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NINTH MEETING 

Tuesday, 12 May 1992, at 14h30 

Chairman: Dr С. L. MEAD (Australia) 
laten Dr V. LAWSON (Benin) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Strengthening technical and economic support to countries facing economic constraints (including least 
developed countries) (Resolutions WHA43.17 and WHA44.24; Document A45/10) (continued) 

Improving technical cooperation among developing countries (Resolution WHA43.9; Document A45/11) 
(continued) 

The CHAIRMAN announced a correction to document A45/11, paragraph 44’ where the list of ASEAN 
countries given in parentheses should read: "(Brunei Darussalam, Indonesia, Malaysia, Thailand, Philippines)". 

Dr GEORGE (Gambia) expressed his appreciation of the report in document A45/10 and welcomed the 
intensification of WHO cooperation with countries and peoples in greatest need, whose health and economies 
were deteriorating. Among the action to be taken at global, regional and national levels, emphasis should be 
placed on improved planning for greater efficiency and the best use of existing resources. In that regard the 
multisectoral country teams set up by the Regional Office for Africa, and consisting of national experts, had 
greatly expanded the capacity of national WHO offices to respond to health needs in a holistic way. 

Better transfer and sharing of information • both negative and positive - among countries was important 
as it permitted better planning and a rapid response to requests. The activities of donors, especially 
nongovernmental organizations, should be coordinated at the national level to avoid duplication and waste of 
resources. To that end, an information network had been developed in the Gambia between donors and the 
Ministry of Health; WHO was expected to play an important part in its operation. 

Three important issues should be addressed. First, additional resources were needed, at global and 
regional levels, if WHO were to achieve its new objectives and if the new expectations of the least developed 
countries were to be met. He asked what might be the constraints on WHO. Secondly, innovative measures 
should be taken to retain the national experts required to sustain health development. Thirdly, donors should 
be convinced that health was the basis for development in the least developed countries and that women were 
an important factor in development. Donor interventions should thus be comprehensive. 

Mrs BINGULAC (Yugoslavia), commenting on document A45/11, said that TCDC had been used by the 
non-aligned and other developing countries to accelerate implementation of their strategies for health for all 
through primary health care. Yugoslavia, in cooperation with those countries and with the support of WHO, 
had played a leading role in formulating the first and second medium-term programmes and the initial plan of 
action (1990-1991) on use of TCDC for achieving health for all and in the Declaration on Health as a 
Foundation for Development adopted by the Ministers of Health of Non-aligned and Other Developing 
Countries in May 1990. 

In view of the potential of TCDC for economic and health development, Yugoslavia had provided 
financial, technical and human resources to support the concept of TCDC, by organizing a series of colloquia 
on developing leadership for health-for-all strategies. The colloquia had brought together senior policy-makers 
and public health administrators, community leaders and leaders of professional, educational and training 
institutions in many developing countries. WHO had provided significant support in many areas • for technical 
meetings of senior health experts from developing countries and meetings of ministers of health of non-aligned 
and other developing countries; by facilitating interaction of institutions in developing countries at regional, 
national and international levels; by establishing regional focal points for TCDC; by building components of 
TCDC into WHO programmes; and by allocating funds for TCDC in the regular programme budget for 1992-
1993. 

The Sixteenth Meeting of Ministers of Health of Non-aligned and Other Developing Countries, which 
had been held on 6 May, during the present Health Assembly, had again emphasized the significance of TCDC 
for achieving the goal of health for all. A report would be submitted to the Coordination Bureau of the non-



aligned countries, which was currently meeting in Bali, Indonesia, summarizing TCDC activities to date and 
proposing that the Tenth Conference of Heads of State or Government of Non-aligned Countries be 
recommended to adopt a resolution on health and development or in some other manner support the efforts of 
the non-aligned and other developing countries and WHO to implement the goal of health for all; those 
countries would be called upon to continue TCDC to that end. Yugoslavia would continue to support any 
strengthening of TCDC so that common goals could be achieved. 

Dr KORTE (Germany) welcomed the emphasis placed by WHO on least-developed countries and on 
technical cooperation between developing countries. While the capacity of his country to provide additional 
resources was limited, there were strong possibilities for cooperation through bilateral channels, which had 
perhaps not been used to the fullest extent. Germany's first concern was to support district health systems 
based on primary health care; it would, for instance, welcome requests to support family planning programmes 
that used that approach. Opportunities should be taken up for integration with WHO activities, which would 
also facilitate closer coordination of bilateral and other donor activities and assist countries in developing 
national plans. Germany would support programmes for specific diseases such as AIDS, cholera and malaria 
and already supported subregional programmes that offered opportunities for technical cooperation and 
exchange between developing countries. 

Health financing was a particular problem, and systems were being devised to advise countries (including 
the countries of eastern Europe, if requested) on developing effective and efficient insurance systems. / 
Programmes for that purpose should be accompanied by a health research component to monitor progress, 
develop new tools and develop national capacities to take up such activities. 

Dr LAWSON (Benin) said that her country had been among the last to ask for support under the 
intensified cooperation initiative, although - despite various bilateral and multilateral agreements with � 
nongovernmental organizations - Benin was in economic crisis. She asked whether the intensified support 
would apply only to the area of health; her country wanted to reinforce the existing health system, but what 
would the long-term result be? The populations of developing countries, especially in Africa, and their 
governments, most of which were bankrupt, would not be able to sustain the work. The length of the various 
projects that were being set up or strengthened should be taken into consideration in planning intensified 
support. WHO and nongovernmental organizations, in consultation with the countries involved, should also 
address the issue of "after-supportV ‘ t . 

At present, nothing could be done about the population explosion in Africa. It was the consequence of 
all the efforts to improve the health of the people: by immunization and other means. At some time in the 
future, the increased population would stabilize and start to decrease, but that would only come with economic 
development, which called for integrated development assistance. 

Large sums should be made available for simultaneous development of health, the economy, 
communications and all other areas. WHO should initiate integrated programmes, facilitate decentralization 
and find ways of stimulating communities to take responsibility for their health. In the health programme her 
country wished to establish, for instance，it was hoped that communities would take responsibility for their own 
health problems, but they lacked the means to do so; within integrated programmes, women could start micro-
projects that would provide them with a little money to take responsibility for their own health and that of 
their children. The development effort had to be sustained but should be intensified by the imposition of a 
fixed time limit. Tripartite action by partners in development, the countries of Africa and their communities 
would bear fruit. 

Dr NYMADAWA (Mongolia), commending the reports in documents A45/10 and A45/11, thanked 
WHO for its rapid, efficient response to Mongolia's request for intensified support to meet its economic crisis. 
Projects under the intensified cooperation initiative should be highly specific, sufficiently funded and time-
limited. He suggested that, for optimal efficiency, support should be concentrated in fewer areas, such as 
improvement of health care management and economics and mobilization of external and internal resources, 
and should be limited to a period not greater than five years. 

Professor COSKUN (Turkey) emphasized the importance of technical cooperation among developing 
countries and stated that TCDC activities between his country and countries of central and eastern Europe and 
former republics of the USSR seemed likely to yield promising results. 

He requested elaboration of the statement in paragraph 61 of document A45/11, to the effect that 
different offices within the United Nations system had different appreciations of the usefulness and 
applicability of TCDC and different interpretations of the TCDC concept. He hoped that the impediments to 



TCDC described in section VII of the document would be overcome by implementation of the 
recommendations set out in section VIII. 

Dr KIDANEMARIAM (Ethiopia) thanked WHO for its support of the national institute of health 
research in her country. The Technical Discussions on "Women, health and development11 had indicated that 
much remained to be done through TCDC to improve women's health and their role in health and 
development. Information could be produced, shared and strengthened, and services including the evaluation 
of research, could be improved. Community involvement should be taken into consideration in research, and 
the capacity of women to participate should be improved. That would require research specifically directed to 
women and to adolescent girls and research into appropriate technology. Sharing the documentation and 
experience derived from such studies would save resources. 

Dr FUKUDA (Japan), welcoming the report in document A45/10, said that although there appeared to 
have been good progress towards health for all, the health gaps between and within countries appeared to be 
widening. In order to close them, effective measures were required to address the needs of the least 
developed countries. Japan fully supported WHO's new initiative to intensify cooperation with countries in 
greatest need and would continue to make a voluntary contribution to the programme. It was hoped that 
WHO would continue to increase its efforts towards the establishment of effective cooperation within the 
United Nations system and with Member States. 

Mrs HANSON (Jamaica) commended both reports before the Committee. The assistance being given 
through РАНО to the English-speaking countries of the Caribbean, and to Jamaica in particular, was greatly 
appreciated. The seven priority areas for cooperation selected by the ministers responsible for health in the 
Caribbean (paragraph 17 of document A45/11) were receiving full attention. In order to counter the brain-
drain of its health professionals, Jamaica had strengthened its human resources development programme. 

A Caribbean Public Health Association had recently been established, demonstrating the subregion's will 
to work together to achieve health for all its people. The Association would be determining further priority 
needs and strategies to address them, especially at primary health care level. She thanked Canada for the 
assistance it was providing to the Caribbean for the Association and in numerous other ways. 

It was hoped that technical and financial cooperation with developing countries could be strengthened to 
enable them to provide optimum health care for their peoples. The important role WHO was playing in that 
effort at global, regional and country levels was acknowledged. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that Member States had 
responded favourably to the idea of strengthening technical cooperation and financial support to the poorest 
countries. The Board had considered that such technical cooperation should be incorporated into the Ninth 
General Programme of Work and in the corresponding biennial programme budget. Pooling experience on 
successful technical cooperation efforts among developing countries would also favour cost-effective and 
appropriate development. 

Dr JANCLOES (Office of International Cooperation) said that the challenge involved in strengthening 
technical and economic support to needy countries was immense as their situation in many cases continued to 
deteriorate, while the Organization's capacity to respond was still limited. Political support and greater 
guidance were needed from all WHO's partners in the initiative, as well as enhanced financial and technical 
support for countries in need. All countries from both North and South, should be involved in the initiative. 
He applauded those that had or were about to make commitments. 

Responding to comments made, he drew attention to the need to cope with successive readjustments. 
Although the goal of the initiative was obviously the same for all, cooperation at country level had to be 
country-specific and retain a degree of flexibility. Nevertheless, since further clarification of such strategic 
approaches would be useful, WHO was preparing a document to facilitate implementation of the initiative in 
all its complexity and diversity. 

Modalities of support at country level had been progressively formalized, and involved cofînancing from 
all levels of WHO and all partners in the initiative. A financial reporting system had been developed, and 
financial statements for each country were made available to WHO's partners. Management procedures were 
determined country by country in the light of the respective responsibilities of the various protagonists and 
accounting reviews had been introduced. As to follow-up of programme operations, which had begun only two 
years previously, it was planned to strengthen managerial support for country operations by recruiting an 
administrative officer. That would also strengthen liaison between the initiative and the administrative and 



financial sides of the Organization as a whole. An evaluation of the initiative's operational efficiency and 
pertinence was planned for the coming year. 

Considerable efforts had been made at all levels to strengthen WHO,s capacity for response. At 
headquarters, an interprogramme task force had been established. At regional level, a considerable effort had 
been made to achieve programme and financial integration, thus reinforcing the use of country budget 
allocations. At country level, WHO country teams had been strengthened. Intensified WHO support had been 
provided in response to countries which had appealed for assistance. That had been the only criterion so far 
for deciding whether a country required support. 

WHO's capacity to cope with new problems that countries identified for intensified support had to be 
strengthened. New areas included new cost-sharing mechanisms, sustainable funding, improvement of working 
conditions for health personnel, their motivation, integration of separate programmes, strengthening of country 
capabilities for coordinating international cooperation, and better management of health services. In that 
context, new approaches had been developed to promote multilateral and bilateral cooperation. WHO was 
making every effort to strengthen solidarity among members of the international community so as to respond 
more quickly, more vigorously and more satisfactorily to those in desperate need. 

Dr VUKMANOVIC (Office of International Cooperation) said that the Secretariat had taken note of 
the United Kingdom's suggestion that future reports should contain a more detailed analysis of the benefits 
and problems of TCDC. The suggestion of Cuba that there should be a more coherent approach to 
overcoming financial constraints had also been noted. The remarks of the delegate of Thailand concerning the 
concept of "technical cooperation among developing villages", and those of India on that country's capability to 
assist others in various areas of disease prevention and control, health systems and infrastructure development 
were also of great interest. 

The representative of the Executive Board had earlier described the Organization's work in TCDC in 
health matters. In that context, an interregional consultation on TCDC programmes on health was to be held 
in early 1993; it would consider in-depth ways to overcome the constraints mentioned in the discussion. 

In reply to the Turkish delegate's query, he said that it was understandable, given their different 
mandates, that different agencies should have different perceptions of the TCDC concept. WHO felt that 
perhaps the time had come for all the partners concerned to work more closely together in ensuring that their 
staff at country level had the requisite knowledge and capacities to contribute to building up information on 
the technical cooperation needs and priorities of countries, which could then be shared among countries, so 
assisting them in responding to their own priorities. { , 

The DEPUTY DIRECTOR-GENERAL said he shared Benin's concern over sustainability and the need 
for development as a whole to be closely linked to health development. Sustainability was the heart of the 
whole approach to the initiative at country level in order to ensure that should there be any qualitative or 
quantitative change in support there would be no reversal of progress. ： ' м. 

Mention had been made of possible limitations to strengthened support. However, because of the 
growing gap between the developed and the least developed countries, the political and strategic aspects of the 
initiative were of vital importance. Should the situation be ignored, the realities and needs of countries could 
not be met. The initiative was a modest effort to direct efforts to where they could meet specific and urgent 
needs. 

The initiative operated in three concentric circles, all centred on country needs. The first circle 
represented WHO'S efforts to redeploy its resources at regional, country and headquarters level. Although, as 
had been mentioned by the delegate of the Gambia, such approaches had already been developed in the 
regions, and especially in Africa, there was nevertheless room for them to be strengthened by pooling resources 
to allow countries in particular need of cooperation to advance more rapidly. The second circle was 
represented by the efforts of other development agencies, both within and outside the United Nations system, 
to conduct their multilateral action within the overall plan developed by the countries concerned with the help 
of WHO. The third circle was represented by bilateral assistance from individual countries joining in the 
overall health development plan. The initiative would thus appear to be the right response to specific 
situations in countries in need, even though improvements were still possible. 

Replying to the United Kingdom's remarks, he said that the conference on macro-economics to be held 
in June 1992 was being convened in answer to the continuing need to strengthen the Organization's expertise 
in economics and health economics. A country-by-country approach should provide the Organization with 
information on methodology gained from experience in the field. The meeting would also provide an 
opportunity to draw conclusions and to reinforce the Organization's crucial role in standard setting. 



Dr MONEKOSSO (Regional Director for Africa) said that one of the most valuable aspects of 
cooperation between the Regional Office for Africa, the WHO Office of International Cooperation and WHO 
offices in the countries of the African Region had been the opportunity to take a considered look at policy 
frameworks within which Member States could build their health programmes. The results of such work could 
then be submitted to donor round-tables for response to country needs. In other words the intensive 
cooperation programme was designed not so much to provide large amounts of money as to help countries 
develop financeable programmes for the donor community to consider. 

Another point was that the programme had accelerated the process already under way to make WHO 
representatives a focal point for donor coordination. That was no easy task and was only possible through the 
dialogue process described. One difficulty was that the programme might spill over into areas covered by 
other individual programmes, for which different headquarters divisions were responsible. The Regional Office 
therefore endeavoured to avoid overlap between the intensified cooperation initiative and other programmes. 

Sustainability was extremely important but little progress had been made towards it. The approach of 
the Regional Office had been to select WHO health development support teams from national experts to assist 
WHO representatives. Technical cooperation implemented by national experts in their own countries 
obviously promoted sustainability. Another useful aspect was that such experts could be called upon to serve in 
another country, thus promoting technical cooperation among developing countries under the WHO regular 
budget at minimum cost in monetary terms but making a very valuable contribution to Member States and to 
WHO programmes and strategies. 

Expanded Programme on Immunization (progress report), and vaccine quality (Resolution EB89.R8; 
Document A45/8) (continued) 

The CHAIRMAN recalled that a number of delegates had proposed amendments to Executive Board 
resolution EB89.R8, some of which might have appeared contradictory. The sponsors had now agreed on the 
wording of those amendments, which she requested the Secretary to read out. 

The SECRETARY said that a total of four amendments had been proposed by Cameroon, Jordan and 
Mongolia. The first was to add a seventh preambular paragraph to read: 

"Aware that the Global Advisory Group has set operational targets for the introduction of 
hepatitis В vaccine in immunization programmes and that these targets are consistent with those 
recommended by the International Conference on the Control of Hepatitis В in Developing Countries 
held in Yaoundé in October 1991;". 
The second was to add a fourth subparagraph to paragraph 3’ reading: 
"(4) to strengthen the system for epidemiological surveillance of EPI target diseases and other high 
priority diseases;". 
The third was to add a fifth subparagraph to paragraph 3, reading: 
"(5) to integrate cost-effective new vaccines, such as hepatitis В vaccine, into national immunization 
programmes;". 
The fourth was to add a fifth subparagraph to paragraph 5，reading: 
"(5) to strengthen financial mechanisms that would permit the rapid integration of cost-effective new 
vaccines into national immunization programmes;". 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) suggested that the newly-proposed 
paragraph 3(5) should be further amended to read: 

H(5) to integrate cost-effective new vaccines, such as hepatitis В vaccine, into national immunization 
programmes in countries where it is feasible to do so;". 

The draft resolution recommended by the Executive Board in resolution EB89.R8, with the first three 
amendments read out by the Secretary and the further amendment proposed by the representative of the 
Executive Board，was approved. 

Dr Lawson took the Chair 



2. DRUG POLICIES: Item 19 of the Agenda 

Essential drugs: Item 19.1 of the Agenda (Resolutions WHA43.20 and EB89.R4; Document A45/12) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the item, said that 
despite the significant progress recently made by the drug sectors in developing countries, the basic needs -
namely greater coverage, lower prices, improved quality, and better use • remained largely unmet. However, 
the primary problem was now the fact that widespread socioeconomic deterioration in developing countries 
was impeding the implementation of effective, efficient and sustainable programmes. Moreover, if the world's 
population continued to grow at the current rate and the additional resources necessary to expand health 
services and essential drugs programmes were not forthcoming, the percentage of the world's population with 
access to essential drugs would in all probability remain static. To combat that situation, the WHO Action 
Programme on Essential Drugs performed two functions: to provide conceptual leadership and advocacy in 
mobilizing and coordinating a global collaborative effort to improve the world drug situation, and to cooperate 
with Member States and international, bilateral and nongovernmental organizations in support of the 
formulation and implementation of national drug policies and essential drugs programmes and activities in 
developing countries. 

The Committee on Drug Policies, which had met on 17 and 18 January 1992 to review the progress 
report by the Director-General on the implementation of WHO's Revised Drug Strategy as it related to the 
Action Programme, had orally reported to the Executive Board that, at the community level, the essential 
drugs list had been adopted by over 100 countries, that 64 Member States had essential drugs programmes in 
operation, and that a further 28 were preparing to introduce such programmes in part. Meanwhile, however, 
population growth and worsening economic problems continued to deprive many patients of the drugs they 
needed. 

In the course of their discussions, Board Members had acknowledged that equity, as an objective of the 
health for ail strategy, could not be achieved unless essential drugs were made accessible to the 50% of 
humanity that was in need of them, but it had recognized that there were many problems in relation to drug 
policies and that further efforts were needed. Cooperation between WHO and national bodies on quality 
control, production, distribution and rational use of drugs should be strengthened, as should the quality 
standards for both production and registration. The global situation remained far from satisfactory. As gaps 
in the economic and health status between the developed and the least developed countries increased, the 
number of developing countries where economic constraints restricted access to essential drugs was becoming 
unacceptably high and was having an impact on morbidity and mortality. 

The Board had welcomed the progress made by the Action Programme, particularly its support for 
national policies, as reflected in its budget, some 70% of which had been allocated to direct country support. 
It had，however, expressed concern about the shortfall in funding for the present biennium. Many developing 
countries were dependent on drug imports but a shortage of funds and hard currency made it difficult for them 
to ensure a regular supply of essential drugs and hindered effective quality assurance of drugs. Moreover, 
most developing countries could not afford their own quality control laboratories. 

The Director-General had emphasized to the Board the importance of resolving the question of how to 
ensure coordination of all drug-related aspects within the Revised Drug Strategy and had stressed the 
importance of WHO maintaining its leadership in the field of essential drugs. 

The Executive Board recommended to the World Health Assembly the adoption of the draft resolution 
contained in resolution EB89.R4. 

Professor POORWO SOEDARMO (Indonesia) said that until 1979 Indonesia's drug programme had 
concentrated mainly on achieving self-reliance in drug production through domestic and foreign investment, 
and on drug control. The focus had now shifted to rationalization of drug supplies and use through the 
introduction of the essential drug concept. The concept of generic essential drugs had been introduced in 1986 
in both the public and private sectors. Since 1989，a ministerial decree had required that public health care 
workers should prescribe only generic drugs in the interests of cost-effectiveness. In an effort to optimize its 
limited resources, Indonesia had established its fourth national essential drugs list in 1991, the first edition 
having been issued as long ago as 1980. The whole process of drug provision, management and use was now 
subject to quality assurance. In parallel with its drug rationalization effort, Indonesia was also implementing 
programmes to improve the operational efficiency of the essential drug supply network, with a view to 
decentralizing drug planning and management to the district level. 

Indonesia was grateful for the assistance provided to it by WHO over the years. In 1979, the 
Organization had carried out a situation analysis, which had identified the major problem areas as being drug 



proliferation; inefficient drug procurement, storage and distribution; and weak legislation and control. In 
1979-1980, it had helped to formulate Indonesia's comprehensive national drug policies. A WHO review of the 
Indonesian drug programme in 1989 had led to a recommendation that the Government initiate a programme 
to promote the use and effective management of drugs within the framework of an integrated and 
comprehensive national drug information system. A project proposal based on that recommendation had the 
previous year been approved by the WHO Action Programme for the period 1991-1993. 

There was now an urgent need for WHO to act as a catalyst in the further development of Indonesia's 
essential drug programme, by collaborating in quality assurance through the establishment of a certification 
scheme and of a pharmaceutical inspection committee. 

Indonesia supported the draft resolution recommended by the Executive Board. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that essential drug policies 
and programmes were not only integral components of WHO’s Revised Drug Strategy, but were also vital 
inputs for reforming health services and infrastructures. The Action Programme was therefore an important 
instrument for promoting health sector development, and the United Kingdom afforded high priority to its 
activities. 

The progress report in document A45/12 revealed both the encouraging progress made and the problems 
that remained to be overcome. He congratulated the Programme Director and his staff on their achievements 
over the previous biennium despite various difficulties. 

The Action Programme faced many challenges arising out of the economic difficulties and structural 
adjustments with which many developing countries were grappling, the limited resources available to donors 
and the problems currently affecting the pharmaceutical industry in Eastern Europe. The strategic options 
available to the Programme over the coming decade would depend upon the identification of an appropriate 
response to those challenges. 

The United Kingdom welcomed the establishment by the Programme's Advisory Committee of an 
Ad hoc Support Group to examine and recommend priorities and strategic options for the Programme over 
the coming five years. The Group should concentrate on three main issues: global and national drug policies; 
quality assurance; and information, education and communication relating to the rational use of drugs. 

In conclusion, he expressed the United Kingdom's whole hearted support for the Action Programme. 

Professor KHONJE (Malawi) said that Malawi attached considerable importance to the Action 
Programme, since a health service without basic essential drugs lacked credibility. Furthermore, the essential 
drugs concept represented a means of achieving more equitable access to safe, effective and high-quality drugs 
and of making considerable savings in a country's budget for drugs - usually a major item of expenditure for 
most health services in developing countries. 

Malawi had - with the assistance of the World Bank, the Netherlands, and the WHO Action Programme 
on Essential Drugs - developed a comprehensive essential drugs programme as an integral part of its National 
Pharmaceutical Programme. The guiding principles of that programme were contained in Malawi's 
comprehensive National Drug Policy, in which connection he noted that the formulation of such a written 
policy was the centre-piece of a sound essential drugs programme. It was also vital that the key players in a 
country's public and private sectors should participate actively in the formulation of such a policy at national 
level. Malawi's comprehensive programme also served as the vehicle for the training of manpower at all 
operational levels of the pharmaceutical sector. 

Since the promotion of rational drug use was an important component of any essential drugs programme, 
action had also been taken in that respect. It included the publication of standard treatment guidelines and of 
the Malawi National Formulary, the compilation of standard drug lists structured according to the level of use 
in Malawi's decentralized health service, and prescriber-training seminars. The concept of essential drugs was 
also taught to final-year medical students at the University of Malawi in order to ensure that they became 
reasonably conversant with the Ministry of Health's policies. 

Noting from the progress report that a considerable number of Member States had adopted the essential 
drugs concept, albeit to varying degrees, he urged the Action Programme to distribute to Member States the 
new indicators referred to in paragraph 28 of the report, so as to enable them to improve the evaluation and 
monitoring of their programmes. 

Together with Botswana, Guinea-Bissau, Lesotho, Mali, Tunisia, Zambia and Zimbabwe, Malawi 
proposed the following amendments to the resolution recommended by the Executive Board in its resolution 
EB89.R4: 一 



(a) the addition of a further preambular paragraph, reading: 
"Reaffirming the continued validity of the essential drugs concept as a means of achieving greater 
equity of access to safe and effective medicines," 

(b) amendment of paragraph 2(2) to read: 
"(2) to utilize global and local experience in developing national drug policies and in strengthening 
national drug infrastructure with a view to ensuring the regular supply and rational use of a 
selected number of safe and effective drugs and vaccines of acceptable quality, at the lowest 
possible cost, based on the concept of the WHO Model List of Essential Drugs;" 

(c) amendment of paragraph 3 to read: 
"3. URGES the development agencies and other collaborating organizations: 

(1) to increase their efforts and contributions through continued support for the Programme; 
(2) to promote and adopt essential drug policies in their health development work;" 

(d) amendment of paragraph 4(1) to read: 
"(1) to continue to review closely the progress achieved within the Action Programme as the 
central component of WHO's activities in support of the revised drug strategy;" 

(e) amendment of paragraph 5(1) to read: 
"(1) to intensify WHO's direct support to countries in formulating and implementing national drug 
policies and essential drugs programmes in conformity with the mandate of the Action 
Programme;11 

(f) the addition of a new paragraph 5(2)，reading: 
"(2) to strengthen the role of the Action Programme in providing conceptual leadership and 
advocacy in mobilizing and coordinating a global collaborative effort to improve the world drug 
situation;" 

(g) the consequent renumbering of the current paragraphs 5(2) and 5(3). 

Dr SADRIZADEH (Islamic Republic of Iran) shared the Organization's concern about the lack of access 
to essential drugs in developing countries; that problem would probably worsen in coming years as a result of 
the economic crisis, rapid population growth and regional conflicts. 

By the end of 1991，113 countries had adopted essential drug lists; however，only 66 Member States had 
operational essential drug programmes. In consequence, the Action Programme needed to be more active in 
providing technical and financial support to the developing countries, thereby helping them to implement 
national drug policies and programmes. 

In 1980, his Government had initiated a new drug policy aimed at replacing brand-name drugs with 
generic drugs, reducing the number of drugs, achieving national self-sufficiency in producing generic drugs, and 
making essential drugs available to ail at affordable prices. In spite of some opposition, the Ministry of Health 
had successfully implemented the main elements of that new policy. The Islamic Republic of Iran currently 
met about 93% of its domestic pharmaceutical needs and had dramatically decreased the number of 
prescription information forms. Material on the rational use of drugs had been incorporated in training 
programmes for advanced medical and pharmacy students. A mass education campaign had been launched to 
increase consumer knowledge and discourage the irrational use of drugs. 

His country fully supported the WHO Certification Scheme on the Quality of Pharmaceutical Products 
Moving in International Commerce. 

Dr FATTORUSSO (Italy) said that documents A45/12 and A45/13 reflected the complexity and 
contradictions inherent in the world drug situation. There were, in fact, two situations - that of the North and 
that of the South - and the gap between them was growing ever more wide. 

Italy supported the proposals contained in document A45/12 and would continue to support the Action 
Programme on Essential Drugs, the utility of which was self-evident. It endorsed the draft resolution 
recommended by the Executive Board and gave provisional endorsement to the proposed amendments. 

According to paragraph 62 of document A45/12, a price and availability monitoring system had been set 
up in the Philippines to ensure that essential drugs were available at reasonable prices through the private 
sector; yet, in paragraph 71, a relatively negative opinion was expressed with regard to the role of the private 
sector in the rational use of drugs. Financing the essential drug supply continued to be a major problem for 
many countries, and he asked whether the socioeconomic studies cited in the report had resulted in new 
strategies for the formulation of national drug policies and the supply of essential drugs to developing 
countries. 



Dr SARR (Senegal) said that，within the framework of a human resources development project, his 
country had taken a number of steps to promote the essential drugs concept, including the elaboration of a list 
of essential drugs, an evaluation of drug needs, training in and strengthening of drug management c^pabUities, 
setting up of storage facilities in local health districts, and election of local health committees. With the 
assistance of Switzerland, Senegal had been able to implement the Bamako Initiative in all of its 45 health 
districts, giving rise to greater confidence and participation of the population in the health service delivery 
system and improved motivation among head nurses in health districts. 

Drugs were currently available at all health levels at reasonable prices. Drug receipts were used to 
restock supplies of drugs and to benefit other priority health programmes, such as maternal and child health 
care. 

Senegal wholeheartedly supported the Action Programme and requested the Director-General to accord 
the country the necessary attention and resources. In view of the increasing number of unqualified drug 
suppliers, the Organization should help countries choose suppliers by publishing, on a periodic basis, a list of 
trustworthy pharmaceutical companies. 

Dr ABU BAKAR (Malaysia) said that his delegation was encouraged by the widespread adoption of the 
essential drugs concept and the fact that an increasing number of countries had operational essential drugs 
programmes. Progress would ultimately depend on efforts at the country level. His own country had been 
implementing the essential drugs concept since the inception of the Action Programme. The Malaysian 
Ministry of Health produced a list of essential drugs, reviewed twice yearly, for use by the public sector. Those 
drugs were available to the poorer population groups at no cost. 

Malaysia had implemented the main components of an ideal national drug policy. The quality assurance 
component, which included sound manufacturing practices and drug registration，had recently been expanded 
to include monitoring of the procurement and delivery of essential drugs. 

He fully endorsed the strategies and activities of the Programme and particularly welcomed its emphasis 
on strengthening national capabilities through technical and managerial training, training of health 
professionals, and public education concerning the rational use of drugs. 

Dr RAKOTOMANGA (Madagascar) said that, as in many developing countries, the essential drug 
situation in Madagascar had three major characteristics: a thriving private sector which was inaccessible to 
80% of the population; a public sector which had hardly any drugs available; and a traditional sector, which 
represented for many people a first and sometimes the only choice. 

The availability of safe, reasonably priced and efficacious drugs represented a serious problem in his 
country. In response, the Ministry of Health had developed a drug programme, based on the concept of 
essential drugs. That programme had had to take into account an inadequate budget, the paucity of human 
resources, and the difficulties involved in selecting, acquiring, storing, distributing and using drugs. The main 
activities of the programme were precise formulation of a national drug policy, elaboration of guides for 
recycling personnel and for improving the use of drugs，studies on health financing with a view to community 
participation, and the establishment of a legislative framework for the drug sector. 

The implementation of such a programme called for adequate technical knowledge and funding. In that 
connection, he thanked those countries and organizations that were providing aid to his country and requested 
an increase in and better coordination of that assistance. He also thanked WHO for its support. 

Dr GEORGE (Gambia) said it was clear that the success and credibility of primary health care 
depended to a large degree on a sustained supply of essential drugs. While endorsing the material contained 
in the report, he also noted the difficulties cited therein, which continued to impede the implementation of 
national programmes. The issue of counterfeit drugs was serious; in that connection, he commended WHO 
for its efforts to establish a quality control laboratory in the Gambia. 

The success of the Action Programme would depend on mobilizing community resources. The Gambia 
supported the Bamako Initiative and noted with satisfaction that the Action Programme was implementing the 
new African Initiative on Essential Drugs. 

Mr MORK (Norway), speaking on behalf of the Nordic countries, said that they appreciated the priority 
granted by the Director-General to the Action Programme and the Division of Drug Management and Policies. 
They noted with satisfaction that over 100 countries had adopted essential drugs lists. At the same time, they 
were concerned about the socioeconomic decline in the developing world and agreed with the Director-General 
that the current level of cooperation was insufficient. 



Equity had for decades been the pillar of Nordic development policy. The Nordic Governments were 
thus very much disturbed at the fact that more than half the world's population still lacked regular access to 
essential drugs. More emphasis on supply was a shortsighted solution. Rather, the Action Programme should 
focus on providing assistance for the development of national drug policies, promoting the rational use of 
drugs, assisting in the selection of a limited number of drugs for all, and providing country support and global 
advocacy for the essential drug concept. 

In spite of the Programme's achievements, only half of the Member States had a national drug policy. 
The Programme needed therefore to strengthen its leadership in developing national drug policies and 
legislation covering both the private and public sector. 

The Nordic countries were also deeply concerned about the increasing problem of counterfeit and 
substandard drugs, which represented a serious threat to public health. WHO should increase its support to 
national regulatory agencies and should consider the possibility of developing an international warning system. 

Further development of patterns of drug use at the national level should be encouraged and an 
assessment of the various health care interventions should be undertaken. The Action Programme also needed 
to develop further methods for economic analysis and testing of various drug financing methods. 

While collaboration between WHO and ministries of health was desirable, the essential drug concept 
must be seen in a broader context, involving other ministries such as those of trade, finance and justice. WHO 
should work with the United Nations and other international organizations in developing cooperation with the 
private health care sector; that should include addressing the role of wholesalers and pharmacies in a mixed 
economy. 

Mrs MOLEFANE (Botswana) commended the Director-General for calling on WHO to increase its 
support for the implementation of national drug policies. At a time when unscrupulous manufacturers were 
offering counterfeit and substandard drugs, it was essential to intensify the collaboration between WHO and 
the countries affected by that problem. 

A major problem in her country was that of inadequate pharmaceutical personnel, owing to the loss of 
trained pharmacists to the private sector, insufficient training facilities and inadequate opportunities. It was of 
vital importance to strengthen the pharmaceutical field in order to maintain high ethical standards. Ensuring 
safe, high-quality and efficacious drugs called for training specialized personnel in quality control methods and 
for intensification of the activities of drug regulatory authorities. 

She reiterated Botswana's support for the draft resolution as amended by Malawi. 

Mrs CORNAZ (Switzerland) said that the Action Programme, should be seen within the context of the 
revised drug strategy, which itself was a vital component of the primary health care strategy. Developments in 
the previous decade confirmed the importance of the drug strategy, whose primary aim was to ensure access by 
all to safe and effective drugs of acceptable quality and to ensure their rational use. The strategy had three 
essential components: better health protection, coverage for all, and optimum resource utilization. 

It was of the utmost importance for each country to be able to devise its own drugs policy and implement 
it effectively. That was what the Action Programme was mandated to do, providing all necessary support for 
studies, training, information, the setting up of structures, and quality assurance. ITie Action Programme could 
and should play a crucial role in implementing the drug strategy and should continue to be actively supported. 
She trusted that the Health Assembly would adopt the proposed draft resolution, possibly with some 
amendments in order to clarify the priorities of the Programme, and hoped that the proposals made by Malawi 
would be submitted in writing. 

Dr PERE RA (Sri Lanka), referring to progress made in his country thanks to the initiative and support 
of the Action Programme, said that a national consultation meeting in 1985 had led to the enunciation of the 
drugs policy and formulation of the national essential drugs list, which had been revised in 1989 at another 
consultation. A WHO-sponsored study had been undertaken on morbidity patterns and drug requirements at 
the primary health care level. Drug quantification methodology based on standard regimes of treatment had 
been successfully tested. The standard regimes had been finalized and were now being used. A manual on the 
management of drugs had been produced and recently revised. A similar manual on the management of 
essential equipment was in preparation. Progress had been made in the area of rational drug therapy, the 
latest strategy being the sensitization of medical interns just before deployment. Credit was due to the Action 
Programme for initiating, nurturing and sustaining the national programme on essential drugs. Continued 
encouragement and support would consolidate the gains made so far. 



Dr MASANGE (Zambia) said that his country's essential drugs policy and essential drugs kit system had 
survived the deterioration of the country's medical infrastructure over a decade. The essential drugs kit was 
distributed from medical stores in the capital to rural health centres staffed by nurses and clinical officers or 
medical assistants. On the whole, the system was working satisfactorily, the two main problems being 
transportation for the distribution of the kits from the provincial to the district level, and storage of the drugs 
in the rural health centres. 

Legislation, now at an advanced stage of preparation, would introduce a system for the monitoring and 
use of essential drugs and quality control to prevent cheap, but ineffective drugs from entering the country. In 
conclusion, he thanked the donor community, especially the Swedish International Development Authority for 
its assistance. 

Professor BADALIK (Czechoslovakia) said that his country had developed a national integrated drugs 
policy which had recently been harmonized with the goals, aims and recommendations of WHO in that area. 
Work was proceeding on the further improvement of existing national drug legislation, which would be brought 
into line with existing laws and regulations in Europe and the United States of America. 

In the Slovak Republic, a national essential drugs list, comprising about 250 drugs and based on 
morbidity statistics and drug utilization studies, had been drawn up taking into account the sixth version of the 
WHO Essential Drugs List. At the federal level, an essential drugs list containing 1200 drugs had been 
prepared in 1991. Both lists had been very helpful at the time of the reform of the Slovak national health 
system. Both lists were computerized and were readily available to all those involved in health policy 
development. 

Dr NIGHTINGALE (United States of America), commending the activity and accomplishments of the 
Action Programme, welcomed the emphasis placed on quality assurance. The provision and assurance of safe 
and effective essential drugs to the developing world was critical to the achievement of the Programme's goals. 
He noted that substantial cooperation and perseverance would be needed to overcome the menace posed by 
counterfeit drugs. 

Predictions of setbacks on account of the worsening economic situation in the developing world were 
disheartening. Given the constrained budget situation, the increased cooperation with the private sector must 
continue. A spirit of cooperation among all parties concerned was crucial to maintain progress. 

The United States of America would continue to support the Action Programme within the limits of its 
resources. He supported the resolution recommended by the Board and looked forward to studying the 
amendments proposed by Malawi once they had been submitted in writing. 

Mr CHIDARIKIRE (Zimbabwe) said that the objectives of an essential drugs programme and strategy 
should be to deliver safe, effective, hi¿i-quality drugs; they should be available, accessible and - most 
important - affordable. Drug supply should go hand-in-hand with drug regulation and utilization. Technical 
support was also vital. Any drugs policy must take all those factors into account and he appreciated the clear 
presentation of those criteria in the Director-General's report. 

In his country, the first five-year phase of the Ministry of Health's essential drugs action programme had 
been completed in 1991. The programme had addressed аИ the problems and issues relating, inter alia, to 
selection, quantification, procurement, management systems, prescribing, utilization and quality assurance. 
Training had been an important component, with 160 training workshops held during the five-year period. 
Information material had been developed and distributed throughout the country. An essential drugs list had 
been produced and revised during the period. Zimbabwe was grateful to WHO for its direct support for the 
Programme and for mobilizing support from the Danish International Development Agency. 

His country had an effective drugs control body in the form of the Drugs Control Council, and had 
recently built a drugs control laboratory. All assistance given to those institutions through WHO was highly 
appreciated and he urged the Organization to continue its assistance. 

Another component of the programme had been evaluation. Three drug surveys had showed satisfactory 
progress, noting that drug availability had increased from between 30-40% to between 70-90% over the five-
year period. One of the outcomes of the evaluation was the identification of a need for further infrastructure 
development during the next phase, from 1992 to 1996. 

The Zimbabwe Government had shown further commitment to the essential drugs programme by 
agreeing to extend the list of essential drugs procurable without an import licence, within the context of the 
structural adjustment programme and trade liberalization scheme. The concession would be a watershed event, 
as it would include raw materials for local manufacture and finished products, with the proviso that they must 
appear in the essential drugs list for Zimbabwe. That criterion was acceptable to local industry. 



The success of Zimbabwe's programme so far was due largely to its comprehensive nature and 
multisectoral approach, involving the private pharmaceuticals sector. New policy development had preceded or 
taken place alongside technical inputs. He hoped that the Director-General would continue to recognize the 
strong link between drug policy development and technical support. 

In conclusion, he supported the draft resolution, with the amendments proposed by Malawi. 

Dr ANAYAT (Bhutan) thanked the Action Programme for its technical guidance and financial support 
for the development and implementation of his country's essential drugs programme. With the development of 
an efficient drug supply management system, it had been possible to achieve constant availability of quality 
low-cost essential drugs at 90% of Bhutanese health facilities. He therefore supported the resolution 
recommended by the Board. 

The meeting rose at 17h35. 


