

Dr KPIZINGUI (Central A f r i can Republic) sa id that he f u l l y endorsed the views of 
those previous speakers who had expressed thei r support for the e f fo r t s of the Regional 
Director. I n view of the explanation given by Mr Boyer, he withdrew h i s objection to the 
proposed amendment. 

Mr YANCY (L iber ia) sa id that he wished to j o i n other A f r i can countries i n supporting 
the goals establ i shed by WHO for the implementation of i t s programmes i n the Af r ican 
Region. The Regional Director for Africa had stressed that the problems with the AFROPOC 
system arose because i t had only recently been introduced, but that the system as such 
was a v iable one. He should be given every ass istance and encouragement to improve i t s 
operation. Problems i n any one region of WHO should be the concern of a l l Member States 
of the Organization； their efforts had to be coordinated and focused if the 
Organizat ion ' s goals, inc luding that of health for a l l by the year 2000, were to be 
achieved. 

Dr ТАРА (representative of the Executive Board), speaking as Chairman of the 
Committee of the Executive Board to Consider Certain F inancia l Matters p r i o r to the 
For ty - th i rd World Health Assembly, sa id that, i n reviewing the report of the External 
Auditor, the Committee had duly taken note of the statement i n paragraph 26 of that 
report, that the Regional Office for Africa was taking a number of steps to make AFROPOC 
a successful system. The Committee had recognized, i n paragraph 9 of i t s report 
(document A43/27), that the system was s t i l l new and was i n the process of change and 
development. The Committee, on behalf of the Executive Board, had made the 
recommendations i n i t s proposed reso lut ion i n good fa i th , and i t remained convinced that 
those recommendations were ent i re ly appropriate. 

Mr UHDE (Acting Assistant Director-General) confirmed that the forms referred to by 
the delegate of Switzerland were now being used at every regional o f f ice and by 
headquarters. 

Concerning the question ra i sed by the delegate of the Federal Republic of Germany, 
he sa id that the Executive Board ' s review of the f inanc ia l report had been carr ied out on 
7 May 1990 instead of i n January because the f inanc ia l accounts of the Organization took 
a great deal of time to c lose, arid the f inanc ia l report had been made avai lable only i n 
ear ly Ap r i l 1990. Referr ing to paragraph 5 of document A43/27, he sa id that, of the 
internal borrowing f igure of US$ 69 141 263, the Working Capital Fund of US$ 11 050 500 
had been to ta l l y u t i l i z ed ; US$ 58 090 763 had been debited to the Working Capital Fund 
account, which was backed up by a number of internal funds, including the Casual Income 
Account, the Special Account for Servicing Costs and the Terminal Payments Account. 
Those funds taken together to ta l led over US$ 100 mi l l i on , more than su f f i c i en t to cover 
the de f i c i t balance of US$ 58 090 763 in the Working Capital Fund account. A l l the 
transactions had been performed i n complete conformity with F inanc ia l Regulation 5.1. 
The tota l amount had been charged to the Working Capital Fund alone, instead of divided 
among several accounts, which would have been les s c lear. As he had sa id i n reply to the 
delegate of the Netherlands, such information set out i n a footnote to the consolidated 
statement of income and expenditure under a l l funds could be expanded i n the future. 

He f u l l y agreed with the delegate of the United Kingdom, that the assumption by 
WHO'S regular budget of an increas ing share of the programme support costs for 
extrabudgetary a c t i v i t i e s was a cause for ser ious concern. Resolut ion WHA34.17, adopted 
i n May 1981, had indicated that a standard charge of 13% for p a r t i a l reimbursement for 



such a c t i v i t i e s had been agreed, i n f u l l awareness of the fact that the tota l costs were 
27%. That f igure had been p o l i t i c a l l y acceptable i n 1981, a time of real growth when 
reasonable cost increases had been allowed i n the preparation of the budget. The current 
s i tuat ion, however, was quite d i f ferent. 

I n further reply to the delegate of the United Kingdom on the question of programme 
support costs , he sa id that WHO was par t i c ipat ing i n numerous meetings and consultat ions 
throughout the United Nations system. The governing bodies would be kept informed of 
developments, but i t was impossible to say at present what would be decided. Whatever 
decis ion was taken, however, i t was estimated that no new system would be implemented 
before 1992 at the ea r l i e s t . He expected that, by 1991, WHO would be i n a po s i t i on to 
report to the Executive Board on support costs for extrabudgetary programmes. He 
attached great importance to keeping the Board informed on such an important matter. 

Mr BOYER (United States of America) sa id that, i n response to the comments of a 
number of delegations that A f r i ca was being s ing led out for c r i t i c i sm, and i n conformity 
with the proposal made by the delegate of the Federal Republic of Germany, he was w i l l i n g 
to revise h i s proposed amendment to remove any spec i f i c reference to the Af r i can Region. 
Accordingly, the f i n a l phrase of the proposed new operative paragraph 2 ("concerning 
programme planning, evaluation and monitoring, as well as manpower control procedures, i n 
the Regional Off ice for A f r i c a . " ) should be deleted. 

Miss BAUTY (Switzerland), supporting the revised amendment proposed by the United 
States of America, urged adoption by consensus. I n supporting the o r i g i n a l United States 
amendment, she for one had never intended i n any way to c r i t i c i z e the Regional Off ice for 
Af r ica, the aim being to ensure follow-up to the External Aud i to r ' s report. A vote on 
the amendment might only al ienate Afr ican delegations. 

Dr KONDE (Guinea) sa id that the terms of the draft reso lut ion were f u l l y 
sa t i s factory and he saw no reason for any amendment thereto. 

The draft reso lut ion proposed i n paragraph 15 of document A43/27 was approved with 
the modified amendment proposed by the United States delegation. 

The meeting rose at 18h50. 



THIRD MEETING 

Monday. 14 May 1990. at 9h00 

Chairman: Dr К. RAI ( Indonesia) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 25 of the Agenda (continued) 

Status of c o l l e c t i on of assessed contr ibut ions and status of advances to the Working 
Capita l Fund: Item 25.2 of the Agenda (Document EB85/1990/REC/1, re so lu t i on EB85.R1 and 
Annex 1, and document A43/12) 

Dr OWEIS (representat ive of the Executive Board), introducing the subitem, sa id that 
the D i rector-Genera l ‘ s report on the status of co l l e c t i on of assessed contr ibut ions and 
status of advances to the Working Capita l Fund as at 31 December 1989 (reproduced in 
document EB85/1990/REC/1, Annex 1) had been reviewed by the Executive Board at i t s 
e i g h t y - f i f t h se s s i on i n January 1990. The Board had expressed deep concern at the 
alarming deter io ra t ion i n recent years i n the payment of contr ibut ions by Members and the 
impact of those delays on the f i nanc i a l s i t u a t i on of the Organizat ion and the programme 
of work approved by the Health Assembly. I n pa r t i cu l a r , i t had noted that, as at 
31 December 1989, only 70.22% of contr ibut ions i n respect of the e f fect i ve working budget 
had been co l lected - the lowest rate recorded s ince 1950； that only 94 out of 
164 Members had pa id the i r contr ibut ions for the current year i n fu l l； that as many as 
52 Members had made no payment whatsoever towards the i r contr ibut ions for the current 
year； and that, as a re su l t of the adoption, i n re so lu t i on WHA41.12, of an incentive 
scheme to promote the timely payment of assessed contr ibut ions , those Members which paid 
the i r assessed contr ibut ions for 1990 ear ly i n the year would have the i r contr ibut ions 
payable for the programme budget for 1992-1993 reduced appreciably, while those who paid 
late would have the i r 1992-1993 contr ibut ions reduced only marginal ly or not at a l l . 

Agreeing with the Director-General that there was no subst i tute for prompt payment 
of contr ibut ions by a l l Members, the Board urged a l l Members to pay the i r contr ibut ions 
as ear ly as pos s ib le i n the year i n which those contr ibut ions were due, i n order to avoid 
endangering the programme of work and the f i nanc i a l s t a b i l i t y of the Organizat ion. The 
ear ly payment of assessed contr ibut ions was i n the best i n te res t of every Member i n view 
of the int roduct ion of the f i nanc i a l incentive scheme with effect from the contr ibut ion 
payment records for the years 1989 and 1990. I n re so lu t i on EB85.R1, the Board, 
accordingly recommended to the Health Assembly the adoption of a draf t re so lu t ion . 

Mr UHDE (Act ing A s s i s t an t Director-General ) , introducing the D i rector-Genera l ‘ s 
add i t iona l report on the status of co l l ec t i on of assessed contr ibut ions and status of 
advances to the Working Capita l Fund (document A43/12), sa id that, as ind icated in 
paragraph 2 of the report, tota l co l l ec t ions of 1990 contr ibut ions i n respect of the 
ef fect ive working budget had represented as at 30 A p r i l 1990, 34.11% of the assessments 
on the Members concerned, as compared with 30.16% i n 1989. As many as 93 Members had 
made no payment at a l l towards the i r 1990 contr ibut ion. 

I t would be noted from paragraph 4 of the report that on 1 January 1990 tota l 
arrears of contr ibut ions due for the years p r i o r to 1990 from Members ac t i ve l y 
pa r t i c i pa t i ng i n the work of the Organizat ion had amounted to US$ 91 562 409. By 
30 A p r i l 1990 some of those arrears had been sett led, but a s i g n i f i c a n t amount 
(US$ 53 715 685) had s t i l l remained unpaid. As at 30 A p r i l 1990, as many as 42 Members 
had made no payment at a l l i n respect of the 1989 instalment and thus owed that 
instalment i n f u l l . 



During the f i r s t 13 days of May payments t o ta l l i ng US$ 17 066 297 had been received 
from 23 Members in respect of 1990 assessments, r a i s i n g the percentage of current year 
contributions col lected from 34.11% as at 30 Apr i l 1990 to 39.68% as at 13 May 1990. The 
corresponding percentage as at 11 May 1989 had been 32.68%. 

During the period from 1 to 13 May 1990, the fol lowing Members had paid the 1990 
instalment of their contributions either in part or in f u l l : Benin, Bhutan, Bo l i v ia , 
Botswana, Cook I s lands, Côte d ' I v o i r e , Cuba, Iceland, I reland, Jamaica, Mozambique, 
Nigeria, Paraguay, Rwanda, St K i t t s and Nevis, St Lucia, San Marino, Sao Tome and 
Principe, Senegal, Singapore, Sudan, Turkey and the Union of Soviet S o c i a l i s t Republics. 
Furthermore, since 30 Ap r i l 1990, payments to ta l l i ng US$ 2 621 712 in respect of arrears 
of contributions had been received from Antigua and Barbuda, Benin, Cape Verde, Central 
Afr ican Republic, Côte d ' I v o i r e , Dj ibouti, Kenya, Niger ia, Peru, Poland, Romania, 
Senegal, Somalia, Sudan and Suriname. 

Mr ARRIAZOLA (Mexico) sa id that there were two ways of looking at the status of 
collection of assessed contributions. Certain countries did not pay their contributions 
at the r ight time, not for reasons connected with their economic circumstances, but on 
other grounds. Other countries, developing countries, had not been able to pay their 
contributions for reasons associated with their balance of payments, their indebtedness, 
the f a l l i n their commodity prices and the decl in ing exchange rates of their currencies 
against the United States dol lar . Mexico, l i ke most developing countries, f e l l into the 
latter category, and for the reasons mentioned i t had not been able to pay i t s 
contributions in full. In addition, it should be borne in mind that the dates of the 
financial year varied greatly from one Member State to another, with the result that the 
time at which funds were made available by national parliaments did not necessar i ly 
coincide with the time at which they became payable to WHO. 

Dr GARCIA DE ALMEIDA (Guinea-Bissau) sa id that her country was experiencing a 
d i f f i c u l t economic s i tuat ion. A structural adjustment programme was being implemented 
with the support of the World Bank and the International Monetary Fund. Under it the 
Government had had to reduce public expenditure and dismiss c i v i l servants and other 
public employees. Her Government had always cons istent ly complied with i t s f inanc ia l 
responsibilities to WHO, but owing to the difficult circumstances it had not been able to 
make i t s payment on time. On 9 May 1990 i t had received a telex regarding the matter, 
and the problem was now sett led. 

Dr AL-KHITAM (Sudan) sa id that at the end of Ap r i l h i s Government had received a 
telex requesting payment of its contribution. The contribution had been paid on 1 May. 
I t would perhaps be better i f telex messages requesting payment of contributions could be 
sent out in January, thereby giving Members time to pay. 

Dr KOHONA (Australia) said that in the past his country had paid its annual 
contribution in two separate instalments. From now on, however, the full contribution 
would be paid in a s ing le instalment. 

Mr UHDE (Acting Ass i s tant Director-General) confirmed that dates of the f inanc ia l 
year var ied greatly among Member States, as the delegate of Mexico had pointed out. 
WHO'S New York bankers had not yet confirmed the receipt of Guinea-Bissau 's 
contribution. The receipt of Sudan's contribution had been acknowledged. Au s t r a l i a ' s 
change-over to a payment in one instalment instead of two would certa in ly help the 
Organizat ion ' s cash flow. 

The CHAIRMAN invited the Committee to consider the draft resolut ion. 

The draft resolut ion recommended by the Executive Board in reso lut ion EB85.R1 was 
approved. 



Members in arrears i n the payment of their contr ibut ions to an extent which would j u s t i f y 
invoking A r t i c l e 7 of the Const i tut ion: Item 25.3 of the Agenda (Resolut ion WHA41.7； 
document A43/24) 

Dr OWEIS (representative of the Executive Board) explained that, i n January 1990, 
the e i g h t y - f i f t h se s s ion of the Executive Board had appointed a Committee to Consider 
Certain F inancia l Matters p r i o r to the For ty - th i rd World Health Assembly. I t had 
entrusted that Committee, inter a l i a . with the task of examining the subject of Members 
i n arrears i n the payment of the i r contr ibut ions to an extent which would j u s t i f y 
invoking A r t i c l e 7 of the Const i tut ion and of submitting appropriate f ind ings or 
recommendations to the Fo r ty - th i rd World Health Assembly on the Board ' s behalf. The 
Committee had met on 7 May 1990 to consider the matter. 

The Director-General‘s report to the Committee, annexed to i t s own report 
(document A43/24), ranged the Members concerned i n two groups. The f i r s t group consisted 
of Members which had, i n accordance with reso lut ion WHA41.20, l o s t the i r vot ing r i gh t s as 
from the opening of the Forty-second World Health Assembly. The second group consisted 
of Members which might lose their vot ing r i ght s as from the Forty- fourth World Health 
Assembly in appl icat ion of re so lu t ion WHA41.7. The Committee had considered the 
circumstances of the two groups separately. 

The Members which had l o s t the i r vot ing r i gh t s i n accordance with 
reso lut ion WHA41.20 were : Benin, Comoros, Dominican Republic and S i e r ra Leone, such 
suspension to continue (subject to the p o s s i b i l i t y of res torat ion under A r t i c l e 7 of the 
Const i tut ion) u n t i l the arrears of contr ibut ions due by those Members had been reduced to 
a leve l below the amount which would j u s t i f y invoking A r t i c l e 7. Thus the vot ing r i ght s 
of Benin, Comoros, Dominican Republic and S ie r ra Leone remained suspended. 

The other Members which, on 25 Ap r i l 1990, were i n arrears i n the payment of the i r 
contr ibut ions i n amounts which equalled or exceeded the amounts due from them for the 
preceding two f u l l years were Antigua and Barbuda, Burundi, Cambodia, Cape Verde, Congo, 
Equator ial Guinea, Grenada, Guatemala, Guinea-Bissau, Lebanon, L ibe r i a , Mauritania, Peru, 
Romania, Somalia and Uganda. The Committee of the Executive Board had reviewed the 
payments made by those Members s ince the Forty-second World Health Assembly and the 
communications received from them during the same period. The Committee had been advised 
that, as a re su l t of a payment made since the date of the D i rector -Genera l ' s report, the 
vot ing r i gh t s of Somalia were no longer at i s sue. The Committee came to the conclus ion 
that none of the other Members concerned were faced with exceptional circumstances which, 
pursuant to reso lu t ion WHA41.7, warranted a d i f ferent measure from the suspension of 
vot ing r i gh t s , as from the Forty- fourth World Health Assembly. 

The Committee noted that i n 1989 i t had recommended the suspension of vot ing r i gh t s 
of cer ta in of the Members concerned as from the For ty - th i rd World Health Assembly, but 
the Health Assembly had not adopted the recommended reso lut ion, thus deviat ing from the 
p r inc ip le s l a i d down i n re so lu t ion WHA41.7. The Committee f e l t that i n future the Health 
Assembly should each year cons i s tent ly apply the p r inc ip le s l a i d down i n reso lu t ion 
WHA41.7 in order to maintain equity among Member States, thus avoiding the anomalous 
s i t ua t i on wherein cer ta in Member States had thei r vot ing p r i v i l ege s suspended, whereas 
others i n a s im i la r s i t ua t i on a year later retained them. 

The report of the Committee of the Executive Board contained the fo l lowing draft 
reso lut ion for cons iderat ion by the Health Assembly: 

The Fo r ty - th i rd World Health Assembly, 
Having considered the report of the Committee of the Executive Board to 

Consider Certain F inanc ia l Matters p r io r to the For ty - th i rd World Health Assembly on 
Members i n arrears i n the payment of their contr ibut ions to an extent which would 
j u s t i f y invoking A r t i c l e 7 of the Const i tut ion; 

Noting that, at the time of the opening of the Fo r ty - th i rd World Health 
Assembly, the vot ing r i gh t s of Benin, Comoros, Dominican Republic and S ie r ra Leone 
remained suspended, such suspension to continue u n t i l the arrears of the Member 
State concerned have been reduced, at the next and subsequent Health Assembly 
sess ions, to a leve l below the amount which would j u s t i f y invoking A r t i c l e 7 of the 
Const i tut ion; 



Noting that Antigua and Barbuda, Burundi, Cambodia, Cape Verde, Congo, 
Equator ia l Guinea, Grenada, Guatemala, Guinea-Bissau, Lebanon, L iber ia , Mauritania, 
Peru, Romania and Uganda were i n arrears at the time of the opening of the Health 
Assembly to such an extent that i t i s necessary for the Health Assembly to consider, 
i n accordance with A r t i c l e 7 of the Const i tut ion, whether or not the vot ing 
p r i v i l e ge s of these Members should be suspended; 

Reaff irming the p r inc ip le s l a i d down i n re so lu t ion WHA41.7； 

1. EXPRESSES ser ious concern at the number of Members i n recent years which have 
been i n arrears i n the payment of the i r contr ibut ions to an extent which would 
j u s t i f y invoking A r t i c l e 7 of the Const i tut ion; 

2. URGES the Members concerned to regular ize the i r po s i t i on at the ea r l i e s t 
poss ib le date； 

3. FURTHER URGES those Members which have not communicated the i r intent ion to 
se t t le the i r arrears to do so as a matter of urgency; 

4. REQUESTS the Director-General to approach the Members i n arrears to an extent 
which would j u s t i f y invoking A r t i c l e 7 of the Const i tut ion, with a view to pursuing 
the question with the governments concerned; 

5. REQUESTS the Executive Board, i n the l i g h t of the D i rector -Genera l ' s report and 
after the Members concerned have had an opportunity to expla in the i r s i t ua t i on to 
the Board, to report to the Forty- fourth World Health Assembly on the status of 
payment of contributions； 

6. EMPHASIZES the necess i ty of applying the p r i nc ip le s l a i d down i n 
reso lu t ion WHA41.7 cons i s tent ly , so as to maintain equity amongst Member States； 

7. DECIDES : 
(1) that i f , by the time of the opening of the Forty- fourth World Health 
Assembly, Antigua and Barbuda, Burundi, Cambodia, Cape Verde, Congo, Equatorial 
Guinea, Grenada, Guatemala, Guinea-Bissau, Lebanon, L iber ia , Mauritania, Peru, 
Romania and Uganda are s t i l l i n arrears i n the payment of the i r contr ibut ions 
to an extent which would j u s t i f y invoking A r t i c l e 7 of the Const i tut ion, their 
vot ing p r i v i l e ge s s ha l l be suspended as from the s a i d opening, unless the 
Executive Board has prev ious ly found that the Member concerned i s faced with 
exceptional d i f f i c u l t i e s and the Member has made a payment considered by the 
Board to be reasonable i n the circumstances； 

(2) that any suspension which takes effect as a foresa id s ha l l continue u n t i l 
the arrears of the Member concerned have been reduced, at the next and 
subsequent Health Assembly sess ions , to a leve l below the amount which would 
j u s t i f y invoking A r t i c l e 7 of the Const i tut ion; 
(3) that th i s dec i s ion s ha l l be without prejudice to the r i gh t of any Member 
to request res torat ion of i t s vot ing p r i v i l e ge s i n accordance with A r t i c l e 7 of 
the Const i tut ion. 

Mr UHDE (Acting A s s i s tan t Director-General), informing Committee В of the 
developments which had taken place since 7 May 1990, the date of the meeting of the 
Executive Board Committee to Consider Certain F inanc ia l Matters p r i o r to the For ty - th i rd 
World Health Assembly, sa id that the Organization had received an amount of US$ 143 728 
from Benin, representing a l l arrears of contr ibut ions up to and inc lud ing the instalment 
for 1990. As a r e su l t , the vot ing p r i v i l ege s of Benin had been restored i n accordance 
with reso lu t ion WHA41.20, operative paragraph 6(2). The e f fo r t s made by Benin i n 
s e t t l i n g i t s ent i re debt to the Organization were appreciated. 

I n a le t te r dated 22 Ap r i l 1990, the Vice-Pres ident of Cambodia had expressed the 
hope that the Health Assembly would take into cons iderat ion the spec ia l circumstances 
p reva i l i ng i n Cambodia which made i t impossible for i t to set t le i t s arrears . 

The delegation of the Congo had provided the Secretar iat with documentation which 
indicated that arrangements were being made to pay the equivalent of the amount of 



US$ 35 461, representing the balance of the 1987 contr ibut ion and part of the 1988 
contr ibution. 

The Government of Guinea-Bissau had informed the Organization that an amount of 
US$ 18 491 was being transferred to WHO in respect of i t s arrears of contr ibut ions. 

As a resu l t of payments made since 7 May 1990 four Members, Antigua and Barbuda, 
Cape Verde, Peru and Romania, were no longer affected by the prov i s ions of A r t i c l e 7 of 
the Const itut ion. 

The fol lowing consequential amendments should be made to the draft reso lut ion before 
the meeting. 

F i r s t , a new preambular paragraph should be inserted after the second preambular 
paragraph to read: 

Noting that as a resu l t of a payment made by Benin subsequent to the opening of 
the For ty - th i rd World Health Assembly the vot ing p r i v i l eges of Benin have been 
restored i n accordance with reso lut ion WHA41.20 ;. 
Secondly, a new preambular paragraph should be inserted after the th i rd paragraph to 

read: 
Noting that as a resu l t of payments made since the time of opening of the 

For ty - th i rd World Health Assembly the amounts due from four countr ies, namely, 
Antigua and Barbuda, Cape Verde, Peru and Romania are now les s than the 
contr ibut ions due from them for the two preceding years；. 
Third ly, operative paragraph 7(1) of the draft reso lut ion should be amended by 

deleting the names of Antigua and Barbuda, Cape Verde, Peru and Romania from the l i s t of 
countries whose vot ing p r i v i l eges were to be suspended as from the opening of the 
Forty-fourth World Health Assembly. 

Mrs РОС Mona (Cambodia) expressed appreciation of what had been sa id about her 
country, which, because of the exceptional s i tua t i on preva i l i ng there, was unable to pay 
i t s arrears of contr ibution. Her Government had always t r ied, i n ea r l i e r years, to pay 
at least some of i t s arrears to WHO. As stated by Mr Uhde, the Vice-President of 
Cambodia i n charge of Foreign A f f a i r s had informed the Director-General that, because of 
the extremely difficult situation prevailing in Cambodia, it was unfortunately not able 
to pay i t s arrears of contr ibut ions. Her Government hoped that the most t rag ic 
s i tuat ion, i n which the country ' s phys ical and cu l tura l su rv i va l was under threat, would 
be viewed with understanding and sympathy by the Member States of WHO. The Government of 
Cambodia believed that as soon as i t had recovered i t s sovereignty, i t s independence and 
control of i t s resources, i t would be poss ib le to honour i t s ob l igat ions to WHO. 

Mrs SAIF DE PREPERIER (Peru) sa id that, as her Government had informed WHO on 
4 Ap r i l 1990, notwithstanding the economic d i f f i c u l t i e s facing Peru contr ibut ions i n 
arrears for 1987 and ha l f of 1988 had been paid. Unfortunately, i t had not been poss ib le 
to make that payment before the beginning of the Health Assembly, and the name of Peru 
therefore appeared i n the draft reso lut ion before the Committee. Peru attached great 
importance to the work of WHO. During the first week of the Health Assembly it had been 
decided to strengthen the l i nk s between development and health; th i s would, however, 
depend on the economic potent ia l of Member States. I t was becoming more and more 
d i f f i c u l t for developing countries to secure economic resources s u f f i c i en t to f u l f i l a l l 
their ob l igat ions . Peru had made enormous e f fo r t s to carry out i t s ob l igat ions to WHO, 
and she was convinced that the same was true of the other countries named in the draft 
resolut ion. Her delegation, therefore, opposed the draft reso lut ion. 

Mrs LUETTGEN (Cuba) emphasized that a l l the States referred to i n the draft 
reso lut ion were developing countries which were in arrears with their assessed 
contr ibut ions, not because they were unwi l l ing to pay them, but because of the economic 
c r i se s and, i n some cases, s i tuat ions of internal and external con f l i c t through which 
they were pass ing. I t was indeed paradoxical that despite the d i scus s ion at the current 
Health Assembly on the strengthening of technical and other ass istance to those 
countries, i t was proposed to apply A r t i c l e 7 of the Const i tut ion and to suspend their 
vot ing r i gh t s . Her delegation also opposed the draft resolut ion. 



Professor AGBOTON (Benin) sa id that h i s country ' s economy had been completely 
drained by 17 years of a Marx i s t -Len in i s t regime, but that a recent upsurge of 
nationalism, supported by f r iend ly countries to which Benin was gratefu l , had resulted i n 
the i n s t i t u t i o n of a t r an s i t i ona l government for the establishment of a democratic State 
under the rule of law. Taking the r i gh t s of i t s populat ion into account, Benin 
considered that i t was e s sent ia l to strengthen the act ion of WHO through effect ive 
pa r t i c ipa t ion and, consequently, as a f i r s t gesture incumbent on any Member State to the 
extent that i t s economic s i t ua t i on permitted, to pay i t s assessed contr ibut ions. On 
behalf of the Prime M in i s te r of Benin and i t s Government, h i s delegation ca l led upon the 
World Health Assembly to uphold the p rov i s i on that would restore h i s country ' s vot ing 
r i gh t s . 

Mr ARRIAZOLA (Mexico), a s soc ia t ing h i s delegation with those of Cuba and Peru, added 
that the impl icat ion i n paragraph 4 of document A43/24 seemed to be that the economic 
c r i s e s , with the poverty and marginal izat ion that they entai led, and the s i tuat ions of 
armed con f l i c t experienced by the countries concerned had become so ordinary a day-to-day 
matter that they were no longer regarded as exceptional circumstances warranting the use 
of methods other than suspension of vot ing r i gh t s . There were among the countries whose 
vot ing r i gh t s i t was intended to suspend some that could be considered to be at war； was 
that not an exceptional circumstance? The view suggested i n the document was c lea r l y at 
odds with the opening address by the President of the Health Assembly and the statements 
of Mr Mugabe and Mr Andreott i at the f i f t h plenary meeting concerning the adverse effects 
of the deter iorat ing world economic s i tua t i on on health. Moreover, the sums involved 
represented an i n s i g n i f i c an t proport ion of the WHO budget； i t would be both unwise and 
unfa i r to deprive the Organization both of those modest funds and, more important, of the 
contr ibut ion i n ideas that could be made by the countr ies i n question. His delegation 
could not agree with the suggest ion of the Executive Board Committee regarding the 
necess i ty of applying automatically the p r inc ip le s l a i d down i n re so lu t ion WHA41.7 
(paragraph 6 of the draft re so lu t ion ) . I t was for the Health Assembly, and the Health 
Assembly alone to decide how i t s reso lut ions were to be interpreted i n pract ice. For a l l 
those reasons, h i s delegation opposed the draft reso lut ion. 

脅 
Mr HOMAIDAN (Lebanon) sa id that, because of p o l i t i c a l events which had se r ious l y 

affected the economy of h i s country, Lebanon had for the f i r s t time been unable to pay 
i t s assessed contr ibut ions. Nevertheless, as the M in i s te r of Health of Lebanon had 
stated i n the plenary Health Assembly, a plan had been drawn up to pay the arrears i n 
instalments, and i t was hoped that a l l Lebanon's ob l i gat ions could be discharged very 
soon. 

Mr DUQUE ESTRADA MEYER (B raz i l ) agreed with previous speakers that the developing 
countries concerned were i n arrears, not because of any lack of interest i n or support 
for WHO, but as a re su l t of the i r internal f i nanc ia l and economic d i f f i c u l t i e s , which 
were exacerbated by the burden of external debt. His delegation therefore opposed the 
draft reso lut ion. 

Mrs MOGLIA (Argentina) jo ined the delegates of Peru, Cuba, Mexico and B raz i l , i n 
par t i cu la r , i n opposing the draft reso lut ion for the reasons they had given. 

Dr BUDINIC (Chi le) sa id that h i s delegation a lso would be unable to vote for the 
draft reso lut ion. I n view of the small amount that the arrears represented for WHO the 
Committee should show s o l i d a r i t y with the countries concerned and should decide not to 
apply A r t i c l e 7 of the Const i tut ion. I f that was not pos s ib le , however, the dec i s ion 
might be postponed pending a more appropriate so lu t ion than the one set out i n document 
A43/24. 

Mrs HU S i x i an (China) sa id that, although the timely payment of contr ibut ions was 
the ob l igat ion of a l l Member States of WHO, i t should be noted that the vast majority of 
the countries i n arrears belonged to the Third World; some of them faced ser ious 
f i nanc ia l d i f f i c u l t i e s and others were confronted with obstacles imposed upon them from 
outside. Accordingly, invoking A r t i c l e 7 of the Const i tut ion for those countr ies 
const ituted a d iscr iminatory measure； China was against imposing such severe sanctions 
and hoped that the Director-General would seek a more equitable so lut ion. 



Miss HERNANDEZ CORREA (Venezuela) joined previous speakers i n opposing the draft 
reso lut ion for the reasons given, because of the special s i t ua t i on of the countries 
concerned - that they belonged to the Third World, that they were at war. WHO should 
take that into consideration i n l ine with i t s bas ic objectives of health promotion i n and 
cooperation with developing countr ies. 

Mr GEDOPT (Belgium) sa id that, while h i s delegation sympathized with the 
d i f f i c u l t i e s experienced by certa in Members i n paying their contr ibut ions, i t considered 
that WHO must have some system for exerc is ing pressure on countries which were late with 
thei r payments. I t was already very f lex ib le : a decis ion to suspend vot ing r i gh t s came 
into effect only at the fol lowing sess ion, thus allowing, i n pract ice, a respite of three 
years with p o s s i b i l i t i e s to negotiate scheduling of payments between the current World 
Health Assembly and the next. I n many other organizations lo s s of vot ing r i gh t s occurred 
immediately and quasi-automatical ly, the decis ion being taken two years la ter . Moreover, 
a number of developing countries had paid their contr ibutions i n sp ite of the i r ser ious 
economic d i f f i c u l t i e s . I t was perhaps because no such reso lut ion as the one proposed had 
been adopted at the preceding Health Assembly that, after two years, the number of 
countries i n arrears had increased from four to 25, and the fact that f i ve countries had 
paid their contr ibutions j u s t before the deadline served as proof that WHO's f l ex ib le and 
ju s t system, which allowed a year of grace for negotiation, should be maintained. The 
Health Assembly should adhere to the WHO Const itut ion: for what was the good of having a 
Const i tut ion i f one of i t s prov i s ions was to be derogated from as soon as the f i r s t 
problem arose? 

Mr SALVADOR-CRESPO (Ecuador) agreed with previous speakers on the reasons for 
countries l i s t e d f a l l i n g into arrears and on the incompatib i l i ty between providing 
with health cooperation on the one hand and depriving them of the i r vot ing r i gh t s , 
other. He therefore opposed the draft resolut ion. 

Mr DEREPAS (France) pra ised the ef forts and courage of the f i ve countries which, 
despite their d i f f i c u l t i e s , had regular ized their pos i t i on by paying thei r arrears. I n 
par t icu lar , i t supported the restorat ion of the r i gh t to vote to Benin and congratulated 
that country on the ef for t s i t had made. 

On the general question under d iscuss ion, there were three requirements : the f i r s t 
was r igorous management, to enable the Organization to carry out i t s miss ion; the second 
was equity, which meant that a l l States i n the same s i tua t i on must be treated equally; 
and the th i rd was considerat ion for the p o l i t i c a l and economic d i f f i c u l t i e s of the States 
concerned. The draft reso lut ion presented a balanced and understanding approach, 
reject ing immediate measures and allowing time for each country to f ind a so lut ion. He 
therefore supported the draft resolut ion. 

Mrs MONCADA FONSECA (Nicaragua) sa id that the appl icat ion of A r t i c l e 7 of the 
Const i tut ion to the 11 countries i n arrears would be too hard. The economic problems of 
the developing countries could not be solved by punit ive measures. The delegation of 
Nicaragua would therefore vote against the draft reso lut ion i f i t was put to the vote. 

Mrs RODRIGUEZ DE FANKHAUSER (Guatemala) expressed concern about the f i nanc ia l 
s i tua t ion i n countries with arrears. Commitments should be honoured, but were there not 
"exceptional circumstances" referred to i n paragraph 4 of document A43/24? Among the 
countries i n arrears, some were at war, others showed no economic growth, and i n yet 
others revenues from main exports were f a l l i n g . Was i t necessary to burden them further 
by removing their right to vote? The delegation of Guatemala would vote against the 
draft resolut ion. 

Mr LUPTON (United Kingdom of Great B r i t a i n and Northern I re land) agreed with the 
delegate of Belgium: while sympathizing with those who had spoken about d i f f i c u l t i e s i n 
f u l f i l l i n g thei r f i nanc ia l ob l igat ions , he questioned whether i t was f a i r that countries 
which had made great e f fo r t s to pay should not be d i s t ingu i shed from those which had been 
unable to do so; was there not some inconsistency between views on the draft reso lut ion 
under consideration and that on co l lect ion of contr ibutions approved under the previous 
item? The draft reso lut ion on arrears proposed a remedy for the s i tua t i on and the 
Committee should be prepared to approve i t . The United Kingdom would vote i n favour. 
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Mr WILLIAMS (Sa int Vincent and the Grenadines) s a i d that the f i n anc i a l a b i l i t y of an 
organ izat ion to funct ion had been d i scussed i n var ious forums. Member States should ask 
themselves whether the f a i l u re to pay affected the a b i l i t y of the Organizat ion to carry 
out i t s r e s p o n s i b i l i t i e s . I t had sometimes done so. He noted that some States were in 
arrears more frequently than others. He agreed with the delegates of Belgium and of the 
United Kingdom that a d i s t i n c t i o n must be made and act ion taken； the Health Assembly 
must r eg i s t e r i t s concern; although sympathizing with the countr ies i n d i f f i c u l t 
p o l i t i c a l and economic s i t ua t i on s , the Organizat ion must continue to funct ion and to do 
so required resources. He therefore supported the draf t reso lut ion. 

Mr UHDE (Acting A s s i s t an t Director-General) s a id that Member States and the 
Director-General understood and sympathized with the d i f f i c u l t i e s of the Members i n 
arrears and d id not quest ion the i r commitment to the Organization. The draf t re so lu t ion 
was meant to motivate them to pay, not to penal ize. He suggested that the circumstances 
of each should be considered as to whether they warranted exceptional treatment. The 
delegate of Guatemala had asked about the exceptional circumstances. That quest ion had 
a l so a r i s en i n the Executive Board at i t s e i g h t y - f i f t h sess ion; he had answered that a 
le t te r might be received, for example, exp la in ing the circumstances, with payment of a 
reasonable amount of the arrears . The Director-General was drawing up a p lan of 
i n t en s i f i ed act ion to fol low up Members i n arrears and i t was hoped to implement i t soon 
after the Health Assembly. 

As the delegate from Saint Vincent and the Grenadines had indicated, f a i l u r e to pay 
d id cause a ce r ta in amount of trouble. During the current biennium the Organizat ion had 
had to resor t to in terna l borrowing, which i t ought not to have to do. I t s cash flow had 
been affected and casual income reduced. The motivating s p i r i t of the dra f t re so lu t i on 
could be seen i n the response from Benin, which had f i n a l l y paid a l l i t s a r rear s . 

The CHAIRMAN sa i d that the draft re so lu t i on would be amended to take into account 
late payments received since the opening of the Health Assembly, as ind icated by Mr Uhde 
at the beginning of the d i scuss ion. The dec i s ion to suspend vot ing p r i v i l e g e s under 
A r t i c l e 7 of the Const i tut ion would thus af fect the fo l lowing 11 Member States : Burundi, 
Cambodia, Congo, Equator ia l Guinea, Grenada, Guatemala, Guinea-Bissau, Lebanon, L iber ia , 
Mauritania and Uganda. 

I n accordance with Rule 72 of the Rules of Procedure of the Health Assembly, a 
dec i s ion of that nature had to be made by a two-thirds majority of the Members present 
and vot ing. He i nv i ted the Committee to vote by show of hands on the draf t re so lu t i on as 
amended. 

The r e su l t s of the vote were as fol lows : number of Members present and vot ing , 68; 
i n favour, 37; aga inst , 31; abstentions, 17. 

The draf t re so lu t i on was therefore rejected. 

The CHAIRMAN sa i d that the Committee faced a s i t ua t i on that seemed to be i n d i rect 
con f l i c t with the s p i r i t of operative paragraph 6 of the draft re so lu t ion , which provided 
that "the p r i nc ip le l a i d down in re so lu t ion WHA41.7 should be appl ied cons i s ten t l y so as 
to maintain equity among Member S ta tes " . As a consequence of the re jec t ion of the draft 
reso lut ion, the suspension of vot ing r i gh t s of three Member States would continue, 
whereas 11 other countr ies which might be equal ly i n arrears at the time of the opening 
of the For ty - fourth World Health Assembly would re ta in the i r vo t ing r i g h t s . He ca l led 
upon the Legal Counsel to c l a r i f y the s i t ua t i on . 

Mr VIGNES (Legal Counsel) confirmed the inequa l i ty i n the treatment of Member States 
that had not paid the i r contr ibut ions, some not having been deprived of vo t ing r i gh t s 
while for Comoros, the Dominican Republic and S i e r ra Leone they continued to be 
suspended. Under A r t i c l e 7 of the Const i tut ion the Committee had the lega l p o s s i b i l i t y 
of re s to r i ng the vot ing r i gh t s of those three countr ies. I f that was the Committee‘s 
wish, a draf t re so lu t i on would be prepared. 



Mr ARRIAZOLA (Mexico) said that he did not think it was necessary for the Health 
Assembly to adopt a resolution on the matter. He was in favour of restoring the voting 
rights of Comoros, Dominican Republic and Sierra Leone. 

Dr DIOUF (Senegal) sa id that the Committee should t ry to prevent i n j u s t i c e s . Some 
countr ies had had the i r vot ing r i gh t s suspended, whereas others i n the same s i t ua t i on or 
with even greater arrears had not. Jus t i ce therefore required that there should be a new 
draft re so lu t i on to restore the vot ing r i gh t s of the three other countr ies whose r i gh t s 
had been suspended. 

Mr VIGNES (Legal Counsel) s a i d that there had been a misunderstanding. At the 
beginning of the meeting cer ta in Member States had been mentioned as not having paid 
the i r contr ibut ions , but i t had immediately been pointed out that one of them, Benin, had 
since paid i t s contr ibut ion, and that therefore i t had automatical ly recovered i t s vot ing 
r i gh t s i n accordance with the re so lu t i on adopted i n 1989. The s i t ua t i on of Benin was 
thus quite c lear ; i t s vot ing r i gh t s had been restored without the need for any 
dec i s ion. There s t i l l remained 11 Member States that had not paid the i r contr ibut ions , 
and that would have been l i ab l e to suspension of vot ing r i gh t s i f the draf t r e so lu t i on on 
arrears had been adopted. However, by re ject ing i t , the Committee had decided not to 
suspend the vot ing r i g h t s of those 11 States. Three other Member States - Comoros, the 
Dominican Republic and S i e r ra Leone - had already been deprived of the r i g h t to vote 
under ea r l i e r re so lu t ions . The Chairman had asked about the s i t u a t i on i n which the 
Committee had not wished to deprive 11 States i n arrears of the i r vot ing r i g h t s when 
three other States in arrears continued to be deprived of them. That was why it had been 
suggested that the Committee might wish to restore the vot ing r i gh t s of the three and 
place them on the same foot ing. 

Mr WILLIAMS (Sa int Vincent and the Grenadines) asked whether the r e so l u t i on or the 
Const i tut ion prevai led, as the re so lu t i on seemed to be overr id ing an a r t i c l e i n the 
Const i tut ion. 

Mr VIGNES (Legal Counsel) s a id that A r t i c l e 7 of the Cons t i tu t ion c l ea r l y stated 
that the Health Assembly "may suspend" vot ing r ights； the p r i nc ip le had to be 
implemented by a re so lu t i on of the Health Assembly. Accordingly, i t was for the Health 
Assembly to decide whether or not to apply that p rov i s i on of the Const i tut ion. 

Mr WILLIAMS (Sa int Vincent and the Grenadines) sa id that 
dec i s ion should be taken to place the Member States which had 
suspended i n the same po s i t i o n as the 11 States which, i n the 
retained the i r r i g h t s . 

i n the i n te re s t of equity a 
had the i r vot ing r i g h t s 
same circumstances, had 

at present outs ide a l l law 
adopted. I t was i n a 
being treated d i f f e ren t l y 

M i s s BAUTY (Switzerland) observed that the Committee was 
because i t had acted contrary to the law, which i t had i t s e l f 
r i d i cu lou s and inequitable po s i t i on because three States were 
from 11 others. Something had to be done to remedy the s i t ua t i on i n which the Committee 
found itself through its own fault and lack of discipline. The Health Assembly should 
never again place i t s e l f i n such a s i t ua t i on , but should respect i t s own laws and reward 
the d i s c i p l i n e of those States which paid the i r contr ibut ions on time. A s o l u t i on had to 
be found, but Switzerland would absta in from vot ing because i t was not i n a favour of a 
system by which i nd i s c i p l i ne begot more i nd i s c i p l i n e . 

Mr ARRIAZOLA (Mexico) s a i d that i t was the second year i n which the Committee had 
decided not to apply A r t i c l e 7 of the Cons t i tu t ion s t r i c t l y - a fact that ind icated i t s 
fee l ing that the documents prepared each year on the subject should be more ana l y t i ca l 
and l e s s r i g i d . He welcomed the information from the Secretar iat on the way i n which 
those anomalies would be addressed in future and hoped that the fo l lowing year the 
Committee would be g iven not j u s t f i gures and numbers and a draft r e so l u t i on but what lay 
behind them, and that i t would not have to wait for l e t te r s , recommendations and requests 
from governments to f i nd out what const i tuted "exceptional circumstances"； the problem 
derived from the ambiguity of that term. Perhaps future documents, not neces sa r i l y 
governments' requests for leniency, would provide a better answer. The Executive Board ' s 
work might a l so produce the des ired re su l t . 



Dr MILZOW (Federal Republic of Germany) expressed dissatisfaction with the different 
treatment of the two groups of countries. However, if they were all in the same 
situation with regard to arrears, they might not be in the same situation with regard to 
the reasons. He asked whether the situation of the smaller group of countries had 
changed since they had lost their voting rights. 

Mr UHDE (Acting Assistant Director-General) said that Benin had responded to the 
loss of voting rights, which had probably been a factor motivating its payment. The 
other three countries remained as they were in 1988. Sufficient payment had not been 
made for them to regain their voting rights. 

Dr MILZOW (Federal Republic of Germany) said that his question had been in regard 
not to arrears but to exceptional circumstances and to any other responses from the first 
group of countries since they lost their voting rights. 

Mr UHDE (Acting Assistant Director-General) said that correspondence had been 
received from Comoros explaining its difficulties and its intention to pay. There had 
been no correspondence from Sierra Leone or the Dominican Republic. 

The CHAIRMAN requested that a suitable draft resolution be prepared on restoration 
of the voting rights of those three Member States. 

(For continuation, see summary record of the fourth meeting, section 4.) 

The meeting rose at llhOO. 



FOURTH MEETING 

Monday. 14 May 1990. at 14h30 

Chairman: Dr H. M. NTABA (Malawi) 

1. REAL ESTATE FUND: Item 28 of the Agenda (Resolution EB85.R16; Documents A43/13 and 
A43/281) 

Dr ТАРА (representative of the Executive Board) said that the Executive Board had 
considered a report of the Director-General on the use of the Real Estate Fund for 
various building projects. The Board had noted the status of implementation of the 
approved projects for the period up to 31 May 1990, including the satisfactory progress 
made in replacing the headquarters telephone exchange and in extending its accommodation 
facilities. The Board had also noted the estimated requirements of the Fund for the 
period 1 June 1990 to 31 May 1991. In the regions, the projects consisted of the 
replacement of the telephone exchanges in the Regional Offices for South-East Asia and 
Europe and the construction of annexes in the Regional Offices for the Eastern 
Mediterranean and the Western Pacific, as well as the renovation of certain essential 
building equipment at the Regional Office for the Americas. In connection with the 
construction of an annex to the Regional Office for the Eastern Mediterranean, the Board 
had noted the information provided by the Regional Director, indicating the possibility 
that the Regional Office might be moved from Alexandria to Cairo, after consultation with 
the host Government. 

The Executive Board had adopted resolution EB85.R16, in which it recommended that, 
subject to the results of further study regarding accommodation for the Regional Office 
for the Eastern Mediterranean, the Forty-third World Health Assembly should authorize the 
financing of the estimated expenditures from casual income. 

The Committee of the Executive Board to Consider Certain Financial Matters prior to 
the Forty-third World Health Assembly, had been informed by the Director-General of two 
matters that had arisen after the January session of the Executive Board, and had 
reported thereon in document A43/28. The Committee had noted that a review of the 
accommodation situation of the Regional Office for the Eastern Mediterranean had led to 
the conclusion that the proposal to move the Regional Office to Cairo should be abandoned 
and that the existing premises in Alexandria should be extended. The Committee had found 
the proposal to be acceptable. 

The Committee of the Board had also noted that since Namibia was now independent it 
was important to implement the WHO programme there as a matter of urgency. A major 
hindrance appeared to be the housing of the required programme staff; the 
Director-General had proposed the purchase of five houses in Windhoek, the cost of which 
would be recovered through rental. The Committee had examined the matter, as reflected 
in document A43/28, and found the recommendation by the Director-General to be 
satisfactory. 

The CHAIRMAN invited Committee В to consider the draft resolution recommended by the 
Executive Board in its resolution EB85.R16. 



Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), on a point of 
principle, expressed his delegation's concern at the apparent use of the Real Estate Fund 
for current maintenance and replacement of equipment which had a limited life. Sinking 
fund arrangements should be made under the regular budget to cover such expenses； use of 
the Real Estate Fund for that purpose was tantamount to breaching the principle of "zero 

* budget growth" in real terms, since Member States' contributions were not being reduced 
by the amount that might be available in the Casual Income Account. A document reviewing 
the question might be submitted to the Executive Board. He also expressed concern at the 
number of requests for increased accommodation. He would not, however, oppose the draft 
resolution. 

Mr BOYER (United States of America) supported the request that a review of the Real 
Estate Fund be submitted to the Executive Board and asked for clarification concerning 
the new housing facilities in Namibia, notably whether the rental charges to staff would 
be based on market rates or be partially subsidized by WHO. His delegation was in favour 
of market rate charges. 

Mr VEHMEIJER (Netherlands) supported the proposal for a wider discussion of the use 
of the Real Estate Fund. He noted that Namibia had sought early implementation of WHO 
activities including a WHO representative's office in the capital, Windhoek, and 
expressed interest in the possibility of WHO's sharing office accommodation with other 
United Nations agencies, for example, UNDP, thus improving interagency cooperation and 
coordination. 

Mr HAMMOND (Canada) also supported the suggestion that a report should be prepared 
on the use of the Real Estate Fund for maintenance and repairs, and questioned the 
desirability of that practice, especially in relation to drawings on the Casual Income 
Account. 

Mr UHDE (Acting Assistant Director-General), referring to the use of the Real Estate 
Fund for repairs and maintenance, quoted resolution WHA23.14 of May 1970 which authorized 
the Director-General "to use the Fund to finance : (i) the maintenance, repairs of and 
alterations to houses for staff； (ii) major repairs of and alterations to the 
Organizations's existing office buildings, provided that such use of the Fund is reported 
to the session of the Executive Board following the transactions； and (iii) the 
acquisition of land and construction of buildings or building extensions, provided that, 
unless the World Health Assembly has previously indicated its wishes, specific 
authorization from the World Health Assembly is obtained before contracts for these 
purposes are entered into . . . " . He added that many maintenance and repairs expenses, 
especially those under US$ 20 000, were charged to common services under the regional or 
headquarters budget. Even if the cost of other activities was slightly above US$ 20 000, 
it was often funded in that way, in the interests of speed. 

He considered that, in fact, "zero budget growth" had to some extent been maintained 
by using the Real Estate Fund, although it did mean that the funds transferred from 
casual income to the Real Estate Fund reduced the amounts by which the contributions of 
Member States could be diminished. The figure proposed for the Real Estate Fund was the 
highest for many years. That was not a trend, but was due to the fact that over the last 
five years, 1985-1989, in the interests of economy, very few activities had been 
submitted for financing under the Fund. They totalled US$ 5 225 000, of which 
US$ 3 620 000 was for headquarters activities and only US$ 1 605 000 for the regions. 
Certain activities had become urgent, however, and could no longer be postponed. If the 
Committee so wished, a document on the subject could be submitted to the Executive Board 
in January 1991. 

Dr M0NEK0SS0 (Regional Director for Africa) said that some delegates had asked about 
the creation of new staff posts when there was "zero budget growth". The Regional Office 
for Africa had adjusted its regular budget in order to create some posts in Namibia, 
which really amounted to a redeployment of existing funds. He hoped that extrabudgetary 
resources would be forthcoming so that the Regional Office could extend its cooperation 
programmes. WHO shared offices with UNDP and other United Nations agencies in Namibia. 



The Regional Office was currently reviewing its policy on the renting of 
accommodation to staff, which had not always been on a full-cost basis. 

The draft resolution recommended by the Executive Board in resolution EB85.R16 was 
approved^". 

2. SALARIES AND ALLOWANCES FOR UNGRADED POSTS AND THE DIRECTOR-GENERAL: Item 29 of the 
Agenda (Document EB85/1990/REC/1, resolution EB85.R10 and Annex 4) 

Dr ТАРА (representative of the Executive Board) said that one of the amendments to 
the Staff Rules confirmed by the Executive Board in resolution EB85.R9 - namely, the 
salary scale applicable to staff in the professional category and directors' posts -
affected the salaries attached to ungraded posts and the post of Director-General. The 
amendment would bring WHO salaries into line with the new United Nations salary scale 
approved by the United Nations General Assembly in December 1989. The resolution 
recommended by the Executive Board to the Health Assembly in resolution EB85.RIO 
established the new gross and net salaries of Assistant Directors-General, the Deputy 
Director-General and the Director-General himself, with effect from 1 July 1990. 

The draft resolution recommended by the Executive Board in resolution EB85.R10 was 
approved. 

3. TRAVEL STANDARDS OF PARTICIPANTS IN THE EXECUTIVE BOARD, THE HEALTH ASSEMBLY, THE 
REGIONAL COMMITTEES, EXPERT COMMITTEES, STUDY GROUPS AND SCIENTIFIC GROUPS (REPORT 
BY THE EXECUTIVE BOARD): Item 30 of the Agenda (Document EB85/1990/REC/1, 
resolution EB85.R7 and Annex 3) 

Dr ТАРА (representative of the Executive Board) said that the Director-General had 
proposed that members of the Executive Board and delegates to the Health Assembly and 
representatives at regional committees who were reimbursed by WHO (one per delegation) 
should be authorized to travel in business class regardless of the duration of their 
flight. Members of expert committees, study groups and scientific groups should be 
authorized to travel in business class for flights lasting five hours or more. The 
Director-General‘s report on the matter was contained in document EB85/1990/REC/1, Annex 
3, and the Executive Board had adopted resolution EB85.R7 endorsing the proposal, 
contained in that same document. 

The Executive Board had considered a number of factors in reaching its decision. In 
the 1970s, WHO had downgraded the authorized class of travel from first class to economy 
which, at the time, had been the class immediately below first class. Since then, 
however, airlines had introduced a separate business class to provide a more comfortable 
and productive environment for the working traveller. The economy class had become more 
crowded and less comfortable, and economy seats were often fully booked long before the 
actual date of travel: in such a case, an economy-class ticket using an alternative 
route might be more expensive than a direct business-class ticket. 

In resolution EB85.R7, the Board recommended that the travellers eligible for 
reimbursement by WHO should once again be authorized to travel in the class immediately 
below first class - namely, business class - with effect from 1 July 1990, the additional 
cost being assumed by WHO. 

Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA43.6. The figures in operative paragraphs 1 and 2 were modified to 
reflect the estimated cost of purchase of houses for the use of WHO staff in Namibia 
(see document WHA43/1990/REC/1, Annex 2, paragraphs 2.1 to 2.7). 

о 



Mr BOYER (United States of America) said that his delegation could not support the 
proposal. In the present difficult financial situation, any move to upgrade the travel 
facilities afforded to delegates would give the world a wrong impression of what WHO was 
trying to do. WHO'S resources should be used to improve its health programmes, not to 
make life easier for delegates. The needs of the developing world were too great for any 
unnecessary expenditure to be permissible. If the proposal were adopted, the next step 
might be to introduce business-class travel for WHO staff, which would be an even greater 
drain on resources. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) agreed that the 
proposal was inappropriate at the present time and would give a false impression of WHO's 
priorities. Other organizations of the United Nations system were also trying to decide 
who was eligible for the reimbursement of travel costs and what class of travel should be 
authorized. He favoured postponement of a decision. 

Mr HAMMOND (Canada) agreed that no decision should be taken on the proposal as yet. 
There was a danger that WHO might authorize more generous terms of travel than Member 
States themselves； one member of a delegation might then travel in business class at 
WHO'S expense, while the rest of the delegation travelled in economy. His delegation 
felt that the Director-General and the Executive Board should give the proposal further 
consideration. 

Mr ARRIAZOLA (Mexico) said that the wish to improve conditions of travel for 
delegates was an understandable one. However, before the Committee could make a 
decision, it would need more information about the extra costs involved and the practice 
followed by other United Nations organizations. 

Mrs MONCADA FONSECA (Nicaragua) said that it was illogical to complain about 
financial difficulties and, at the same time, seek to increase spending on travel. 

Mr AHOOJA (India) said that it was inappropriate to adopt such a proposal in the 
present financial situation. He suggested that WHO should take into account the 
procedure adopted by other United Nations organizations. 

Dr FRIEDMAN (Swaziland), noting that the Committee had that morning expressed 
concern about the financial position of WHO, said that it was difficult to reconcile that 
attitude with a demand for increased use of funds seemingly in short supply. She 
therefore wished to add her voice to those recommending that the matter be deferred until 
such time as it could be considered in greater detail, with due regard to the practice of 
other members of the United Nations family. It was also important to keep WHO's public 
image in mind. 

Mr MUTAI (Kenya) said that, since a resolution had just been passed raising the 
salaries of WHO staff as of 1 July 1990, and bearing in mind the considerable financial 
constraints on the Organization, it would seem prudent not to make any further budgetary 
commitments for the time being. The issue could nevertheless be looked into in the 
future. 

Mr QASEM (Jordan) agreed with the provision that WHO should meet the cost of 
business-class travel for just one member of each delegation. 

Dr ТАРА (representative of the Executive Board) said that some members of the Board 
had been unhappy about improving travel standards in view of the financial implications 
for the budget and the financial position of the Organization. The resolution 
recommending the changes had nevertheless been adopted by consensus. 

It had been estimated that the use of business class irrespective of flight duration 
would result in an additional cost of some US$ 28 000 for the travel of delegates to each 
session of the Health Assembly, and about US$ 5000 per session for members of the 
Executive Board. For members of expert committees, study groups and the scientific 
groups whose flights were scheduled to take five hours or more, the total additional cost 
had been estimated at $ 60 000 per biennium. 



The Board had on the whole considered the extra expenditure to be a good investment 
in human resources, particularly since WHO was advocating the development of such 
resources both in the Organization and in Member States with an eye to increasing 
productivity. 

Mr UHDE (Acting Assistant Director-General) said that the additional cost on a 
two-year basis had been estimated at US$ 136 000, which amounted to 1.4% of the total 
cost of the Executive Board, the Health Assembly and the three types of committees 
named. The cost might, however, in fact prove lower since some aircraft had a single 
class and, in other instances, passengers sometimes enjoyed the benefit of free 
upgradings. The proposal had not, he added, been made simply for the sake of greater 
comfort; business-class travel would make it easier for the persons concerned to work 
during flights and be ready to work upon arrival. 

The proposal was not intended for WHO staff, whose flights had to be of more than 12 
hours before they qualified for business class, as against nine hours in other United 
Nations agencies. 

Referring to standards of travel in other United Nations governing bodies, he 
explained that, for attendance at the United Nations General Assembly in New York, one 
representative of each Member State considered to belong to the group of least-developed 
countries attending regular, special or emergency sessions travelled first class. All 
other Member States met their own travel expenses. For General Assembly meetings, 
however, those who served in their individual capacity as distinct from those acting as 
representatives of governments travelled business class. Non-members of FAO staff 
attending meetings of the Council and the Programme and Finance Committee, together with 
representatives of special bodies and technical panels, travelled business class on 
flights lasting over nine hours. With regard to UNESCO, Executive Board members 
travelled first class on flights lasting over five hours, otherwise business class. For 
annual meetings of the Board of Governors of the World Bank, one Governor and one 
alternate of each Member State travelled first class irrespective of the duration of the 
flight. In addition, members of the Governing Council of the United Nations University 
travelled business class and Board members of the Asian Development Bank first class. 

With regard to Member countries' standards of travel, six of the 15 major 
contributors liberally authorized business class travel: two authorized it in all cases, 
one for higher-level delegates, another for travel outside Europe or for journeys of more 
than two-and-a-half hours, while the sixth usually provided for business-class travel. 
Five other countries authorized business-class travel under more stringent conditions. 
For example, one major contributor authorized business class : (a) for the physical 
handicapped; (b) on security grounds； (с) or when no space was available in economy 
class. The same Member country authorized some employees, but not all, to use their 
accumulated "frequent flyer" mileage for upgrading from economy class. The trend was 
evident. Those were the 11 countries about which he had obtained information. 

In January 1990, Mr Geoffrey Lipman, former President of the International 
Federation of Airline Passengers Associations, had informed him that business travel 
class was becoming the norm for business travellers throughout the world, and that the 
economy sections of most aircraft were now aimed virtually exclusively at the tourist 
market, especially on long-haul intercontinental flights. Economy-class travel presented 
real difficulties, especially on long journeys, for people expected to work immediately 
before departure and on arrival. Delays and congestion meant that travellers on business 
had to spend more and more time at airports and in aircraft, often under increasingly 
inhospitable conditions. Business-class fares were not significantly different in real 
terms from the old economy class, and only business class gave real flexibility to make 
changes in travel arrangements, and that factor was becoming increasingly important. 
Summing up, Mr Lipman had said that first-class travel was for luxury and business class 
for business travellers, while economy or tourist class was meant for leisure travellers 
or tourists. 

The figure of US$ 136 000 which he had quoted earlier could be absorbed in the 
budget. Business-class travel was no longer a luxury but had become a virtual 
necessity. The former Director-General of WHO had considered proposing to the Executive 
Board and the Health Assembly earlier that they approve business-class travel； but the 
matter had been deferred about three or four years before. In January 1989, the 
Director-General had considered proposing business-class travel but had decided to study 
the matter further. 



In 1978 WHO had become the first organization of the United Nations system to 
downgrade the travel of participants in its Assembly from first class to economy class, 
which was the class immediately below first class as there had been no business class at 
the time. He was sure that if there had been such a business class, WHO would have 
chosen it as it was the class immediately below first class. Since 1978, WHO had saved 
about US$ 1 million by that decision, which he considered a wise one. WHO was currently 
lagging behind some other organizations of the United Nations system which authorized 
business-class travel or better. 

Dr SCHUSTER (Samoa) said that attendance at the Health Assembly was a direct cost to 
the health budget of smaller nations ； he knew of one country from his part of the world 
which had not been able to afford to send a delegate to it. The reimbursement of the 
cost of business-class travel proposed would therefore make a significant contribution. 
That was a point that had been omitted during the discussions. 

The CHAIRMAN said that, in the light of the statements made and the fact that no 
delegates wished to speak in favour of the draft resolution, he took it that the 
Committee did not wish to approve it. 

The draft resolution recommended by the Executive Board in resolution EB85.R7 was 
rejected. 

4. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 25 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 25.3 of the Agenda (Resolution WHA41.7； 
Document A43/24) (continued from the third meeting) 

Dr SIDHOM (Tunisia), Rapporteur, introduced the following draft resolution: 

The Forty-third World Health Assembly, 
Recalling that, pursuant to operative paragraph 6(1) of resolution WHA41.20, 

the voting rights of Comoros, Dominican Republic and Sierra Leone were, as from the 
opening of the Forty-second World Health Assembly, suspended in accordance with 
Article 7 of the Constitution; 

Noting that at subsequent Health Assemblies, the voting privileges of Members 
in similar situations have not been suspended; 

1. REGRETS the inconsistency that has arisen in the application of the said 
Article 7； 

2. DECIDES to restore the voting rights of Comoros, Dominican Republic and 
Sierra Leone with immediate effect. 

Mr ARRIAZOLA (Mexico) expressed surprise at the speed with which the subject was 
being dealt with. His delegation had only received the text of the draft resolution some 
15 minutes earlier, and would have welcomed a little more time for consultation before 
the Committee decided what should be done. He suggested postponement of the discussion. 

Mr HAMMOND (Canada) said that the inconsistency in the application of Article 7 of 
the Constitution was to be regretted not because of the decision of the Forty-first World 
Health Assembly to suspend the voting rights of Comoros, Dominican Republic and Sierra 
Leone, but because the Forty-second World Health Assembly had not taken a similar 
decision. A further cause for regret was the Committee‘s failure to take a decision in 
the morning because a two-thirds majority was lacking. His delegation believed that the 
only proper course for it to follow was to abstain, and in order to do so it would have 
to request a vote. 



Miss BAUTY (Switzerland) supported that request. With regard to the substance of 
the resolution, she said that she would welcome an early settlement of the matter, as the 
whole situation was full of inconsistencies, whether with respect to the application of 
an Article of the Constitution, the Article itself, or the conduct of the Health 
Assembly. She therefore considered that a vote could be taken immediately, but was 
willing to accept a decision to postpone consideration of the matter. 

Mr AHOOJA (India) proposed that the following new operative paragraph should be 
added to the draft resolution: 

3. EXPRESSES the hope that those Member countries will pay the arrears of their 
contributions before the beginning of the Forty-fourth World Health Assembly. 

The CHAIRMAN proposed that, in accordance with Rule 52 of the Rules of Procedure of 
the World Health Assembly, further consideration of the matter should be deferred. 

It was so decided. (For continuation, see summary record of the seventh meeting, 
section 2.) 

5. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM (Item 32 of the Agenda) 

Health and medical assistance to Lebanon: Item 32.2 of the Agenda (Resolution WHA42.22 ; 
Document A43/16) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) outlined the situation 
prevailing in Lebanon and the action taken by WHO in implementation of resolution 
WHA42.22. 

The 15 years of civil war in the country had had dramatic effects on the system for 
health care. Diseases that had previously been eradicated were reappearing. Owing to 
the economic crisis, services were deteriorating and it was becoming difficult to recruit 
new staff. 

A United Nations interagency mission, in which WHO had also participated, had 
visited Lebanon in January 1989 to make recommendations for future assistance； many 
nongovernmental organizations were cooperating in providing relief assistance. 

The United Nations General Assembly had requested the Secretary-General to intensify 
his efforts to help Lebanon in its reconstruction and development efforts. 

WHO had continued its support for the primary health care programme and for 
emergency assistance. Those activities had been financed from the WHO regular budget, 
resources of the Office of the United Nations Disaster Relief Coordinator and from other 
extrabudgetary sources. 

As the result of the visit of a WHO emergency mission to Lebanon in February 1990, 
the Director-General had allocated US$ 100 000 from the regular budget for emergency 
supplies. 

At the request of the Lebanese Government, the Director-General was considering the 
establishment of a trust fund for Lebanon. 

Mr HOMAIDAN (Lebanon) regretted that he had to reiterate his earlier appeals for 
assistance. Though it had been possible to elect a government, some local parties were 
unwilling to join in the search for peace and turned a deaf ear to appeals for an end to 
destruction and war. 

The Lebanese Government was not standing idly by. The Ministry of Health was 
meeting 80% of the costs of the medical treatment available to all Lebanese citizens. 
The cost of a bed in a government hospital was US$ 25 per day as against US$ 60 in a 
private hospital. 

Cases of tuberculosis in Lebanon numbered 425； four years earlier there had been 
none. Drugs, radiological equipment and laboratory supplies were needed. The Government 
wished to repair the only tuberculosis hospital in Lebanon, which had been shut down as a 
result of the war. It was also necessary to transfer hospitals to more peaceful areas to 
enable them to accept patients from areas that had been destroyed. 



The Lebanese Ministry of Health believed that the only way to facilitate the 
delivery of assistance to the areas where it was needed was to channel it through the 
Ministry, with coordination by the competent international agencies and the cooperation 
of governmental and nongovernmental organizations. Following a recent decision by the 
Arab Ministers of Health, the Ministry had requested WHO to open a credit account for it 
with the Organization, with which it intended to collaborate closely. 

He repeated the expressions of gratitude from the Minister of Health to the 
Director-General of WHO and his senior staff. The Lebanese Government hoped to continue 
and to strengthen its cooperation with WHO and to receive assistance to enable it to 
rebuild its health infrastructure and train new staff; in particular, it needed drugs 
for the treatment of cancer and equipment for open-heart and emergency surgery, in order 
to reduce the costs of such operations. The support of the international community was 
essential in meeting the needs of more than three million people in his country. 

He hoped that there would be unanimous support for the draft resolution that he 
intended to introduce on the subject (see summary record of the fifth meeting, 
section 2). 

Dr AL-RIFAI (Kuwait) thanked WHO for the help that it had given to Lebanon. Health 
services, in particular, had deteriorated in that country as a result of the war, with 
the emergence of unfamiliar diseases. The problem could not be solved without the 
assistance of the international community. 

There was a new political situation in Lebanon, now that a Government had been 
elected, so that the necessary aid should be channelled through the Lebanese Ministry of 
Health. WHO'S role was to act as an intermediary in order to ensure that the intended 
beneficiaries had access to such assistance. 

The meeting rose at 17hlQ. 



FIFTH MEETING 

Tuesday. 15 Mav 1990. at 9h00 

Chairman: Dr H. M. NTABA (Malawi) 

1. FIRST REPORT OF COMMITTEE В (Document A43/37) 

Dr SIDHOM (Tunisia), Rapporteur, read out the draft first report of Committee В. 

The report was adopted.丄 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: 

Health and medical assistance to Lebanon: Item 32.2 
Document A43/16) (continued) 

The CHAIRMAN drew attention to the draft resolution proposed by the delegations of 
Bahrain, Cyprus, Democratic Yemen, Jordan, Kuwait, Lebanon, Liberia, Libyan Arab 
Jamahiriya, Qatar, Saudi Arabia, Syrian Arab Republic, United Arab Emirates and Yemen, 
and with which the delegations of Algeria and India also wished to be associated, which 
read as follows : 

The Forty-third World Health Assembly, 
Recalling previous resolutions of the Health Assembly on health and medical 

assistance to Lebanon, particularly resolution WHA42.22； 
Taking note of United Nations General Assembly resolutions 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, the 
latest being resolution 44/180 of 19 December 1989； 

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 1989 and the first quarter of 1990； 

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 which 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 1989-1990; 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts 
to mobilize health and medical assistance to Lebanon; 

Item 32 of the Agenda (continued) 

of the Agenda (Resolution WHA42.22; 



2. EXPRESSES also its appreciation to all the specialized 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 injuries 
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 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； or to the Trust Fund for Lebanon established by the 
Director-General on the request of the Government of Lebanon; 

9. REQUESTS the Director-General to report to the Forty-fourth World Health 
Assembly on the implementation of this resolution. 

Mr HAMDAN (Lebanon) said that security in Lebanon had deteriorated since the 
Forty-second World Health Assembly； the situation was particularly serious in Beirut. 
It had therefore not been possible, even with the cooperation of WHO, to implement 
essential health programmes. The report made to the Committee at its fourth meeting by 
the Regional Director for the Eastern Mediterranean had shed sufficient light on the 
situation; for example, 427 cases of tuberculosis had recently been detected in Lebanon, 
although there had been none in the two or three years before. 

Following the election of the President of Lebanon, the setting-up of his cabinet 
and the organizing of the administration, the Government, in conjunction with WHO, was 
attempting to establish a trust fund, and to prepare joint WHO/Lebanon health programmes. 

He thanked WHO and donors for their help in meeting Lebanon's urgent health needs 
during the past year. Assistance was still needed, and he appealed to organizations and 
States to increase their aid, through the Ministry of Health, to the trust fund. 

He expressed the hope that the draft resolution would be approved by consensus, to 
demonstrate the solidarity of Member States with Lebanon in its difficult situation. 

The draft resolution was approved by consensus.丄 



General matters: Item 32.1 of the Agenda (Documents A43/15 and A43/INF.DOC•/2) 

Dr ТАРА (representative of the Executive Board) said that the Board had been 
informed of a number of resolutions adopted by governing bodies within the United Nations 
system, specifically addressed to WHO, as well as of certain matters which had attracted 
international attention during the past year and which were of considerable importance to 
international health work. They included drug abuse control, concern for the 
environment, problems of food and nutrition, human resources development, disaster 
preparedness and emergency relief, and the efforts made by the international community to 
revitalize economic growth and development of the developing countries and to prepare a 
new International Development Strategy for the Fourth United Nations Development Decade 
due to begin in 1991. As far as the Global Programme on AIDS and the global strategy for 
its prevention and control were concerned, both the Economic and Social Council and the 
United Nations General Assembly had paid considerable attention to WHO'S directing and 
coordinating role in that regard. 

Members of the Board had expressed their satisfaction with the close cooperation 
between WHO and other United Nations bodies in respect of those important programmes. 
Cooperation was essential to ensure a rational and efficient use of the resources 
available within the United Nations system. The Board had drawn special attention to 
drug abuse control and had remarked that WHO's most important contribution to that effort 
should be in the area of reduction of demand for drugs through preventive action, and the 
treatment and rehabilitation of drug-dependent persons. The Board thought it important 
for WHO to make an effective contribution to the United Nations system-wide global plan 
of action on drug abuse control at the same time as it developed its own action plan in 
full consultation with the regions. It was understood that Regional Directors had 
allocated extra funds to the prevention of alcohol and drug abuse, but members thought 
that the Organization's approach should go beyond mental health per se and include 
operational research, health education, rehabilitation and care in cooperation with 
nongovernmental organizations engaged in primary health care and occupational health 
activities. 

Attention had also been drawn to the possibilities which existed for greater 
collaboration with the international initiative against unavoidable disablement. There 
was room for more intensive cooperation with local institutions as well as development 
agencies and other organizations involved in relief work. WHO's technical role at the 
local level could be particularly effective in that respect. Cooperation between WHO and 
the United Nations Centre for Human Rights regarding the rights of mentally ill persons 
had been particularly welcomed. 

The Board endorsed the efforts made to emphasize and to contribute to the United 
Nations conference on environment and development scheduled to take place in 1992, 
drawing attention to the major social and economic problems caused by persistent 
desertification and drought in Africa in particular. Board members considered it 
particularly noteworthy that the Director-General had attached importance to WHO's early 
involvement in preparations for the conference in view of the crisis in the global 
environmental situation and the major health problems that that could pose. 

The Director-General had informed the Board of the initiative he had taken in 
collaboration with the Director-General of FAO to organize an international conference on 
nutrition following the proposal to that effect made by the Sub-Committee on Nutrition of 
ACC in 1989. It was expected that through that conference considerable efforts and 
resources could be mobilized to combat malnutrition during the 1990s. The 
Director-General had taken the initiative in response to the concern expressed by WHO's 
governing bodies at the persistence of nutrition problems in both developed and 
developing countries, as expressed in resolutions WHA37.18, WHA39.31 and WHA41.11. 
Support for the initiative had come from a number of concerned international agencies and 
from ACC, which had adopted a supporting statement at its meeting in October 1989. 
Members of the Board had endorsed the convening of the international conference on 
nutrition and considered that it was indeed a timely endeavour. The Director of the 
Division of Food Policy and Nutrition of FAO had expressed to the Board FAO's profound 
satisfaction with the spirit of cooperation and the complete harmony which had prevailed 
between the two Organizations in preparing for the conference. He had pointed out that 
it would be the first world conference on nutrition since the founding of the United 
Nations and expressed the view that emphasis should be placed on national and 



international efforts to combat both undernutrition and dietary excesses. The Executive 
Board had adopted resolution EB85.R14 entitled "International conference on nutrition" 
which endorsed the proposal that FAO and WHO should jointly convene an international 
conference on nutrition in 1992 or 1993 in close collaboration with other United Nations 
agencies and with concerned multi- and bilateral organizations. The resolution urged 
Member States to accord high priority to the inclusion of dietary and nutrition 
components in their development plans and programmes and to apply them through 
intersectoral approaches. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation), introducing the 
Director-General‘s report on "Collaboration within the United Nations system - General 
Matters" (document A43/15) and the report of the WHO management group on the follow-up of 
resolution WHA40.24, "Effects of nuclear war on health and health services" (document 
A43/INF.DOC./2), said he wished first to express, on behalf of the Director-General, 
WHO'S appreciation of .the spirit of collaboration prevailing between WHO and other 
organizations of the United Nations system, in pursuit of technical cooperation 
activities, and its thanks to the community of nongovernmental organizations that had 
unstintingly and increasingly supported the work of WHO in the development activities 
being undertaken in the developing world. 

Document A43/15 was a more complete report than that presented to the Executive 
Board at its eighty-fifth session in January 1990. Yet, of necessity, it remained a 
concise account of only a selected number of the collaborative activities and events 
which had taken place since the Forty-second World Health Assembly. The United Nations 
system had been very active in a number of areas of great importance to the work of WHO 
and its coordinating role in international health. In document A43/15 the 
Director-General had highlighted selected resolutions and decisions adopted at the 
forty-fourth session of the United Nations General Assembly, convened in September 1989, 
and the two special sessions held in February and April 1990. The forty-fourth session 
of the General Assembly had taken place in an atmosphere of reduced political tension and 
growing recognition that good will and a sense of cooperation were required for the 
solution of the global problems confronting mankind. 

Concern for, and the protection of, the environment was a central issue of the 
General Assembly's debate and several heads of state had made that the main theme of 
their address in the plenary sessions. In late December 1989 the General Assembly had 
adopted resolution 44/228 on the convening in Brazil, in June 1992, of a United Nations 
conference on environment and development of two weeks' duration. Resolution 44/228 
clearly reflected the correlation between environmental problems and health, particularly 
regarding water and air pollution and toxic and hazardous wastes. The resolution listed 
a number of issues of particular concern to WHO, for example the protection of human 
health and the improvement of the quality of life. The Secretary-General of the United 
Nations had appointed Mr Maurice Strong as the Secretary-General of the conference. The 
major part of the secretariat for the conference was being set up in Geneva and WHO's 
offer to second a staff member had been highly appreciated. The Director-General had 
informed various competent bodies of the United Nations system of the progress made in 
the establishment of WHO's high-level technical expert commission on health and the 
environment and of the appointment of Madame Simone Veil as Chairman of the commission. 
The recommendations of WHO's commission would be made available to the preparatory 
committee of the United Nations conference in 1991. 

The United Nations system had also devoted considerable attention to drug abuse 
control. The Seventeenth Special Session of the General Assembly had been held in 
February 1990 to consider the question of international cooperation against the illicit 
production, supply, demand, trafficking in and distribution of narcotic drugs, with a 
view to expanding the scope and increasing the effectiveness of such cooperation. As a 
result of WHO's efforts, a policy declaration adopted by the Special Session made several 
references to the health sector which were consistent with WHO's mandate. The global 
programme of action emanating from the declaration requested WHO to undertake certain 
tasks. Moreover, greater emphasis had been placed on reduction of the demand for drugs 
than before the Special Session. The United Nations General Assembly had proclaimed the 
period 1991-2000 the "United Nations Decade against Drug Abuse", to ensure implementation 
of the global programme of action. The Director-General had addressed the World 
Ministerial Summit on Drug Abuse Control, held in London from 9 to 11 April, following 



the Special Session. Again, largely due to WHO's efforts, emphasis had been placed on 
demand reduction, which was mainly WHO's responsibility. A United Nations system-wide 
action plan on drug abuse control had been drafted and was now being submitted to the 
Committee for Programme and Coordination. While the plan reflected WHO's activities, 
WHO'S full part in international effort was more clearly evident in the WHO global plan 
of action on drug abuse control. 

Another important undertaking of the United Nations system was the elaboration of 
the International Development Strategy for the Fourth United Nations Development Decade, 
which would be presented to the forty-fifth session of the General Assembly in autumn 
1990. WHO was participating in the preparatory work to ensure that health would be 
reflected as an indispensable lever for development in the 1990s. The Eighteenth Special 
Session of the General Assembly on the revitalization of economic growth and development 
of the developing countries had been held in April 1990. The General Assembly had 
declared that health, nutrition, housing, population policies and other social services 
were the key both to greater individual welfare and to successful development, a 
commitment which should influence the new International Development Strategy. 

In 1988-1989 the United Nations Director-General for Development and International 
Economic Cooperation had carried out a comprehensive triennial policy review of 
operational activities for development. The General Assembly had then adopted resolution 
44/211, which had important implications for WHO's activities at country level. The 
United Nations had been informed by the Director-General that WHO would need time to 
consider those implications, first in the regional committees, then in the Executive 
Board in January 1991, and finally at the Health Assembly in May 1991. 

Human resources development had also preoccupied the international community. 
Document A43/15 pointed out that several resolutions had been adopted on the role of 
women in development, and on the need to implement the Nairobi Forward-Looking Strategies 
for the Advancement of Women during the 1990s. ACС at its recent session in Vienna had 
underscored the necessity for priority to be given to the role of women in society, which 
was in line with WHO's programme on women, health and development. After ten years of 
negotiation, the General Assembly had adopted resolution 44/25, which endorsed the 
Convention on the Rights of the Child. The Convention was of great sociopolitical 
importance to WHO's activities in child health. WHO had contributed technical advice in 
the elaboration of the Convention and several articles referred to the rights of the 
child in respect of health. A "World summit for children" would be held on 
29 and 30 September 1990 during the forty-fifth session of the United Nations General 
Assembly. WHO had been requested by the planning committee for the summit, consisting of 
representatives of 27 Member States of the United Nations, to contribute to the 
discussions. 

Two special activities should be mentioned. First, the international conference on 
nutrition to be organized jointly by WHO and FAO, in December 1992； WHO was working with 
FAO on a set of clear objectives for the conference, and a number of related activities 
at global and regional levels were envisaged leading up to it. Secondly, the United 
Nations system retained its deep interest in the Global Programme on AIDS and the global 
strategy for its prevention and control. In response to General Assembly resolution 
44/233, the Director-General had prepared a report to be transmitted to the forty-fifth 
session of the General Assembly through the Economic and Social Council. That resolution 
requested the Director-General, inter alia, to take action in close collaboration with 
governments and all the organizations concerned, to protect women and children in 
particular, and to develop policies and programmes to combat illicit traffic and abuse of 
drugs as a means of reducing the spread of HIV infection. Through the mechanism of the 
Inter-Agency Advisory Group on AIDS, chaired by WHO, the United Nations system was 
examining discriminatory practices within the system itself. 

With the United Nations Centre for Human Rights WHO had collaborated not only to the 
prevention of discrimination against people suffering from AIDS or with HIV infection, 
but also in protecting the rights of persons detained on grounds of mental ill-health or 
who suffered from mental disorders and in the Commission's study of the matter, and would 
be involved in follow-up. 

Document A43/15 also reported WHO's continuing support for the International Decade 
for Natural Disaster Reduction (1990-1999). It mentioned intensified collaboration with 
the Organization of African Unity in the light of changing world conditions, the 



situation in southern Africa, and the achievement of independence by Namibia, which had 
been warmly welcomed. 

Finally, referring to document A43/INF.DOC./2 on the effects of nuclear war on 
health and health services, he said that the Fortieth World Health Assembly had requested 
the Director-General, in resolution WHA40.24, to keep the matter under review and to 
report periodically to the Health Assembly on progress. The document outlined the 
outcome of a meeting of the WHO management group held in November 1989； the group 
continued to monitor the situation and to determine whether important activities had been 
completed or required further study. It had noted that the training of undergraduate and 
postgraduate health personnel in the effects of nuclear war on health and health services 
was carried out only sporadically, and had drawn attention to the model curriculum 
published by International Physicians for the Prevention of Nuclear War in 1988. 

Dr DE SOUZA (Australia) expressed interest in section 14 of the document and in 
WHO'S collaboration with the United Nations Centre for Human Rights in the development of 
a body of principles and guarantees for the protection of persons detained on the grounds 
of mental ill-health or suffering from mental disorder; Australia had been represented 
in the working group. The health aspect was of vital importance because some of those 
interested in protecting rights sometimes, perhaps unwittingly, made it more difficult 
for mentally ill people to receive treatment: a careful balance often had to be struck 
between their right to treatment and their protection against inappropriate care. 
Australia welcomed WHO's involvement and requested the Director-General to continue to 
contribute to that very important aspect of human rights. 

Dr MORK (Norway), speaking on behalf of the Nordic countries - Denmark, Finland, 
Iceland, Norway and Sweden - recalled that resolution WHA42.20 had requested the 
Director-General to strengthen the programme on the prevention and control of drug and 
alcohol abuse； the Nordic delegations welcomed the plans for intensified activities to 
reduce drug abuse contained in document WHO/MNH/ADA/90.5； while recognizing the need for 
additional resources, they were particularly pleased to note that the commitment to 
action would begin with an intensification of current programmes, utilizing WHO's 
existing resources. They also supported the future extension of WHO activities as its 
contribution to the United Nations global programme of action outlined in the draft 
resolution, of which they were sponsors. 

While strengthening action against drug abuse it was essential not to forget the 
even greater health importance of alcohol-related problems. Recent decades had witnessed 
considerable increases in alcohol consumption and in alcohol-related health and social 
problems in all parts of the world, but most particularly in developing countries, where 
the resources to deal with them were scarcest. In global terms, alcohol probably caused 
more premature deaths, more disability and more personal and economic suffering than all 
other psychoactive substances. Accordingly, while welcoming the intensified action WHO 
intended to take to reduce the demand for illicit drugs and to promote the rational use 
of psychotropic substances, the five delegations hoped that parallel efforts would be 
devoted in coming years to reducing the demand for alcoholic beverages. 

Much had already been done by WHO in that area: in recent years it had identified 
effective measures against alcohol-related problems at local, provincial and national 
levels and had undertaken important research on prevention, early detection and 
treatment. The results of that research were already leading to the improvement of 
services in countries throughout the world. It was gratifying to note that the 
Organization was promoting national alcohol policies based on public health principles. 

The Nordic delegations would welcome greater integration of programmes against 
alcohol abuse with other WHO activities. There were wide opportunities for joint 
programmes on alcohol and drugs, particularly in the areas of demand reduction and 
prevention. In addition, it was important to strengthen existing links with other WHO 
programmes and to incorporate alcohol abuse prevention and treatment in comprehensive 
primary health strategies. The role of alcohol in the spread of HIV infection was 
probably underemphasized in terms both of its effect on the immune system and of 
side-effects on behaviour and consequent contribution to unsafe sexual practices. The 
seriousness of the problems and the urgent need for concerted action called for 



the strengthening of the programmes on both alcohol and drug abuse in the forthcoming 
biennial programme budget: some 40 to 50 people in the United Nations system were 
working on drug abuse, whereas only a handful were working on alcohol-related problems. 
WHO'S headquarters activities should be strengthened and the regional offices should play 
a greater role, both as a focus for intercountry activity and in promoting national 
programmes. 

In conclusion, the Nordic delegations commended the draft resolution and hoped that 
it would be adopted by consensus. 

Mr BOYER (United States of America) expressed interest in section 7 of the report on 
drug abuse control； the United States delegation cosponsored the draft resolution. He 
urged ratification of the United Nations Convention against Illicit Traffic in Narcotic 
Drugs and Psychotropic Substances； it should be possible to bring it into effect quite 
soon, since relatively few ratifications were required. It was also important for Member 
States and United Nations agencies to follow the advice given in the global programme of 
action. Of special interest was the request made at the Special Session of the United 
Nations General Assembly for ACC to prepare a system-wide action plan on drug abuse 
control that would ensure that each agency did its share in combating drug abuse - WHO 
working on demand reduction, prevention and treatment, FAO on crop substitution, ILO on 
drugs at the workplace, ICAO on the smuggling of drugs in aircraft and IMO on smuggling 
in ships. It was also essential to ensure that there was no duplication of effort, and 
to maintain what his country called the concept of a unitary United Nations, each agency 
doing what was expected of it in its particular sphere of responsibility. He hoped that 
WHO was making a constructive contribution to the preparation of the United Nations 
action plan. 

Dr MAIGA (Mali) stressed the importance of the World Summit for Children, referred 
to in paragraph 11.4 of the report. The President of Mali, who gave special priority to 
child health problems, had been one of the "six initiators" of the Summit and had 
appointed the Minister of Public Health and Social Affairs to represent him personally in 
the preparatory group. Children's health could not be considered safe under the existing 
conditions of drug abuse, deterioration of the terms of trade, the economic decline of 
the developing countries and the explosion of new diseases. Mali was also aware of the 
primordial health factor in development in the forthcoming decade and of the determining 
role of women in that development. 

His country intended to ratify the Convention on the Rights of the Child in the near 
future, and certainly before September 1990, when the Summit was to be held; it urged 
all other countries to do likewise and to participate at the highest level in the Summit, 
which would undoubtedly have a great impact on health in general and on that of children 
in particular. WHO, too, had an important part to play in ensuring the success of the 
Summit. 

Mr DEBRUS (Federal Republic of Germany) said that his delegation had cosponsored the 
draft resolution before the Committee because reduction in demand was the most important 
method of combating drug abuse, the other two being rehabilitation and repressive 
measures. In his country's national programme to combat illicit drugs, a network of 
contact and counselling centres was being created, providing social and psychological 
care, first aid and detoxification for drug abusers. Those centres were a very important 
element of the national programme, and during the preparation of the draft resolution his 
delegation had proposed that they should be mentioned in the text； unfortunately, that 
proposal had not been taken up, because the centres did not figure in the national 
programmes of all WHO Member States, for various reasons. His country's national 
programme was given high priority and was not being postponed for economic reasons : on 
the contrary, more funds were being made available for that purpose. 

Mr FUJII (Japan) said that his delegation commended the active participation of WHO 
in the joint efforts of the United Nations system in the field of drug abuse control and 
also expressed its appreciation of the initiative of the Government of the United Kingdom 
of Great Britain and Northern Ireland in organizing a high-level international forum to 
encourage concerted action to reduce illicit demand for drugs and combat the cocaine 
threat. Japan had participated actively in the World Ministerial Summit held in London 



in April 1990 and strongly supported the declaration adopted by it. Japan had so far 
been fairly successful in containing drug abuse problems, but could not afford to be 
optimistic about the future, and was therefore preparing additional regulatory measures 
to prevent and control the abuse of psychotropic substances. It also recognized the 
importance of international collaboration in combating the danger of drug abuse, and was 
conducting a group study programme for narcotics control officers from developing 
countries every year； that programme focused on preventive measures and enabled the 
participants to exchange information and experience in that area. It was gratifying that 
recent international forums on drug abuse, such as the World Ministerial Summit, had led 
to the increased recognition of the importance of demand reduction, and Japan therefore 
welcomed the Director-General's initiative to intensify WHO's efforts for demand 
reduction in collaboration with other organizations of the United Nations system. 
Needless to say, treatment and rehabilitation of drug abusers were important components 
of demand reduction programmes, and it was to be hoped that WHO would play an active role 
in that regard. For all those reasons, Japan had cosponsored the draft resolution before 
the Committee. 

His delegation further wished to commend the initiative taken by the 
Director-General with regard to the establishment of the WHO Commission on Health and 
Environment. It concurred with the observation that man-made environmental changes, such 
as global warming, deforestation and the ever-increasing use of chemical substances, 
could have deleterious effects on human health. The Japanese Government would therefore 
lend its full support to the planned activities described in section 6 of the 
Director-General's report. In that context, it was gratifying to learn that Dr Saburo 
Okita, formerly Foreign Minister of Japan and Director-General of the Planning Bureau of 
the Economic Planning Agency, had been nominated as a member of the WHO Commission on 
Health and Environment. It was to be hoped that WHO would play a leading role in that 
sphere and achieve a fruitful outcome through the active participation of all Member 
States in that new activity. 

Professor COLOMBINI (Italy) expressed his delegation's support for the programme for 
combating drug abuse. Italy had played an active part in the World Ministerial Summit in 
London and was in the process of adopting a new law designed to ensure more effective 
drug control. 

Dr FIACHE (World Federation for Mental Health), speaking at the invitation of the 
CHAIRMAN, said that he wished to speak also on behalf of the World Association for 
Psychosocial Rehabilitation. Referring to section 7 of the report, on drug abuse 
control, he said that both organizations noted with satisfaction WHO's effective 
participation in the intensified cooperative efforts of the United Nations system as a 
whole to combat drug abuse, and strongly supported the draft resolution before the 
Committee, particularly the request that the Director-General ensure a coherent approach 
in WHO'S action in the areas of drug and alcohol abuse, because there was a close causal 
relation, and in mental health and the prevention of the spread of AIDS. There was 
indeed a certain risk, as the delegate of Norway had pointed out, that with all-out 
efforts directed towards combating drug abuse, action on alcohol-related problems which, 
particularly in Africa, presented a grave danger to social and economic survival and 
development, would be neglected. That must be avoided at all costs, particularly since 
so much had already been accomplished under WHO's guidance in that area. Joint 
programmes of intensified attack on both drug and alcohol abuse would be the best 
guarantee of effective measures against those scourges. He stressed that the 
multisectoral approach to drug and alcohol abuse control involving government departments 
of justice, police, finance, education, health and social affairs should not only treat 
the symptoms but attack the causes of the problems including, in particular, underlying 
psychological factors, value systems and life-styles. Behavioural changes, which were 
essential to solutions, could be encouraged through the promotion of programmes using 
such a multisectoral approach and based on mental health disciplines which showed the 
necessary knowledge and experience and could offer appropriate methodology. 

His second observation related to section 14 of the report, since both organizations 
were deeply involved in the protection of the rights of the mentally ill. Having 
personally followed debates on that item in the United Nations Commission on Human 



Rights for many years, he acknowledged with genuine appreciation the valuable 
contributions that the WHO Division of Mental Health had made to the Commission's work, 
leading to a real breakthrough in 1990 in the development of a draft on which progress 
had been slow for a number of years. It was to be hoped that the professional mental 
health competence that WHO had brought to the working group meeting would continue to be 
available later in the year, so that the draft could be finalized and approved by the 
United Nations General Assembly by the end of 1991 as a United Nations declaration on 
that important subject. It was indeed high time for a clear guide to be available to 
governments on the protection of persons with mental illness against the abuses still 
prevailing in some countries and, even more important, against neglect since promotion, 
prevention, treatment and rehabilitation constituted a sine qua non of successful primary 
care for mental health and of health for all by the year 2000. 

The CHAIRMAN drew the Committee's attention to the WHO booklet WHO Action to reduce 
drug abuse• which had been distributed to delegations, and to the draft resolution 
proposed by the delegations of Algeria, Australia, Austria, Belgium, Bolivia, Canada, 
Colombia, Cyprus, Denmark, Finland, France, Gambia, German Democratic Republic, Germany, 
Federal Republic of, Ghana, Greece, Ireland, Italy, Japan, Luxembourg, Mozambique, 
Netherlands, New Zealand, Norway, Peru, Poland, Portugal, Spain, Sweden, Switzerland, 
Union of Soviet Socialist Republics, United Kingdom of Great Britain and Northern 
Ireland, United States of America, Uruguay and Venezuela, which read as follows : 

The Forty-third World Health Assembly, 
Recalling previous resolutions of the Health Assembly and in particular 

resolution WHA42.20 on prevention and control of drug and alcohol abuse； 
Noting with satisfaction the WHO plan of action to reduce drug abuse formulated 

by the Director-General in response to resolution WHA39.26； 
Recalling the Organization's continuing obligations under the international 

drug control conventions； 
Deeply concerned at the scale of the international problem of illicit drugs 

production, trafficking and abuse and alarmed by the threat this poses to the health 
of the world population and to the political, economic and social fabric of States； 

Recognizing that international cooperation is essential to combat drug abuse 
and illicit trafficking; 

Noting, in that respect, that the United Nations General Assembly held a 
Special Session on drugs in February 1990 which adopted a Political Declaration and 
a Global Programme of Action on Drugs； 

Noting also that the Special Session proclaimed 1991-2000 to be the United 
Nations Decade against Drug Abuse, during which the Global Programme of Action on 
Drugs will be implemented; 

Welcoming the Declaration of the World Ministerial Summit to Reduce the Demand 
for Drugs and to Combat the Cocaine Threat, held in London in April 1990, and the 
emphasis given in it to health issues； 

1. URGES Member States: 

(1) to work toward the implementation of the measures in the United Nations 
Global Programme of Action and the London Declaration adopted by the World 
Ministerial Drugs Summit; 
(2) to devote appropriate resources to the development of national programmes 
of action, paying particular attention to the reduction of demand for illicit 
drugs and to the promotion of effective treatment for drug-dependent persons, 
including: 

(a) regular monitoring of trends in drug abuse with special attention to 
changes in patterns of use； 
(b) the development of comprehensive programmes of prevention, utilizing 
the principles of health promotion and involving full participation of the 
community and nongovernmental organizations and intersectoral cooperation; 
(c) facilitating access to drug treatment arid rehabilitation programmes 
and strengthening the capacity of primary health care to respond to 
drug-related health problems； 



(d) recognizing the relationship between health programmes dealing with 
drug abuse and those in related areas； 

2. REQUESTS the Director-General: 

(1) to intensify WHO'S action to reduce drug abuse in line with the objectives 
identified by him in his statement to the World Ministerial Summit, namely: 

(a) preventing the spread of drug abuse in individuals, families, 
communities, and countries； 
(b) developing effective approaches to the treatment of drug dependence 
and associated diseases； 
(c) collaborating in controlling the supply of licit psychoactive 
substances； 

(2) to promote fundamental and operational research on drug abuse, bringing 
together relevant disciplines, including all branches of medicine, as well as 
social epidemiology and cultural anthropology; 
(3) to encourage the development of national programmes of action on drug 
abuse consistent with the economic and health priorities of countries； 
(4) to ensure coherence in WHO's action to reduce drug abuse and its action in 
related areas such as the control of alcohol abuse and of the spread of AIDS； 
(5) to continue to draw attention to WHO's role in the reduction of demand for 
illicit drugs and to attract additional support for the programme； 
(6) to continue to work closely with the United Nations Division of Narcotic 
Drugs, the International Narcotics Control Board and the United Nations Fund 
for Drug Abuse Control, together with other regional and international bodies 
involved, to ensure the fullest possible coordination and compatibility of 
programmes and optimum use of available resources. 

He informed the Committee that Algeria, Cyprus, Portugal and Uruguay also wished to 
be added to the list of sponsors. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the 
increasing demand for illicit drugs, which was now apparent in many parts of the world, 
and the associated health problems, which included the spread of AIDS by intravenous drug 
users, must be of increasing global concern. Prevention was undoubtedly more effective 
than cure and so demand reduction was of the greatest importance. 

The problem of illicit drugs was increasing and posed an urgent threat to health. 
The widespread concern within the Health Assembly about that threat had been reflected in 
the large number of Member States which had sponsored the draft resolution as a further 
affirmation of solidarity with WHO's global action to reduce drug abuse and with the 
declarations that had been made by the representatives of the international community at 
the United Nations General Assembly, at the summit meeting in Cartagena and more recently 
by the States participating in the World Ministerial Summit held in London in April of 
the current year. 

The London Declaration had laid stress on the health issues and particularly on 
reducing the demand for illicit drugs and promoting effective treatment for 
drug-dependent persons. 

He commended the draft resolution to the Committee and, in view of the many 
sponsors, hoped that it would be approved by consensus. 

The draft resolution was approved by consensus丄. 

The CHAIRMAN drew attention to the report of the WHO management group on follow-up 
of resolution WHA40.24, contained in document A43/INF.DOC./2, on effects of nuclear war 
on health and health services, and to the draft resolution proposed by the delegations of 
Bhutan, Kuwait, Mexico, Namibia, Nepal, Nicaragua and Senegal, which read as follows : 



The Forty-third World Health Assembly, 
Bearing in mind the principle laid down in the WHO Constitution that the health 

of all peoples is fundamental to the attainment of peace and security; 
Recalling resolutions WHA34.38, WHA36.28 and WHA40.24 on the effects of nuclear 

war on health and health services； 
Appreciating the efforts to limit the number of nuclear weapons, while at the 

same time noting that these weapons still exist and continue to be produced, thus 
making it necessary for health professionals to be trained in and have a thorough 
knowledge of the medical aspects of nuclear war； 

Having considered the previous two reports as well as the present review of 
ongoing research on the effects of nuclear war on health and health services 
prepared by the management group on follow-up of resolution WHA40.24; 

1. THANKS the Director-General and the management group； 

2. URGES the governments of Member States to take note of the health aspects of 
nuclear war and strengthen their efforts to prevent it; 

3. REQUESTS the Director-General: 

(1) to continue to entrust the WHO management group with the monitoring of 
developments in research related to the effects of nuclear war on health and 
health services, in collaboration with scientific communities established by 
the United Nations and other organizations, in order to ensure a continuous 
exchange of information, to prevent overlapping of activities and to identify 
relevant health aspects not covered by previous reports； 

(2) to report periodically to the Health Assembly on progress in this field; 
(3) to promote undergraduate and postgraduate training of health personnel in 
problems related to the effects of nuclear war on health and health services. 

Miss BAUTY (Switzerland) said that, as Switzerland was a non-nuclear country, was 
opposed to nuclear armaments and was situated in a region in which stocks of nuclear arms 
were kept, her country understood perfectly the scope of the draft resolution and the 
extreme importance of the subject. It was grateful for the report produced by the 
Secretariat on the subject. 

Nevertheless, in view of the magnitude of the tasks facing WHO and the need to 
choose priorities among those to be undertaken, her delegation hesitated at the thought 
of initiating a new series of tasks which would make demands on the Organization's 
resources. The Swiss delegation understood that several other delegations were also of 
the opinion that it would be better at the present time to defer consideration of the 
question and of the draft resolution. 

She therefore proposed that the Committee should not consider the draft resolution 
and that it should so decide by consensus. 

Mr BOYER (United States of America), while recognizing the importance of the 
subject, supported the Swiss proposal. He agreed that WHO already had enough problems to 
cope with and should avoid overburdening itself. He suggested that the Committee should 
treat the document as an addition to the information document : there was no need for a 
resolution. 

Mr ARRIAZOLA (Mexico) said that the sponsors of the draft resolution should be 
present and that one of them should speak on it. 

The CHAIRMAN inquired whether the Committee agreed with the Swiss proposal. 

Mr ARRIAZOLA (Mexico) said that he could not agree to a decision not to take up such 
an important subject. The draft resolution was intended to follow up various requests 
made by the Health Assembly and, in particular, resolution WHA40.24, and to maintain 
monitoring and reporting by the WHO management group. He was aware that WHO had a great 
deal of work to do, but the resolution was an attempt to avoid any overlapping of 
activities in that area, and the Committee should consider it. 



The CHAIRMAN asked the Legal Counsel for advice on how to proceed. 

Mr VIGNES (Legal Counsel) said that the Mexican delegate was quite entitled to 
express his views on the subject. A decision on the proposal of Switzerland should then 
be taken preferably without a vote. Those objecting could give their opinions. 

Mr ARRIAZOLA (Mexico) said that it would be regrettable if such an important issue 
was not taken up, and requested a vote. 

The CHAIRMAN invited the Committee to vote on the Swiss proposal to postpone 
consideration of the draft resolution. 

The Swiss proposal was approved by 32 votes to 15. with 30 abstentions. 

Health assistance to refugees and displaced persons in Cyprus : Item 32.3 of the Agenda 
(Resolution WHA42.23; Document A43/17) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) recalled that the 
Forty-second World Health Assembly in its resolution WHA42.23 had requested the 
Director-General to continue and intensify the health services to displaced persons and 
refugees in Cyprus in addition to other assistance which might be available within the 
coordination of assistance to Cyprus, and to submit a report to the Forty-third World 
Health Assembly. WHO had helped in providing assistance and health services to refugees 
and displaced persons through UNHCR, and in 1987 those cooperative efforts had been 
completed. The main emphasis of the national health programme in 1989, for which WHO had 
provided support, had been on the strengthening of health infrastructure, health manpower 
development, the promotion of health science and technology, including methods for 
disease prevention and control, and the provision of essential drugs and vaccines. 
Fellowships had been awarded for training in control of drug and alcohol abuse, nursing 
management, psychiatric nursing, psychiatry and radiology. The cost to the regular 
budget for Cyprus was US$ 643 486 in 1988-1989, with extrabudgetary funds through the 
Organization amounting to US$ 127 454 in the same period. 

Mr SALIВA (Malta) drew the Committee's attention to the draft resolution entitled 
"Health assistance to refugees and displaced persons in Cyprus" proposed by the 
delegations of Algeria, Argentina, Bulgaria, Colombia, Cuba, Cyprus, Czechoslovakia, 
France, Greece, India, Lebanon, Malta, Mexico, Sri Lanka, United Republic of Tanzania, 
Yugoslavia, Zambia and Zimbabwe, which read as follows : 

The Forty-third 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, 
WHA41.22, and WHA42.23; 

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-fourth World Health 
Assembly on such assistance. 



Malta had introduced similar resolutions year after year in the Health Assembly, not 
only because of the humanitarian issues involved but also because it felt it had a duty 
to contribute to alleviating human suffering in a neighbouring Mediterranean island 
nation with whom it had a special affinity and shared many common values. The Maltese 
delegation had carefully examined the Director-General's report describing the health 
assistance to refugees and displaced persons in Cyprus provided by WHO in collaboration 
with other United Nations organizations in 1989 and the first quarter of 1990. The 
number of displaced and needy people who continued to require assistance including health 
care remained significant, and the support WHO had given to the national health programme 
for 1989 continued to be required so that adequate coverage could be provided to those 
people. He hoped that, as on previous occasions, the draft resolution would meet with 
unanimous approval. 

Mr ZODIATES (Cyprus) said that 16 years after the invasion and occupation of part of 
his country's territory, the burden of provisionally accommodating refugees and displaced 
persons was still beyond the limited possibilities of his Government. External 
assistance was therefore needed in many fields, including health, in order to satisfy the 
basic needs of the population of Cyprus. The people and Government of Cyprus were 
greatly indebted to WHO which, in collaboration with other United Nations agencies such 
as UNHCR, UNDP, and UNICEF, continued to contribute to the amelioration of the health 
conditions of the refugees and displaced persons in the country. Many projects had been 
successfully implemented and much support had been provided by WHO to national health 
programmes, but more was needed to improve the situation of the people of Cyprus, a 
situation that could be ended only when a just, viable and lasting solution was found to 
the problem of Cyprus. The Government of Cyprus was deeply committed to that goal and to 
the welfare and health of all its citizens, irrespective of ethnic origin, religion or 
language. Thus Turkish Cypriots were admitted to government hospital wards just like any 
other citizens of the Republic living in the free areas； they received assistance for 
treatment abroad in cases requiring special treatment not available in government 
hospitals； they benefited from computerized tomography scan services, isotope tests, 
treatment in the thalassaemia centre and artificial limb prostheses. There was also the 
bicommunal project on multiple sclerosis financed by international organizations. 

He thanked the Director-General and Dr Gezairy and his staff for their unfailing and 
genuine interest in the people of Cyprus, and the delegations of Malta and others who had 
cosporisored the draft resolution, which he hoped would be approved by consensus as in 
previous years. 

The draft resolution was approved by consensus.丄 

Mr ALGAN (Turkey), speaking in explanation of his delegation's vote, said that the 
health assistance furnished by WHO under the resolution just approved should be extended 
on an equal basis to the two peoples living on the island, namely the Turkish Cypriot 
people and the Greek Cypriot people. Secondly, it should be made clear that there were 
no "refugees" but only displaced persons belonging to the two peoples in Cyprus. It was 
on that understanding and for humanitarian reasons that his delegation had participated 
in the consensus on the resolution. 

Liberation struggle in southern Africa: assistance to the front-line States. Lesotho and 
Swaziland: Item 32.4 of the Agenda (Resolution WHA42.17； Document A43/18) 

The CHAIRMAN drew the Committee's attention to the Director-General‘s report on 'the 
item and to the draft resolution entitled "Liberation struggle in southern Africa: 
assistance to the front-line States, Lesotho and Swaziland", proposed by the delegations 
of Botswana, Ethiopia, Kenya, Lesotho, Namibia, Swaziland, United Republic of Tanzania, 
Zambia and Zimbabwe, which read as follows: 



The Forty-third World Health Assembly, 
Considering that the front-line States continue to suffer directly or 

indirectly 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, WHA41.23 of the Thirty-ninth, 
Fortieth and Forty-first World Health Assemblies； 

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 that Namibia has now attained its independence； 

1. THANKS the Director-General for his report; 

2. RESOLVES that WHO shall: 

(1) continue to take appropriate and timely measures to help the front-line 
States, Lesotho and Swaziland solve the acute health problems of the South 
African refugees； 
(2) continue to provide countries which are or have been targets of 
destabilization by South Africa with technical cooperation in the health field, 
for the rehabilitation of their damaged health infrastructures； 

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, Namibia, 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 and 
Regional Director's Development Programme and to mobilize extrabudgetary 
resources 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 continue to provide support to Namibia in developing its health system; 
(4) to report to the Forty-fourth World Health Assembly on the progress made 
in the implementation of this resolution. 

Dr MONEKOSSO (Regional Director for Africa), introducing the Director-General's 
report submitted in accordance with resolution WHA42.17, said that it described the work 
over the previous year in relation to the acute health problems of South African refugees 
and the technical cooperation in the health field for the rehabilitation of the damaged 
infrastructures of countries that were the targets of destabilization. Section 2 of the 
report described in general terms the collaboration with OAU, which was WHO's principal 
partner in implementing the Health Assembly's resolutions. Technical cooperation with 
various countries was described in section 3 of the report, which gave expenditure 
incurred essentially in development projects but also represented funds set aside for 
humanitarian purposes in accordance with the relevant resolution. One of the key issues 
in the southern African region was emergency preparedness and response, mentioned in 
section 5 of the report, where a number of country activities for Angola and Mozambique 
were also described. 



Mrs MUYUNDA (Zambia) thanked the Director-General for his report and for the support 
that the front-line States, and Lesotho and Swaziland, had received since the last Health 
Assembly. She called for further support, since the situation in South Africa had not 
changed: people were still being killed, and the influx of refugees into neighbouring 
States continued. Some political measures had recently been taken by the South African 
Government, but there had been no serious attempt to dismantle apartheid, which was 
highly objectionable to all peace-loving and progressive peoples of the world. Her 
country's goal was to ensure that peace and security prevailed in the region, so that its 
energies could be concentrated on meeting some of the social and economic aspirations of 
its people. Apartheid was the main source of military, economic and political upheavals 
in southern Africa, and the strategy of destabilization had seriously affected its 
already overstretched economy. 

The call for change in South Africa by the international community had not been 
heeded. Her country appreciated the release of Nelson Mandela and a few other political 
prisoners, but many more were still languishing in prison. The state of emergency was 
still in force, as were the discriminatory laws that were a barrier to the creation of a 
nonracial society. Until apartheid was completely abandoned and peace and stability were 
restored in South Africa the goal of health for all would remain an empty slogan in that 
country and the attainment of it by the front-line States would be an uphill battle, 
because their meagre resources were being stretched to cater for casualties from the war 
zones in some countries. The front-line States were also being forced to use their 
meagre foreign reserves to import more drugs and pharmaceutical supplies, not only to 
cater for casualties but also to meet the needs of refugees. 

The unfavourable political climate in the region was a cause of great concern. 
Peace and stability had been threatened; economic growth had slowed and in most cases 
had declined, and the attainment of a high level of health by all the peoples had been 
jeopardized. In the face of those difficulties, the countries of the region had been 
compelled to defend their sovereignty. Zambia and the other front-line States would 
therefore long continue to rely on WHO and the international community for support. 

The sponsors wished to make certain amendments to the draft resolution. In the 
first preambular paragraph the words "continue to" were to be deleted. In the first line 
of operative paragraph 2 (1), the words "and other" should be inserted between the word 
"front-line" and the word "States". In operative paragraphs 3 and 4, the words 
"liberation movements recognized by the Organization of African Unity" should be replaced 
by the words "the African National Congress and the Pan-African Congress of Azania". She 
appealed to the Committee to approve the draft resolution, as amended, by consensus. 

Mr MORAKE (Botswana) supported the draft resolution and the amendments. In southern 
Africa, politics and health were very closely related. Owing to the racist policies 
pursued by the most powerful State in the area, the people of southern Africa had not 
known peace for a long time. There had been large population displacements, destruction 
of infrastructures and, in some countries, loss of human life due to sponsored banditry. 
In his own country, there were still mysterious bombings which were definitely not 
perpetrated by the people of Botswana. 

His Government had always held that apartheid was the central cause of the 
instability in southern Africa and urged that a rapid end be put to it. In the past 
three months, certain events that had taken place in South Africa had given grounds for 
cautious optimism, but it was still too early to foretell what would result from them. 
The world should therefore not be lulled into believing that apartheid had been 
dismantled or that the destabilization of the front-line States had been significantly 
reduced. Those States would continue to need support from WHO to counter the harmful 
effects of destabilization on health. He therefore urged all Members to support the 
draft resolution. 

Dr CHOE Tae Sop (Democratic People's Republic of Korea) supported the action taken 
by WHO in providing health assistance to the front-line States and for the liberation 
struggle in southern Africa. The struggle of the peoples in that region for freedom, 
independence and the creation of a new life was being waged in extremely difficult 
circumstances, with severe consequences for health. The basic cause of the situation was 
the policy of racial discrimination pursued by the South African regime, which must be 
eradicated if the problems of the peoples of the region were to be solved. 



His Government had always extended its support and solidarity to the peoples of 
southern Africa arid had provided assistance to several countries in the region, including 
assistance with health and agriculture. Since it was only right that WHO should continue 
to provide adequate medical assistance to those peoples to relieve them from disease and 
to attain the goal of health for all by the year 2000, he fully supported the draft 
resolution. 

Mr BOYER (United States of America) recalled that for many years it had been 
necessary for his delegation to call for a vote on the draft resolution regularly 
submitted under the agenda item under consideration and to vote against it, sometimes 
alone. That experience had always been a very painful one, both for him personally and 
in the light of the United States' traditionally warm feelings for the countries of 
Africa. In November 1989, the delegations of African countries at the United Nations 
General Assembly had been able to prepare a draft resolution on the very sensitive 
subject of apartheid capable of achieving consensus； however, at the Health Assembly 
there had been division. In his view it was always possible to adjust a draft resolution 
in such a way that it would achieve consensus in the Health Assembly. 

As a number of delegates had stated, times were changing in Africa and elsewhere. 
At the current Health Assembly he had had fruitful discussions with African delegates and 
was grateful to the Minister of Health of Zambia for her amendments to the draft 
resolution originally submitted to the Committee. As a result, the United States 
delegation was pleased to be able to join in a consensus on the amended draft resolution. 

Dr FRIEDMAN (Swaziland) said that her delegation, as a sponsor of the draft 
resolution before the Committee, welcomed the change of view expressed by the delegate of 
the United States of America and hoped that cordial relations with that country would 
continue. Notwithstanding recent developments, the unsettled situation in southern 
Africa would prevail for a long time to come, before complete peace and stability could 
be achieved. Namibia's accession to independence did not mean that its problems were 
solved; indeed, it was to be expected that a greater demand for health and social 
services would ensue. 

As a result of the instability in southern Africa, great movements of population 
were taking place and neighbouring countries were having to cope with excessive inflows 
of refugees and displaced persons requiring shelter, food, schooling and medical care. 
Scarce national resources had to be shared with them. Programmes against previously 
controlled diseases had had to be adjusted to cater for imported diseases, children to be 
vaccinated against the six vaccine-preventable childhood diseases, and extra vigilance to 
be exercised to prevent the resurgence of diseases that had already been eradicated. The 
appeal for food aid for Angola recently made by the Secretary-General of the United 
Nations reflected the seriousness of the situation. An upsurge in diseases related to 
malnutrition could therefore be anticipated, and neighbouring countries must be ready to 
deal with the emergency. 

If countries in the region were to overcome the additional problems, for which there 
was no budgetary provision, continued assistance from WHO and other organizations would 
be required. Otherwise the goal of health for all by the year 2000 would not be 
attained; in countries like her own the influx of refugees was increasing as a result of 
the instability in southern Africa. In Swaziland, a small country where refugees 
accounted for 10% of the population, there were unanticipated calls on resources. She 
therefore urged Members to support the draft resolution. The front-line States did not 
begrudge the refugees and displaced persons their share of aid, but were certainly 
feeling the pinch. 

Mr XU Zhiguang (China) said that the situation in southern Africa had been disturbed 
for many years by the policy of racial discrimination pursued by the South African 
authorities in gross violation of the fundamental rights of the black majority and by the 
constant attacks on neighbouring countries. It had not been possible to develop health 
care, and the international community must provide assistance to the front-line States 
for that purpose. China had always expressed concern regarding the situation in southern 
Africa, firmly condemned apartheid, and supported the struggle waged by the black 
majority to secure its rights. It hoped that WHO would continue to provide health 
assistance to the peoples of the region and supported the draft resolution. 



Dr MAKUTO (Zimbabwe) said that the case for continued support to the front-line 
States, Lesotho and Swaziland, had been aptly articulated by previous speakers. He 
applauded the assistance given by WHO and other United Nations agencies to the front-line 
States, and hoped that it would continue for as long as the need remained and that the 
draft resolution before the Committee would be approved by consensus. The new approach 
adopted by the United States delegation was greatly appreciated and augured well for the 
future. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) expressed the hope that WHO and other 
international agencies would intensify their humanitarian assistance and technical 
cooperation for the benefit of the front-line States. He called upon Member States to 
take appropriate and timely action to assist the liberation movements and States 
recognized by the Organization of African Unity. His delegation therefore strongly 
supported the draft resolution. 

Mr MIRANO (Angola) stressed that apartheid was still the major destabilizing factor 
in southern Africa. He hoped that WHO's assistance to the region would be further 
increased and urged all Members to support the draft resolution, which now had the 
support of the United States delegation. 

Mrs LUETTGEN (Cuba) expressed her satisfaction with the Director-General‘s report on 
the assistance given to the front-line States, whose need for it arose from the campaign 
of destabilizatiori that had disrupted peace in the region and seriously hampered the 
social, economic, political, cultural and health development of the countries concerned. 
Southern Africa was an area where international tension was at its most dangerous, owing 
to the universally condemned apartheid regime, which had to be not just partially 
reformed but completely abolished. 

The measures of liberalization announced by the Government on 2 February 1990, the 
release of Mr Nelson Mandela and the current negotiations were encouraging signs. 
Together with the official recognition of the African National Congress and other 
anti-apartheid organizations, they would help to solve the existing problems. 
Nevertheless, it was clear that repression was still taking place, and it was therefore 
necessary for WHO to continue its assistance, since the health situation remained 
critical. Resources that ought to go to improve the health system were being used for 
military purposes, and as a result of the prevailing instability the damage caused to 
health infrastructures was not being repaired. Her delegation was a sponsor of the draft 
resolution and hoped that it would be approved by consensus. 

Dr IYAMBO (Namibia) associated himself with those who had expressed their support 
for the draft resolution. Having benefited from the assistance given to the front-line 
States in the past, Namibia hoped that the draft resolution would be approved. 

The draft resolution, as amended, was approved by consensus.丄 

The meeting rose at 12hl5. 



SIXTH MEETING 

Tuesday. 15 May 1990. at 14h50 

Chairman: Dr H. M. NTABA (Malawi) 

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

Reconstruction and development of the health system of Namibia: Item 32.5 of the Agenda 
(Resolution WHA42.18; Document A43/19) 

Dr MONEKOSSO (Regional Director for Africa), introducing the agenda item, said that 
in resolution WHA42.18 the World Health Assembly had instructed the Director-General to 
provide technical cooperation and assistance for the evaluation of the health situation 
in Namibia and to establish an initial programme of health assistance after the country's 
independence. The measures taken by the Director-General were described in document 
A43/19. Before the beginning of the independence process in 1989, WHO had worked with 
the South West Africa People's Organization (SWAPO) on a small scale providing a number 
of fellowships and some technical assistance to units in Zambia and Angola. WHO had also 
sent a mission to Luanda to assess the needs of the future Namibian State. In June 1989, 
the Director-General had appointed a coordinator at headquarters to monitor operations in 
the field, attached to the newly created Division of Emergency Relief Operations. The 
Regional Office had appointed a liaison officer in Luanda, who had since moved to 
Windhoek, the capital of Namibia. 

The report showed the excellent cooperation established by WHO, FAO, UNICEF, UNESCO, 
UNHCR and UNDP over the months leading up to Namibia's independence. The strategy which 
the agencies had drawn up to strengthen health services covered health education, the 
supply of medicaments, support for a vaccination programme, human resources development 
and the reintegration of exiled health professionals. WHO had worked with the Minister 
of Health designate to strengthen Namibia's health legislation and restructure the health 
system with a view to creating a unified health system after independence. WHO and UNDP 
had cooperated in the recruitment of United Nations volunteer physicians, both 
specialists and general practitioners, to replace the departing South African personnel. 

For several years before independence Namibia had taken part in the work of WHO in 
the African Region, which ensured that the new health system was based on primary health 
care and the health development "scenario" for Africa, drawn up in 1985. Namibia had 
become a full Member of WHO on 23 April 1990. 

Dr IYAMBO (Namibia) said that his delegation's presence at the World Health Assembly 
was a historic occasion for Namibia, which was represented for the first time as a full 
Member of WHO. He was there to bear witness to the successful implementation of 
resolution WHA42.18. He wished to pay tribute to the personal interest and support of 
the Regional Director for Africa and the staff of the Regional Office over the last 
year; their task had been an immensely complex one, including the monitoring of health 
care for returning Namibian exiles in at least three countries, managing a large number 
of expert missions and maintaining their impartiality in the delivery of technical 
assistance. He also wished to convey his gratitude to the other WHO staff involved and 
to the Member States, particularly the front-line States and other States of the region, 
and the Organization of African Unity. However, the reconstruction of the country's 
health sector was still far from complete； much hard work and difficulties lay ahead. 

Mr HAMMOND (Canada) introduced the following draft resolution on behalf of the 
sponsors, Algeria, Angola, Canada, Cuba, Democratic People's Republic of Korea, Senegal, 
Somalia, Sudan, Sweden, Tunisia, United Republic of Tanzania, Zambia and Zimbabwe: 



The Forty-third World Health Assembly, 
Welcoming the independence of Namibia; 
Recalling previous resolutions of the Health Assembly on assistance to Namibia, 

particularly resolution WHA42.18； 
Appreciating the positive role already played by WHO in offering health 

assistance to Namibia; 
Recognizing that the people and Government of Namibia will have to make 

vigorous efforts to develop an appropriate and adequate health care system to ensure 
health for all Namibians； 

Bearing in mind the serious negative effects of the South African colonial 
occupation of Namibia on all its inhabitants, and the time necessary to remedy them; 

Taking into account the pressing need to reconstruct the damaged and neglected 
health infrastructure and to establish new health centres, clinics and health posts 
to accelerate the implementation of primary health care programmes； 

Emphasizing the urgent need to mobilize international support for this 
endeavour, and the importance of the role of WHO in this regard; 

1. CONGRATULATES the people of Namibia on their independence； 

2. WELCOMES the admission of Namibia to WHO; 

3. THANKS the Director-General for all the assistance already offered to Namibia; 

4. REQUESTS the Director-General to provide intensified technical cooperation and 
the necessary support to deliver programmes of health assistance to Namibia, taking 
into consideration the requirements identified by the Government of Namibia, and to 
report to the Forty-fourth World Health Assembly on the action taken； 

5. CALLS UPON Member States, donors, United Nations specialized agencies, and 
intergovernmental and nongovernmental agencies and organizations to provide the 
necessary moral, material and financial support and cooperation for this endeavour. 

The revised draft resolution now before the Committee had undergone two minor 
changes. In the fifth preambular paragraph, the wording had been changed to indicate 
that the negative effects of South African occupation would not affect Namibia 
indefinitely; and in operative paragraph 4, the reference to a "special programme" of 
health assistance to Namibia had been deleted, since Namibia was now a full Member of WHO 
and would thus be treated like all other Member States. 

The previous resolution on the subject, resolution WHA42.18, had been adopted by 
consensus. Since its adoption Namibia had achieved its independence and had joined the 
British Commonwealth, the Southern Africa Development Coordination Conference (SADCC), 
the United Nations as well as WHO. The draft resolution reflected the pressing need to 
reconstruct the country's damaged and neglected health infrastructure. 

A United Nations interagency task force had already drawn up a list of urgent 
projects, with particular emphasis on health matters. In March 1990, his Government had 
contributed US$ 1 million towards an immunization programme to be implemented through 
UNICEF, mainly in northern Namibia. It hoped to support more health and other projects 
during the year. 

The sponsors of the draft resolution hoped for a generous response to the appeal for 
moral, material and financial support for Namibia. He wished to remind Member States 
that a pledging conference to coordinate donations for Namibia was to be held in New York 
on 21 and 22 June 1990. 

He hoped that the draft resolution would be approved by consensus. 

Mr AHOOJA (India) welcomed the technical assistance and support provided by the 
Director-General in accordance with resolution WHA42.18. WHO had sent technical missions 
to Namibia and assessed the country's most urgent needs, especially the need to 
restructure the health system. However, assistance from countries and technical 
assistance from WHO were still needed. His delegation supported the draft resolution and 
wished to become a sponsor. 



Dr CHOE Tae Sop (Democratic People's Republic of Korea) congratulated the 
Director-General on the successful implementation of resolution WHA42.18 and the 
excellent report before the Committee. The Naraibian people would need wide-ranging 
international support in establishing an appropriate health system and developing an 
infrastructure which would ensure the good health of all Namibians. His delegation 
supported the draft resolution under consideration and wished to be included as a 
sponsor. 

Dr IGREJAS CAMPOS (Mozambique) congratulated Namibia on its independence and its 
admission as a full Member of WHO. His delegation fully supported the draft resolution 
and wished to become a sponsor. He hoped that it would be approved by consensus. 

Mrs MATANDA (Zambia) congratulated Namibia on its independence and its accession to 
full membership in WHO. She commended the Director-General for his report and welcomed 
the cooperation with other United Nations agencies and nongovernmental organizations, 
endorsing the call for increased technical support to Namibia and for identification of 
crucial issues requiring the Government's attention. Zambia would continue to support 
Namibia in any way possible； her delegation supported the draft resolution under 
discussion and wished to be included as a sponsor. 

Mr HAMID (Chad) welcomed the admission of Namibia as a full Member of WHO and 
expressed support for the draft resolution. His delegation wished to be included as a 
sponsor. 

Mr YARD (Barbados) said that the Director-General‘s report reflected WHO'S efforts 
to strengthen the health system and infrastructure of Namibia. Namibia's progress 
towards health for all had been retarded by its long struggle for independence : the 
people had shown that they could overcome many hardships, and he hoped that they would 
now use their proven strength to construct a new nation. All the United Nations agencies 
had a duty to support the Government and people of Namibia in the development of the 
country's health infrastructure and the provision of the health care which the population 
needed. He supported the draft resolution and hoped that it would be approved by all the 
delegations present. 

Mr BOYER (United States of America) congratulated the delegate from Namibia on the 
country's independence, which had been achieved in a way which ought to serve as a model 
to other countries. Three successive presidents of the United States of America had 
worked towards the goal of Namibian independence； a programme of assistance was now 
being developed for Namibia as well as a programme for the Peace Corps. His Government 
looked forward to working with the new country of Namibia, both directly and through WHO, 
to promote improvements in its health system. Accordingly, his delegation supported the 
draft resolution under discussion. 

Dr DIOUF (Senegal) reiterated his country's congratulations to Namibia on its 
independence. Senegal had always backed the bitter and steadfast independence struggle 
of the Namibian people and knew that the way ahead would be equally arduous. His 
delegation had therefore agreed to co-sponsor the resolution under consideration, which 
he asked all Member States to support and adopt by consensus. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) welcomed the sovereign State of 
Namibia as a full Member of the Organization and congratulated the country on its recent 
independence. 

WHO and other United Nations specialized agencies, together with the affluent 
countries, were expected to provide Namibia with technical and economic support in order 
further to strengthen its capabilities and mobilize its scarce resources for the benefit 
of national health. 

His country fully supported the draft resolution before the Committee and desired 
its name to be added to the list of sponsors. 

Miss HERNANDEZ CORREA (Venezuela), welcoming the admission of Namibia as a full 
Member of WHO, said her country had consistently supported the cause of the Namibian 
people. With independence, formal diplomatic relations had been established in a spirit 
of solidarity and cooperation. 



Her delegation therefore wished to support the draft resolution under consideration. 

Dr MAKUTO (Zimbabwe) said his country warmly welcomed the admission of Namibia as a 
full Member of WHO. Zimbabwe had indeed done its best over the years to support and 
assist all efforts aimed at bringing independence and full nation status to Namibia. 

Zimbabwe further wished to thank the Director-General for all the assistance WHO had 
given Namibia in the pre -independence period, and to commend him for his report. 

He strongly supported the draft resolution and hoped that it would be adopted by 
consensus. 

Dr VAN-DUNEM (Angola) said that his delegation, as a sponsor of the draft 
resolution, wished once more to voice its solidarity with the young Republic of Namibia. 

The assistance needed for the reconstruction and development of Namibia's health 
sector would contribute to a climate of stability and well-being in the region. He 
consequently trusted that the international community would join WHO in helping Namibia 
to build up a national health service that would raise the living standards and life 
expectancy of the populations concerned. 

He hoped that the draft resolution on Namibia would be approved by consensus. 

Mrs HU Sixian (China), observing that the attainment of independence by Namibia 
signalled the end of the African decolonization process, extended her delegation's 
renewed congratulations to that country on its admission as a full Member of WHO. 

Namibia would undoubtedly add to the Organization's strength for the noble objective 
of the year 2000, and itself also contribute to the goal. She was further convinced that 
WHO would provide more contributions and services for the reconstruction and development 
of Namibia's health system. 

Dr FRIEDMAN (Swaziland), recalling the magnitude of the senseless destruction of 
infrastructure that had preceded Namibia's independence, said that a long programme of 
reconstruction indeed lay ahead. Swaziland consequently appreciated the attitude of WHO 
and other international bodies and looked forward to future assistance from the 
Organization. 

Her delegation wished to со-sponsor the draft resolution under consideration and 
hoped that it would be approved unanimously. 

Mr YANCY (Liberia), recalling Namibia's long struggle towards independence, which 
had been championed by his country, said that the new full Member of WHO should receive 
the utmost assistance from all for its reconstruction and the development of health 
services. 

He warmly welcomed Namibia as a full Member in the WHO family and hoped the 
Organization would continue to assist in combating disease, poverty and economic 
vulnerability. Liberia wished to со-sponsor the proposed resolution, urging all members 
of the Committee to endorse it. 

Mr TILLFORS (Sweden) said he also wished to join in wholeheartedly congratulating 
Namibia on its independence and warmly welcoming it to full membership of WHO. 

Sweden had over the years supported Namibia's independence struggle. It therefore 
took added pleasure in со-sponsoring the draft resolution under consideration and looked 
forward to future cooperation with Namibia both through WHO and bilaterally. 

Mr BOBAREVIC (Yugoslavia) expressed full support of the proposed resolution, as 
amended, and warmly congratulated Namibia on its independence and admission to full 
membership of WHO. 

Yugoslavia sincerely hoped that the process would continue in southern Africa, and 
that the opportunity would soon arise to discuss health programmes for other independent 
countries in the region. 

Dr DEVO (Togo) welcomed the independence of Namibia and joined in warmly greeting 
its admission as the 167th full Member of WHO. 

Togo, which had supported the heroic struggle of the Namibian people and helped 
oversee the independence process, welcomed the conclusions of the Director-General‘s 
report, and firmly supported the draft resolution, which it hoped would be approved by 
consensus. 



Dr MAIGA (Mali), welcoming Namibia's independence and admission to full membership 
in WHO and other international organizations, expressed his country's desire that Namibia 
should have access to the highest level of health care, and requested all institutions 
and countries represented in the Committee to lend their full support to building up 
Namibia's health system. 

His delegation therefore hoped that the proposed resolution would be adopted by 
consensus and unanimously, and also wished to be listed as a sponsor. 

Dr SYLLA (Guinea), expressing satisfaction at Namibia's accession to independence 
and admission as a full Member in WHO, said that to help Namibians rapidly to recover 
their health it was clearly important to assist the young State in reconstructing its 
health system as soon as possible, following its long independence struggle. 

Guinea therefore unreservedly supported the draft resolution. 

Mr HOMAIDAN (Lebanon) congratulated Namibia on achieving independence after so many 
years of tragedy and on participating for the first time as a full Member in the work of 
WHO. He commended the Director-General for present and future assistance to Namibia. 

He supported the draft resolution. 

Mr MECHE (Ethiopia) warmly congratulated Namibia on its accession to full membership 
in WHO. Ethiopia fully supported the draft resolution and wished to be listed as a 
sponsor. 

Mrs ABOUL EZZ (Egypt) congratulated Namibia on becoming a full Member of WHO and 
requested that the draft resolution be approved by consensus. 

The draft resolution, as presented by the delegate of Canada. vas approved by 
consensus. 

Dr IYAMBO (Namibia) said his delegation was most gratified at the warm support given 
to his country as a full Member of WHO, and at the resolution just approved unanimously. 

Namibia would, he pledged, cooperate in and contribute as far as possible to the 
activities of the great Organization that was WHO. 

For the support extended to his country and the Namibian delegation, he wished in 
conclusion to reiterate his heartfelt thanks. 

Mines laid during wartime and their adverse effects on health and people : Item 32.6 of 
the Agendá (Resolution WHA34.39; Document A43/20). 

The CHAIRMAN, introducing the item, said that it had been included in the agenda at 
the specific request of the Libyan Arab Jamahiriya (document A43/20). He invited the 
Committee to consider the following draft resolution proposed by the delegations of 
Algeria, Democratic Yemen, Iraq, Jordan, Kuwait, Libyan Arab Jamahiriya, Mauritania, 
Saudi Arabia, Syrian Arab Republic, Tunisia and Yemen: 

The Forty-third World Health Assembly, 
Considering the basic principle contained in WHO's Constitution stating that 

the health of all peoples is fundamental to the attainment of peace and security; 
Recalling that United Nations General Assembly resolution 2625 (XXV) on 

amicable and cooperative relations among countries is still relevant to the solution 
of the problems facing them; 

Recalling resolution WHA34.39 on material war remnants, especially the mines 
that still exist in some countries； 

Deeply concerned by the loss of life, the maiming of civilians, and other 
dramatic effects on agriculture, transportation, housing, oil and mineral resources, 
and development planning; 



Recalling United Nations General Assembly resolutions 3435 (XXX) of 1975, 
31/111 of 1976, 32/168 of 1977, 35/71 of 1980, 36/188 of 1981, 37/215 of 1982, 
38/162 of 1983, 39/167 of 1984, 40/197 of 1985 calling upon the States concerned to 
fulfil their obligations regarding the removal of such remnants and the payment of 
compensation for damages resulting from their presence； 

1. REQUESTS the States responsible for laying mines to remove them and to bear the 
costs of their removal； 

2. REQUESTS the States which lay these 
authorities in this process by providing 
regarding these mines and other devices, 
questions； 

devices to cooperate with the national 
appropriate assistance and information 
their location and other relevant 

3. ASKS the States which left mines in the Libyan Arab Jamahiriya to pay 
compensation for the damage thereby inflicted upon the Libyan people； 

4. REQUESTS the Director-General to contact the States concerned, urging them to 
implement resolution WHA34.39, and to report to the Forty-fourth World Health 
Assembly on the results of these contacts. 

Professor HASSAN (Libyan Arab Jamahiriya), introducing the draft resolution, said 
that his delegation had previously provided WHO with the fullest details of the suffering 
of the Libyan people as a result of wars waged on its territory but of which it had no 
part: his country had been a colony during the Second World War when it was the scene of 
hostilities and carnage which had not spared the Libyan people. Extensive damage had 
been inflicted on his country's agriculture, communications - its whole infrastructure -
by foreign troops fighting on Libyan soil and the thousands of mines laid the length and 
breadth of the land. 

He wished to reiterate statements made to WHO about the matter in earlier years, 
especially on the occasion of the adoption of resolution WHA34.39, which still remained 
to be implemented. He also drew attention to the resolutions adopted by the United 
Nations General Assembly which had upheld his country's rights and claims. 

The Libyan Arab Jamahiriya was not the only country to have endured such suffering. 
All those countries which had suffered such damage were entitled to demand that the 
countries which had laid those mines should remove them at their expense and pay 
compensation. They should also provide the fullest information and assistance in 
locating the mines. Damage done in his country had been estimated at US$ 5000 million 
and that extensive damage had considerably impeded his country's health and welfare 
development. 

What was being asked for in the draft resolution was closely related to the social 
progress, the welfare and promotion of health of the Libyan people in line with the goals 
of WHO, especially for health for all by the year 2000. 

He therefore called on the Committee to approve the draft resolution by consensus. 

Dr AL-RIFAI (Kuwait) said that the subject was very important, and his delegation 
had therefore been one of the sponsors of the draft resolution under discussion which 
recalled an earlier WHO resolution still awaiting implementation. The belligerents in 
the Second World War had caused great suffering and had greatly hindered the health and 
social progress of the countries where they had so liberally scattered their mines and 
other instruments of war. 

As the Libyan Arab Jamahiriya was not the only country where mines had been laid, 
his delegation wished to amend the draft resolution by deleting the references to the 
Libyan Arab Jamahiriya in operative paragraph 3 and inserting a more general reference to 
affected countries and peoples. 

He hoped that the humanitarian draft resolution, thus amended, would be approved by 
consensus. 

Mr HAMID (Chad) said that any resolution under agenda item 32.6 should reflect the 
concern of all parties affected by the problems caused by mines laid in time of war. His 
delegation wished to draw the Committee's attention to the fact that a considerable 
number of mines were scattered throughout the northern regions of Chad, especially the 
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Tibesti region, covering a total of 500 000 km . Since 1984, 975 persons had been 
killed or mutilated by mines of all kinds； anti-tank mines, anti-personnel mines, 
anti-vehicle mines, that were still claiming many lives and also killing livestock. The 
mines laid in Chad were particularly dangerous because they contained plastic and were 
therefore undetectable. As recently as 1988, a journalist of the Swiss radio service had 
been killed by a mine. Yet Chad wished only for peace. 

For all those reasons his delegation wished to amend a number of points in the draft 
resolution under consideration. First, in the preambular paragraph, the words "livestock 
farming" should be inserted so that it would read: 

Deeply concerned by the loss of life, the maiming of civilians, and other dramatic 
effects on agriculture, livestock farming, transportation, housing, oil and mineral 
resources, and development planning. 

The order of operative paragraphs 1 and 2 should be inverted; the new operative 
paragraph 2 would read as follows : 

REQUESTS the States responsible for laying mines to remove them under the control of 
a specialized team of the United Nations and to bear the costs of their removal, 
with the aid of the international community. 

Operative paragraph 3 should be amended to read: 

ASKS the States which left mines in the territory of a country to pay compensation. 

In conclusion, he wished to state that the Government of the Libyan Arab Jamahiriya 
had not yet carried out its promise to contribute to the reconstruction of his country on 
which it had implicitly acknowledged having inflicted great damage. 

Mr VAN DONGEN (Netherlands) stated that many countries, Members of WHO, had been 
victims of the ravages of war. They had suffered not only deaths, destruction and 
hardship during wars, but also the pernicious after-effects of hostilities, which left 
scars that often took several generations to fade, if indeed they ever did so. One cause 
of such after-effects, land mines, was now before the Committee for discussion, having 
been put on the agenda by the Executive Board at its eighty-fifth session at the request 
of one Member State. 

He in no way wished to detract from the seriousness of the issue. His delegation, 
having referred again to a document put before the World Health Assembly in 1983 on that 
matter, was thoroughly convinced that land mines had indeed caused serious damage and 
suffering to the Libyan people. The question was rather whether the subject ought to be 
discussed by WHO. It could not be denied that such mines might cause serious bodily harm 
and that WHO was concerned with the physical and mental well-being of all humankind. The 
question was whether other aspects were not predominant, notably the legal and political 
aspects which, it might be considered, could be more usefully discussed in other forums, 
for example, the International Law Commission. 

The issue could hardly be limited to the Libyan context, as the wording of the draft 
resolution could equally well be applied to many other situations where populations had 
had to cope with the after-effects of war. By pursuing the issue WHO would be addressing 
a problem that had far wider, even worldwide implications. The question was whether WHO 
would be well advised to do so. Since 1981, when resolution WHA34.39 had been adopted, 
no delegation had proposed any follow-up action. As no new circumstances had come to 
light, it might be asked whether there was any real cause for WHO to proceed further with 
the matter. The question of war remnants, which had profound legal and political 
significance, should be followed up by the governments and international agencies that 
were suitably equipped to do so. 

He therefore proposed that the Committee should not consider the draft resolution 
and that, under Rule 78 of the Rules of Procedure of the World Health Assembly, a vote on 
that proposal be taken by secret ballot. 



Mr VIGNES (Legal Counsel) said that it was in order for the Committee to decide 
whether it wished to hold a secret ballot on the Netherlands proposal or not. That 
decision should be taken by a show of hands. 

The Committee decided by 43 votes to 26 with 17 abstentions to take a vote on the 
Netherlands proposal by secret ballot. 

At the invitation of the Chairman. Dr К.-H. Lebentrau (German Democratic Republic) 
and Dr V. Devo (Togo) acted as tellers. 

A vote was taken by secret ballot. 

Number of votes cast: 82 
Abstentions : 10 
Papers null and void: 2 
Votes in favour: 50 
Votes against: 32 
Simple majority: 42 

The Netherlands proposal that the resolution should not be considered was adopted. 

Professor HASSAN (Libyan Arab Jamahiriya) thanked the Chairman and his assistants 
for their efforts for the adoption of the resolution. The important fact was that there 
had been a spirit of democracy and cooperation between peoples. 

The CHAIRMAN thanked the delegate of the Libyan Arab Jamahiriya for his positive 
remarks. 

The meeting rose at 17h50. 



SEVENTH MEETING 

Wednesday. 16 May 1990. at 9h00 

Chairman: Dr T. TAITAI (Kiribati) 

1. SECOND REPORT OF COMMITTEE В (Document A43/39) 

Dr SIDHOM (Tunisia), Rapporteur, read out the draft second report of Committee B, 
drawing attention to the resolutions attached thereto. 

Dr MAKUTO (Zimbabwe), referring to the resolution concerning agenda item 32.4, 
Liberation struggle in Southern Africa: assistance to the Front-line States, Lesotho and 
Swaziland, pointed out that the Committee had accepted an amendment proposed by the 
Minister of Health of Zambia, who was Chairman of the Front-line States Forum, to delete 
the words "are or" from the first line of operative paragraph 2(2). 

The CHAIRMAN said that the amendment would be incorporated in the final version of 
the resolution. 

The draft second report of Committee В was adopted.丄 

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 25 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 25.3 of the Agenda (continued from the 
fourth meeting, section 4) 

The CHAIRMAN drew attention to the following draft resolution prepared by the 
Secretariat in pursuance of the debate on the subject at the Committee's third and fourth 
meetings : • 

The Forty-third World Health Assembly, 
Recalling that, pursuant to operative paragraph 6(1) of resolution WHA41.20, 

the voting rights of Comoros, Dominican Republic and Sierra Leone were, as from the 
opening of the Forty-second World Health Assembly, suspended in accordance with 
Article 7 of the Constitution; 

Noting that at subsequent Health Assemblies, the voting privileges of Members 
in similar situations have not been suspended; 

1. REGRETS the inconsistency that has arisen in the application of the said 
Article 7； 

2. DECIDES to restore the voting rights of Comoros, Dominican Republic and Sierra 
Leone with immediate effect； 

3. EXPRESSES the hope that those Member countries will pay the arrears of their 
contributions before the beginning of the Forty-fourth World Health Assembly. 

That text included the additional amendment of a third operative paragraph proposed 
by the delegation of India to the draft resolution submitted to the Committee at its 
fourth meeting. 



He also drew attention to a second draft resolution to replace that prepared by the 
Secretariat, proposed by the delegations of Cuba, Ecuador, Mexico and Venezuela, which 
read as follows : 

The Forty-third World Health Assembly, 
Recalling that, pursuant to operative paragraph 6(1) of resolution WHA41.20, 

the voting rights of Comoros, Dominican Republic and Sierra Leone were, as from the 
opening of the Forty-second World Health Assembly, suspended in accordance with 
Article 7 of the Constitution; 

1. DECIDES to restore, in accordance with Article 7 of the Constitution, the 
voting privileges of Comoros, Dominican Republic and Sierra Leone, with immediate 
effect; 

2. REQUESTS the Executive Board, in the light of a thorough analysis of the 
reasons that might prevent a State from meeting its financial obligations to WHO, to 
prepare an illustrative list of the causes that would constitute "exceptional 
circumstances" in accordance with resolution WHA41.7； 

3. EXPRESSES the hope that countries in arrears in the payment of their 
contributions to the stipulated extent will' be able to pay them before the start of 
the Forty-fourth World Health Assembly. 

Mr SALVADOR-CRESPO (Ecuador), introducing the second draft resolution, said that the 
sponsors had based their text on the Secretariat's draft, but with certain amendments. 
It was without operative paragraph 1 of the Secretariat's text, since the sponsors could 
not accept the reference to an inconsistency in the application of Article 7 of the 
Constitution; the Health Assembly, as the supreme organ of WHO, was entitled to 
reconsider resolutions that it had adopted and consequently to restore to Members the 
voting rights of which it had deprived them under Article 7. The sponsors had also not 
included the second preambular paragraph which provided the justification for operative 
paragraph 1 in the Secretariat's draft. Operative paragraph 1 was practically unchanged 
from operative paragraph 2 of the Secretariat's text, with the sole addition of a 
reference to Article 7 of the Constitution, because it was under that provision that the 
Health Assembly could restore their voting rights to the Member States concerned. The 
substance of the problem of arrears was covered by the new operative paragraph 2, which 
requested the Executive Board to prepare an illustrative list of the causes that might 
constitute exceptional circumstances in accordance with resolution WHA41.7, in the light 
of an analysis of the reasons which might prevent States from meeting their financial 
obligations to WHO. Such a list would give the Executive Board and the Health Assembly a 
better idea of the special circumstances that might prevent States from paying their 
assessed contributions in time, would make it clearer to the whole Organization how 
resolution WHA41.7 should be applied in future, and would lead to a more systematic 
application of Article 7 of the Constitution. Finally, operative paragraph 3 was based 
on the Indian amendment whereby the range of countries to which the resolution referred 
was extended to include others besides the three referred to in the Secretariat's draft. 
The sponsors would be prepared to consider and discuss any improvements. 

In reply to a question from Mr VAN DONGEN (Netherlands) concerning the relationship 
between the two draft resolutions, the CHAIRMAN drew attention to Rule 67 of the Rules of 
Procedure, under which, when two or more amendments to a proposal were moved, the Health 
Assembly should first vote on the amendment deemed by the President to be furthest 
removed in substance from the original proposal. Accordingly, the Committee should vote 
first on the second draft resolution. 

Mr AHOOJA (India) said that his delegation, which had proposed the addition of 
operative paragraph 3 of the Secretariat's draft, welcomed the addition of a similar 
paragraph to the second draft resolution, as well as the other changes in that text, 
which it supported. 



Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) expressed concern 
over the task imposed on the Executive Board by operative paragraph 2 of the second draft 
resolution. It would indeed be difficult for the Board to draw up a list of exceptional 
circumstances to serve as criteria for recommendations to the Health Assembly on 
countries in arrears, when Member States had to consider factors already taken into 
account in the establishment of the United Nations scale of assessments, which in turn 
were based on evaluation of the circumstances of each Member State. To try to codify 
those circumstances would be extremely difficult and probably counterproductive. He 
therefore recommended omission of the paragraph in question. Another difficulty, as 
others had said, was that it was very important to ensure that Member States met their 
commitments to WHO and that there should be real disincentives for failure to do so in 
the light of the financial situation of the Organization; the larger the number of 
Member States unable to pay their assessed contributions, the greater the burden would be 
on others: to allow some to get away scot-free was not fair to those who had made the 
effort to pay. 

While not wishing to prevent consensus on the second draft resolution if operative 
paragraph 2 was omitted, his delegation wished to record its concern that the provisions 
of Article 7 of the Constitution should be applied and should be seen to be applied; it 
could not accept any proposition that appeared to override Article 7, and therefore laid 
special stress on the content of operative paragraph 3. 

Dr DIOUF (Senegal) said it was indeed unfortunate that problems of the kind before 
the Committee kept on arising when everyone was aware that the worldwide economic 
recession affected most of the developing countries； that was certainly true of Senegal, 
although it endeavoured nevertheless to meet its commitments to the Organization. It was 
also unfortunate that delegations were, so to speak, trapped by regulations of their own 
making, and now had to juggle with possible solutions to their problems. With a view to 
reaching one such solution, he proposed that operative paragraph 3 of the second draft 
resolution be amended to read: 

INVITES Member States to pay all or part of their arrears in their contributions 
before the start of the Forty-fourth World Health Assembly;, 

since the words "EXPRESSES the hope" might be considered not to be altogether mandatory. 
With that amendment, the second draft resolution might perhaps be approved by consensus. 

While "exceptional circumstances" might well exist, they could affect practically 
any country, and it was therefore important to define exactly what was meant by the term. 

Mr VAN DONGEN (Netherlands) expressed reservations about the second draft resolution 
and agreed with the United Kingdom delegate. In particular, it had difficulty, for legal 
and political reasons, if not for practical ones, with the request for a list of 
exceptional circumstances in operative paragraph 2, which he hoped would be withdrawn in 
the interests of a consensus. 

He favoured the Senegalese amendment to operative paragraph 3, since it omitted the 
rather ambiguous phrase 11 to the stipulated extent"; it was not clear whether that 
referred to Article 7 of the Constitution or to the list envisaged in operative 
paragraph 2 or whether there was another interpretation. In any case those words should 
be omitted. 

Mr SALVADOR-CRESPO (Ecuador) explained that the text submitted by the four Latin 
American countries was intended to apply, not merely to Comoros, Dominican Republic and 
Sierra Leone, but also to the other countries in arrears； that was why the amended 
operative paragraph 3 had been so worded. 

With regard to the comments made by the delegates of the United Kingdom of Great 
Britain and Northern Ireland and the Netherlands, the list proposed in operative 
paragraph 2 should not be too difficult to establish. WHO had probably already been 
given various explanations by countries when they had been notified that they risked 
losing their right to vote. The list would give countries some idea of what was meant by 
exceptional circumstances and of the conditions under which they risked losing the right 
to vote. It would thus facilitate the work of the Executive Board and the Health 
Assembly. 

The sponsors of the second draft resolution accepted the proposal made by Senegal. 



The CHAIRMAN asked whether the sponsors wished to retain operative paragraph 2 of 
that draft resolution. 

Mr SALVADOR-CRESPO (Ecuador) said that they would like to hear other comments and 
suggestions before agreeing to withdraw that paragraph. 

The CHAIRMAN said that it would perhaps be advisable to set up a working group to 
conciliate the two texts. 

Mr SALVADOR-CRESPO (Ecuador) said that the Health Assembly was nearing its end and 
many more agenda items had to be dealt with; for that reason, in a spirit of 
conciliation, the four sponsors were willing to withdraw operative paragraph 2. However, 
they reserved the right to request a study of the reasons given by States for being 
seriously in arrears with their contributions, for submission to the next Health 
Assembly. 

Mr UHDE (Acting Assistant Director-General) said that the Director-General would be 
prepared to study the question of nonpayment of assessments and report his findings 
thereon to the Executive Board. 

Miss BAUTY (Switzerland) urged a rapid conclusion to a discussion which had covered 
three meetings. She noted that the sponsors of the second draft resolution were willing 
to take the reservations of other delegations into account. Hers was concerned about 
giving additional tasks to the Executive Board. She therefore proposed that that draft 
resolution, without operative paragraph 2 and with the amendment proposed by the delegate 
of Senegal, be approved by consensus. 

The CHAIRMAN asked if the Committee was ready to agree to the Swiss proposal. 

Mr MARTINS (Brazil) said that other delegations should be given a chance to speak on 
the issue before a decision was taken. 

Mr ABDULLAH (Ghana) supported the proposal to delete operative paragraph 2 of the 
second draft resolution. However, he was glad to hear that the Director-General intended 
to study the question of nonpayment of assessed contributions； the study might usefully 
include the intention of the authors of Article 7 of the Constitution and the meaning of 
"exceptional circumstances". Members in arrears were all developing countries, which 
made it more difficult to decide on exceptions； the examples that would be listed might 
apply to every developing country, and it would be difficult to know where to draw the 
line. However, as the Director-General had agreed to carry out a study, he did not wish 
to deter him. 

He supported the Senegalese proposal； to "express hope" of payment was virtually 
meaningless, and he failed to understand the phrase "to the stipulated extent"； 
according to whose criteria was the extent to be stipulated? It would set a bad 
precedent to alter accepted United Nations terminology which called on countries to pay 
assessed contributions. 

Mr MORAKE (Botswana) said that, if the second preambular paragraph and operative 
paragraph 1 of the first draft resolution were not to be included, the resolution itself 
would be inconsistent with the facts. The fact that the voting privileges of some 
Members in arrears had not been suspended should be recorded. 

Dr HIEN (Burkina Faso) agreed. The resolution should state frankly that the Health 
Assembly had not had the courage to suspend the voting rights of some countries where a 
few years earlier it had done so. He therefore proposed that the second preambular 
paragraph of the first draft resolution be included in the second one. 

Mr HAMMOND (Canada) expressed concern about the intention to rescind a decision of 
the Health Assembly. He agreed, however, that to be consistent it was necessary to 
restore the voting rights of those countries which had lost them. 

The difficulty with operative paragraph 2 of the second draft resolution was that a 
list of exceptional circumstances would doubtless enable every developing country to 



claim that it was entitled not to pay its contribution; if the existence of a large 
national budget deficit was included, practically every country in the world would have a 
claim. Such a list would be a veritable Pandora's box. He therefore welcomed the 
sponsors' offer to withdraw that paragraph. It would, however, be appropriate for the 
Executive Board to consider a study by the Director-General; an earlier study had 
produced recommendations which had led to the adoption of resolution WHA41.20, and, a 
further study might succeed where that one had apparently failed. 

The Canadian delegation would prefer operative paragraph 3 of the second draft 
resolution to say "CALLS UPON countries in arrears since payment of assessments was 
a formal obligation. 

Mr MARTINS (Brazil) said that he did not intend to oppose the consensus solution 
proposed by the delegate of Switzerland; however, he saw merits in operative paragraph 2 
of the second draft resolution. He appreciated that the financial situation of each 
Member State had to be judged separately, but guidelines were needed to define the 
special circumstances referred to in Article 7 of the Constitution, otherwise he was 
convinced it would never be applied. He welcomed the information that the 
Director-General intended to present a report to the Executive Board on the nonpayment of 
contributions, which would provide a basis for defining special circumstances, which 
should be done by the Health Assembly. 

Mr VIGNES (Legal Counsel) said that a consensus seemed to be emerging on the second 
draft resolution; it could be approved by the Committee without a vote as follows : the 
preambular paragraph would remain unchanged; a second preambular paragraph would be 
added as suggested by the delegate of Botswana, corresponding to the second preambular 
paragraph in the first draft resolution, and which read: 

Noting that at the Forty-second and the present World Health Assembly the 
voting privileges of Members in similar situations have not been suspended; 

Operative paragraph 1 of the second draft resolution would remain unchanged; operative 
paragraph 2 would be deleted, and operative paragraph 3, becoming operative paragraph 2 
would be amended as suggested by the delegate of Senegal to read: 

CALLS UPON the countries in arrears in the payment of their contributions to 
pay all or part of them before the start of the Forty-fourth World Health Assembly. 

The draft resolution, as thus amended, was approved by consensus.丄 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), sympathizing with 
the concern expressed by the Swiss delegate over the time that had been spent on the 
agenda item, said it would have been useful if the Committee had been advised of the 
practice of other United Nations agencies, which he understood to be to withdraw the 
right to vote automatically when Member States were two years in arrears and then leave 
it to the executive head to reach agreement with the countries concerned on methods and 
timing of repayment of arrears； only when satisfactory arrangements had been reached was 
the right to vote restored. That was the direction in which he would like to see WHO 
moving, and as Mr Uhde had mentioned a study of nonpayment of contributions, the practice 
in other agencies and, if necessary, changes in the relevant regulations might also be 
considered by the Executive Board. 

Mr VIGNES (Legal Counsel) replied that, first, in WHO the withdrawal of voting 
rights was optional, as he had indicated at the third meeting, by virtue of Article 7 of 
the Constitution. Secondly, it was true that, in the other large international 
organizations, withdrawal of the right to vote was automatic, not optional, when arrears 
in payment had reached a certain level. That was the case in the United Nations, ILO, 
FAO and UNESCO. A document had been prepared in WHO some years ago on the subject, 
giving the details of the situation in the other international organizations； it could 
be provided to the Committee if it so desired. 



Dr KOHONA (Australia) said that his delegation had joined in the consensus on the 
grounds of equity and fair play. It believed that the Committee, in voting earlier to 
allow Members in arrears and in breach of Article 7 to retain their voting rights, had 
placed the Organization in an invidious position. There was no longer any effective 
sanction against those who persistently failed to pay their assessed contribution. That 
was unfair to those States which regularly met their obligations, arid made a mockery of 
the spirit of Article 7. He therefore urged all Members in breach of that Article to 
honour their obligations. 

He requested that the document mentioned by the Legal Counsel be made available to 
the Committee. 

3. ASSESSMENT OF A NEW MEMBER: NAMIBIA: Supplementary item 1 of the Agenda (Document 
A43/26) 

Mr UHDE (Acting Assistant Director-General), introducing the item, said that 
Namibia, a former Associate Member of WHO, had acceded to full membership of WHO under 
the provisions of Article 4 of the Constitution by depositing with the Secretary-General 
of the United Nations a formal instrument of acceptance of the WHO Constitution on 
23 April 1990. 

Accordingly, it was now necessary for the Health Assembly to establish Namibia's 
rate of assessment in WHO. The assessment of Namibia had not yet been fixed by the 
United Nations General Assembly, but it was proposed to assess it at the minimum rate of 
0.01% in the United Nations scale of assessments. The Health Assembly might therefore 
wish to fix the WHO assessment of Namibia for 1990-1991 and future financial periods at 
the minimum, as recommended in document A43/26, until such time as a definitive 
assessment rate was established by the Health Assembly based upon the United Nations rate 
finally established by the United Nations General Assembly. 

In considering the assessment rate for the financial period 1990-1991, the Health 
Assembly would no doubt wish to take into consideration resolution WHA22.6, which 
provided that new Members should be assessed in accordance with the practice followed by 
the United Nations in assessing new Members for their year of admission. Under that 
practice the 1990 assessment for Namibia would be reduced to one-third of 0.01%. If the 
Committee agreed with the Director-General‘s assessment proposal, it might wish to 
approve the draft resolution contained in document A43/26. 

The draft resolution was approved.丄 

4. UNITED NATIONS JOINT STAFF PENSION FUND: Item 33 of the Agenda 

Annual Report of the United Nations Joint Staff Pension Board for 1988 : Item 33.1 of the 
Agenda (Document A43/21) 

Mr UHDE (Acting Assistant Director-General) said that document A43/21 briefly 
reviewed the financial situation of the United Nations Joint Staff Pension Fund and 
summarized the action taken by the United Nations General Assembly at its most recent 
session in December 1989. Full details, including recommendations made to the General 
Assembly, could be found in the Official Records of the Forty-fourth session of the 
United Nations General Assembly, Supplement No. 9 (United Nations document A/44/9). 
Copies were available in the room for delegates who wished to consult that document. 

The CHAIRMAN said that he took it the Committee would wish to recommend to the 
Health Assembly that it note the status of the operations of the Joint Staff Pension 



Fund, as indicated in the annual report of the United Nations Joint Staff Pension Board 
for 1988 and as reported by the Director-General. 

It was so decided.丄 

Appointment of representatives to the WHO Staff Pension Committee : Item 33.2 of the 
Agenda (Document A43/22) 

The CHAIRMAN said that the item covered the appointment of a member and alternate 
member of the WHO Staff Pension Committee to replace the member and alternate member 
whose terms would expire at the end of the Health Assembly, in accordance with the 
principle of rotation which ensured equitable representation of the regions. The terms 
of office of the member and of the alternate member designated by the Governments of 
Japan and Malawi expired at the end of the Health Assembly. The Committee might 
therefore wish to recommend to the Health 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 Western Pacific and Africa. 

Mr ONISHI (Japan) proposed Papua New Guinea. 

Dr ТАРА (Tonga) seconded the proposal. 

Mr MECHE (Ethiopia) proposed Nigeria. 

Dr OWANA ESSOMBA (Cameroon) and Mr MORAKE (Botswana) seconded the proposal. 

Noting that there was no objection, the CHAIRMAN said that he assumed that the 
Committee wished to recommend to the Forty-third World Health Assembly that it appoint 
the member of the Executive Board designated by the Government of Papua New Guinea as a 
member of the WHO Staff Pension Committee, and the member of the Executive Board 
designated by the Government of Nigeria as an alternate member of the Committee. 

2 It was so decided. 

5. REPORT OF THE INTERNATIONAL CONFERENCE FOR THE TENTH REVISION OF THE INTERNATIONAL 
CLASSIFICATION OF DISEASES: Item 21 of the Agenda (Resolution EB85.R4; Document 
A43/8) J 

The CHAIRMAN noted that the report of the International Conference for the Tenth 
Revision of the International Classification of Diseases had been distributed as document 
A43/8. The Executive Board had studied the subject and had adopted resolution EB85.R4, 
drawing the attention of the Health Assembly to the recommendations of the Conference. 
In response to that resolution, the Secretariat had prepared the draft resolution which 
appeared in document A43/8. 

Dr MOHITH (representative of the Executive Board), introducing the item, said that 
at its eighty-fifth session the Executive Board had examined the report of the 
International Conference for the Tenth Revision of the International Classification of 
Diseases, held in Geneva from 26 September to 2 October 1989. The preparation of the new 
revision of the International Classification of Diseases had taken 14 years instead of 
the usual ten. That had allowed a thorough review of the structure and content of the 
Classification, taking into account national and international public health 
requirements. 

1 The recommended text was transmitted to the Health Assembly in the Committee's 
third report and adopted as decision WHA43(10). 



The Classification was intended to serve as a tool for comparing disease statistics 
in different countries at the same point in time and for making such statistical 
comparisons also in the same or different countries over a period of time； comparative 
statistics could be used in decision-making on disease prevention and the provision of 
care at all levels. In addition, it facilitated the collection of epidemiological data 
for research purposes. In the Tenth Revision the concept of a 11 family" of disease- and 
health-related classifications had been elaborated to respond to specific requirements in 
public health arid medical specialities. The title had been changed to International 
statistical classification of diseases and related health problems in order to emphasize 
its statistical purpose. However, the abbreviation ICD had been retained for the sake of 
convenience. 

After examining the report, the Executive Board had requested its transmission to 
the Forty-third World Health Assembly. In its resolution EB85.RA the Board drew the 
attention of the Health Assembly to the recommendations of the Conference in respect of 
the Tabular Lists contained in Annexes I and V to the report, which would constitute the 
Tenth revision of the International statistical classification of diseases and related 
health problems. due to come into effect on 1 January 1993； the definitions, standards 
and reporting requirements related to maternal, fetal, perinatal, neonatal and infant 
mortality contained in Annex II; the instructions for coding the causes of morbidity and 
mortality as set out in Annexes III and IV; the concept and implementation of the family 
of disease- and health-related classifications； and the establishment of an updating 
process within the ten-year revision cycle. 

Dr IRIYAMA (Japan) said that the study, planning and evaluation of health policies 
required the use of health statistics in making comparisons in a single country and 
between different countries. However, with the rapid progress of medical science, the 
definitions of the various diseases were changing, and the various subclassifications 
totalled more than ten thousand. In addition, not only were mortality statistics needed, 
but also morbidity and other health statistics. There were difficulties in establishing 
a classification that was simple but detailed, unchangeable but convertible. The newly 
proposed Tenth Revision (ICD-10) and the concept of the "family" of classifications 
skillfully overcame those difficulties. Thanks were due to WHO, the WHO collaborating 
centres and other experts for their work on the Classification. He fully supported the 
draft resolution. 

Dr DAVIS (United States of America) said that the success of the international 
statistical classification of diseases was evident from the broad scope of its 
applications in Member States. WHO was to be commended for its efforts to maintain and 
enhance a flexible system of classification in the Tenth Revision, enabling it to be 
adapted to many applications in both mortality and morbidity, ranging from the basic to 
the highly complex. 

Although it was important to maintain international data comparability among 
countries and over time by avoiding disruptive changes in the Classification during the 
lifetime of a particular revision, it was becoming increasingly important to ensure 
sufficient flexibility to accommodate newly recognized conditions of public health 
significance without having to wait for a new revision. He therefore strongly endorsed 
the Conference's recommendation that an updating process be established within the 
10-year revision cycle, and supported the draft resolution. 

Professor FORGACS (Hungary) said that the concept of a family of disease- and 
health-related classifications was very useful, and the scheme recommended was feasible. 
However, the accessibility of the various members of the "family" posed problems. 
Therefore, simultaneously with the publication of the Tenth Revision, it would be 
appropriate to publish the whole "family" - in other words, the other adjoining 
classification modules. 

It was also important to update the coding system for the two-volume - International 
classification of procedures in medicine - published in 1978. Since then, rapid 
technical developments had resulted in a multitude of new procedures in both diagnosis 
and therapy. Consequently, updating the surgical procedures alone was not enough. 
Similarly, the publication of volumes of the International nomenclature of diseases for 
the groups of diseases not yet covered was necessary and would contribute considerably to 
the standardization of diagnosis. 



As in the case of the Ninth Revision, Hungary wished to publish the Tenth Revision 
in its own language. In order to prepare and edit the translated version the drafts at 
the three- and four-character levels were needed as soon as possible. He also requested 
the drafts in computerized form for adaptation to the national data-processing system, 
and the key for smooth data conversion from the Ninth to the Tenth Revision and vice 
versa, as well as other related software. 

Hungary accepted the Tenth Revision and planned to implement it from 
1 January 1993. It would carry out all the necessary preparatory work such as 
translation, the publication of classification codes, training and the updating of 
data-processing systems. For that, it would apply for appropriate support from WHO. 

Mrs BITNER (Poland) commended WHO on the work it had done in preparing the Tenth 
Revision. Poland fully supported the recommendations put forward by the International 
Conference for the Tenth Revision of the International Classification of Diseases, and 
the resolution of the Executive Board. 

Dr VASSILEVSKY (Bulgaria) welcomed the work done by WHO to improve the International 
Classification of Diseases and to extend its scope of application. The increased number 
of adaptations by specialities, some of which were in use in Bulgaria, should be regarded 
as a reasonable approach to a more effective utilization of integrated reference material 
on a given speciality. The introduction of the alphanumeric system would undoubtedly 
make it easier to deal with different classes of disease, as well as to make 
modifications and to introduce supplements. He also welcomed the new structure, with the 
incorporation so far of two additional classifications, and the new title, which was more 
in keeping with the structure and purpose of the Tenth Revision. 

A few problems would also arise as a result of the introduction of the new 
revision - especially in countries where morbidity and mortality data were computerized -
in connection with the reprogrammirig and adaptation of data based on ICD-9 to ICD-10. 
For that reason, the next revision should take place in 15 years‘ time. 

He supported the draft resolution. 

The meeting rose at llhl5. 



Wednesday. 16 May 1990. at 14h45 

Chairman: Dr H.M. Ntaba (Malawi) 

1. REPORT OF THE INTERNATIONAL CONFERENCE FOR THE TENTH REVISION OF THE INTERNATIONAL 
CLASSIFICATION OF DISEASES: Item 21 of the Agenda (Resolution EB85.R4; 
Document A43/8) (continued) 

Dr KUPFERSCHMIDT (German Democratic Republic) said that in his country cooperation 
in the preparatory work for the introduction of the Tenth Revision of the International 
Classification of Diseases (ICD-10) had begun very early, and nationally coordinated 
comments on the three-digit categories and the four-digit subcategories presented for 
revision had been transmitted to WHO. The publication of the German edition of ICD-10 
was under consideration; the medical societies of the German-speaking countries were 
commenting on the German translation. 

With regard to the introduction of ICD-10, he was in full agreement with WHO's 
proposals； preparatory work was sufficiently advanced for ICD-10 to be introduced on 
1 January 1993. He endorsed the concept of the "family" of classifications, and welcomed 
the publication of ICD-10 in the form of manuals and abridged version; his Government 
would adopt the definitions, standards and reporting requirements related to maternal, 
fetal, prenatal and infant mortality; the rules and instructions for the coding of the 
underlying cause of death and the main condition to be treated were regarded as an 
integral part of ICD-10 and would be introduced in the German Democratic Republic. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) congratulated all 
concerned, and WHO in particular, on the revision of the International Classification of 
Diseases. It was a major undertaking, and his delegation was pleased to see the large 
measure of consensus achieved in drawing up the new classification. The new alphanumeric 
coding system was welcome as it would allow for a substantial increase in the number of 
codes available and for further additions. 

The United Kingdom Office of Population Censuses and Surveys, which had been closely 
involved with the revisions of the classification, would be cooperating with WHO's 
Epidemiological and Statistical Methodology unit in the preparation of the 
English-language training material for those to be involved in implementing the new 
classification, which in the United Kingdom was scheduled to take effect on 
1 January 1993. 

Mr VOIGTLANDER (Federal Republic of Germany) said that the possibility of 
introducing ICD-10 had been discussed in his country with the doctors' associations, with 
the representatives of insurance companies - in regard particularly to statutory sickness 
insurance - with hospitals and with the statistical offices. The fact that ICD-10 
differed in many respects from ICD-9 was much regretted, since the change would be 
cost-intensive and technically difficult, and the size of the coding frame had been more 
than doubled in comparison with ICD-9. Despite the attempts to stabilize the coding 
system, the disruption caused by successive revisions was considerable. The 
inconvenience was not negligible, since it placed a considerable burden on countries, and 
particularly on the partners in the health field required to apply the new 
classification. 

His country's representatives at the International Conference for the Tenth Revision 
had put forward concrete proposals on ways of avoiding some of the undesirable effects； 
unfortunately, few had been taken into consideration. 

While agreeing to the Tenth Revision in principle, he requested WHO to give due 
consideration to the fact that in a country with federal and pluralistic structures it 
would take a considerable amount of time to introduce a revision involving such extensive 
and numerous changes. 



Mrs HU Sixian (China), commending the care with which the Tenth Revision had been 
prepared, said that the placing of a letter before the numeral code, the incorporating of 
annexes into the body of the text, and the supplying of a better definition of the 
statistics and causes of mortality and morbidity made ICD-10 a more complete, extensive 
and specific classification. 

China was in favour of using ICD-10 internationally as of January 1993. It would 
gradually change over from ICD-9 to ICD-10 so as to remain in step with WHO, and it was 
sure that the use of ICD-10 would promote the development of national health statistics. 

Since 1984, China had set up two coordination groups on statistics relating to 
morbidity and mortality, with provision for annual revision and a quality control 
programme. The groups were responsible for developing disease classification and 
controlling quality nationally. China had in the past two years provided WHO with data 
on causes of death, as published in the 1989 Health Almanac, covering ten million people 
living in the coastal regions of China. 

Her Government was in favour of revising the classification every ten years. 

Dr FEDENEV (Union of Soviet Socialist Republics) said that the new classification 
would provide a reliable instrument for domestic and international comparisons and an aid 
to decision-making for the purpose of improving medical care and facilitating data 
collection for scientific research. 

The new alphanumeric system of coding made it possible to more than double the 
volume of classification. The four-digit system of coding could be adopted at the 
national level while the three-digit system was retained internationally. Also, material 
reflecting the state of public health could be related to the practical results of the 
activity of the health care system, providing data for improved prevention, treatment and 
rehabilitation. 

The new classification, after a long period of preparation generating much 
beneficial and practical experience, not only permitted but made a necessity of the use 
of computers in health care institutions； ICD-10 was a sound instrument for increasing 
the effectiveness and reliability of medical statistics and could to some extent raise 
the level of clinical science in medical institutions. He accordingly had no objection 
to the draft resolution. 

Dr MUIR (International Agency for Research on Cancer) said that, as in the case of 
the Ninth Revision, IARC had been very pleased to assist in the development of the 
neoplasms chapter of the Tenth Revision of the International Classification of Diseases, 
neoplasms being a group of diseases responsible for up to one in four deaths in many 
countries. It had collaborated with the International Association of Cancer Registries 
and the United States International Cancer Institute, as well as the Strengthening of 
Epidemiological and Statistical Services unit and the language services at WHO 
headquarters. 

The detailed documents considered by the Revision Committee had provided rubrics for 
Kaposi's sarcoma and mesothelioma, besides covering recent developments in the concepts 
of non-Hodgkin's lymphoma. Those tumours of great epidemiological interest had not been 
properly covered in ICD-9. 

As noted in Annex VII to document A43/8, HIV-caused neoplasms were located outside 
the neoplasms chapter, thereby introducing for the first time the axis of causation in 
the classification of some neoplasms. 

As indicated in section 8 of the document, given the speed of change in medical 
science, a mechanism for provisional updating between the revisions was recommended. 

A major criticism of the International Classification had been that it did not 
provide enough detail for specialists； for example, oncologists needed to be able to 
code the histology of tumours. 

A second edition of a specialized adaptation of ICD for oncology (ICD-0) was now 
ready, together with schemes for conversion to the parent ICD-10 and ICD-9; in essence, 
it adhered to the topography of ICD-10, with a detailed histological axis, thus belonging 
to the family of classifications mentioned in resolution EB85.R4. The earlier edition 
had been prepared in French, German, Spanish, Italian, Portuguese and Japanese, and it 
was hoped that various language versions would likewise be prepared for the new edition. 



Professor BANKOWSKI (Council for International Organizations of Medical Sciences), 
speaking at the invitation of the CHAIRMAN, recalled that the International Conference 
for the Tenth Revision of the International Classification of Diseases (ICD) had called 
for an authoritative and up-to-date International Nomenclature of Diseases (IND), 
recommending a single name and providing an unambiguous definition for every disease. 
His organization, in collaboration with WHO, was preparing such a nomenclature to 
complement ICD. So far, recommended names and definitions of some 7000 diseases -
infectious and respiratory, cardiac, vascular and gastrointestinal - had been prepared 
and used in ICD-10. The International Conference had called for the timely completion 
and maintenance of the IND project. 

The main value of IND was that it represented the consensus opinion of a large 
international group of experts； more than 500 experts were involved. His organization 
was grateful for the support of the United States Public Health Services, the Kuwait 
Foundation for the Advancement of Sciences and the Kuwait Ministry of Public Health. 

Dr JARDEL (Assistant Director-General) thanked delegates for their encouraging 
comments, particularly on behalf of the staff who had been engaged in the revised 
classification; he noted the stress laid on the need to use the International 
Classification of Diseases for international comparisons. Thanks were also due to the 
experts of various Member States and the numerous nongovernmental organizations and 
professional associations without whose backing WHO would have been unable to carry out 
the revision. 

The "family" of classifications, he emphasized, could only be developed in stages. 
The stage following adoption by the Health Assembly of ICD-10 would be the development of 
adaptations by speciality, as had been made clear in the case of oncology by the 
representative of the International Agency for Research on Cancer； adaptations would 
likewise be developed for psychiatry, neurology, stomatology and rheumatology. The 
International Classification of Impairments, Disabilities and Handicaps was under 
revision but the revised version would not be published before 1993. 

In response to a remark by the delegate of Hungary at the seventh meeting, he 
explained that the detailed version of the International classification of procedures in 
medicine would not be revised, owing to the speed of progress in the area. WHO intended, 
with the support of collaborating centres for the international classification of 
diseases, to develop a more general list of medical procedures that could be amplified at 
national level in accordance with specific needs. 

With regard to the preparation and publication of ICD-10 in national languages, the 
Secretariat would be ready from the end of June 1990 to make available to Member States 
on request the original version in English in printed form and on electronic support. 
After completion of updating of the alphabetical index needed for conversion from ICD-9 
to ICD-10, and vice versa, it would be able to supply the conversion keys to Member 
States prior to the entry into effect of ICD-10. 

In reply to the delegate of the Federal Republic of Germany, he said ICD-10 was 
indeed a far-reaching and expensive revision, as had been clearly acknowledged by the 
Conference itself. It was nevertheless hoped that it would remain valid longer than the 
previous ones and that subsequent modifications would be less considerable and easier for 
Member States to implement. The introduction of ICD-10 on schedule, on 1 January 1993, 
would depend, he added, on the possibilities and the problems encountered in each Member 
State. 

In reply to the delegate of Bulgaria on the matter of the cycle of revisions, he 
explained that a return to the 10-year cycle had been recommended by the International 
Conference on account of the alphanumerical structure of ICD, which enabled certain 
errors of classification to be corrected and new entities to be added without upsetting 
the general framework. The adoption of an updating mechanism would also make it possible 
to study how far it was necessary to carry out a formal revision in accordance with the 
10-year cycle or a longer cycle, whereupon fresh proposals would be put to the Health 
Assembly. 

The draft resolution was approved.丄 



• Y. AMENDMENT TO THE STATUTE OF THE INTERNATIONAL AGENCY FOR RESEARCH ON CANCER: 
Supplementary item 2 of the Agenda (Document A43/29) 

Mr VIGNES (Legal Counsel), introducing document A43/29, said that the Governing 
Council of the International Agency for Research on Cancer had decided earlier in 
May 1990 to increase the number of members of the Scientific Council from 15 to 20. To 
that end, the Governing Council had amended Article VI of the Agency's Statute. The aim 
of the increase in membership was to enable a scientist from each of the 16 Participating 
States to take part in the Scientific Council's work. In accordance with Article X of 
the Agency's Statute, amendments to the Statute had to be accepted by the World Health 
Assembly before coming into force. Hence the following draft resolution was submitted to 
the Committee. 

The Forty-third World Health Assembly, 
Considering the amendment to paragraph 1 of Article VI of the Statute of 

International Agency for Research on Cancer, adopted by the Governing Council 
thirty-first session; 

Considering the provisions of Article X of the Statute of the Agency； 

ACCEPTS the following amendment to the Statute of the Agency: 

Article VI 

the 
at its 

1. The Scientific Council shall be composed of a maximum of twenty highly 
qualified scientists, selected on the basis of their technical competence in 
cancer research and allied fields. 

In the absence of any comments. the draft resolution was approved.丄 

3. HAZARDOUS WASTES - SAFE DISPOSAL AND CONTROL OF HEALTH RISKS: Item 22 of the Agenda 
(Document A43/92) 

The CHAIRMAN, introducing the item, said that it had not been studied by the 
Executive Board; it had been included in the agenda at the request of one of the 
regional committees of WHO. There was therefore no Executive Board recommendation on the 
matter, but the following draft resolution had been proposed by the delegations of Egypt, 
Finland, Ghana, Indonesia and Mongolia: 

The Forty-third World Health Assembly, 
Having examined the report of the Director-General on hazardous wastes : safe 

disposal and control of health risks； 
Aware of the resolution of the Regional Committee for the Eastern Mediterranean 

on hazardous wastes : control of health risks and safe disposal, and of that of the 
Regional Committee for Africa on the control of disposal of toxic and nuclear wastes 
for health protection in Africa; 

Aware that the unsafe handling and disposal of hazardous wastes may cause 
serious contamination of the environment, with potential serious health conseqences； 

Concerned that, especially in developing countries, national capabilities for 
proper management of hazardous wastes are constrained by insufficient scientific 
expertise and human resources and lack of appropriate regulations； 

Noting the steps which have been taken to control the transboundary movement of 
hazardous wastes through the adoption of the Basel Convention on the Control of 
Transboundary Movements of Hazardous Wastes and Their Disposal, and through the Code 
of Practice for International Transboundary Movement of Radioactive Waste which is 
being developed by IAEA; 



1. COMMENDS the Director-General for establishing the WHO Commission on Health and 
Environment, which will examine, inter alia. the subject of hazardous wastes and 
their potential effects on human health； 

2. THANKS the Director-General for his report, and takes note of the 
recommendations contained therein; 

3. URGES Member States : 

(1) to establish and strengthen programmes for environmentally sound 
management of hazardous wastes in accordance with health-based standards； 
(2) to extend health surveillance systems, including epidemiological studies, 
to identify adverse effects on populations of exposure (actual or potential) to 
hazardous substances； 
(3) to promote the minimization of waste as the most effective means of 
reducing the environmental and health impact of hazardous substances； 

4. INVITES bilateral, multilateral and international agencies to support Member 
States in establishing infrastructure and programmes for safe management of 
hazardous wastes； 

5. REQUESTS the Director General: 

(1) to ensure that WHO can collaborate with Member States in developing and 
carrying out their programmes on hazardous wastes management and, in 
particular, in: 

(a) assessing the health risks resulting from exposure to hazardous 
wastes； 
(b) identifying their priorities for controlling the various categories 
of chemical and infectious wastes, utilizing the internationally 
established definitions and priority-listings； 
(c) identifying relevant technology for the handling and disposal of 
hazardous wastes； 

(2) to develop further health-based criteria upon which regulations and 
standards can be established, and to contribute to the preparation of practical 
technical guidelines for safe handling and disposal of hazardous wastes； 
(3) to facilitate the dissemination of technical and scientific information 
dealing with various health aspects of hazardous wastes, and to promote its 
application; 
(4) to collaborate with the United Nations Environment Programme and other 
competent international organizations in addressing intercountry aspects of 
hazardous wastes and their disposal to ensure that health concerns are taken 
into account. 

Dr NYMADAWA (Mongolia) presenting the draft resolution on behalf of the sponsors, 
congratulated the Director-General on his report on the subject. Hazardous waste 
management was one of the essential elements of the overall protection of the environment 
and it required international cooperation. Unsafe handling of hazardous wastes could 
cause accidents and serious health problems not only on a regional but also on a global 
scale and affect also future generations. The greatest risks existed in developing 
countries, which, under economic constraints, might be tempted to resort to poor 
technology and lacked the necessary information and expertise in advanced technology; 
such a lack could lead to the acceptance of loose or insufficiently stringent legal 
regulations. Countries must do their utmost to develop capabilities to deal with that 
situation. 

Mongolia was fortunate in being one of the few countries in the world where the 
environment had been barely affected by pollution. However, rapid industrialization and 
growing urbanization in recent years had become the cause of serious concern and had 
raised public awareness of the need for proper environmental protection. In Ulaanbaatar, 
the capital city, where a quarter of the country's population lived and a third of its 
industrial goods were produced, the quality of the air and soil was deteriorating. 



His Government attached great importance to the establishment of a sound system for 
the protection of the environment, and he hoped the resolution on that important issue 
would be adopted. 

Mrs MUYUNDA (Zambia) congratulated the Director-General on his comprehensive and 
informative report. She was happy to learn that the transport of hazardous wastes by 
some industrialized countries to Third-World countries had apparently lessened as a 
result of measures taken by WHO and by the Organization of African Unity in its 
resolution entitled "Dumping of nuclear and industrial wastes in Africa" adopted in 
June 1988 at Addis Ababa, which had led to some of those countries abandoning that 
practice. 

Most of the industrialized countries which exported hazardous wastes had the means 
and the appropriate technology to destroy those wastes, but found it more convenient to 
export them. 

They also took advantage of the lack of legislation in the recipient countries, 
especially in Africa, on the banning of dumping or importing of wastes. 

She supported the draft resolution under consideration. 
The Director-General's report should give impetus to the Organization's study of the 

possibility of persuading such countries also to give up their strategy on food 
donations. She urged recipient countries to test donated foodstuffs before distribution 
as some of them could be contaminated. 

Dr VASSILEVSKY (Bulgaria) congratulated the Director-General and his staff on the 
report. Success in international and national programmes on hazardous wastes, especially 
in the global and interregional programmes of WHO, had been impressive. Those questions 
assumed extraordinary importance for small countries. 

The action proposed in the report was of particular significance to his country 
because it could serve as a basis for specific measures for hazardous waste disposal, 
such as the setting-up of a register for such wastes, disclosure of sources, information 
on the medical and environmental dangers they caused, and related public health measures, 
as well as the ways if not to eliminate then at least to limit the hazards. 

Thanks to the activities of and cooperation with the Regional Office for Europe, a 
start had been made on related research, for instance, on methodology for measuring and 
assessing health risks, classification of wastes, and disposal in the light of the 
specific circumstances of the country concerned, and uniform standards of monitoring and 
criteria for control of disposal. 

The lack of trained staff was one of the major problems in that field. His country 
would welcome further information on waste disposal systems already in operation in other 
countries, and was ready to cooperate in studies and preventive measures through 
consultation. 

Mr DEBRUS (Federal Republic of Germany) said that his Government considered waste 
management should be undertaken at national level. Waste should be transported abroad 
only if there were specific reasons for doing so and if all the States concerned had 
given their consent. The Federal Republic of Germany was still dependent on disposal 
facilities in the neighbouring States since its domestic disposal capacity was 
insufficient. However, the Federal Government supported the Lander in developing an 
adequate infrastructure for waste management. 

During the negotiations for the Basel Convention, his Government had urged the 
adoption of a general prohibition of waste exports to Third-World countries, but its 
proposal had failed owing to the opposition of other States. Nevertheless, his 
Government considered the Basel Convention to be a most important step towards a 
worldwide ban on such exports. 

In paragraph 26 of document A43/9 his country was mentioned in particular. The 
statement "nearly 85%" merely referred to the total waste management organized at 
national level, not to the amount delivered to the 15 centrally managed treatment plants 
which were additionally available. Moreover, as a result of a waste avoidance order, a 
large part of accumulated substances remaining was reused within firms and consequently 
did not have to be disposed of as waste. 

He proposed a number of amendments to the draft resolution: the words "and the 
international exchange of experts" should be inserted after "studies" in operative 
paragraph 3(2)； the word "progressively" should be inserted after "promote" in operative 



paragraph 3(3) to make it more realistic； the words "which are unknown at present" 
should be added after "wastes" in operative paragraph 5(1)(a), because there were many 
guidelines and substantial expertise with respect to health risks resulting from exposure 
to hazardous wastes ； the word "improved" should be added before 11 technology" in 
operative paragraph 5(1)(c), and before "health-based criteria" in paragraph 5(2), to 
avoid giving the impression' that nothing had been done and no criteria developed. 

He was in favour of approving the draft resolution, as thus amended, by consensus. 

Dr LARIVIERE (Canada) thanked the Director-General for his report, which reflected 
timely concern for the protection of the planet and congratulated Mongolia on the draft 
resolution. He requested further clarification regarding the amendments proposed by the 
Federal Republic of Germany. 

Dr ROSDAHL (Denmark) said that his delegation attached great importance to the 
question under cons ideration and thanked the Director-General for his report. It was 
true of countries and international organizations that some questions should be studied 
centrally owing to their complexity or sophistication, while others might better be 
tackled in the field. 

Countries of the European Region of WHO had adopted the European Charter on 
Environment and Health in December 1989. The Charter recognized that Europe could not 
address its environment problems on its own and that there was a need for global 
cooperation in view of the major environmental problems also of developing countries. It 
emphasized that "low-impact" technology and products should be encouraged and that there 
should be changes in raw materials, processes and waste management techniques. Thus the 
problem could not be solved through treatment alone； the entire process by which waste 
was generated must be considered. 

The solution of European problems should in no way, directly or indirectly, 
jeopardize environment or health outside Europe. 

The Third International Conference on Health Promotion, on the theme of "supportive 
environment for health", was to be held in Stockholm in June 1991 with the cooperation of 
WHO and UNEP. Australia, Canada and the Nordic countries would be making a substantial 
contribution to the Conference, in which it was hoped developing countries would also 
participate significantly, in order to emphasize the international character of the 
problem. 

Dr ZOBRIST (Switzerland) thanked the Director-General for his comprehensive report 
on the subject, which included aspects of environmental protection, technical problems of 
waste disposal and above all the protection of human health. Close international 
cooperation was necessary to deal with the transboundary movement of hazardous wastes. 

As a highly industrialized country, Switzerland had long been concerned about 
hazardous wastes and had taken the action in collaboration with other countries leading 
to the adoption of the Basel Convention on the Control of Transboundary Movements of 
Hazardous Wastes and Their Disposal. The Convention stipulated that hazardous wastes 
could not be exported without the prior approval of all States concerned and that such 
exports were not permissible unless the disposal of hazardous wastes in another country 
made possible better protection of the environment and human health. 

The Convention had thus far been signed by 47 countries and ratified by four, but 
would not enter into force until its twentieth ratification. She therefore proposed that 
operative paragraph 3 of the draft resolution before the Committee be amended to include 
a new subparagraph (4) reading: 

(4) to accede to and ratify, as soon as possible, the Basel Convention on the 
Control of Transboundary Movements of Hazardous Wastes and Their Disposal. 

Ms FILIPSSON (Sweden) expressed gratitude for the increased activities of WHO in the 
promotion of environmental health. 

Since all countries shared responsibility for safeguarding the global environment, 
international agreements such as the London Dumping Convention and the Basel Convention 
must be observed. The ratification of the Basel Convention by as many countries as 
possible was an urgent necessity. In view of the need to phase out some hazardous wastes 
and to ensure the safe management of other wastes that would remain, a joint 
international symposium on the environmental consequences of hazardous waste disposal, 
sponsored by WHO, UNEP and OECD, would be held in Stockholm in 1991. 



Since health, environment and development were closely linked, the health sector 
must provide information for the regulatory and enforcement process and in order to 
establish intersectoral cooperation. 

The principle that prevention was better than cure also applied to the management of 
hazardous waste. If the "polluter pays" principle were followed from the outset, 
producers would know that the use of hazardous products incurred costs, with the result 
that such products might be phased out. 

The United Nations Conference on Environment and Development to be held in Brazil in 
1992 must produce action-oriented results and firm commitments by governments to meet 
environmental threats and avert their consequences for human health. International 
conventions should be adopted, with full participation by the health sector. The entire 
United Nations system should be involved. 

WHO should prepare decisions for the Conference, in cooperation with UNEP and other 
competent United Nations agencies. Governments must also be mobilized through contacts 
with the Preparatory Committee. 

She was pleased to note the involvement of the WHO Commission on Health and 
Environment in helping to develop operational objectives and targets. In order to inform 
WHO'S governing bodies of the work of the Commission in preparing for the Conference and 
to enable them to participate, the Director-General should submit interim reports on the 
subject to the session of the Executive Board in January 1991 and to the Forty-fourth 
World Health Assembly. 

She supported the draft resolution before the Committee with the amendments proposed 
by the Federal Republic of Germany and Switzerland. 

Mr DEBRUS (Federal Republic of Germany) said that, after consultation with other 
delegations, he wished to submit revised versions of his proposed amendments to the draft 
resolution, as follows : in operative paragraph 3(2) after "hazardous substances" the 
words "and to encourage the international exchange of experts in this area" should be 
added; in operative paragraph 5(1)(a); after "risks" the words "which are still unknown 
at present" should be added; in operative paragraph 5(1)(c); after "identifying 
relevant" the words "and improved" should be added; in operative paragraph 5(2)； after 
"to develop further" the words "and improved" should be added. 

Dr FEDENEV (Union of Soviet Socialist Republics) said that the question before the 
Committee was of the utmost significance and that the very survival of life on earth 
depended on finding a solution. As the threat of a nuclear catastrophe receded, 
ecological issues were coming to the forefront. 

The Director-General‘s report contained valuable material and had been prepared on 
the basis of the best available information. The substantial national and international 
efforts and the mobilization of vast material resources required for the safe disposal of 
hazardous wastes and the control of risk factors to health presupposed optimum measures 
to solve the problem. That aspect might have been reflected even more fully in the 
report. 

All waste, including hazardous waste, was an inevitable consequence of human 
activity. Reducing the harmful effects of hazardous wastes and neutralizing them would 
require greater material resources, financial expenditure and effort, the greater the 
measure taken for each useful purpose. Society could hardly afford a sharp and rapid cut 
in the output of hazardous wastes across the entire range, so that priorities had to be 
set. 

In the framework of international cooperation, every country must decide for itself 
on the desirability of importing hazardous wastes, taking into account medical, 
environmental and ethical factors. However, exporting countries must provide complete 
and reliable information on wastes and instructions on handling them and must not allow 
them to be exported if such recommendations were disregarded. 

Mr UCHIDA (Japan) agreed that hazardous waste had become one of the serious 
environmental and human health problems in the world. In connection with the 
Director-General‘s report on hazardous wastes, he stressed the importance of sound 
scientific knowledge on the safety of chemicals, some of which had harmful effects on the 
environment and human health. He commended the International Programme on Chemical 
Safety on its evaluation of data on chemical safety and worldwide distribution of the 
results, and welcomed the information provided by the Human Exposure Assessment Location 
project developed by WHO and UNEP. 



He emphasized the need for regulatory activities to prevent or reduce the adverse 
effects of hazardous wastes, such as the guidelines established in his country for the 
handling, treatment and disposal of dangerous substances, including medical wastes, an 
area in which he supported WHO's activities. He also welcomed the establishment of the 
WHO Commission on Health and Environment. 

Dr SYLLA (Guinea) welcomed the Director-General's report, which described in detail 
a situation that was particularly disturbing in the African countries on account of the 
transfrontier movement and transfer of wastes to developing countries. He stressed that 
WHO should continue to assist countries in appropriate legislation and training and in 
establishing effective programmes for the disposal of toxic and radioactive wastes. He 
fully supported the draft resolution. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) welcomed the 
Director-General‘s report, which dealt clearly and comprehensively with the principles to 
be followed in securing high technical standards in waste disposal and hence in 
protecting public health. He stressed that while appropriate regulatory framework and 
sound technical solutions were important, high standards of compliance with regulations 
and of monitoring and enforcement were crucial, as not all those involved in waste 
management and disposal were scrupulous. He was in favour of a comprehensive approach to 
enforcement, covering all stages of the creation, management and disposal of hazardous 
waste. Experience in his country had shown that even a small inspectorate, which was 
independent of routine management and reported publicly, could be highly effective in 
identifying problems and gaps in regulations. 

Referring to a number of proposed priorities for action set out in the report, he 
agreed on the vital importance of information, both for waste management planning and for 
the health sector, on such aspects as toxicity of waste material and the effects of 
chronic exposure to chemicals present in waste. In that connection he commended the work 
being done by the International Register of Potentially Toxic Substances and the 
International Programme on Chemical Safety. 

While endorsing the report's proposals for an institutional basis for dealing with 
environmental hazards, he stressed that in the case of land-fill it might be difficult or 
even impossible to trace all the effects of bad disposal. Hazardous waste disposal 
should therefore aim at the highest possible standard of destruction or confinement. 

With regard to appropriate technology, he emphasized the importance of the concept 
of integrated pollution control to provide for both waste minimization and for the choice 
of the best environmental option. 

He would have welcomed more emphatic wording in the part of the report dealing with 
transboundary movement of hazardous waste. His Government strongly condemned the export 
of hazardous waste for disposal in developing countries. The United Kingdom was a 
signatory and a contributor to the Basel Convention and would continue to urge the 
earliest possible establishment of an appropriate framework for control within the 
European Community, so that countries could move towards ratification. 

Regarding medical waste, he considered that much remained to be done to improve 
disposal of potentially harmful clinical waste by land-fill and inadequately controlled 
incineration. 

He supported the draft resolution with the proposed amendments. 

Mrs HU Sixian (China) fully agreed that hazardous waste had become an important 
environmental and health problem which would be of great concern for the future if not 
dealt with properly. The report gave a comprehensive review of the current situation and 
proposals for action by WHO. 

All governments were aware of the importance of obtaining research information, of 
formulating guidelines, of promoting training and of controlling environmental hazards. 

She expressed great concern at the trend towards exporting of hazardous waste from 
industrialized countries to developing countries which lacked the necessary financial and 
technological resources to dispose of such materials. Specialized training to improve 
capabilities in safe disposal of hazardous wastes was essential. 

Dr MAGANU (Botswana) welcomed the report, and supported the draft resolution. 
He proposed that "hazardous wastes" in operative paragraph 5 should be replaced by 

"hazardous substances", as used in operative paragraph 3, because some substances such as 
asbestos were hazardous but were not necessarily wastes. 



Mr DEBRUS (Federal Republic of Germany) considered that that proposal could not be 
accepted by the sponsors, as it altered and broadened the whole scope of the draft 
resolution. 

Dr ESKOLA (Finland) said that the problem of environmental hazards was of great 
importance for the health of people all over the world. The Basel Convention on the 
Control of Transboundary Movements of Hazardous Wastes and Their Disposal was a very 
important instrument, and he hoped that it would enter into force as soon as possible. 

The Federal Republic of Germany had suggested an amendment to paragraph 5(1)(a), 
referring to health risks which were "still unknown at present". That wording seemed to 
exclude health risks which were already known, and he therefore wished to suggest the 
wording "health risks, many of which are still unknown at present". 

Dr MAGANU (Botswana) said that, in the interests of a consensus, he was willing to 
withdraw his proposal for an amendment. 

Dr CARDIS (International Agency for Research on Cancer) said that the Agency was 
concerned about the difficulty of monitoring the health status of people living near 
hazardous waste disposal sites. One of the principal problems was the lack of 
systematically collected, pertinent and specific information on individual exposure to 
hazardous waste. In most countries such monitoring covered only the amount of hazardous 
waste and level of radioactivity within the dump itself; information on the 
contamination of drinking-water, soil and air in areas where people lived was only 
forthcoming when an accident occurred. Consequently, risk assessment and epidemiological 
surveillance of the population were very difficult. 

Over the last year, the Agency had been working with European researchers to draw up 
a proposal for strengthening toxicological and epidemiological surveillance programmes. 
It was also investigating ways of assessing the health risks associated with 
environmental exposure to hazardous substances. That work would complement the results 
of the IARC Monograph programme, which had done a great deal to identify carcinogenic 
hazards in the environment. 

Dr KREISEL (Division of Environmental Health) thanked Member States for their 
comments. As the Mongolian delegate had remarked, the problem of hazardous waste was 
only a part of the overall problem of environmental degradation; pollution of water, air 
and food supplies, and radiation levels would all require increased attention in the 
future. The problem of hazardous waste could not be treated in isolation; a common 
institutional base of laboratories and trained staff would be required to deal with that 
problem and all other types of pollution. 

Much attention had been paid to the serious problem of transboundary movement of 
hazardous waste； however, it was essential to remember that waste, and its effects, 
would accumulate in the country where it was generated, too, if it was not treated and 
disposed of locally. Much remained to be done in many countries to draw up legislation, 
to develop hazardous waste inventories, to reuse and recycle wastes and generally to 
minimize the generation of hazardous wastes. 

The Swedish delegate had referred to the United Nations conference on environment 
and development to be held in Brazil in 1992. The health sector must take part in the 
preparation of draft decisions for adoption by the conference. The WHO Commission on 
Health and Environment established by the Director-General would contribute actively to 
the conference's work; two of its scientific panels - dealing with energy and industry, 
respectively - would pay particular attention to the problem of hazardous wastes. The 
Commission would also take into account, inter alia, the knowledge gained from the work 
of the WHO/UNEP/ILO International Programme on Chemical Safety, the Human Exposure 
Assessment Location project and IARC. The Commission's report would constitute WHO's 
main contribution to the work of the conference. 

WHO had taken part in the first preparatory meeting for the conference, and would 
also participate in the second preparatory meeting, to be held in Nairobi in August 1990. 
The Health Assembly and the Executive Board would be kept informed of developments 
related to the WHO Commission and preparations for the United Nations conference. 



The CHAIRMAN said that Gabon had asked to become a sponsor of the draft resolution. 

The draft resolution was approved, with the amendments proposed by the delegations 
of Federal Republic of Germany. Finland and Switzerland. 

The meeting rose at 17h20. 



Thursday. 17 May 1990. at 9h00 

Chairman: Dr H. M. NTABA (Malawi) 

1. THIRD REPORT OF COMMITTEE В (Document A43/41) 

Dr SIDHOM (Tunisia), Rapporteur, read out the draft third report of Committee В. 

The report was adopted.丄 

2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 31 of the Agenda (Resolution WHA42.14； Documents A43/14, A43/23, 
A43/INF.DOC./1, A43/INF.D0C./^ and A43/INF.DOC./5) 

Dr IONESCU (Chairman of the Special Committee of Experts appointed to study the 
health conditions of the Arab population in the occupied Arab territories, including 
Palestine) introducing the report of the Special Committee (document A43/14), said that 
unfortunately once again the Government of Israel had not permitted the Special Committee 
to visit the occupied territories. However, benefiting from the large amount of 
documentation made available to it from a number of sources and the accounts of persons 
working or living in those areas, and comparing them with its own observations made in 
the occupied territories, the Special Committee had succeeded in preparing a report, 
which covered the main problems and made some useful recommendations. 

However, as it was five years since the Special Committee had been able to visit the 
occupied territories, it would be very difficult for its members to have any form of 
comparison with what they themselves had noted in situ: although the Special Committee 
had managed to maintain objectivity and credibility, he did not think that it could 
continue to do so if it had no opportunity to make its own observations. To the Special 
Committee, the refusal of the Government of Israel to cooperate seemed unjustified since 
cooperation had lasted a number of years. The reports of the Government of Israel to the 
Health Assembly for the period 1980-1985 indicated that most of the recommendations made 
by the Special Committee had been adopted or had even been included as objectives to be 
pursued by the Government of Israel in the occupied territories, and had subsequently 
been assessed for reporting to the Health Assembly. 

The 1980s had been a decade of ideology, which had also affected WHO, but it must be 
emphasized that statistical facts could be confirmed or contested; the number of 
hospital beds, whatever the theories or ideology, remained the same, increased or 
decreased. The same was true of doctors, dispensaries, production of drugs, etc. Public 
health professionals must say what action should be taken on the basis of those facts. 
Nothing in the health sector could be kept secret or hidden. From the reports of public 
health institutions even in the richest countries of the world, could be seen how much 
remained to be done in the health sector. He stressed that to ascribe political motives 
to the Special Committee because of the problems it dealt with, was a mistake. He 
requested the World Health Assembly and the Director-General, if it was decided to 
maintain the Special Committee, to seek to enable it to carry out its mission. He, as 
Chairman, and the other two members remained available to the Health Assembly, and were 
prepared to hold discussions with those concerned to find a compromise. He was convinced 
that the blocking of the activities of the Special Committee was to no-one‘s advantage, 
and contributed in no way to guaranteeing the health status of the Arab population in the 
occupied territories, which merited the compassion and support of the international 
community. 

1 See document WHA43/1990/REC/2. 



In conclusion he wished once again to express his thanks to the governments, 
organizations and individuals who had provided the Special Committee with the information 
necessary to complete its task. He wished also to thank the Palestinian Red Crescent 
Society for the documentation placed at the disposal of the Special Committee, and for 
the facilities made available to enable its members to meet many people who lived and 
worked in the occupied territories, as well as the opportunities given to visit injured 
people from those territories in hospitals. He expressed his appreciation to the 
Director-General for the long consultation they had had in connection with the work of 
the Special Committee, and for the suggestions he had made as to its activities. Through 
the Director-General he also thanked all those who had worked with the Special Committee, 
and in particular the tireless and competent Legal Counsel, with whom he had had the 
honour of working since 1974. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine 
Refugees in the Near East) expressed, on behalf of Mr Giorgio Giacomelli, the 
Commissioner-General, his appreciation to the Health Assembly for its abiding concern for 
the health of Palestine refugees, and his sincere thanks for the support given to UNRWA 
by WHO, which under an agreement of 1950 had a unique form of responsibility for UNRWA‘s 
health programme. 

UNRWA in 1990 completed its fortieth year of service, a sad comment on the failure 
of the international community to bring such a long-standing dispute to a just 
conclusion. 

His task was to bring to the attention of the Health Assembly some aspects of the 
services which UNRWA provided to the half of the population of the occupied territories 
that came within its mandate. 

Broadly speaking, UNRWA‘s health task was, first, to maintain for its 2.25 million 
Palestinian refugees in Jordan, Lebanon, Syrian Arab Republic, the West Bank and Gaza, a 
consistent, adequate level of health services； secondly, to adapt those services to a 
changing age- s truc ture among the population, changing disease patterns, improved 
technology, and therefore to changing expectations； and thirdly, with the continuation 
of the uprising in the occupied territories, to meet a particular challenge - for the 
first time the health centres had been faced over a prolonged period with the daily task 
of caring for persons suffering from gunshot wounds or severe beatings or the effects of 
tear gas. 

Time would not permit much to be said about UNRWA‘s services in public health and 
medical care. Despite the real problems caused by the frequent school closures and 
curfew days/ the primary health care coverage had been maintained by great effort. 

The medical care services provided at the health centres were far from satisfactory 
and a programme of rebuilding and of upgrading the quality and range of care was being 
undertaken. Regarding provision of hospital care for refugees in the occupied 
territories, the situation in the West Bank was also not good but was slowly improving 
and, in general, voluntary and government hospital beds together just about sufficed to 
meet very modest expectations. 

The situation in Gaza (population 750 000) was, on the other hand, scarcely 
bearable. The rebuilding of Shifa Hospital by the Civil Administration was very slow, 
and that of Khan Younis had not started. There was only one voluntary hospital, El-Ahli, 
and that had only 85 beds. Despite contracting for 40 of those, and reimbursing 
refugees 60% of the high cost (US$ 180 a day) of using the Shifa or Khan Younis 
hospitals, UNRWA simply could not find hospital care adequate for its 450 000 refugees in 
Gaza. It had been felt necessary to plan to build in Gaza an UNRWA hospital of some 
200 beds in the first instance as the only way which could be seen within the near future 
of meeting this very pressing need. Extrabudgetary funds of US$ 35 million were being 
solicited for construction, equipping and running costs for three years. In the next few 
months, all the pledges of financial assistance possible from governments, institutions 
and individuals in Arab and industrialized countries would be needed, and it was hoped 
that those present would urge their governments to help UNRWA substantially in the 
enterprise. 

Measures had had to be taken to deal with the emergency situation in general, and 
with casualties. Food aid had been extended to vulnerable groups, working hours had been 
extended, and afternoon emergency clinics had been established; in Gaza even night-duty 
clinics had been set up in selected camps. Additional provision had been allocated to 
meet the cost of emergency medical supplies and hospitalization of trauma cases. The 



programme of emergency measures for the occupied territories had been maintained through 
generous contributions from major donors； it needed to be sustained for as long as the 
situation continued. 

Once again he thanked WHO, and in particular the Director-General, who from his 
Development Programme had made available to UNRWA in 1989 special assistance which had 
enabled it to send a team of experts in casualty care to Gaza and the West Bank in 
May 1989. With the generous support of Japan, Norway and the United States of America 
all the recommendations of that team had already been or were being implemented. They 
concerned provision of emergency kits to health centres and ambulances, to facilitate 
resuscitation and stabilization of the condition of severely injured persons； an 
extensive training programme in cardio-pulmonary resuscitation, etc., for UNRWA doctors 
and nurses； aid to hospitals in their casualty departments especially to El-Ahli 
Hospital in Gaza; provision of physiotherapy units； and the provision of more and 
better ambulances. Meanwhile, the injuries and fatalities of the intifada continued in 
its second and now its third year practically unabated, due to the liberal use of lethal 
means in an attempt to control the situation. Although they no longer featured in the 
television news, and rarely in the newspapers, it was not because they no longer 
happened. Scarcely a day went by without bullet wounds and without beatings by soldiers, 
often of children, sometimes causing fractures. The detailed figures up to the end of 
1989 were given in the annual report, and - to bring them up to date - by March 1990 the 
total known to UNRWA of injured of all grades of severity in the occupied territories was 
48 639, of whom 16 655 (34%) were children, i.e. 16 years and under, and there had been 
780 fatalities, of whom 135 (17%) were children. In addition there must now be added 
some 176 alleged "collaborators" killed by unknown persons, and many others who had been 
severely beaten. 

Despite the fact that UNRWA and its Health Department staff endeavoured to act with 
the utmost propriety and even-handedness as befitted employees of a United Nations agency 
of entirely humanitarian purposes, in the last 12 months there had been a number of 
instances of the forces of the occupying power stopping or delaying ambulances, and 
sometimes arresting the injured or even assaulting the drivers. Those ambulance 
incidents, which, of course, gave rise to formal protests by UNRWA, had somewhat 
diminished in recent months. On the other hand, incursions by Israeli soldiers, 
sometimes led by senior officers, into UNRWA health centres - which, it was emphasized, 
were United Nations premises - had greatly increased, especially in Gaza. Those 
incursions were occasionally accompanied by violence and often by threats. Files were 
ransacked and property sometimes damaged. The names and addresses of the injured were 
demanded but UNRWA staff, upon instruction from UNRWA headquarters in coordination with 
the United Nations, were not permitted to divulge them, and to avoid such confrontations 
no records or notes on the injured were kept on the premises. Since during those 
incursions nothing was ever found in the least threatening to security, it was hoped that 
they would now cease. 

In summary, the UNRWA Health Department was trying to undertake three tasks at once, 
maintaining existing services, improving and extending and bringing them up to date, and 
coping with the violence of the occupation and the suppression of opposition to it. 
UNRWA heartily wished to be relieved of the last task altogether, and to have the first 
and second greatly facilitated by an agreed resolution of the problem of Palestine and 
the restoration of peace. In 1989 UNRWA had fervently expressed the same hope； in 1990 
no progress could be reported. It was hoped that the coming year would see at least some 
partial fulfilment of those hopes for the observance of principles of human rights and 
for peace. , 

The DIRECTOR-GENERAL said that his progress report on the health conditions of the 
Arab population in the occupied Arab territories, including Palestine, referred 
particularly to special technical support to improve the health conditions of the 
Palestinian people, and activities of the WHO collaborating centres for primary health 
care research in the occupied Arab territories. The report recognized new realities in 
those territories. Emerging needs of the Palestinian people in those territories were 
identified, and a detailed account was given of the programme elaborated to meet those 
needs, and how it was to be implemented. In the planning and implementation of its 
special technical support WHO's activities had been coordinated with those of all 
concerned, to whom he expressed his sincere gratitude. 



Assistance had also been provided to the centres responsible for training cadres 
working in the health field, so that they might train more Palestinian workers for the 
development of primary health care in the occupied Arab territories. Local, Arab and 
international institutions, societies and organizations working in the field, who were 
acceptable to all concerned, had been identified and would be supported in their 
activities. He was extremely grateful to those Member States and organizations that had 
already contributed, or had pledged to contribute, to the implementation of the special 
technical support. He pointed out that his efforts could only be successful to the 
extent that WHO'S Member States and partners were prepared to pledge their wholehearted 
support, not only financial but also political and moral. 

The CHAIRMAN invited the Committee to consider the following draft resolution 
submitted by Afghanistan, Austria, Bahrain, Cuba, Democratic Yemen, Denmark, Egypt, 
Finland, France, Greece, Iraq, Ireland, Italy, Jordan, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Luxembourg, Morocco, Oman, Pakistan, Portugal, Saudi Arabia, Somalia, Spain, 
Sudan, Sweden, Syrian Arab Republic, Tunisia, United Arab Emirates, Yemen, Yugoslavia and 
Zimbabwe : 

The Forty-third 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; 

Seriously concerned by violations of human rights in the occupied Arab 
territories, and recalling the need for the occupying power to observe strictly its 
obligations under the Fourth Geneva Convention, to which it has notably not 
conformed in such basic areas as health； 

Aware of its responsibility for ensuring proper health conditions for all 
people who are victims of exceptional situations, including settlements which are 
contrary to the Fourth Geneva Convention of 1949； 

Recognizing the need for increased support to, aid for and solidarity with the 
Palestinian people, as well as the Syrian Arab people in the Golan, under Israeli 
occupation; 

Expressing its deep concern at the negative effects of the practices of the 
Israeli occupation authorities against the Palestinian people during the intifada. 
in the field of health; 

Thanking the Special Committee of Experts set up to study the health conditions 
of the inhabitants of the occupied Arab territories for its report and regretting 
the refusal of the Israeli authorities to allow the experts to visit the occupied 
Arab territories； 

Taking note of the relevant information provided, and having considered the 
report of the Director-General on health conditions of the Arab population in the 
occupied Arab territories； 

1. ASSERTS WHO'S responsibility to promote 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; 

2. EXPRESSES its preoccupation and concern at the deterioration in the health 
conditions of the Arab population in the occupied Arab territories； 

3. STRESSES that the policies of the Israeli authorities in the occupied Arab 
territories are not consistent with the main requirements for the development of a 
health system appropriate to the needs of the population in the occupied Arab 
territories； 

4. DEPLORES the continuous deterioration of the situation in the occupied Arab 
territories, which seriously affects the living conditions of the people, 
compromises in a lasting fashion the future of Palestinian society, and prevents the 
economic and social development of those territories； 

5. EXPRESSES its deep concern at the Israeli refusal to permit the Special 
Committee of Experts to visit the occupied Arab territories, and asks Israel to 
allow the Committee to fulfil its mission of investigating the health conditions of 
the populations in those territories； 



6. THANKS the Special Committee of Experts for its report and requests it to 
continue its mission and report on the health conditions of the Arab population in 
the occupied Arab territories to the Forty-fourth World Health Assembly； 

7. RECALLS resolution WHA42.14 and commends the Organization's efforts to prepare 
and implement the special technical assistance to improve the health conditions of 
the Palestinian people in the occupied Arab territories； 

8. REQUESTS the Director-General, in the light of relevant Health Assembly 
resolutions : 

(1) to intensify implementation of the special technical assistance programme, 
emphasizing the primary health care approach in coordination with all Member 
States, and all other organizations involved in the health and humanitarian 
activities； 
(2) to coordinate health activities, in particular in priority areas, such as 
maternal and child health, an expanded programme on immunization, water supply 
and sanitation, and other specific activities to be determined according to 
needs； 
(3) to monitor and evaluate the health conditions of the Arab people in the 
occupied Arab territories； 
(4) to pursue the implementation of special technical assistance to improve 
the health conditions of the Palestinian people in the occupied Arab 
territories, in cooperation with all concerned WHO Members and observers 
referred to in Health Assembly resolutions related to this item, taking into 
consideration a comprehensive health plan for the Palestinian people； 
(5) to seek funds from extrabudge tary sources in support of the special 
technical assistance programme； 
(6) to report on the above to the Forty-fourth World Health Assembly; 

9. CALLS ON all Member States and intergovernmental and nongovernmental 
organizations to contribute to the special assistance programme to improve the 
health conditions of the Palestinian people in the occupied Arab territories. 

The Libyan Arab Jamahiriya should be deleted from the list of sponsors and 
Bangladesh, Cyprus, Democratic People's Republic of Korea and Malta should be added. He 
called upon the delegate of Yugoslavia to introduce the resolution on behalf of the 
sponsors. 

Mr KOSIN (Yugoslavia) said that the draft resolution he was proud to be introducing 
on behalf of a large number of Member States was the result of long and careful 
deliberations inspired by a desire to maintain and reinforce the concern for technical 
and health issues which had so far characterized the conduct of the Health Assembly. The 
sponsors had borne in mind three basic considerations : first, the need to continue to 
satisfy the health needs of the Palestinian people in the occupied territories； 
secondly, commitment to enhancing WHO's leadership in health for all； and thirdly, the 
need to be consistent with resolution WHA43.1 adopted by consensus at the start of the 
Health Assembly on the request for Palestine's admission to WHO. 

The sponsors believed that the draft resolution respected and responded to all those 
considerations. It had been conceived in the light of resolution WHA42.14 and reflected 
a strengthening of global solidarity and collective efforts toward achieving health, for 
all people. The sponsors submitted it in the same spirit of solidarity and respect for 
the role of WHO. 

The CHAIRMAN appealed to the Committee, in the spirit of cooperation and good will 
which had so far prevailed throughout the Health Assembly and in the light of the 
explanations given by the delegate of Yugoslavia, to approve the draft resolution, which 
had already been revised after an earlier version had been circulated but not discussed. 
Since it already had more than 35 sponsors, he hoped it would be possible to adopt it 
without a vote. 



Dr GIAIDI (Libyan Arab Jamahiriya) said that documents A43/23 and A43/14 were 
sufficient to give a complete picture of the tragedy of occupied Palestine and the 
sufferings of its Arab inhabitants due to the inadequacy of the health services provided, 
the flouting of human rights and the fall in living standards, which had led to increased 
infant mortality and both physical and mental injuries. 

He urged WHO to assume its responsibilities and provide appropriate health services 
as a basic human right for the Palestinian people, especially as the occupier's strategy 
was to undermine and damage the economy of the occupied territories, to sabotage the 
population's energies and to spread disease and ill health among vulnerable sections of 
the population by denying them basic rights, such as immunization, sanitation and 
improved nutrition. Participants in the Health Assembly had heard the statement of the 
occupying entity in the eighth plenary meeting and had heard how racism was being 
exercised in the occupied territories in a most flagrant manner. The Special Committee 
of Experts set up by WHO had even been refused admission to the occupied territories. 

His delegation was surprised, whenever the health conditions of the inhabitants of 
the Arab territories were discussed, at always being accused of politicizing the debate. 
WHO's Constitution called on Member States to respect human rights and provide 
appropriate living conditions for the health of their populations. Was the burning of 
houses, aborting of women and breaking of limbs in accordance with that Constitution? 

Furthermore, the State which had raised the flag of independence to establish its 
own nation, which had reached the moon and achieved miracles in all levels of technology 
and human sciences, now stood with all its military and financial might in opposition to 
the independence of a nation whose only weapon was the stones of its own territory in the 
face of poison gas and plastic bullets. The stones thrown in the intifada would have 
been more than enough to build a hospital or medical centre. 

When Palestine occupied its rightful place, it would not ask for help. Its children 
would rejoice, and health standards would be accessible to all. 

In his view, the draft resolution before the Committee sought to obliterate the 
Palestinian character and, in contradiction with reality, denied that Palestine was an 
Arab territory. The Palestinian nation consisted not only of the people living in the 
West Bank, Gaza or the Golan, but included those who had owned the land before and after 
1948. He could not approve the draft resolution so long as the term Palestine only meant 
the occupied territories. He therefore proposed an amendment to the draft resolution. 
He requested that the words "including Palestine" should be added after the words 
"occupied Arab territories" whenever the latter phrase occurred, and in addition that, in 
operative paragraph 8(1), after the words "all other organizations involved", the phrase 
"including the Palestinian Red Crescent" should be added. 

The CHAIRMAN, recalling that the sponsors did not wish to accept any amendments to 
the draft resolution, inquired whether the delegate of the Libyan Arab Yamahiriya wished 
to press the point. 

Dr GIAIDI (Libyan Arab Jamahiriya) replied that he did and requested the application 
of Rule 67(c) of the Rules of Procedure. 

Dr ELARABY (Egypt) said that the draft resolution represented the outcome of hard 
work and commanded the acceptance of an overwhelming majority of delegations. Every word 
had been discussed and although not all the sponsors were completely satisfied with the 
final text, they had accepted it as a compromise. They wished to ensure that the draft 
resolution commanded an overwhelming majority. If the Libyan delegate insisted on 
submitting the amendment, he would request an adjournment of the meeting so that the 
sponsors could discuss it. 

The meeting was suspended at lOhlQ and resumed at 10h25. 

Dr GIAIDI (Libyan Arab Jamahiriya) said that as a result of the consultations he was 
ready to withdraw the proposed amendment provided the statement was included in the 
record. 



Dr NOVELLO (United States of America) said that, although it was customary in 
discussions of politically-oriented issues such as the one before the Committee for 
political officers of Member governments to represent their delegations and for health 
officials to take a back seat, as United States Surgeon General and head of the United 
States delegation she wished to change that custom in the belief that delegates had come 
to Geneva to address problems of health and not problems of politics. There were 
appropriate places in which to discuss political issues； e.g., in bilateral talks and 
political bodies such as the United Nations General Assembly, but WHO was not one of 
them. 

She believed that important health issues should be given priority in the 
discussions at the Health Assembly. Delegates roust not let themselves be distracted by 
political matters which WHO could not influence but which clouded the atmosphere of good 
will and led to mistrust. The political issue before the Committee should not be allowed 
to have negative effects on future health discussions and programmes. There had been an 
amazing amount of cooperation and good will on many other issues coming before the Health 
Assembly, but on that political one there was no consensus. 

Participating for the first time in a Health Assembly, she had been amazed at the 
amount of time that had been invested in discussion of that issue, by herself and others, 
in the corridors, in private meetings, at receptions and dinners. Yet those were the 
places where delegates should use opportunities to engage their fellow men in pursuing 
endeavours beneficial to their country's health arid not politics. If participants could 
have spent the time trying to address the world's crises in malaria, AIDS, poliomyelitis 
or tropical diseases, the conclusions of the Health Assembly would have had greater 
significance. 

There was a legitimate argument for considering health conditions in the occupied 
territories, concerning which the Health Assembly had been given ample documentation -
the United States did not deny that they deserved attention. It had given extensive 
assistance to UNRWA over many years, and in fact was the largest contributor to UNRWA, 
for which President Bush had recently authorized contributions of a further 
US$ 7 million. In addition, the United States had a long record of collaboration with 
nongovernmental organizations that were active in dealing with health problems in the 
occupied territories. The Centers for Disease Control in her own Department were 
collaborating actively with WHO centres in the occupied territories； she guaranteed that 
that collaboration would continue. 

It would have been simpler if the Committee could have had a straightforward 
discussion and resolution on health conditions in the occupied territories, just as it 
had discussed health conditions in Lebanon, Cyprus, Namibia and southern Africa; sadly, 
that had not happened. From her own conversations with members of other delegations she 
knew that many of them shared her views. The Director-General, his staff and many 
representatives of the diplomatic community in Geneva had worked long and hard to 
minimize the political conflict; she applauded the way in which Dr Nakaj ima had 
addressed the issue. She also thanked those who had managed to introduce amendments to 
the original draft resolution which had eliminated some of the objectionable components 
of its text. However, her delegation believed that the remainder of the text was still 
excessively political and inappropriate to WHO's mandate. Accordingly, the United States 
would vote against the draft resolution, both in the Committee and in the plenary. 
Although it had worked hard with other delegations in the hope of achieving an apolitical 
resolution on which it could join in a consensus, the resulting text in her delegation's 
view served only to politicize the work of the Health Assembly. 

She reaffirmed the strong support of the United States for WHO's work and hoped that 
the spirit of consensus and compromise which had characterized the debate on so many 
other issues addressed in the Committee would some day soon be extended to the agenda 
item on health conditions in the occupied territories. 

Dr EGOZ (Israel) regretted that for years the blight of politicization had infected 
WHO, along with many other organizations of the United Nations system, and seriously 
interfered with the conduct of its professional work; practically the whole of the 
current session of the Health Assembly had been devoted to discussing political issues 
that were entirely outside the Organization's mandate. He hoped that that unfortunate 
trend would soon come to an end, and that the Organization would not be forced to divert 
its limited sources of time and energy to matters that should be discussed elsewhere. 
The Middle East conflict was complex and had deep roots : it had almost been forgotten 
that Israel had entered the occupied territories in self-defence against an attempt to 
wipe it off the map. 



The most prominent fact concerning the health status of the population in the 
territories of Judaea, Samaria and Gaza was that it had improved enormously during the 
23 years of Israeli administration. The Israeli Ministry of Health and the civil 
administration authorities in the territories were committed to ensuring appropriate 
health standards and providing the best possible medical care, both preventive and 
curative, to the population. He referred the Committee to the statistics in document 
A43/INF.DOC./5, on health in Judaea, Samaria and Gaza, submitted by the Israeli Ministry 
of Health. Infant mortality had declined from 86 deaths per 1000 live births in 1970 to 
22 in 1989, arid a remarkably satisfactory coverage with various immunizations had been 
reached (for example, in Judaea and Samaria coverage with mumps-measles-rubella vaccine 
given to infants at 15 months was 90.2%. Morbidity rates for infectious diseases per 
100 000 population had declined dramatically in the territories between 1970 and 1989； 
for example, the rate for poliomyelitis had declined in Judaea and Samaria from 4.7 to 0, 
and in Gaza from 14.3 to 0, pertussis had declined in Judaea and Samaria from 8.0 to 0 
and in Gaza from 30.1 to 0.1, and measles had declined in Judaea and Samaria from 164.0 
to 3.4 and in Gaza from 605.3 to 2.2. 

All the health services in Judaea and Samaria continued to function irrespective of 
violent disorders and disturbances during the last two-and-a-half years : the so-called 
intifada. A minority of agitators and rioters were preventing 1 600 000 people from 
living their normal daily lives in a peaceful atmosphere. Their violent activities 
included assassination of their fellow Arabs as well as the killing of Israeli civilians, 
among them women and children. If the Israeli authorities had to stop and check an 
ambulance or enter a hospital it was because ambulances and hospitals were sometimes used 
as hiding-places for terrorists. 

Health care was provided mainly by government hospitals, clinics and mother-and-
child health centres, which were continuing their regular activities. Patients continued 
to be referred to Israeli hospitals, which undertook radiotherapy, haematology-oncology, 
bone-marrow transplantation, kidney transplantation, paediatric haemodialysis, the 
treatment of severe burns and other urgent and critical treatment. During the past year, 
development projects had been implemented in various government hospitals : at the 
expanding Shifa Hospital in Gaza a new paediatric surgery unit had been opened; the 
ophthalmic hospital of Gaza had been completely renovated and now possessed modern 
operating facilities and a new laser unit； at the Ramallah Hospital the departments of 
neurosurgery and open-heart surgery continued to develop and a new computerized 
tomography institute had been opened; a new outpatient section and a diagnostic 
radiology centre had been opened at the Rafidia-Nablus Hospital. 

Preparation of master plans for the future development of all government hospitals 
in the region had been completed. Two new nongovernment hospitals in Judea and Samaria 
had become operational during the past year, namely the "Holy Family" obstetrical-
gynaecological hospital in Bethlehem and the "Red Crescent" paediatric hospital in 
Hebron. 

Two new nongovernment rehabilitation centres were soon to be opened in Judaea and 
Samaria the first in Beit-Jaia, and the second in Ramallah. A new general hospital in 
Hebron named "Al-Ahli" and belonging to the local benevolent society was in the first 
stages of construction. 

Ambulance services had developed substantially over the last few years : 41 
ambulances were serving Judaea and Samaria, and 35 the Gaza area. The ambulances 
belonged to government and nongovernment hospitals, to municipalities and to other 
agencies like UNRWA, the Red Crescent and benevolent societies. 

In Gaza a modern and well-equipped ambulance centre had been opened by a local 
benevolent society. It had five modern ambulances and drivers well-trained in first aid 
and basic life-saving emergency procedures. 

Training programmes for Arab health and medical personnel had continued regularly . 
throughout the previous year: 26 physicians from Judaea, Samaria and Gaza had completed 
full-time training periods of between one and three years‘ duration at different Israeli 
hospitals affiliated to medical schools, in 16 different specialties； physicians from 
Judaea, Samaria and Gaza were also being trained in residency programmes in several 
foreign countries, and 24 such physicians undergoing training in various specialties in 
the United States of America, Canada, the United Kingdom, Austria and Egypt; 
25 physicians, nurses and administrators from Judaea and Samaria were graduates of a 
programme in medical administration of Haifa University; 85 traditional birth attendants 
in Judaea and Samaria had taken refresher courses organized and supervised by the 
nursing unit of the Israeli civil administration, in collaboration with UNICEF; 



41 ambulance drivers from Judaea and Samaria and 25 from Gaza had been trained in first 
aid and basic life-saving procedure, and a total of 82 drivers in Judaea and Samaria had 
graduated from similar training programmes. The total of 107 drivers from those 
territories who participated in the programme were employed by government and 
nongovernment hospitals, UNRWA, the Red Crescent Society, local benevolent societies, and 
municipalities. 

As was well known, Israel welcomed any contribution towards the promotion and 
development of health systems in the territories, whether from international 
organizations or governments. That help could take the form of financing for training 
programmes and fellowships for medical staff, equipment for medical institutions, 
including sophisticated hospital departments, or construction of new hospital wings or 
health centres. The special assistance project of the Italian Government was one 
example； other countries taking part in development projects included Sweden, the 
Federal Republic of Germany and other countries of the European Community. 

The long-standing cooperation between the Israeli authorities and WHO in health 
assistance programmes in Judaea, Samaria and Gaza was continuing and had recently 
increased. The Israeli authorities and WHO consultants had agreed on a framework for WHO 
assistance projects, within which the development of two primary health care projects, 
five hospital units, five training programmes for physicians and several training 
programmes for nurses and paramedical staff had been initially approved. Four other 
programmes in infectious disease control, environmental sanitation and primary and 
secondary health care were under joint consideration. Finally, he drew attention to 
Israeli-WHO cooperation at the three collaborating centres for research in primary health 
care and health manpower development, which were operated jointly by Arab and Israeli 
staff. 

He would not refer in detail either to the untrue allegations contained in the draft 
resolution's preamble or to the irrelevant recommendations contained in its operative 
paragraphs. It was sufficient to refer once again to the cooperation between Israel and 
WHO in the field in question; it owed nothing to previous resolutions and was entirely 
due to the welcome which Israel had extended and continued to extend to all bona fide 
States and bodies that wished to make a contribution to the improvement of health 
services in the territories. The contribution to that process made by mischievous and 
partisan resolutions such as the present one could only be negative. He therefore hoped 
that delegates would oppose it firmly and renewed his call for a formal vote. 

Dr ТАРА (Tonga) thanked Dr Ionescu for his introduction to the report of the Special 
Committee of Experts, Dr Cook for his report on the work of UNWRA, and the 
Director-General for his progress report on the health conditions of the Arab population 
in the occupied Arab territories, including Palestine. As had been eloquently stated by 
the delegate of Yugoslavia in introducing the draft resolution, a spirit of friendly 
cooperation and compromise had pervaded the work of the Forty-third World Health 
Assembly, as was evident from the beginning, when it had adopted resolution WHA43.1 by 
consensus. There had been an air of hope and expectancy that that spirit would also 
prevail in the consideration of the draft resolution and its adoption without 
amendments. He welcomed the magnanimous statement of the Libyan delegate in not 
persisting in his proposed amendment, and had noted the statements of the delegates of 
the United States of America and Israel, who had called for a formal vote on the draft 
resolution. In order that delegates could vote freely according to their conscience, the 
draft resolution should be put to a vote by secret ballot, in accordance with Rule 78 of 
the Rules of Procedure of the Health Assembly. 

Mr AIT CHAAIAL (Algeria) said that the first version of the draft resolution placed 
before the Committee had been laboriously negotiated. Substantial concessions had been 
made on the Arab side, and he paid special tribute to the Palestinian delegation, which 
had shown a spirit of comprehension, compromise and dialogue which had made the draft 
resolution of 14 May possible. Algeria had been one of the sponsors of that resolution. 
New negotiations had then been started, contrary to all expectations, and a revised draft 
resolution had been prepared. Algeria had withdrawn as a sponsor, quite simply because 
that revised draft resolution denied the basic principles under which Algeria had always 
worked within the United Nations. To force the removal from the body of the resolution 
of the very name of Palestine was contrary to the fundamental principles hitherto 
governing discussions within the United Nations system. Palestine was a historical 
reality. Nothing could cancel or eliminate it. The legitimacy of the Palestinian people 



had been affirmed by 25 years of heroic struggle : it had fought since 1967 for its 
sovereignty, independence and liberty. A total of 104 countries had recognized Palestine 
as a sovereign State, yet there was an attempt to go as far as to erase its name, purely 
and simply, from the Health Assembly's resolutions. That situation was absolutely 
unacceptable to Algeria. The draft resolution, which was inspired by the same spirit as 
resolution WHA43.1, could not fail to take account of the basic realities confronting the 
Palestinian people. If Palestine were not occupied, the Palestinian problem would not be 
discussed in the Health Assembly. The reason that health in Algeria or Tunisia or Jordan 
was not similarly referred to as such was precisely that it raised a fundamental 
political problem: the occupation of Palestine by a foreign power, a form of 
colonialism. That was a fact that could not be denied, and the only way to avoid 
politicization was for the occupying forces to leave and for the Palestinian people to 
become independent and achieve its national goals. Listening to some of the speeches, he 
had felt as if he were living in a surrealist world: the way that some delegates spoke 
it would seem that the best way to have a good health system was to be occupied by a 
foreign army. That was the impression that had been given by means of certain 
statistics. The Committee, however, had heard the reports of those who represented the 
international community. All were unanimous in saying that the health conditions in the 
occupied territories, and in particular Palestine, were lamentable. All the reports the 
Committee had heard had brought out the obstinate refusal of the Israeli authorities to 
allow WHO to play its role fully and fulfil the mission entrusted to it by the Health 
Assembly to come to the aid of hundreds of thousands of women and children who suffered 
daily not only from repression but also from the most deplorable of health systems. 
Everyone knew that. 

It was claimed that attempts were being made to politicize the Health Assembly. 
However, depoliticization was completely illusory when a country was occupied by a 
foreign power. Foreign domination in itself politicized problems. Thus those who were 
calling for depoliticization were themselves politicizing the debate. The refusal of 
certain powers to countenance any reference in the draft resolution to the Palestinian 
Red Crescent, which was a humanitarian organization, amounted to politicization in the 
highest degree. Red Cross and Red Crescent Societies existed throughout the world to 
assist suffering and unfortunate people. The attitude of certain powers ran counter to 
all the humanitarian principles on which WHO's work ought to be based, since, if there 
was any organization that ought to play an effective role in improving the health 
conditions of the Palestinian people, it was the Palestinian Red Crescent. An 
explanation as to why the latter was being denied any responsibility or prerogative was 
called for. 

Thus the revised draft resolution was in no way in conformity with the fundamental 
principles on which WHO's work had always been based or with the tragic situation 
prevailing in the occupied territories. Algeria had therefore withdrawn its sponsorship 
of, and was absolutely opposed to, the revised draft resolution. If it voted in favour 
it would do so simply to ensure that its stand would not be misinterpreted as 
constituting a lack of solidarity with Palestine. The revised text was a compromise 
formulation which had initially achieved a consensus, but certain delegations were now 
questioning it. The sponsors of the original draft resolution, in making concessions, 
had gone beyond what was really possible. Subsequently, at the last minute, the 
situation had suddenly changed and everything was being called into question. A very 
important lesson had been learned in the process. 

The CHAIRMAN urged Members to act in a spirit of goodwill and understanding. 

Dr ТАРА (Tonga) withdrew his request for a secret ballot. 

Mrs LUETTGEN (Cuba) expressed her satisfaction that, thanks to the hard work, 
negotiating flexibility and political vision of those who had taken part in the 
preparation of the revised draft resolution, it had been possible to arrive at a text 
acceptable to the great majority of countries. Cuba always had been, was still, and 
always would be at the side of the Palestinian people in its just struggle to obtain its 
appropriate place in the concert of nations and to secure its independence, 
self-determination and full freedom. The Israeli delegate's claim that the draft 
resolution was partisan was absurd. Secret ballots were resorted to only in exceptional 
cases. In the circumstances a secret ballot would not be necessary because the revised 
draft resolution before the Committee was sponsored by as many as 35 delegations. It 
should be voted on soon. 



The CHAIRMAN invited the Committee to vote on the revised draft resolution. 

The revised draft resolution was approved by 105 votes to 2. with 5 abstentions.丄 

Dr ARAFAT (Palestine) said that, on behalf of the Palestine whose presence as an 
observer the Health Assembly had now agreed to accept and of the Palestine which would 
soon join Namibia as a full member of WHO, he wished to thank all those who had expressed 
deep concern regarding the health of the Palestinian people. He was particularly 
grateful to those delegations that had supported the difficult compromise resolution that 
had just been approved, including the non-aligned countries and the group of European 
countries which had expressed support for the Palestinian people. Particular thanks were 
due to the delegations of the Libyan Arab Jamahiriya and Algeria for their enthusiasm. 
As far as the deletion of certain words was concerned, he wished to assure members that 
the history of Palestine could not be erased. The Palestinian Red Crescent Society 
formed an integral part of the Palestinian nation and could not be ignored.Thanks were 
also due to the staff of WHO for its dedicated work for the benefit of the Palestinian 
nation. 

The health conditions of the Palestinian people had already been amply documented in 
the reports of international agencies such as UNRWA, which had worked in the most 
difficult circumstances to provide health care and services to the Palestinian people. 
The Committee also had before it a report submitted by the Palestinian Red Crescent 
(document A43/INF.DOC./4), which showed how health conditions were deteriorating under 
the hateful occupation. That document contained a reference to the national plan for the 
health of the Palestinian people, described in the compromise resolution as a 
"comprehensive health plan for the Palestinian people". Whether it was called "national" 
or given some other name, it was still a plan for the benefit of the Palestinian people, 
which was entitled, like other nations, to have its own national health plan. At present 
Palestine had no primary health care, hospital or mental health plans, or plans for 
education and training. It had no specific national plans for any disease whatsoever, 
not even AIDS. Attempts had been made to draw up plans and programmes, and the provision 
of services would be continued as part of the commitment to serve the nation. There were 
Red Crescent Societies in Jerusalem, Nablus and Gaza, as well as in Egypt, Syrian Arab 
Republic, Jordan and other countries where Palestinians lived. Whether they were 
mentioned in the resolution or not, they definitely existed. He therefore suggested to 
all those who had approved the compromise resolution that what were involved were health 
rights, not political rights, and he expressed confidence that they would always support 
Palestine's health services and would provide whatever assistance they could to develop 
them. The outside pressures exerted on the Israeli authorities and the pressures exerted 
by Palestinian children in the intifada would help to promote the freedom and 
independence of Palestine, so that the children of the world, and of Palestine and 
Israel, could live in an atmosphere of peace and forgiveness. 

Mr MIRAFZAL (Islamic Republic of Iran), speaking in explanation of vote, said that 
his delegation had voted in favour of the resolution although it had not been satisfied 
with the way in which it had been drafted. His country had always had great sympathy for 
the people of Palestine and had never failed to support its struggle in every respect. 
It was thus in favour of any measure taken to ensure proper health conditions for all the 
people of Palestine. At the same time it was categorically opposed to the use of any 
word that could be interpreted as recognizing the occupation of Palestine or denying the 
legitimate right of the Palestinians to have a sovereign State of their own and to enjoy 
better health conditions. 

Mr IKEDA (Japan), speaking in explanation of vote, said that his delegation had 
voted in favour of the resolution although it had not been completely satisfied with it. 
Unfortunately, the text contained some political elements, and Japan had always believed 
that WHO should be free from politicization, which prevented it from focusing its efforts 
on health matters. Nevertheless, his delegation had voted in favour of the resolution 
because many improvements had been made in the revised version, with the result that some 



of the objectionable features had been removed. Besides, Japan had always attached great 
importance to improving the health conditions of the Palestinian people. That was what 
the resolution was essentially concerned with, and he hoped that its adoption would help 
to improve those conditions further. 

Dr MORK (Norway) said that his country was deeply concerned about the situation of 
the civilian population of the occupied territories. Over the year, Norway had 
contributed substantial funds through UNRWA and various nongovernmental organizations to 
improving the health conditions of that population and would continue to do so. In that 
spirit, his delegation had voted in favour of the draft resolution, but it should be 
borne in mind that, in casting a positive vote, Norway did not prejudge its position on 
the political aspects of the situation prevailing in the Middle East, which in his 
Government's view should be solved urgently through negotiations between the parties 
directly involved. Norway would also continue in the future to provide humanitarian 
assistance through the channels of its choice. 

Mr LILLIS (Ireland), speaking on behalf of the 12 Member States of the European 
Community, said that their policy on the Middle East conflict remained unchanged. They 
continued to be deeply concerned at the deterioration in the health standards and 
conditions of the Arab population of the occupied territories and had expressed serious 
concern regarding violations of human rights in those territories, recalling the need for 
the occupying power to observe strictly its obligations under the Fourth Geneva 
Convention, to which that power had notably not conformed in such basic areas as health. 
The Twelve remained committed to giving their support to WHO in fulfilling its 
responsibility for ensuring that the Palestinian people in the occupied territories 
enjoyed the highest attainable standard of health. In the same spirit, they supported 
the activities of other organizations, such as UNRWA and the International Committee of 
the Red Cross, since by their humanitarian action they also made a significant 
contribution to the improvement of health. 

The Twelve were aware of the continued difficulties that those organizations had 
encountered in endeavouring to carry out their humanitarian tasks because of the 
conditions which prevailed in those territories and which adversely affected the health 
of the Palestinian people. That situation called for a more active and extensive role on 
the part of WHO, and the Twelve reaffirmed their support for positive measures in that 
respect. Particularly they once again reiterated their request to Israel to cooperate 
with WHO and to allow the Special Committee of Experts to visit the occupied territories 
and to fulfil its mission. 

The Twelve noted with appreciation the efforts being made by WHO to develop and 
implement the special technical assistance programme to improve the health conditions of 
the Palestinian people in the occupied territories. The Organization could count on 
their support in intensifying the implementation of the programme in cooperation with all 
Members of WHO and with intergovernmental and nongovernmental organizations in the light 
of relevant Health Assembly resolutions. It would be recalled, however, that when a 
resolution on that agenda item had been adopted at the previous Health Assembly, the 
Twelve had been obliged to abstain because the text contained a number of points which 
raised difficult legal, administrative and financial problems. Their position in that 
respect remained unchanged. 

The European Community and its Member States had affirmed their determination to 
increase substantially their aid to the inhabitants of those territories. Within the 
framework of the new 1990-1992 triennial convention, the Community would continue and 
increase its aid to Palestinians through UNRWA, which had amounted to more than 
ECU 388 million since 1971. It wished to see the activities of UNRWA carried out without 
hindrance. During the same period, the "European Council" had established as an 
objective the doubling of the Community direct aid which, since 1981, had amounted to 
ECU 23 million. The Community thus intended to contribute to the economic and social 
development of the occupied territories and, by its efforts in the areas of health and 
education as well as by support for local Palestinian institutions, to help to preserve 
the common future of the Palestinian people. 

Mr HAMMOND (Canada) said that his country supported and would continue to support 
both Canadian and international programmes designed to provide humanitarian assistance to 
Palestinians, because of its awareness of the plight of those people. His delegation had 
voted in favour of the resolution just adopted thanks to the helpful changes that had 



been incorporated after negotiations which had been conducted in a spirit of compromise 
and had resulted in a much improved text. It nevertheless wished it to be recorded that 
the resolution, even after those changes, retained some elements, such as those relating 
to settlements, which introduced extraneous political issues into the work of WHO. 
Canada believed that, if those elements had been removed, the text would have had even 
greater force in reflecting the consolidated view of the international community. Given 
the importance of the issue, it hoped that the Health Assembly would succeed in arriving 
at a consensus at its next session and that all efforts would be directed to that end. 

Mrs HU Sixian (China) said that the health conditions of the Arab population of the 
occupied territories had long been a matter of general concern and the subject of 
discussion among participants in the Health Assembly. China appreciated WHO's efforts to 
improve the health conditions of the Arab population of the occupied territories and 
sympathized with the plight of the Arab people. The Chinese Government was greatly 
concerned with the evolution of the situation in the Middle East, noting that although 
there had been some positive developments in that region, the Israeli Government still 
clung to its rigid stand and had not only failed to withdraw from the occupied 
territories, but had recently encouraged emigration to them, which had caused great 
concern to PLO and to Arab States. The prolonged occupation of the Arab territories by 
Israel had proved to be extremely harmful to the health services of those territories and 
to the physical and mental health of their Arab and Palestinian inhabitants - a matter of 
great concern to the international community. China strongly condemned the Israeli 
authorities for their policies of aggression and expansion and their acts of oppression, 
and firmly supported the Palestinian and other Arab peoples in their struggle. It 
believed that only when Israel ceased its oppression of the Palestinian people in the 
occupied territories, accepted proposals for peace and withdrew from those territories, 
thus allowing the Palestinian and other Arab peoples to become masters of their own fate, 
could the health conditions of the Arab people in those areas be genuinely improved and 
the strategy of health for all by the year 2000, as proposed by WHO, be implemented in 
that region. The Chinese Government and people were prepared to work with WHO for the 
improvement of the health of the Arab population of the occupied territories, and on that 
basis her delegation had voted in favour of the resolution. 

Dr ELARABY (Egypt) observed that the question under discussion, which was considered 
every year by the Health Assembly, was one which affected the lives of a whole population 
and for which a just solution could not be found until the Israeli occupation was brought 
to an end. The Health Assembly's task was to determine, under very difficult conditions, 
the best means of providing the necessary health environment for the population of the 
occupied territories. Despite the efforts deployed by WHO and other specialized 
agencies, particularly UNRWA, the population still lacked the minimum levels of primary 
health care. He did not wish to go into detail about Israel's terrorist activities 
against, and oppression of that population, and its policy of trying to quell the heroic 
intifada by brute force, but merely to refer the Committee to the annual report of the 
Director of Health of UNRWA (document A43/INF.DOC./1), which painted a vivid picture of 
deteriorating health conditions in the occupied territories, and to point out that the 
permission given to Soviet Jews to settle in those territories would result in an 
increase in the number of people sharing the meagre existing health facilities. 

It was now more important than ever for the international community to comply with 
the resolutions adopted by each successive Health Assembly since the Nineteenth, when it 
had been stipulated that Palestinians who had left their homeland were entitled to return 
to it. The Special Committee of Experts had last visited the occupied territories in 
1985, since when the Government of Israel had refused to cooperate with it. The 
Committee had been trying to carry out the duties entrusted to it by collecting data from 
Jordan, Syrian Arab Republic and Egypt, and in April 1990 had had contacts with senior 
officials of the Red Crescent Society in Cairo, but the international community should 
continue to exert pressure on the Israeli authorities to allow the Committee to fulfil 
its mandate properly through first-hand observation of health conditions in the 
territories. 

He thanked the Director-General for his valuable report (document A43/23) and for 
his efforts to implement operative paragraph 5 of resolution WHA42.14, concerning the 
establishment of an organizational unit on the health of the Palestinian people in WHO 
headquarters, and requested him to do so by providing the necessary financial allocations 
and employing Palestinian personnel. It also urged donor countries to provide financial 



and technical assistance to the Ramallah and Gaza Health Service Research Centres and the 
Health Manpower Development Centre at Ramallah. The Regional Director for the Eastern 
Mediterranean was to be thanked for his continued efforts in cooperation with UNRWA. 

Egypt considered that financial, technical and health assistance to the Palestinian 
people should be provided within a comprehensive and integrated plan and coordinated in 
consultation with that people, who alone were entitled to decide on a national health 
policy and strategy. The international community should ensure that adequate resources 
were provided and would actually reach the Palestinian people. He thanked participants 
for their endorsement of the resolution and expressed appreciation of the understanding 
and cooperation of the European Community. Egypt hoped in the near future to see 
Palestine as a fully fledged Member of WHO and of all other international bodies. 

Mr MAL'CEV (Union of Soviet Socialist Republics) said that his delegation had voted 
for the resolution because of the spirit of consensus that had been achieved. It 
nevertheless, in accordance with its position of principle with regard to the settlement 
of the Middle East conflict, endorsed the statements in which the aggressive policy, 
followed by Israel in the illegally-occupied Arab territories, including Palestine had 
been condemned. 

With regard to Soviet Jews emigrating to Israel, mentioned during the debate, the 
Soviet Union's position in respect of the emigration of Soviet citizens, irrespective of 
their ethnic group, was based on the international obligations it had assumed. In the 
context of the democratization of Soviet legislation, a new law on immigration and 
emigration would shortly be enacted in the Soviet Union and would be in conformity with 
international law and the Helsinki and Vienna agreements subscribed to by all European 
countries. It was important to note that Soviet citizens leaving the Soviet Union would 
retain their passports and would thus be able to return to their country at any time. 
The Soviet Union was concerned by the fact that they might become involved in an unlawful 
policy in the occupied Arab territories, and was therefore trying to persuade the 
Security Council of the United Nations to adopt an effective resolution that would 
reflect the opposition of the international community to acts directed towards changing 
the demographic structure of the occupied territories. The aim was to secure reliable 
guarantees, in pursuance of the relevant United Nations decision; that emigrants would 
not be settled in those territories. However, persons leaving the Soviet Union must be 
completely free to choose their country of residence. 

He called on the United States of America and European and other States to increase 
the number of immigrants, including Soviet Jews, that they accepted, and to abandon the 
practice of setting artificial limits on immigration into their countries. Concerted 
efforts by the international community to achieve a rapid settlement of the Middle East 
problem as a whole, and an equitable solution of the problem of Palestine, would also 
help in the search for effective solutions of problems arising in connection with 
emigration to Israel. 

Ms AKWENEYE (Namibia) said that, because of its inexperience in the procedures of 
WHO, her delegation had abstained from voting on the resolution, although its intention 
had been to vote in favour. She hoped that that statement would be reflected in the 
record of the meeting. 

The CHAIRMAN said that it would. 
The resolution would be the subject of the fourth report of Committee В to the 

plenary Health Assembly. 

It was so agreed.丄 



The CHAIRMAN announced that Committee В had come to the end of its work for the 
current Assembly. The Committee had had a heavy agenda, dealing at times with complex 
questions on which opinion had been divided, but it had been able to complete its work on 
time. The credit for that achievement must go to all delegations, which had shown great 
cooperation and understanding; special thanks were due to those delegations and 
officials, including the Director-General, who had worked tirelessly behind the scenes in 
negotiations on difficult issues in order to achieve consensus and to minimize 
unnecessary polarization during the Committee's deliberations. His thanks were due to 
the Vice-Chairman, the Rapporteur, the representatives of the Executive Board and members 
of the Secretariat who had worked day and night and whose efforts had made it possible 
for the Committee to go about its business efficiently and smoothly. 

The meeting rose at llh50. 
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