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Note: In this provisional verbatim record speeches delivered in Arabic, Chinese, English, French, Russian or Spanish 

are reproduced in the language used by the speaker; speeches delivered in other languages are given in the English 

or French interpretation. 

This record is regarded as provisional because the texts of speeches have not yet been approved by the speakers. 

Corrections for inclusion in the final version should be handed in to the Conference Officer or sent to the Records 

Service (Room 4013, WHO headquarters), in writing, before the end of the session. Alternatively, they may be 

forwarded to Chief, Office of Publications, World Health Organization, 1211 Geneva 27, Switzerland before 

3 July 1992. 

Note : Le présent compte rendu in extenso provisoire reproduit dans la langue utilisée par l'orateur les discours 

prononcés en anglais, arabe, chinois, espagnol, français ou russe, et dans leur interprétation anglaise ou française les 

discours prononcés dans d'autres langues. 

Ce compte rendu est considéré comme un document provisoire, le texte des interventions n'ayant pas encore été 

approuvé par les auteurs de celles-ci. Les rectifications à inclure dans la version définitive doivent, jusqu'à la fin de la 

session, soit être remises par écrit à l'Administrateur du service des Conférences, soit être envoyées au service des 

Comptes rendus (bureau 4013’ Siège de l'OMS). Elles peuvent aussi être adressées au Chef du Bureau des 

Publications, Organisation mondiale de la Santé, 1211 Genève 27, cela avant le 3 juillet 1992. 

Примечание : В настоящем предварительном стенографическом отчете о заседании выступления на ан-
глийском, арабском, испанском, китайском, русском или французском языках воспроизводятся на 
языке оратора; выступления на других языках воспроизводятся в переводе на английский или фран-
цузский языки. 

Настоящий протокол является предварительным, так как тексты выступлений еще не были одоб-
рены докладчиками. Поправки для включения в окончательный вариант протокола должны быть пред-
ставлены в письменном виде сотруднику по обслуживанию конференций или направлены в Отдел доку-
ментации (комната 4013, штаб-квартира ВОЗ) до окончания сессии. Они могут быть также вручены 
до 3 июля 1992 г. заведующему редакционно-издательскими службами, Всемирная организация здраво-
охранения, 1211 Женева 27, Швейцария• 

Nota: En la presente acta taquigráfica provisional, los discursos pronunciados en árabe, chino, español, francés, inglés 

0 ruso se reproducen en el idioma utilizado por el orador. De los pronunciados en otros idiomas se reproduce la 

interpretación al francés o al inglés. 

La presente acta tiene un carácter provisional porque los textos de los discursos no han sido aún aprobados por 

los oradores. Las correcciones que hayan de incluirse en la versión definitiva deberán entregarse, por escrito, al 

oficial de Conferencias o enviarse al Servicio de Actas (despacho 4013, sede de la OMS) antes de que termine la 

reunión. A partir de ese momento, pueden enviarse al Jefe de la Oficina de Publicaciones, Organización Mundial de 

la Salud, 1211 Ginebra 27, Suiza, antes del 3 de julio de 1992. 
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CL* TWŴ AOLLJ 1 ^JLUL^ • ̂ -^WJUKLLA-) \ L«MJ I 

〔•、r ^¿UuJI ô^lj S^p /I loJJ. ̂  J/^-^JI ^LgjJl ^ ^ J l LgJUjI J l y j \ 

d�工,I o Jó •• л t I ) I и̂̂э J ^jj 1 J-u/Ĵ t 
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凡是阿拉伯文、中文、英文、法文、俄文或西班牙文的发言，将以发言人所用的语种在本 t t时逐字记录 

中刊印；其他语种的发言，将以其英文或法文的译文刊印。 

本记录厲嘛时性л,因为发言稿的文本未经发言人审阋》需要对入最后文本的修改，应在本届会议结束 

以前书面Й交会务官员或迭记录办公室（世界卫生组织总部 4 0 1 3室 或者在一九九二年七月三日以前寄给璀 

士 1 2 1 1日内瓦 2 7 ,世界卫生组织出版办公室负责人。 
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1. FIRST R E P O R T O F T H E C O M M U T E E O N C R E D E N T I A L S 
P R E M I E R R A P P O R T D E L A C O M M I S S I O N D E VERIFICATION D E S P O U V O I R S 

The PRESIDENT: 

J 々丨 ^ Y B J ! ” F > J I U J U I L 山 一 ^ — 0 I I J Ü Ü O M J JU ' . L ^ ^ J ! J I , ^ L ^ DJJI A ^ J 

^ ^ i ü l ^ ^ ^ >¿L;Le .с^Л J^JJI '¿wU^ 。•：…..••，! JLOCVI ；l̂ JJ 

Dr YA'COUB (Bahrain) (Rapporteur of the Committee on Credentials): 

Committee on Credentials, first report: 

The Committee on Credentials met on 5 May 1992. Delegates of the following Member States were 
present: Bahrain, Botswana, Brunei Darussalam, Gabon, Greece, Iceland, Netherlands, Thailand, Tunisia, 
Uruguay, Zimbabwe. The Committee elected the following officers: Dr E.T. Maganu (Botswana) • Chairman; 
Mr S. Suriyawongse (Thailand) - Vice-Chairman; Dr E. Ya'coub (Bahrain) - Rapporteur. 

The Committee examined the credentials delivered to the Director-Generîd in accordance with Rule 22 
of the Rules of Procedure of the Health Assembly. The credentials of the delegates of the Member States 
listed at the end of document A45/41 were found to be in conformity with the Rules of Procedure; the 
Committee therefore proposes that the Health Assembly should recognize their validity. Rather than read out 
the list, I would like, with your permission, Mr President, to refer delegates to document A45/41. The 
Committee examined notifications from the Member States listed below, which, while indicating the names of 
the delegates concerned, could not be considered as constituting formal credentials in accordance with the 
provisions of the Rules of Procedure. The Committee recommends to the Health Assembly that the delegates 
of these Member States be provisionally seated with all rights in the Assembly pending the arrival of their 
formal credentials: Canada, Djibouti, El Salvador, Germany, Ireland, Latvia, Malawi, Micronesia (Federated 
States of), Paraguay, Saint Kitts and Nevis, Vanuatu. 

The delegation of the Netherlands stated that, in its view, the question of succession of the Yugoslavian 
State had not yet been resolved, including the question of representation in the United Nations and other 
international organizations. It therefore considered that the participation in the World Health Assembly of the 
delegation in question is without prejudice to future decisions of parties concerned. This statement was 
supported by the delegation from Iceland. 

The Committee was informed by its Chairman that a letter had been received from the delegation of the 
United States of America, stating that, in its view, participation by the delegation of the "Federal Republic of 
Yugoslavia" in the World Health Assembly raises questions related to Yugoslavia's status as a Member of the 
World Health Organization. It does not believe this is the appropriate time to seek resolution of these 
questions, but it wishes to note that the proceedings of this Assembly must be without prejudice to the ultimate 
resolution of those questions. 

The PRESIDENT: 

Jl> 1 Juif ^J 

.J-Àiû « LccojJl V-̂ Ü̂JLO 

Mr BAIER (Austria): 

The constitution of the Federal Republic of Yugoslavia is, in our opinion, a further important step in the 
process of the dissolution of the Socialist Federal Republic of Yugoslavia as described in the consultative 
opinion No.l of the arbitration commission of the European Community Conference on Yugoslavia, chaired by 
His Excellency Minister Badinter. There is no legal basis for an automatic continuation of the legal existence 
of the former Socialist Federal Republic of Yugoslavia by the Federal Republic of Yugoslavia, which therefore 
cannot be considered to continue the Yugoslav membership in international organizations. 
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For an eventual international recognition of the Federal Republic of Yugoslavia, the criteria that were 
determined by the European Community on 16 December 1991 for the succession States should be applied. In 
this respect, Austria draws special attention to the protection of human rights and the rights of ethnic groups. 

Mr CALOVSKI (Yugoslavia): 

In connection with the statement made by the delegate of Austria, I would also like to make the 
following statement. On 27 April 1992, the permanent mission of Yugoslavia delivered an official note to the 
distinguished Director-General of WHO, Dr Nakajima, informing him that the Assembly of the Socialist 
Federal Republic of Yugoslavia, at its session held on 27 April 1992, promulgated the Constitution of the 
Federal Republic of Yugoslavia. Under the Constitution, strictly respecting the continuity of the international 
personality of Yugoslavia, the Federal Republic of Yugoslavia shall continue to fulfil all the rights conferred to 
and obligations assumed by the Socialist Federal Republic of Yugoslavia in international relations, including its 
membership in all international organizations, in WHO also, and participation in international treaties ratified 
or acceded to by Yugoslavia. 

The Federal Republic of Yugoslavia, as a founding member of the United Nations, acknowledges its full 
commitment to the world organizations, the United Nations Charter, and to the Conference on Security and 
Cooperation (CSC) in Europe, as founding participating State, and all CSC documents, in particular the 
Helsinki Final Act and the Charter of Paris. The Federal Republic of Yugoslavia shall continue to pursue 
Yugoslavia's foreign policy of the broadest possible equitable cooperation with all international factors, 
including its activities in the non-aligned movement as a founding member State. It goes without saying that 
the Yugoslav delegation will act in accordance with these decisions and will do the best it can in the interest of 
WHO and the success of the present Forty-fifth World Health Assembly. You can count on our support and 
full cooperation. Finally, I would also like to stress that we are in agreement with the view that this Assembly 
is not a proper place to discuss the Federal Republic of Yugoslavia. 

The PRESIDENT: 

Miss NETO (Portugal): 

On behalf of the European Community and its Member States, I would like to comment on the report of 
the Committee on Credentials, and I would like the statement I am going to make to be reflected in full in the 
report of this meeting. The European Community and its Member States have taken note of the declaration 
of the representatives of the Peoples of the Republic of Serbia and the Republic of Montenegro of 27 April 
1992 which states that the Federal Republic of Yugoslavia continues "the state, international, legal and political 
personality of the Federal Socialist Republic of Yugoslavia". This declaration raises questions related to the 
continuity of Yugoslavia's membership of international organizations, including the United Nations, which are 
under consideration. As a matter of fact, the European Community and its Member States have not accepted 
the automatic continuity of the Federal Republic of Yugoslavia in international organizations including the 
United Nations. At this stage, they reserve their position on this question. We, therefore, consider that the 
participation in the World Health Assembly of the delegation in question is without prejudice to future 
decisions which might be taken by the European community and its Member States on this and other related 
issues. 

The PRESIDENT: î ^ ^ ^ J I 

The PRESIDENT 
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Dr ADAMS (Australia): 

Australia has taken note of the 27 April 1992 proclamation of the establishment of the Federal Republic 

of Yugoslavia by the Republics of Montenegro and Serbia, two of the six republics of the former Socialist 

Federal Republic of Yugoslavia. Australia is considering the effect of this proclamation. Australia wishes to 

place on record its view that the current participation of representatives of the Federal Republic of Yugoslavia 

in meetings of international organizations is without prejudice to the eventual resolution of the question of the 

status of the Federal Republic of Yugoslavia. 

The PRESIDENT: ：.. � I 

J i l f O ) U —‘1 > > ‘ 丄 — h 、 ч 丄 л ^ с ^ JJ» ‘ d i L J I J ” ‘IjSjí 
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. j U Í ^ I '¿̂ >JU J ^ l ^jiJI ^Js .¿¿il^JI ¿UJb, ciuc . 'L^JJ 'LJj^JI ^ ；LLLS j^p 

2. DEBATE ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS EIGHTY-EIGHTH AND 

EIGHTY-NINTH SESSIONS AND ON THE REPORT OF THE DIRECTOR-GENERAL ON THE 

WORK OF WHO IN 1990-1991 (continued) 

DEBAT SUR LES RAPPORTS DU CONSEIL EXECUTIF SUR SES QUATRE-VINGT-HUITIEME ET 

QUATRE-VINGT-NEUVIEME SESSIONS ET SUR LE RAPPORT DU DIRECTEUR GENERAL SUR 

L'ACTIVITE DE L'OMS EN 1990-1991 (suite) 

The PRESIDENT: 
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Mr NYAGAH (Kenya): 

Mr President, Director-General, Vice-Presidents, honourable ministers, your excellencies, distinguished 

fellow delegates, ladies and gentlemen, on my own behalf and that of the Kenya delegation，I wish to join all 

those others who have spoken before in congratulating you, Mr President, on your election to the presidency of 

this Assembly. We wish you all the best in your work of guiding and steering the deliberations of this 

Assembly to success. 

In Kenya, as in many other developing countries, most of the health problems facing our people are 

preventable. This can be achieved through various public health measures, such as environmental sanitation, 

provision of safe drinking-water, immunization against vaccine-preventable diseases, antenatal and postnatal 

care of mothers, health education, and other similar strategies. 

Since the 1978 Alma-Ata Declaration, in which the world community endorsed the primary health care 

approach as the means of achieving health for all by the year 2000, a lot has happened in Kenya. Kenya, like 

most other countries, has adopted the primary health care strategy, with emphasis on prevention and control of 

communicable diseases, as well as treatment of common conditions and endemic diseases. Community 

participation, through involvement of people in their own health care, has been the cornerstone of primary 

health care in every district of Kenya. In order to strengthen this approach in health care, in 1989 Kenya 

started implementing the Bamako Initiative. This Initiative, as we all know, was first mooted during the thirty-

seventh session of the WHO Regional Committee for Africa, held in Bamako, Mali in September 1987. It 

aims at strengthening community-based actions for improving the survival and quality of life of women and 

children, in particular, through developing a system of community financing based principally on the supply and 

sale of basic essential drugs and supplies. 

In the midst of all this, new challenges have emerged. The most prominent of these is the AIDS 

pandemic. In the absence of a cure or vaccine, this forces us as a country, and the world community as a 

whole, to look for new and innovative public health measures to prevent the spread of AIDS. Public health 

education continues to play a key role in the prevention of the spread of the pandemic. In Kenya, a 

multisectoral approach has been adopted. We also have to focus on the AIDS sufferers themselves, with the 
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background of health services which are already overburdened. This calls for new and innovative measures, 
and here I have in mind community-based home care, where relatives of AIDS sufferers should be encouraged 
to care for them at home and for the infants left behind. We are also looking at the question of orphans, a 
problem which we have not yet solved. 

I note that the subject for the Technical Discussions this year will be "Women, health and development". 
There can be no development unless the community in a particular area undergoing development is healthy. 
This is a very important subject, and we in Kenya continue to give emphasis to the role of women in health 
and development. Women carry a major responsibility for the family, and especially the infants and children, 
and more so in Kenya where we have a very special consideration for women who carry out most of the 
development at the rural level. In Kenya, as in many other countries, there are areas with serious problems 
related to water supply. It is the women and children who spend a lot of their time fetching water from long 
distances. Therefore, women's groups have been formed to do the various things to help women to work well, 
to improve their health and that of their families, and to get better education than before. In the field of 
water supply, they are doing this by adopting the appropriate technology for making water jars for roof-
catchment, etc. Such public health measures have gone a long way in improving the quality of life of people 
within their communities. 

The Kenya Government has identified women's health as one of the health priorities, and this is 
addressed very clearly in the current sixth national development plan covering the period 1989-1993. During 
the plan period, efforts have been made to increase coverage through expansion of antenatal services to enable 
expectant mothers to attend at least one antenatal check-up before delivery. Family planning services have 
continued to be expanded to enable all women who require such services to have access to them. 

Training of appropriate health manpower has been accelerated through integration of the primary health 
care concept in the curricula of the key health disciplines, such as doctors, nurses and public health personnel. 
Training of traditional birth attendants has been intensified in most of the activities of the Safe Motherhood 
Initiative. 

The Ministry of Health in Kenya has continued to make efforts to develop the infrastructure by 
constructing simple health facilities, improving or rehabilitating the existing ones and providing manpower, 
equipment and supplies in order to increase coverage and accessibility to health services in rural areas where 
most people live. 

Before I conclude, I would like to share with you and my fellow delegates some of our achievements in 
Kenya. Since independence, we have tried to do the best we can for the provision of services, including 
immunization coverage. Recent figures showed that coverage was as follows: BCG, 92%, poliomyelitis 
vaccine, 86%, diphtheria-pertussis-tetanus vaccine, 88%, measles vaccine, 76%, and full immunization, 71%. 
We have recently introduced hepatitis В vaccination and a diarrhoeal disease control programme has been 
introduced in all health facilities. A nutrition policy has been developed and is in the process of being 
implemented successfully. A baby-friendly initiative is being encouraged in all our maternity wards. These 
efforts, together with the recently introduced acute respiratory infections programme, are expected to further 
reduce the current infant mortality rate of 74 per 1000 (about 8%). 

In the field of family planning services, according to the 1989 Kenya demographic health survey, the 
Kenya population growth rate was 3.45%, a decline from 3.85% in 1984. Contraceptive prevalence increased 
by some 50% from 17% in 1984 to 27% in 1989. The total fertility rate declined from 7.7 to 6.7 during the 
same period. 

We have a five-year malaria control programme which has been developed in an effort to reduce the 
mortality and morbidity caused by this disease. 

The supply of drugs has been a problem but we have developed and introduced a drug kit system, which 
has been a great success of late. It is introduced in all health facilities and this ensures proper control and 
availability of the necessary drugs. 

We have started introducing the manufacturing of intravenous fluids in most of our established health 
centres and institutions. 

In the field of essential health research, ideas have come forward and relevant operational research has 
been integrated in most of our health programmes. 

As regards women, health and development, Kenyan women, who constitute 52% of our population have, 
as I said before, spearheaded development in all sectors and more so in the rural areas, where 90% of 
Kenyans live. We have training programmes for them as well as for the young in the country. Training 
institutions for manpower development have increased three-fold in the last ten years, resulting in the current 
output of 150 medical doctors and over 3000 trained in other health disciplines who are diploma- and 
certificate-holders. This has enabled the Government to expand health delivery centres from 800 in 1984 to 
1800 in 1990. 
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It has been the Kenya Government's policy fully to involve nongovernmental organizations and the 
private sector in the provision of health care services throughout the current and the previous periods of 
development. 

Mr FLOOD (Ireland): 

Mr President, Mr Director-General, distinguished colleagues, it is a great honour for me to address the 
World Health Assembly and, at the outset, I wish to congratulate you, Mr President, on your appointment to 
the important position of President. Through your good offices, I am confident that this Assembly will be a 
major success. 

I propose, through my address, to share with you some of the most recent major developments in 
relation to health policy in Ireland, in the context of the theme for this year's plenary session, "Leadership for 
health: framework for new public health action". These relate to: the reorganization of the health services; 
the development of an intersectoral policy on health promotion; and the implementation of integrated 
programmes aimed at preventing the transmission of AIDS and of drug misuse. 

As in most developed countries, expenditure on the provision of health services in Ireland increased 
dramatically between the 1970s and 1980s, and while the rate of growth in expenditure has declined in recent 
years, it still represents a significant amount of our public expenditure and of our gross domestic product. In 
1991, health services expenditure represented approximately 20% of all public expenditure and approximately 
6.0% of our gross domestic product. It is critical, therefore, that we receive the best value for this level of 
expenditure and, towards this end, the Government is proceeding with a major reorganization of the 
administration and management of our health services. 

In arriving at its decisions, the Government has engaged in wide-ranging consultations and established a 
number of expert commissions to advise it on specific aspects of the requirements for this reorganization. 
Shortcomings identified in the present system included the lack of coordination between hospital and 
community-based services, the resultant over-involvement of the Department of Health in the management of 
individual services, and the lost opportunities for achieving efficiencies through greater cooperation between 
agencies. The fragmentation of services and lack of coordination between them，presented a particular 
problem in the area of the capital city - Dublin - because of the multiplicity of individual agencies involved in 
the provision of care in that region. 

The Government decided that priority should be given to the organization of the health services in the 
Eastern Health Board area because of the special problems of the Dublin region. The basic piece of health 
legislation - the Health Act 1970 - will be amended to provide for a single new authority which will be 
responsible for all health and personal social services in the Eastern Health Board area. It will take over the 
present functions of the Eastern Health Board as well as some of the functions of the Department of Health, 
and will ensure that health services in the region are delivered in an integrated and coordinated way. 

Central to the success of the proposed reorganization are the respective roles of the Department of 
Health and the new authority. The Department of Health will be freed from its involvement in the 
management of individual services. In this context, it will be in a position to concentrate its energies on setting 
overall health objectives, negotiating the health estimate, determining the financial allocation of the new 
authority and the other regions, and evaluating service and financial performance against national objectives. 
The Board of the new authority will be responsible for determining the broad service objectives and priorities 
in respect of all services in the region in line with the national objectives and within the allocated resources, 
and for reviewing management performance. It will also be responsible for articulating community views to the 
Minister as an input to policy formulations. The role of the voluntary sector will continue to be respected 
under the new structure. The voluntary organizations which have played a major role in the development of 
services in the Dublin region in particular, will continue to do so in future. The new authority will enter into 
funding agreements with the voluntary agencies for the provision of agreed services, without any loss of their 
independent status. 

All of the key decisions on the future shape and framework of the health services have now been taken 
and the Government is moving rapidly towards putting in place the structures appropriate for managing and 
administering the services in Ireland, up to and into the twenty-first century. 

Health promotion has been defined as a process of enabling people to increase control over, and to 
improve, their health. Responsibility for it goes beyond the health sector to include other social and economic 
sectors, voluntary organizations, industry and the media. The development of health promotion implies a shift 
in interest towards the health of the entire population; public monies are being provided for the promotion of 
the health of the community. Interest in health promotion in Ireland was generated to a significant extent by 
initiatives taken by the World Health Organization in the late 1970s and throu^iout the past decade. In this 
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regard, the European Region of WHO held a seminar on the subject in Ireland some years ago and I would 
like to pay tribute to Dr Joe Asvall, the Regional Director for Europe, for his interest and cooperation in this 
area. 

Interest in health promotion has been influenced by the view that it is not just an individual's decisions 
which affect his or her health. What might be called broader "structural factors" (the environment, housing, 
etc.) are also seen as being crucially important. Several documents published in the 1980s (e.g., Health - the 
wider dimensions) stressed the importance of looking at health in this wider context. 

The current Irish health promotion structure includes a Cabinet Sub-Committee on Health Promotion, 
the Advisory Council on Health Promotion, a University Chair in Health Promotion and the Health Promotion 
Unit of the Department of Health. The Department's Unit has a wider remit than the Health Education 
Bureau, which it replaced in 1988: health promotion is seen as a more comprehensive, less individualistic 
concept than health education and the Unit has a policy formulation as well as an executive role. 

Two major issues on which the health Promotion Unit is working at the moment are the development of 
a strategic plan on health promotion and of a national policy on alcohol. The strategic plan is being prepared 
in consultation with the health boards and the development of a health promotion function in each health 
board is likely over the next few years. A draft policy on alcohol abuse will be sent to the Minister before the 
end of the year. The Unit has commissioned a number of detailed reports on this topic and has developed an 
alcohol education pack for young people aged 14 to 19 years. The Unit is also conducting ongoing 
programmes in other areas such as smoking, nutrition, exercise, immunization, AIDS and drug misuse. 

This brings me to the other issues on which I wish to speak, those of AIDS and drug misuse. To date in 
Ireland, a total of 270 cases of AIDS have been reported to the Department of Health. Of these, 103 have 
died. Under a voluntary HTV testing system, almost 1200 tests have tested positive for the virus. While 
Ireland ranks eleventh amongst the European Community Member States in terms of the prevalence of AIDS 
per million of the population, the increase in cases of 27% between 1990 and 1991 is higher than the average 
increase of 20% in the Community generally. Within the Irish statistics, two trends have emerged: there is a 
high level of HTV infection amongst intravenous drug misusers; and there is an upward trend of HTV amongst 
heterosexuals. 

The Government is addressing the twin problems in Ireland of HTV infection and intravenous drug 
misuse through a coordinated and integrated framework of services and programmes based on 
recommendations of two key advisory committees: the National Co-ordinating Committee on Drug Abuse; 
and the National AIDS Strategy Committee. Both consist of experts relevant to their particular remits. These 
experts include public health policy makers, experts from other government departments such as Education and 
Justice, and most importantly, frontline workers in the areas of AIDS and drug misuse. 

I am Chairperson of the National Co-ordinating Committee on Drug Abuse and my colleague, the 
Minister for Health, is Chairperson of the National ATOS Strategy Committee. Both committees liaise closely 
and facilitate the provision of a coordinated framework, at both national and local levels, within which agreed 
policies can be developed and implemented, efficiently and rationally. These committees, in their 
deliberations, have taken note of the literature and recommendations of WHO relevant to their subject areas 
and, in particular, to the global strategy for the prevention and control of AIDS, adopted by previous Health 
Assemblies. 

In conclusion, I wish to point out that, in my short address, I have mentioned three areas in Ireland in 
which leadership for health through frameworks for new public health action is being undertaken, in line with 
the theme of this year's plenary session. We are following that political objective. We are also, of course, 
continuously reviewing and adapting our public health policies in other areas, such as immunization, having 
regard to national and international requirements. 

Mr J. Eckstein (Trinidad and Tobago), Vice-President, took the presidential chair. 
M. J. Eckstein (Trinité-et-Tobago)9 Vice-Président, assume la présidence. 

Mr YUSUF (Bangladesh): 

Mr President, Mr Director-General, your excellencies, distinguished delegates, ladies and gentlemen, it is 
indeed an honour for me to be in the midst of this distinguished gathering of leaders in health development. 
Permit me to congratulate the President on his election to the high office so very richly deserved. We are 
confident of a very stimulating and productive discussion under his able guidance and leadersh^. We also 
felicitate the Vice-Presidents and the Chairman of the Committees on their election to those offices of 
responsibility. I take this opportunity further to express our sense of appreciation to the immediate past 
President for his capable stewardship during the last Health Assembly. 
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The subject chosen for the Technical Discussions this year, "Women, health and development" is very 
timely and appropriate for Bangladesh. The report of the Director-General, presented to this Assembly has 
provided a clear picture of the activities of WHO during 1991 and has identified a number of key issues which 
require greater attention. I congratulate the Director-General and his colleagues for preparing this important 
document. In particular, I want to briefly touch upon the new health paradigm, which is both timely and 
appropriate. After one and a half decades of the historic Alma-Ata Declaration in 1978, that health for all by 
the year 2000 could be achieved through the primary health care approach, the development of primary health 
care has been either stagnant or slow in the developing countries. The main reasons have been that 
intersectoral action, community involvement and equity, although they were well defined, were neglected or not 
appropriately addressed. We believe all the excellent ideas and issues in the paradigm have to be 
conceptualized and modalities worked out in a simple manner. The bigger role being played by the World 
Bank, the Asian Development Bank, the bilateral donors and nongovernmental organizations in the health and 
social sectors should be properly directed and coordinated so that there would not be an overlap or duplication 
of efforts and too much emphasis on certain specific elements of primary health care. 

The deteriorating health situation in the 47 least developed countries calls for special attention and 
additional resources. It might be very helpful if the biennial report of the Director-General would focus 
particularly on the status of health in the least developed world. The major international organizations 
involved in development activities have a separate unit for dealing with the special problems of the least 
developed countries. This Assembly may encourage WHO to do likewise. We are pleased that the Director-
General underlined the importance of more focused attention on the special problems of the least developed 
countries. 

The Government of Bangladesh recognizes health care development as an integral part of socioeconomic 
development. The broad goal of the Fourth Five-Year Plan of the Government is to improve the welfare of 
the population with a focus on poverty alleviation. Expansion of health care coverage, especially to the 
disadvantaged groups, is receiving full Government support. This is being implemented through improved 
mobilization and coordination of human resources deployed in the health and family welfare services 
infrastructure in collaboration with nongovernmental organizations. Improved coverage of health care is 
reflected mainly in the performance of the expanded programme on immunization, in the "contraceptive 
prevalence rate", and in access to safe water supply. However, the gap between the desirable coverage and the 
actual situation is wide in the areas of sanitation, maternal and child health care, communicable disease 
control, and nutritional status. 

The health situation in Bangladesh is characterized by a high population density, widespread poverty, 
illiteracy, unemployment, malnutrition and disparity between the health status of males and females. Although 
the gap between life expectancy of men and women has narrowed marginally, childhood mortality among girls 
is higher than that among boys. The maternal mortality rate still is very hi^i. Recognizing the importance of 
an enhanced status of women for economic development and long-term reduction in fertility, the Government 
of Bangladesh has started a number of programmes to raise the economic status of women. Emphasis has 
been put on compulsory primary education of females. Gainful employment is provided to women through 
income-generating activities and imparting non-formal education, with emphasis on family planning, health, 
nutrition and child care. 

The health status of children under 5 years who constitute 16% of the total population, is a priority 
concern in Bangladesh. Despite a declining trend in infant and under-5 mortality in Bangladesh, the current 
levels still remain high. There are several specific conditions which account for more than three-fourths of the 
total childhood deaths; these are diarrhoea, acute respiratory infections, malnutrition and the six immunizable 
diseases. 

I would like to take this opportunity to reaffirm the commitment of the Government of Bangladesh to 
the primary health care approach to achieve the goal of health for all. In this respect, I am pleased to share 
with you a ray of hope brought about through primary health care intensification initiated in close 
collaboration with WHO. Through this project, decentralized joint orientation of health and family planning 
workers at subdistrict level has resulted in a consensus to work together in teams for the benefit of the people. 
Such joint planning and implementation expanded the range of services towards comprehensive, promotive, 
preventive and curative dimensions. We appreciate the efforts of WHO and all other international agencies in 
helping us to translate this approach into action, and we shall endeavour to enlist the support of other 
development partners to make this initiative a national priority programme. 

Every year Bangladesh encounters natural disasters on a large scale. The destructive effects on life and 
property put an extra burden on the national economy. Unprecedented floods in 1987 and 1988 affected a 
large sector of the population. In 1991, a severe cyclone - the worst in the century - and a tidal bore affected a 
population of approximately 10 million, with 140 000 deaths and over 138 000 injuries. We are grateful to the 
governments, donor agencies and international agencies for their assistance. We are especially grateful to 
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WHO for its support in initiating activities related to systems development to face future emergencies more 
effectively. My Government has already put up a concrete proposal with full justification for setting up the 
Regional Centre for Disaster Preparedness in Bangladesh. I strongly urge that the proposal be accepted by 
WHO. 

May I draw your kind attention to another problem now being faced by Bangladesh. The influx of more 
than 200 000 Rohingyas from Myanmar has created social and health problems for Bangladesh; however, this 
problem is being solved with the cooperation of the Government of Myanmar. We are grateful to the 
international community for giving us a lot of help. 

We are aware of our needs and limitations. We have yet to meet the basic minimum needs of all 
sections of our people and to ameliorate the sufferings of our teeming millions. Resources constraints in terms 
of skilled manpower, finance, equipment and technology continue to be great impediments in this respect. 
While we are striving to mobilize more internal resources, it remains important for us to obtain more external 
help for our journey towards the goal of health for all. Time is running out. We have only eight years to 
reach A.D. 2000, but we have yet a long way to go to achieve this cherished goal. The challenge is great. We 
have no option but to accept the challenge and overcome all constraints and obstacles on our way. 

Dr SUDSUKH (Thaüand): 

Mr President, Mr Director-General, excellencies, honourable delegates, ladies and gentlemen, it is a great 
honour and privilege for me to be addressing this august body today. Let me take this opportunity to 
congratulate the President and the five Vice-Presidents on their election. My congratulations and appreciation 
are also extended to the Director-General and his staff for their efforts to support the march towards health 
for all of our people; we are now steadily moving to achieve our goal with great confidence that the 
Organization is with us in this difficult yet challenging task. The past year has witnessed a great change in 
Thailand. Amidst all the problems we managed to turn some into opportunities, and we are proud that we 
have been able to make another stride forward. The Ministry of Public Health has tried its best to boost 
leadership in health development by all possible key actors, governmental and nongovernmental, in the country. 

With the rapid economic growth our country encountered a social change in many aspects, and health is 
no exception. We saw a growing role of the private sector, both in the "for profit" and the "not for profit" 
sides. For the first time we have budgeted government financial resources to support the work of the non-
profit organization dealing with health development in the country. Despite low initial funding we hope that 
more contributions will be put forward by various organizations for better health of the people. 

The Ministry of Public Health has exerted one of its leadership roles in protecting the rights of the 
general public, introducing two important bills in tobacco-consumption control. The first is the bill to protect 
the right of non-smokers, requiring that public places of both public and private ownership be largely smoke-
free areas. The second bill requires manufacturers and importers of tobacco products to reveal their 
ingredients to the Ministry, as well as prohibiting the promotion of tobacco products in all forms. Besides, the 
Government has established an office for control of tobacco consumption in the Ministry and this has helped 
to further strengthen the Ministry's efforts in preventing unnecessary death as a result of tobacco consumption. 

Our efforts at fostering leadership of the community in health development has come to another 
cornerstone. After one and a half decades of working with villagers as health volunteers, we gathered our 
experiences and tried better ways to move forward. Two main approaches have been introduced. First is the 
attempt to use indigenous wisdom about self-care, and support community-based decisions in self care. 
Knowing about indigenous practices will form a better basis for fiiture dialogue in order to promote the 
relevant and useful practices as well as trying to modify the unacceptable ones. That is a better way to 
establish communication and promote self-care than just telling the people what we think they should do. 

Secondly, a more efficient way of enhancing local leadership in health is also introduced by setting up 
health posts in those villages where the expected voluntary contribution from villagers may be diminishing due 
to the changing socioeconomic conditions in the villages. This constitutes a more realistic approach to 
mobilizing people's participation in health without creating unnecessary government infrastructure at the village 
level, and promotes better leadership among the community members. Health posts belong to the villagers and 
are for them to support and maintain by agreement among themselves. Health personnel are to provide 
necessary technical and some financial support, as well as ensuring effective management and maintenance of 
the set-up. This started on a trial basis in the year 1991 and is yet to be evaluated; we hope to provide a 
workable and realistic example for our friends in WHO also. 

In addition to the existing 10 elements of primary health care, four more elements have been 
incorporated in our national primary health care programme with a view to coping with the emerging health 
problems. These are prevention and control of AIDS, and prevention and relief of medical emergencies and 
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disasters, as well as noncommunicable diseases control, control of pollution and environmental hazards, and 

consumer protection in health. 

It is also worth mentioning here that in all these development efforts, the female element has been as 

active as others, if not more active, in our endeavours to bring better health to the people. I am sure you all 

agree with me that the Technical Discussions this year will help us to better attend to women's health and 

social needs and promote their roles. 

Along with the efforts to promote better community participation at the grass-root level, the Ministry has 

put continuous efforts into building up more capable leaders in health at all levels of the health care delivery 

system. For over eight years we have set up courses to strengthen leaders in all levels of the system. We have 

now given it a much more visible priority by setting up an institution for development of human resources for 

health. One of the very crucial functions is to see to it that better leadership is established for the lowest level 

of the system, that is, the subdistrict health centre level, which is the focus for the coming decade for the 

strengthening of health centres. In addition to development of human resources, more fhiancial resources will 

be allocated to this level to further facilitate their functions. Links with upper levels of health facilities will be 

ensured - so as to reduce bypassing of health centres - through technical support to health centres, by 

reinforcing supervision and by organizing proper training to meet their needs. With the present coverage of 

nearly 100% of subdistricts by health centres, this development for the next decade will be the basis for 

bringing better quality of care to the people in all parts of the country. 

The Ministry, at the central level, has also taken steps to make it more adaptive to the health transition. 

Recently the Ministry underwent restructuring to allow it to cope better with the changing situation. The 

Institute for Human Resources Development has already been mentioned. We have also a newly established 

Health System Research Institute to make the system more sensitive to the changes occurring and to find 

appropriate ways and means to make a move for the better. The Mental Health Institute was set up to keep 

pace with ever more pressing mental health problems. The Policy and Planning Bureau was established to 

address better the intersectoral policies so essential for health development in the future. This could be a key 

mechanism to build up more leaders in other sectors who will be supporting health development through 

healthy policies within those sectors. 

As things are moving fast in all areas, so must the health sectors in our country. There are more 

demands to be met and more problems to be solved, and more innovations are needed to address the different 

issues encountered. With the present environmental concern which brings us closer to the question of the 

ultimate goal for development, the answer is definitely clear - that health and quality of life is to be pursued, 

and not just monetary gain. With this the health ministry stands to be a very important agency in getting the 

messages across to aU concerned organizations, governmental or nongovernmental. With the right support 

from WHO, we are assured that our endeavours will be fruitful and beneficial to all our countries' fellow men. 

Mr OLMERT (Israel): 

Mr President, Mr Director-General, distinguished delegates, ladies and gentlemen, it is a great honour to 

be able to offer some comments on behalf of the State of Israel. 

The choice of "Women, health and development" as the topic of this year's Technical Discussions is 

commendable. Women constitute 50% of the world's population; they must be treated as an integral part of 

the entire population, and not as a minority group. At the same time, because women are child-bearers and 

mothers they have specific health needs which must be attended to. 

The health of women, and national development, are inseparable. One is dependent on the other. In 

Israel, women have always worked alongside men in all facets of national development. Mother and child 

health centres, spread throughout the country and available to all, which provide health services to women and 

children from conception to age 18，have now become "family health centres" providing health services to the 

entire family. Let us hope that the great reservoir of health experts and decision-makers gathered here will 

bring forth recommendations and guidelines which will change and improve attitudes towards women's health 

and development, the world over. 

The goal of a more efficient and more equitable health care system is shared by all States. Many have 

looked for ways and means to improve their health services and make them economically more viable. In 

Israel too, one of our main priorities has been the restructuring of the health system. Based upon the 

recommendations of the Netanyahu Commission following a two-year study of the health system, the Ministry 

of Health has introduced a number of measures designed to decentralize the system, to turn hospitals into 

independent nongovernment trusts and to provide greater incentives for efficiency, efficacy, and improved 

managerial flexibility within the primary, secondary and tertiary care services, while retaining a key role for 

government in policy-making, planning and control. 
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The absorption of new immigrants into the social fabric of our country has presented the health system 
with almost unprecedented challenges. Special health promotion activities were initiated for the various new 
populations in such fields as proper dietary behaviour, communicable disease prevention and healthy life-styles 
in general, within the framework of our commitment to health for all. Health professionals from among the 
new immigrants undergo retraining in order to facilitate both their own integration into the national health 
system and the transmission of important health promotional messages to the target populations. Educational 
programmes are developed in the respective native languages in order to make messages easily understood and 
culturally acceptable. 

At a time when national resources are limited and when appropriate preventive action can ensure not 
only better health for individuals but also a better health economy, it is crucial that governments take the lead 
in promoting healthy life-styles and that they encourage the shifting of financial allocations from the curative to 
the preventive. Change is always difficult to introduce. It requires commitment, conviction, willingness to 
confront opposing interests and determination to overcome them; it requires vision; it requires the ability to 
look beyond the short term, and to rise above personal interests; it requires the courage to look ahead and 
plan a better future for our children and grand-children. The most difficult part is to obtain cooperation on 
the national level within the health sector and from other sectors. In this WHO has a key role to play: 
WHO's leadership in creating international movements for health-for-all components serves as a catalytic force 
in assisting governments to change their own attitudes and influence other sectors in their respective countries. 
Only throu^i intersectoral cooperation - involving governmental organizations outside the health sector as well 
as nongovermental organizations, communities and young people - will we be able to turn our aspirations into 
reality. 

Our multifaceted activities on World AIDS Day, World Health Day and World No Tobacco Day, involve 
all sectors. This year, special educational and informational activities have been organized in all schools, within 
other post-secondary educational frameworks, in youth movements, and throughout the countrywide network of 
community centres. Nongovernmental organizations, volunteer organizations and industry have been mobilized 
to communicate the messages of the day to their members and workers. Special public events, posters and 
stickers, and open-line radio programmes are permanent features of our multisectoral national activities on the 
above-mentioned World Days. 

On the regional level Israel has collaborated with the WHO Regional Office for Europe in developing 
activities designed around the 38 health-for-all targets. 

Meetings and symposia have been held in Israel with WHO staff on standard formation in nursing, 
diabetes, quality assurance, cancer care and the country-wide intervention programme on noncommunicable 
diseases (CINDI). Workshops on prevention of hospital infections and health promotion for the elderly are 
scheduled for the fall of 1992, as well as health promotion projects on sex education and dietary patterns for 
adolescents, and a comparative study between healthy cities and cities which are not members of the network. 

Other priorities in our collaboration include data-generating projects on environmental health 
information systems and accident prevention. I am also pleased to announce that in January 1992, Israel 
instituted a hepatitis В vaccination programme for all newborn babies, in accordance with the 
recommendations of the E^anded Programme on Immunization. 

WHO's role in bringing about closer international collaboration is invaluable. We congratulate the 
Organization on its programme for the countries of central and eastern Europe and for having signed the 
Agreement on international responses to the health effects of the Chernobyl nuclear accident (IPHECA). 
Israel has absorbed about 50 000 immigrants from regions which suffered radiation as a result of the 
Chernobyl accident. We are therefore fiilly committed to this important programme and are looking forward 
to close cooperation with all those engaged in this activity. 

Israel continues to expand and improve the health services also for the residents of the areas of Judaea, 
Samaria and Gaza. Vaccination coverage for all the major childhood diseases has been very successful. 
Hospital facilities are being modernized, educational programmes for health care professionals continue, and 
environmental health issues are receiving ter attention. 

Within the framework of the peace which began in Madrid in October 1991 between Israel and her 
Arab neighbours and the representatives of the Palestinian residents of Judaea, Samaria and Gaza, "health 
services11 in these areas were one of the subjects dealt with. We are confident that with mutual goodwill these 
talks may ensure continued improvement in the health and well-being of all pie in the region. 

The Director-General has often expressed his wish to keep WHO free politicization. The Director-
General's report in document A45/31, however, is regrettably not in keeping with that wish, as it contains 
certain passages of a political nature. If those passages slipped in through inadvertence, then surely 
appropriate steps should be taken to redress the situation. It is our hope that this Assembly, rather than 
engaging in political diatribe, will help generate an atmosphere conducive to dialogue, understanding and 
cooperation in the field of health that will benefit all. 
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May the discussions at this Assembly be constructive and fruitful, and may we all work together towards 

the goal of health for all. 

Last but not least, a few comments were made in the introductory remarks of the newly-elected President 

which unfortunately contained some unnecessary political substance. Had the President been present here 

now, I would have proposed to do one thing in common, which would convey a message of great importance to 

all present here and elsewhere: I would have proposed to him that he and I together, being representatives of 

countries that are not at peace, should announce here and now that we are prepared to make peace instantly 

between our two countries. I think this could have been much more important and encouraging than 

introducing political components that are not part of the agenda. 

Mme LAWSON (Bénin): 

Monsieur le Président de séance, permettez-moi à mon tour d'adresser au Président de la Quarante-

Cinquième Assemblée mondiale de la Santé, au nom du Gouvernement de la République du Bénin, de la 

délégation que j'ai l'honneur de diriger et en mon nom personnel, nos vives et chaleureuses félicitations pour 

sa brillante élection à ces hautes fonctions. Nous saisissons aussi l'occasion qui nous est offerte de féliciter le 

Président sortant pour le sérieux avec lequel il a mené à terme son mandat depuis notre dernière Assemblée. 

Nous nous en voudrions de ne pas remercier chaleureusement devant cette auguste Assemblée le 

Dr Hiroshi Nakajima, Directeur général de l'OMS, pour tous les efforts qu'il ne cesse de déployer en vue du 

bien-être de nos populations, efforts qui ont permis d'enregistrer des résultats encourageants. 

Monsieur le Président, distingués délégués, l'inefficacité des systèmes de santé dans nos pays en 

développement a déjà fait l'objet d'un constat. De tels systèmes, comme vous le savez, visaient à implanter ou 

à entretenir des structures exclusivement curatives là où l'essentiel faisait cruellement défaut, à savoir l'eau 

potable, l'assainissement de base, l'alimentation équilibrée, la vaccination contre des maladies meurtrières 

entre autres. C'est dans ce contexte affligeant que fut lancée, à l'occasion de la Conférence historique d'Alma-

Ata en 1978，la stratégie des soins de santé primaires, par justice sociale et par solidarité internationale. 

Nous sommes actuellement à moins de dix ans de l'an 2000 et nous voudrions réaffirmer, ici, 

publiquement et solennellement, que pour la République du Bénin, les approches identifiées dans les 

années 80 sont et demeurent valables. C'est dans ce contexte qu'en 1989 naquit dans notre pays le projet de 

développement des services de santé conjointement financé par la Banque mondiale, la Coopération suisse et 

le budget national de la République du Bénin. Ce projet n'était rien d'autre que l'expression de la nécessaire 

prise en compte d'un volet social, afin de donner à ce programme d'ajustement un visage plus humain. Ainsi, 

les différents efforts de rationalisation de la politique de santé nationale ont finalement abouti à la mise en 

place d'une nouvelle stratégie nationale pour la période 1989-1993. Celle-ci tient davantage compte de la 

mauvaise situation économique nationale et internationale qui rend difficile la mobilisation des ressources. Elle 

comporte onze programmes prioritaires dont nous vous avons largement entretenu l'année dernière. 

Monsieur le Président, honorables délégués, qu'il nous soit permis de porter à votre attention les 

principales évolutions notables depuis la dernière Assemblée mondiale, évolutions que nous regrouperons dans 

les quatre grands domaines suivants : le renforcement du système de santé; la protection et la promotion de la 

santé; l'amélioration des procédés de mobilisation des fonds pour le financement du secteur de la santé; et 

enfin, la surveillance et l'évaluation. 

Premièrement, le renforcement du système de santé : après le laborieux redéploiement du personnel 

effectué en janvier 1991, le secteur de la santé se trouve toujours confronté à rinsuffisance notoire de 

ressources humaines pour la mise en oeuvre intégrale de toutes les activités programmées. Toutefois, nous 

avons essayé de pallier cette insuffisance avec l'assistance du Centre de Perfectionnement du Personnel de 

l'Etat, centre qui nous permet d'obtenir des agents de santé diplômés sans emploi et les met à la disposition du 

Département de la Santé dans le cadre de leur préinsertion dans la vie active. Par ce biais, le Centre s'efforce 

de contribuer à la résorption du chômage dans notre pays. En outre, certains projets bilatéraux contribuent à 

résoudre ce problème en recrutant pour les projets qu'ils soutiennent des diplômés sans emploi. Cependant, le 

problème de l'instabilité de ce personnel, qui n'est recruté que pour des contrats de onze mois, est un handicap 

pour notre stratégie sanitaire nationale, qui a besoin d'un personnel permanent. L'audit organisationnel du 

Ministère de la Santé publique a commencé, quant à lui, en février 1992 afin d'aider au renforcement des 

capacités opérationnelles du secteur, en s,appuyant sur la volonté clairement exprimée de la République du 

Bénin de procéder à une décentralisation effective de l'administration en général et du secteur de la santé en 

particulier. 

Toutefois, le point le plus important dans ce domaine du renforcement du système de santé demeure, à 

notre avis, l'utilisation de cet outil de programmation que constitue le "programme d'investissement triennal à 

horizon glissant" du secteur de la santé. Il s'agit d'un instrument permettant de recenser dans un cadre unique 

toutes les interventions en cours et à venir du secteur de la santé, avec une meilleure coordination de ces 
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interventions. L'utilisation de cet outil est régulièrement contrôlée par le mécanisme du Comité national de 
suivi de l'exécution et de l'évaluation des programmes de santé, dont la septième session s'est tenue à Cotonou 
le 24 avril 1992. Il s'agit, rappelons-le, d'une instance plurisectorielle regroupant aussi l'ensemble des 
partenaires en matière de développement sanitaire de la République du Bénin. 

Deuxièmement, la protection et la promotion de la santé : le renforcement du sous-secteur 
pharmaceutique a été, et vous le comprenez aisément, une priorité de notre Ministère dans le cadre du 
financement communautaire. Ainsi, depuis octobre 1991, la Centrale d'achat des médicaments essentiels sous 
nom générique et produits médicaux consommables a été mise en place. Son fonctionnement est satisfaisant à 
ce jour, mais doit être renforcé si l'on veut parvenir, grâce à l'information et à l'éducation pour la santé, à 
l'éradication des ventes sauvages de médicaments au marché et par des vendeurs ambulants. 

Nous continuons la lutte contre le choléra et, grâce à la réunion interpays qui a eu lieu en janvier 1992 
et a été financée conjointement par l'OMS, l'UNICEF, ГАГО des Etats-Unis d'Amérique et la République du 
Bénin, des échanges fructueux ont pu avoir lieu entre les pays concernés. A la suite de la Conférence régionale 
d'Enugu, nous avons renouvelé notre engagement d'éradiquer la dracunculose d'ici à l'an 1995. La lutte contre 
le SIDA se poursuit activement. Notre souci à présent tient au peu d'intérêt accordé à la sécurité 
transfusionnelle par nos partenaires en matière de développement et les bailleurs de fonds. Nous aimerions 
que ce volet soit pris en compte lors des négociations. 

Le grand programme de santé maternelle et infantile/planification familiale/nutrition/système d'alerte 
pour la maternité sans risque connaît sa phase de formation des agents de santé sur le terrain. Il devrait 
aboutir à l'intégration effective de l'ensemble de ces activités dans la prestation quotidienne des soins en 
République du Bénin. Mieux encore, il devrait, à terme, pouvoir constituer un complément du programme 
élargi de vaccination, puisque celui-ci vise en fait à protéger la mère et l'enfant contre certaines affections 
faciles à prévenir. Notre expérience de mise en place de cliniques coopératives avec le concours du Programme 
des Nations Unies pour le Développement et l'OMS se poursuit. Elle connaît quelques contraintes liées à 
l'installation massive de nombreux cabinets médicaux dans la ville de Cotonou par les médecins sans emploi, 
mais il s'agit là d'une situation tout à fait particulière, que nous pensons bien corriger en définissant les 
conditions d'exercice des médecins à clientèle privée. La promotion de la santé doit être renforcée au niveau 
du district par la recherche fondamentale. A cet effet, l'appui de l'OMS pour la création, sous son égide, d'un 
Conseil de la Santé pour le Développement serait le bienvenu. 

Il nous paraît enfin très important de souligner que la République du Bénin accorde une attention 
particulière à l'amélioration des conditions socio-économiques des groupes les plus vulnérables et les plus 
défavorisés que représentent les femmes, les enfants, les jeunes et les personnes âgées. Cette attention s'est 
encore accrue depuis la participation de notre pays au Forum international, tenu à Accra au Ghana du 4 au 
6 décembre 1991’ sur le thème : HLa santé : condition du développement économique - Rompre le cercle de la 
pauvreté et des iniquités", et au Sommet de Genève, les 25 et 26 février 1992, sur la promotion économique de 
la femme rurale. L'intérêt que porte notre pays aux femmes et aux jeunes s'est concrétisé par la mise en place, 
dans le secteur de la santé et du développement rural, d'un programme d'appui aux initiatives 
d'autodéveloppement à la base des femmes en milieu rural. Il s'agit d'organiser et d'appuyer les femmes, 
notamment en milieu rural, pour la réalisation de microprojets générateurs de revenus. Cela leur permet 
d'acquérir leur autonomie financière et d'accéder et de faire accéder leur famille aux soins de santé, favorisant 
du coup leur développement socio-économique. Quant aux jeunes, la plupart diplômés et sans emploi, mais 
pleins d'énergie, nous sommes en train de les organiser pour promouvoir l'hygiène et l'assainissement, la 
communication ainsi que l'information et Péducation de la population concernant les grands problèmes de 
santé. Toutes ces actions, qui entrent bien dans le cadre des discussions techniques à ces présentes assises, 
nécessitent des fonds. Nous lançons donc un appel à la communauté internationale ici présente, pour qu'elle 
apporte son soutien à ce programme en cours dans notre j . 

Troisièmement, l'amélioration des procédés de mob tion des fonds et de financement du secteur de 
la santé : à ce stade de notre présentation, un hommage mérité doit être rendu à l'ensemble de nos partenaires 
en matière de développement sanitaire, auxquels nous continuons de faire appel. Leur liste exhaustive ne 
pourra être présentée ici, mais vous nous permettrez de mentionner spécialement l'OMS, qui a répondu 
favorablement à notre requête d'appui intensifié. Dans un effort individuel pour prendre en charge le 
financement du secteur de la santé, la République du Bénin a développé le financement communautaire qui 
est actuellement appliqué progressivement dans toutes les formations sanitaires périphériques du territoire 
national. Deux séminaires-ateliers, tenus en janvier et février 1992, ont fixé de nouvelles orientations pour la 
mise en oeuvre du financement communautaire, notamment pour en assurer la bonne gestion et éviter ainsi les 
détournements de fonds qui pourraient survenir à long terme. Le système de gestion retenu s'appuie sur 
quatre grands principes : le principe du contrôle des fonds par les communautés et celui de la transparence des 
comptes; le principe d'une centralisation des fonds provenant des formations périphériques sur un compte 
bancaire localisé au niveau de la sous-préfecture (district sanitaire de POMS); le principe de la solidarité entre 
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les formations sanitaires d'une même sous-préfecture; et le principe de la séparation des régies d'avance avec 
fixation d'un plafond d'encaisse d'une part, et des régies de recette d'autre part. De plus, les rôles et 
responsabilités des membres du comité de gestion d'une part, des organes de décision d'autre part, ont été 
clairement définis. Enfin, un code de procédure de supervision de la gestion a été élaboré. Il apparaît donc 
comme prioritaire de veiller attentivement au fonctionnement rigoureux de ce système exceptionnel de 
financement du secteur de la santé pour éviter un effondrement de notre politique d'action sanitaire. Cette 
surveillance attentive s'intègre bien entendu dans la mise en place globale de notre système de gestion 
comptable, administrative et financière, des formations sanitaires en République du Bénin. 

Quatrièmement, la surveUlance et l，évaluation : elles constituent des activités permanentes présentes à 
toutes les étapes de notre processus de planification. Nous venons de souligner, notamment en ce qui concerne 
le financement communautaire, l'intérêt tout particulier qu'il faut accorder à la supervision à tous les niveaux. 
Cette supervision est indispensable et nécessite l'appui de nos partenaires en matière de développement pour 
soutenir les efforts de réorganisation de notre système de santé. L'importance du système national 
d'information et de gestion sanitaire, dénommé SNIGS, mérite d'être rappelée ici. A ce titre, un périodique 
portant le nom de "RETRO-SNIGS" a commencé à paraître; ce périodique est mis à la disposition des agents 
de santé et de l'ensemble des partenaires en matière de développement sanitaire de la République du Bénin 
pour permettre la rétro-information. Cette action est renforcée par la mise en place d'une bibliothèque pour le 
Département de la Santé. Nous ne voudrions pas abuser de votre bienveillante attention, bien que nous ayons 
envie de vous entretenir de la formation des personnels à l'Institut régional de Santé publique de Cotonou, qui 
est actuellement en pleine mutation，ainsi que de la recherche en santé. 

Monsieur le Président de la Quarante-Cinquième Assemblée mondiale de la Santé, Monsieur le 
Directeur général, distingués délégués, en guise de conclusion, nous voudrions redire à tous nos partenaires 
présents et à vous-mêmes que le processus de développement accéléré de la santé en République du Bénin va 
se poursuivre dans la transparence, comme il a commencé, et ce grâce au raffermissement de notre démocratie 
naissante. Nous voudrions pouvoir continuer à compter sur votre partenariat d'une part, et sur l'accroissement 
de votre assistance d'autre part, pour nous aider à garantir aux individus, aux familles et aux collectivités 
l'accès à la santé pour tous d'ici l'an 2000, dans un esprit de justice sociale et de promotion de la paix 
mondiale. 

Professor SOEDARMO (Indonesia): 

Mr President, Mr Director-General, distinguished delegates, ladies and gentlemen, allow me first of all 
on behalf of my delegation, to congratulate the President, the Vice-Presidents and the other members of the 
General Committee on their election to their respective posts. I am confident that under their wise and able 
guidance the Assembly will yield results as expected. 

As the year 2000 draws nearer, it is heartening to note that there has been a noticeable trend among 
governments and international development agencies towards recognizing the importance of people as the 
centre of development and health as its essential component. This has been evidenced by the numerous 
international gatherings convened in many parts of the world recently. Despite this fact, the second evaluation 
of the implementation of the Global Strategy for Health for All by the Year 2000 and the Eighth Report of on 
the World Health Situation, which we will be discussing in this Assembly, states that "If trends continue as they 
have recently for most of the health and health-related sectors, the expectations of health for all by the year 
2000 will not be realized in most countries.11 Several factors account for that pessimism, such as continuing 
world economic recession and the ongoing deterioration of the environment and of management capability, 
including the quality of health leadership, to mention but a few. 

In most parts of the world, a fluctuating world economy has kept economic growth at a fairly low level. 
This is further aggravated by the political turmoil affecting some developing and developed countries alike, 
resulting in global political changes such as have not happened before. Current health financing systems can 
no longer cope with the demands put upon them even in affluent countries, let alone in poor countries. Due 
to the deterioration of the environment, both past and present, including deforestation and the misuse of land, 
there is likely to be an increased frequency of floods and droughts in the coming decade. The populations of 
developing countries are less well prepared for these situations and are less able to respond to them. 
Man-induced breeding grounds of insect vectors will increase as well, worsening the situation of vector-borne 
diseases such as malaria, dengue fever and filariasis. Clean water supplies are diminishing around the world. 
Yet the world's growing population needs more water. 

Good management of resources, which are already scarce, coupled with strong health leadership are 
imperative if we are to achieve health for all in time. In last year's Health Assembty, Dr HirosW Nakajima 
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cieariy mentioned management, including leadership in health care, as important components of the new 
paradigm for health. He further stated that supporting the concept of health for all as a goal is no longer 
enough and that the best means of achieving this goal is through the correct implementation of primary health 
care. 

In a large country like Indonesia, which consists of thousands of islands, decentralization, from the 
planning stage down to the implementation and evaluation of primary health care in order to improve 
efficiency, has been carried out in a phased manner depending upon the managerial and financial capability of 
the province or district. Generally speaking, decentralization is not just an issue in health development, rather 
it is an issue in national development to which health development is inextricably related. Decentralization at 
district level is considered very appropriate because the district has autonomy, well-defined authority and a 
manageable geographical area and population size, and is close to the implementation sites. 

With regard to the development of health leadership, we have been assisted by WHO in developing 
models, both formal and informal, for various categories of leaders. Work is under way to incorporate health 
leadership training in all health management training. We are grateful to WHO for selecting Indonesia as the 
site of one of the collaborating centres for health leadership development. 

I will now touch upon the issue of health care financing. Many discussions by many prominent experts 
around the world have been devoted to developing a health care financing system best suited to a country's 
individual needs. There is a general consensus, however, that the State cannot alone bear the ever-increasing 
cost of health care, which presupposes that community participation and private sector involvement must be 
enhanced. One of the possible solutions to enhance community and private sector participation in health 
development is health insurance, either on a voluntary or on a mandatory basis. Here again, various insurance 
schemes have been implemented in Member States with varying rates of success or failure. WHO should assist 
Member States in selecting health insurance schemes which are not detrimental to the poor and the 
underprivileged, thus promoting better equity and greater quality of care. Besides, WHO should facilitate the 
exchange of information or visits regarding the implementation of successful health insurance schemes 
especially in the rural areas, through bilateral, including TCDC, mechanisms and multilateral collaboration. 

The role of women in the enhancement of community participation has been advocated universally. In 
Indonesia, the Family Welfare Movement, a veiy strong nongovernmental women's organization, participates in 
various government activities such as health, family planning, water supply, sanitation and the elimination of 
illiteracy. The Adviser to the Family Welfare Movement will participate in the Technical Discussions on 
"Women, health and development" to share her experience in the development of the Village Health Fund in 
Indonesia. The Family Welfare Movement was awarded the Sasakawa Health Prize in 1988. This year we are 
very grateful to WHO for awarding the Sasakawa Health Prize to Dr Handojo Tjandrakusuma from Indonesia 
for his outstanding work in community-based rehabilitation. 

Finally, I would like to express my sincere and deep appreciation to the outgoing President of the Health 
Assembly. My appreciation also goes to the Director-General and to the Regional Director for South-East 
Asia for their continuous and valuable support to Indonesia. 

Dr MAKUMBI (Uganda): 

Mr President, Director-General of WHO, Regional Directors of WHO, members of the WHO Executive 
Board, your Excellencies, distinguished delegates, ladies and gentlemen, the Uganda delegation joins other 
members in congratulating the President on his deserved election to the highest office of the Forty-fifth World 
Health Assembly. We extend similar congratulations to the other members of his bureau. We are confident 
that he will ably guide the proceedings of this Assembly to a successful conclusion. 

Throu^i you, Mr President, allow me to thank the Director-General and his entire team for their able 
leadership and comprehensive biennial report on the work of WHO in 1990 and 1991. We strongly commend 
this report. 

The past few years have seen monumental changes in the history of our world. We congratulate those 
Member States who are joining us for the first time. 

During the 45 years of the existence of our Organization, WHO has done a commendable job in fighting 
infectious disease and now in addressing itself to the problems of social injustice and inequities. In many 
countries both health and social services have expanded. As a consequence, the health status of several 
countries has improved considerably. Unfortunately for the poorest countries, available resources can no 
longer cope with the increased demand for services in our deepening economic crisis. The deterioration in our 
international terms of trade, the rapid population growth, and the crippling external debt are strangling our 
economies and reducing government allocations to the health sector. Yet the population continues, and rightly 
so, to expect more and better health care services. 
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Can we measure up to this challenge? Yes, I think we can. It is time we started seriously considering 
the sustainability of our global endeavours to fight ill health in the light of diminishing resources. Alternative 
ways for health financing must be sought. Today we should accept cost sharing as an inevitable reality and a 
condition of sustainability. Our efforts could be amplified greatly if our international partners in health, 
especially the industrialized countries, assisted us by improving general terms of trade, including softening of 
terms for transfer of technology. 

We need a paradigm for public health action to accelerate the achievement of health for all. We believe 
in primary health care through sustainable community-based health care approaches and related activities. 
This is the foundation for social and economic development through appropriate operational, technical and 
strategic support at all levels. Our health service delivery system is being restructured so as to give emphasis 
to comprehensive community-based interventions. This ensures promotive and preventive services including 
nutrition, water, sanitation, housing and education. Efforts are under way to enhance and utilize the energies 
and contributions of the whole population, especially women and the youth, to participate in health activities. 

We have many challenges today with regard to the attainment of health for all by the year 2000. This 
goal has been overtaken by a number of developments. The main victims of this change have been the 
political stability and security of many countries. Political instability in its crudest form could change the 
course of our cherished goals of fighting disease, ignorance and poverty. Uganda today enjoys unlimited 
freedom of the press, freedom of association and freedom of worship. Individual freedom is guaranteed by an 
independent judiciary which tolerates all sorts of divergent political views. Our legislature continues to be 
open and transparent. This approach is already yielding results. Whereas in the past rehabilitation and 
reconstruction preoccupied us and drained our efforts, today we talk of development, with resources from the 
goodwill of our people. In Uganda the district health education network has been strengthened to ensure full 
participation of schools and the community at large. 

Uganda has suffered from epidemics of meningococcal meningitis and cholera, but we have been able to 
control these epidemics. We thank WHO and friendly countries and international organizations which have 
come to our assistance. 

We commend the role of WHO on the progress made in the field of women, health and development. 
Mothers' and children's health is our concern because they constitute nearly two-thirds of our health problems. 
We therefore undertook maternal and child health initiatives to accelerate both child and maternal survival. 

EPI has been the cornerstone of these activities; we have registered considerable success in this area. 
Coverage has improved from less than 20% in the 1980s to more than 70% last year. We successfully hosted 
conferences for programme managers of programmes on immunization, diarrhoeal disease control, 
tuberculosis, leprosy and AIDS in Entebbe, Uganda. The control of diarrhoea is critical to the survival of our 
children, but even of adults, who could benefit especially against the current threat of cholera and AIDS. We 
thank USAID for the support of establishing a local manufacturing plant for oral rehydration salts in Uganda. 
Parasitic diseases, however, unfortunately have seen a resurgence. We are now trying to fight back for lost 
ground in the war against major parasitic diseases especially malaria, sleeping sickness, onchocerciasis, 
schistosomiasis and guinea-worm. Community-based programmes for their control are in the pipeline. 

The AIDS pandemic tragically remains a special problem that is threatening all aspects of our social and 
cultural development. We continue with our policy of openness and transparency. Education remains our 
major thrust. This is targeted education for vulnerable groups, especially women and the youth. Experience 
has taught us that the devastating effects of AIDS go beyond the health domain. We have therefore adopted a 
multisectoral approach through the establishment of the Uganda AIDS Commission. We hope that this new 
strategy will enable us to cope with the ever increasing socioeconomic consequences of the AIDS pandemic. 
We realize that the task ahead of us is colossal. It will need appropriate training and restructuring at different 
stages as the need arises. 

Last month we hosted an International Conference on Essential National Health Research, which drew 
participants from a wide international community, including our brothers and sisters in South Africa. 

We were pleased to hear about the technical assistance and support from the WHO programme of 
intensified support to countries facing economic crisis. I request quick implementation of this support. 

I take this opportunity to thank the international community for their assistance in helping to uplift the 
health status of our people. Finally, I wish to reiterate our support to WHO and reassure you of our 
continued cooperation. 

Dr AKTUNA (Turkey): 

Mr President, Mr Director-General, Mr Deputy Director-General, your excellencies, ladies and 
gentlemen, I would like to congratulate the President and the Vice-Presidents on their election to the Forty-
fifth World Health Assembly and to convey to them our conviction that under their able guidance, this 
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Assembly will achieve its goals in full. I also wish to thank the out-going President, My Mongolian colleague 
Dr P. Nymadawa, and his distinguished colleagues for having successfully presided over the Forty-fourth World 
Health Assembly. I would like to welcome the new Members of WHO and the new Associate Member. We 
hope other newly independent republics of the former Soviet Union as well as other newly independent states 
of former Yugoslavia will also become Members of WHO in the near future. 

This year's World Health Assembly offers another unique opportunity to assess the health situation in 
the ever-changing dynamic world and give a new impetus to the work of WHO to achieve global health for all. 
The last decades have witnessed remarkable progress in the field of health, yet disparities in health status 
between developed and developing countries continue to widen. The narrowing and bridging of this gap is a 
task that is possible with commitment to humanity, with vision, courage and perseverance as undertaken by 
WHO and its Director-General, Dr Nakajima. 

Turkey has identified health along with education as two main priority areas to bring prosperity and well-
being to its people. We aim at 100% literacy for women and men in Turkey and take measures to work out 
durable solutions to the problems in the health sector with a view to improving the health level of the people. 
These interrelated solutions are contained within a "health-reform package" which consists of modernization of 
health legislation, improving service provision, upgrading the quality of manpower, reorganization and 
decentralization of management in the health services, as well as extending the health insurance scheme to 
cover the whole population. Establishing a national health academy and national health information systems 
are also important elements of this reform package. By realizing these reforms, we believe that with the 
existing resources and manpower, Turkey will be able to provide all its citizens with a healthier and longer life. 

In the first National Health Congress, in March 1992，the reform package was discussed extensively. 
This important meeting was also attended by our Regional Director, Dr J. E. Asvall, whose continuous support 
is deeply appreciated. The deliberations of the 34 workshops of this congress, in which all sectors participated, 
resulted in the draft formulation of our national health policy to achieve the targets of health for all. This 
policy draft, covering the health priorities, targets and strategies, will be discussed in Parliament next month 
and will remain as a reference document guiding implementation in the decades to come. 

Understanding, promoting and establishing public health issues and providing quality of service in 
primary health care can only be achieved by committed leaders at all levels of the society. The most 
important task of leadership is to accomplish change for a collective purpose. It implies the process of 
motivating people in a community towards a common goal. What better and more effective leaders in health 
can we find in our societies than women? At political, administrative and community levels, the participation 
and leadership of women will promote health and consequently development in our societies. 

Women's status, women's health and the health of the newborn open new horizons in health where 
reduced mortality is no longer the ultimate goal, but rather, reduced morbidity and a better quality of life are 
the main targets. We believe that the Safe Motherhood Programme of WHO is one of the most 
comprehensive and integrated health programmes of the 1990s. We strongly support and are very pleased to 
participate actively in this global family health programme. We have already set up and started implementing 
our national safe motherhood programme. 

Promoting, protecting and supporting breast-feeding is another activity that Turkey has undertaken on a 
nationwide scale. Many teaching and provincial hospitals have changed their procedures and aspire to become 
"baby-friendly" hospitals. In this context, we held a meeting with all the formula manufacturers in Turkey, 
which secured their written commitment to the Government that they would also promote breast-feeding and 
would not distribute free breast-milk substitutes to hospitals. Action is also taken by the Government to 
effectively implement the International Code of Marketing of Breast-milk Substitutes. 

Finally, AIDS continues to arouse great anxiety in world public opinion. The spread of AIDS shows 
clearly how this disease pays no heed to national frontiers. International travel contributes to its spread. 
Another important fact is the relation between AIDS and drug abuse. Prevention of the disease consequently 
requires closer international cooperation by reconciling vital health concerns with human rights. We support 
and urge the Member States and WHO to step up the efforts being made to combat and contain this epidemic. 
In this regard, Turkey emphasizes its commitment to continuing its collaboration with the Organization and 
other Member States. 

I have recently returned from a trip to the Commonwealth of Independent States in Central Asia, and 
would like to report to you and to the Director-General on the urgent health needs of these countries. The 
abrupt political, economic and social changes in these countries have seriously affected the most vulnerable 
population groups. In the fields of primary health care facilities, pharmaceuticals, vaccines, curative services 
and contemporary medical practices, an action programme is urgently called for by the Member States under 
the leadership of WHO. These new countries with great needs in health are part of the greater Europe for 
which additional allocations should be made within the European Region. In this respect Turkey, along with 
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its present efforts, volunteers to contribute to the transfer of health support by putting its own manpower, 

resources and institutions at WHO,s disposal in order to launch a concrete programme of action for these 

countries. 

One of the prerequisites for achieving the goals of health for all is peace. Unfortunately, in addition to 

other parts of the world, hostilities which had broken out in Europe degenerated into all-out civil wars. The 

last episode in Bosnia and Herzegovina seems to be particularly bloody, with heavy civilian casualties and 

disruption of health services leading to enormous health problems. I therefore solemnly urge the parties to the 

conflict to do their utmost to find a peaceful solution: peace for all, health for all. 
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• jĵ î /l c i , I ^ '«LuJaJI 己I^AoJlj ‘3 A-JP 1 ^ A^JLTJI ‘<L>w¿J! ^Jl diL¿VL^ 
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Mr A. Al-Badi (United Arab Emirates), President, resumed the presidential chair. 

M. A. Al-Badi (Emirats arabes unis), Président de l'Assemblée, reprend la présidence. 

Dr SURJAN (Hungary): 

Mr President, honourable delegates, ladies and gentlemen, it is my honour to address this Assembly on 

behalf of the Hungarian Government and it gives me great pleasure to join my fellow delegates in offering you, 



A45/VR/6 
• page 21 

Mr President and the other office-bearers, my congratulations on your election to office. I would also like to 
thank the Director-General and the Secretariat for the hard work they have been doing since the previous 
Health Assembly. 

Europe has witnessed significant changes since the last World Health Assembly, with the collapse of the 
Soviet Union and the birth of many independent States. The transition from Communism to free democracy is 
accompanied by tremendous difficulties and tensions. The countries that have acquired their independence 
recently are faced with great challenges and they need the assistance of the international community in their 
efforts to overcome their difficulties. Hungary has just marked the second anniversary of her freely elected 
Government and it seems appropriate for me to inform this body of what has been achieved so far, from the 
objectives and plans we have set for ourselves. 

The Hungarian Parliament passed an Act on insurance-based health care services earlier this year. The 
principles of the so-called socialist health care were far from being implemented and lacked sufficient funding. 
The new system exhibits definite signs of society's solidarity, thus enabling the state to take over the insurance 
contribution of those who are unable to contribute to the insurance scheme through no fault of their own. 

Hungary has made a decisive move towards laying the foundations of an effective public health system. 
In this respect, it is my pleasant duty to express our thanks to the Director-General for having stressed the 
importance of a paradigm for new public health action. It is our firm belief that we understood the message 
and we would appreciate receiving further help in these efforts. The Act on national medical officers’ and 
public health services was in fact the first one to have been passed by Parliament in the series of health and 
welfare legislation. As provided by the Act, a network of medical officers has been created, headed by the 
country chief medical officer and comprising 20 county medical officers. A national public health centre has 
been set up, with offices at the county level. The public health network has essentially three major 
responsibilities: health policy, public hygiene and health promotion. We are now in the process of elaborating 
a detailed plan for implementation. To this end, we would need and welcome as much expertise from other 
countries of the world as possible. However, what is of great importance for us is to get acquainted with the 
experience of the neighbouring countries that, as is customary to say in Hungarian, wear the same shoes as we 
do. In this respect, we were able to draw substantially on the assistance provided by the World Health 
Organization, for which I would like to express our heartfelt thanks in this noble forum. Special thanks are 
due to Dr Nakajima and Dr Asvall, our Regional Director, who were the very first to recognize the importance 
and implications of the changes that had swept over this part of Europe and who played an important role in 
designing the EUROHEALTH programme. Meant to address the specific problems of the central and eastern 
European countries, this programme was adopted by the Regional Committee for Europe in 1991. The main 
thrusts of the EUROHEALTH programme are the ones we take as the cornerstones for our national 
programme. "Only a healthy people can have a future" - says the programme of our Government. We are 
aware of the great responsibility our health system must bear for the population's health status. In the interest 
of attaining the goals and implementing the tasks defined by the Government, we intend to introduce effective 
measures for screening and prevention and to launch efficient health care delivery forms. By these actions we 
hope to be able to improve our people's health status and to increase their awareness in matters of health. 

I would now like to outline briefly what our plans for the immediate future are. It is our firm intention 
to urge privatization in the health sector, too. As of 1 July 1992, the family doctor system will be started. 
Offering a possibility for the free choice of doctor, this system will open new vistas in the primary health care 
field. This is going to be the first area in the health care field where private practitioners are likely to appear 
soon. It is planned to pursue privatization in the inpatient care field, too, with the next step being the 
privatization of pharmacies and drug stores. 

The past 40 years having shown that the desired goals cannot be achieved with bureaucratic methods, it 
became evident that what would be needed as regards the mode of operation of the envisaged system is a self-
operating system of management that makes the best use of the possibilities, ensures lasting optimal 
functioning, is organized according to the logic of the market and rewards the result obtained. The essence of 
such a system is incentive, based on material interest. Hungary has opted for normative financing based on the 
performance principle. In primary health care the basic indicator of the family doctor's performance is the 
number of patients on the doctor's list. Apart from this, the change in the patients' health status, the doctor's 
professional qualifications and experience and the rate of definitive care are also to be taken into 
consideration. Next year, we intend to launch a programme to control smoking and another one to improve 
the safety and protect the health of health personnel from AIDS. 

The brief outline of our achievements and future plans might have indicated to you that we did make the 
first steps to travel the difficult path before us. These efforts have to be made amidst severe economic 
problems and under a serious social situation that we have inherited from the old regime. In this respect, we 
are grateful for any kind of assistance and experience that might be worthwhile in facing our problems. On the 
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other hand，however, Hungary does not wish only to receive and to be a recipient of expertise and aid; 

instead, we are pleased to extend a helping hand to other countries that might be in an even more difficult 

situation than we are. We would like to stress to this body, too, that Hungary is open for cooperation as 

regards the fight against drug abuse, as this country has become a transit route. 

May I conclude my address by expressing my delegation's appreciation and thanks to the Director-

General, Dr Nakajima, the Secretariat, and the Regional Director for Europe, Dr Asvall, and his staff for their 

high standard and valuable work and contribution to the attainment of WHO's noble goal of health for all by 

the year 2000? A very important step on this road is the second evaluation of the health-for-all indicators and 

eighth report on the world health situation, but on this item and on several others on the agenda contained in 

the well-prepared documents my delegation will take the floor separately. For all of us attending this 

Assembly, may I wish every success and wise deliberations during the coming days. 

The PRESIDENT: 
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3. HEALTH, ENVIRONMENT AND DEVELOPMENT (continued) 

LA SANTE, L'ENVIRONNEMENT ET LE DEVELOPPEMENT (suite) 
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Dr SALIM (Coordinator): 

Mr President, I would like to join you in extending our very warm welcome to the distinguished President 

of Bolivia and to express our gratitude that he has found it possible to come and address this distinguished 

audience, coming as he does today after the intervention yesterday of the President of Portugal. We are 

certainly looking forward with great antic^ation to his address. Therefore, it is my particular privilege and 

pleasure to welcome the distinguished President to address this Assembly. 
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The PRESIDENT: ‘^^‘^ 
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El Dr. PAZ-ZAMORA (Presidente de la República de Bolivia): 

Señor Presidente: ¡Qué inmenso desafío el de hablar de la vida ante especialistas de la vida y en el foro 

de la vida, que es esta Asamblea de la Organización Mundial de la Salud! En efecto, vuestro Director 

General, el Dr. Nakajima, ha tenido a bien invitarme a examinar con ustedes las temáticas del medio 

ambiente, la salud y el desarrollo, conceptos y realidades cuyo común denominador es la vida misma. 

Asumiré este desafío no como especialista, sino como hombre de Estado, administrador y servidor 

público, cuyo oficio, por otra parte, no es otro que el de organizar e inducir el mejoramiento del complejo 

fenómeno de la vida entre hombres y mujeres constituidos en sociedad. Siento por otra parte que mi voz 

crece por vuestra benevolencia, al concederme el privilegio de ser el único Jefe de un Estado del Sur, de un 

país en vías de desarrollo, convocado ante ustedes. Es en esa condición que deseo compartir con ustedes 

algunas reflexiones, con el propósito de contribuir a la elaboración de guías concretas para la acción, en la que 

esta Asamblea se encuentra empeñada. 

Señor Presidente: Mi primera reflexión se refiere a la ecología, la disciplina que estudia los ecosistemas. 

Etimológicamente la palabra ecosistema está compuesta por las voces griegas «oikos», que quiere decir «casa», 

y «sistema», en referencia al conjunto de seres que se relacionan entre sí. La palabra define entonces a 

personas que viven en una misma casa o que, al relacionarse, comparten un mismo espacio o un hábitat 

común. 

Para llegar a sentirnos todos como parte de un solo ecosistema, se han tenido que vencer varias etapas, 

comenzando por la concepción de un mundo dividido en comunidades aisladas, enmuralladas en sus linderos 

fronterizos o encerradas por sus temores xenofóbicos. Posteriormente se convivió con la visión de un planeta 

dividido en un Primer, en un Segundo y en un Tercer Mundo, hasta la versión más reciente de la nave 

espacial, en la que todos compartirían el mismo destino, aunque viajaran en compartimentos estancos, con una 

relación conflictiva entre sí. 

Recién hoy, a finales del milenio, la humanidad comienza a tomar conciencia que la tierra es un solo 

gran ecosistema y que la vida es un fenómeno de interdependencia global. Desde esa perspectiva, la teoría de 

conjuntos se presta como fundamento del razonamiento ecológico y el Hombre Habitante, se presenta como 

centro y sentido final de ese único y gigantesco ecosistema. 

Las relaciones de interdependencia entre las naciones y los pueblos, que se fueron tejiendo como una 

red de interacciones (en los mercados, la política, las comunicaciones, la información y la tecnología), se 

prolongan hoy en la necesidad de preservar el equilibrio racional de la vida misma, en sus distintas formas de 

existencia. El ecosistema es pues la arquitectura de la vida, en su sentido más amplio. 

Cuando se afecta el equilibrio de la vida en alguna parte, se la afecta en las demás. Si mueren unos, de 

alguna manera mueren también otros. El logro de ese equilibrio, en los países del Sur, es condición de vida 

para los países industrializados del Norte. Las agresiones ecológicas que centenariamente soporta el Sur, se 

vuelcan cada vez más contra el propio Norte. 

Vivimos la hora en que la vida sobre nuestro planeta se ha convertido de facto en un riesgo compartido, 

en un «joint venture». La interdependencia de la vida ha hecho que nadie pueda estar lejos de nadie, ni nadie 

pueda irse de nadie. Lo que nos lleva a la interdependencia de la muerte también bajo sus distintas formas, 

pues en realidad nadie ni nada muere solo, sin crear a su vez condiciones de muerte para los demás. 

La vida es por ello un patrimonio universal y la creación de posibilidades para su continuidad y 

perfeccionamiento es una responsabilidad planetaria. La vida es un imperativo del presente y un derecho para 

las futuras generaciones: por eso se ha venido difundiendo la tesis del desarrollo humano armónico y 

sostenible. 

De esta manera, el desafío del desarrollo humano, en cantidad y calidad, puede ser analizado y encarado 

más allá de los valores éticos y del pensamiento humanista, sobre bases realistas y pragmáticas, en las que los 

conceptos de solidaridad, participación e igualdad de oportunidades, tienen que ocupar un lugar central. 

Mi segunda reflexión se refiere a la democracia en la que la solidaridad activa se convierte en una 

condición de vida para el planeta y la humanidad en su conjunto. La participación surge ahí como el eje 

esencial que articula la interdependencia que se produce ahora en el terreno de los sistemas políticos. 

Derrotado el pensamiento totalitario, en sus vertientes fascistas y comunista, la forma democrática se ha 

convertido en la dominante de la estructura política mundial. Casi se puede decir que se trata de un solo 

ecosistema democrático. Vivimos la interdependencia de la vida democrática. Por primera vez la democracia 
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es igualmente un sistema planetario. Un hecho antidemocrático en un país en desarrollo, tiene repercusión en 
toda la comunidad de naciones. La evolución democrática de los países del Sur, se transforma en condición de 
paz, de seguridad, de vida, para los países del Norte, en una medida que era antes desconocida. 

Este nuevo escenario permite a los gobernantes cumplir las políticas, los programas de desarrollo, con 
mayor eficiencia y a los ciudadanos, la participación en dichas políticas y programas con plena voluntad de 
trabajo, aunque, y eso hay que decirlo muy claramente, la igualdad de oportunidades aún no ha sido alcanzada, 
ni en los países entre sí, ni al interior de los mismos, seamos o no desarrollados. Es más, estamos convencidos 
que las distancias entre los que tienen más y los que tienen menos se han ido incrementando. 

El propio Programa de las Naciones Unidas para el Desarrollo demuestra que si en 1960 las diferencias 
entre países ricos y países pobres eran de un valor de 30 a 1，en cuanto a sus niveles de ingresos, ahora nos 
separa el colosal abismo de 60 contra 1. Pero si además comparamos los niveles de ingresos de las personas 
en el interior de los países, la quinta parte más rica del planeta obtiene al menos 150 veces más que la quinta 
parte más empobrecida. Ahí está, señoras y señores, el gravísimo virus de la insostenibüidad, el Síndrome de 
la Desigualdad Adquirida. 

Sí, ha sido una desigualdad adquirida en tiempos históricos a través de procesos como los que enredaron 
a nuestras naciones en complicadas marañas de deudas mutuas. Y a propósito de deudas, señor Presidente, 
permítame una tercera reflexión. Nos referimos no solamente al endeudamiento derivado del comercio y de la 
finanzas que, para algunos, se tornó prácticamente en el único real y vigente, dejando otros, como el 
endeudamiento ecológico histórico, al margen de todos análisis y consideración. Ha llegado la hora de encarar 
este endeudamiento con el mismo rigor que lo hacemos con el anterior. 

Como es sabido, los países industrializados del Norte son acreedores en la deuda financiera -comercial, 
frente a los países en desarrollo del Sur, que son los deudores. Sin embargo, la situación cambia 
diametralmente al considerar la deuda ecológica, en la que el Sur aparece en el papel de acreedor y el Norte 
en el de deudor. De esa manera, los países del Sur son deudores financieros y los países del Norte son 
deudores ecológicos. Nosotros reconocimos nuestra deuda y la estamos honrando con costos incalculables para 
el desarrollo económico y social. Es una deuda que se cobra y se paga y que tiene mecanismos coercitivos 
claramente establecidos. La deuda ecológica, en cambio, no está reconocida, si bien algunos países 
industrializados más sensibles la incluyen parcialmente en el rubro de cooperación al desarroUo, con todas las 
limitaciones que conlleva. Este es uno de los principales obstáculos que se cruzan en los preparativos de la 
Cumbre de la Tierra, convocada para el próximo mes de junio en Río de Janeiro. 

Los técnicos han calculado que, al margen de los recursos destinados a la cooperación, los países 
industrializados deberían destinar 120 000 millones de dólares anuales para «limpiar» el planeta en el siglo 
XXI, pero hasta el momento sólo hay indicios de que se podrían llegar a comprometer apenas una décima 
parte de esos valores y hay pocos indicadores de la existencia de una real voluntad política para encarar 
decididamente la cuestión de la transferencia de las tecnologías ambientalmente idóneas. 

Y a propósito de tecnología, señor Presidente, permítame una cuarta reflexión. Si algo en común 
tenemos los países en desarrollo es que, de una u otra manera, compartimos un pasado colonial. En América 
conmemoramos este año el V Centenario de 1492. Para nosotros, la médula de tales procesos coloniales 
radica en la derrota tecnológica que sufrieron las culturas originarias, en el encuentro con el colonizador. 

Esa derrota tecnológica marcó la suerte de unos y otros. Los países del Sur quedaron en condición 
dependiente, tratando de encontrar la vía del desarrollo que les fue cerrada en el acto de la conquista militar y 
tecnológica, una conquista al influjo de las armas y de la técnica, pero también bajo el peso de enfermedades y 
epidemias importadas de otros continentes. Desde entonces se abrió la brecha de conocimientos, que habría 
de reconocerse más tarde como la razón principal del atraso de unos y del progreso de otros. 

En pocas áreas como las de la salud, esa brecha tecnológica se muestra tan ancha y definida. Un 
ciudadano japonés tiene hoy una esperanza de vida que es por lo menos veinte años mayor que la de un 
latinoamericano. Los niños europeos tienen hasta diez veces más posibilidades de sobrevivir a su propio 
nacimiento que las que encuentran los niños del Sur. 

Con un gigantesco sacrificio，los países en desarrollo están tratando de acortar esas distancias, pero lo 
hacen con una lentitud desesperante, que no guarda relación alguna con el desarrollo real del conocimiento 
disponible para resolver esos problemas. 

Súmese la brecha tecnológica a la ruptura del equilibrio ecológico del Sur, a la depredación de su medio 
ambiente, al distanciamiento social y a la desestructuración de su cultura y se comprenderá con nitidez la 
magnitud del desafío que tenemos por delante. La salud no es solamente la ausencia de la enfermedad, sino 
la preservación integral de la vida, de la convergencia de elementos del entorno que sirven para construir una 
vida sana, plena en un ecosistema protegido. 

Deseo, señor Presidente, dejar a esta digna Asamblea una última reflexión. No hay desarrollo, ni salud, 

ni medio ambiente, sin respeto a la tradición y a la cultura de los pueblos. Es más, la armonía del hombre con 
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la Tierra, con su alma y con su pasado, es la esencia de la vida misma y de la sostenibilidad futura de todo el 

ecosistema. 

Los médicos presentes lo saben, porque han aprendido a conocer y aplicar los métodos de la medicina 

tradicional en su práctica cotidiana, porque han bebido de la sabiduría adquirida en la larga lucha del hombre 

por su sobrevivencia, porque sacan de la naturaleza la fuente principal de muchos de sus medicamentos y 

porque saben los peligros de cuerpos extraños en cualquier tratamiento o de la fuerza profiláctica de la 

seguridad de sentirse con lo propio y entre los suyos. 

Aunque la salud, el desarrollo y el medio ambiente sean materia de una corresponsabilídad planetaria, 

no es menos cierto que no pueden ser considerados al margen de la cultura específica de cada pueblo, porque, 

de lo contrario, se estaría practicando un etnocentrismo injusto y ahistórico. 

En función a muchas de esas consideraciones tecnológicas, ambientales, culturales, históricas es que 

hemos venido defendiendo y revalorizando los derechos de los pueblos indígenas, quienes por otra parte son 

además las principales víctimas del pasado desarmonizador. Por eso sostuvimos el particular protagonismo 

que les corresponde en la próxima Cumbre de la Tierra. Por eso promovimos la creación del Fondo de los 

Pueblos Indígenas de América Latina y el Caribe y por eso mismo apoyaremos con entusiasmo todas las 

actividades de 1993, declarado como Año Internacional de los Pueblos Indígenas. 

Y sin embargo, pese a estas y otras iniciativas, se continúan desconociendo las realidades y los valores 

de los pueblos originarios. Por su vigencia y oportunidad quisiera compartir con ustedes un hecho que 

incumbe a mi país y que bien podría ilustrar este tema. Hace pocos días se inauguró la Feria Internacional de 

Sevilla, y en el pabellón boliviano resolvimos mostrar la hoja de coca y sus valores económicos, socioculturales, 

religiosos y medicínales. No pudimos hacerlo porque se decomisaron las hojas que enviamos de muestra, 

precisamente por incomprensión, debida a una confusión entre el uso lícito, ritual, cotidiano de la hoja de 

coca, y el uso ilícito de la cocaína. 

El día en que visité oficialmente a Su Santidad, el Papa Juan Pablo II, ya había tenido la oportunidad de 

referirme a este asunto. Porque confundir coca y cocaína tiene una connotación etnocentrista, pues implica no 

distinguir una tradición cultural legítima del Sur, con una aplicación ilegal que proviene de la cultura del 

Norte. En efecto, el uso de la hoja de coca es una tradición andina; el uso de la cocaína es un hábito 

extranjero. En términos socioculturales, la coca está presente, como mediador social, en todo pacto, 

transacción, ceremonia o compromiso del hombre andino. En términos míticos, la coca es una planta sagrada 

cuyo uso ritual se remonta a más de cuarenta siglos y es un componente indispensable hasta hoy del culto 

religioso. 

En términos médicos, además de sus propiedades alimenticias en proteínas, vitaminas, calcio, hierro y 

otros componentes, es un elemento básico de la medicina andina. Combinada con otras hierbas se utiliza para 

muchas dolencias, desde el dolor de cabeza hasta el reumatismo. Y ante la experiencia reciente vivida por 

Bolivia en la Feria de Sevilla, me permito solicitar que una institución del prestigio de esta Organización 

Mundial de la Salud, investigue los contenidos farmacológicos y nutritivos de la hoja de coca. 

Señor Presidente: En este Palacio de las Naciones que hoy hace de consultorio del Planeta Tierra y de 

sus habitantes se necesita una respuesta a los nuevos desafíos de la vida en un ecosistema global de 

responsabilidades compartidas. Comencemos por resolver seriamente revertir la situación de la asignación de 

recursos y orientarlos de manera prioritaria a la educación básica, a la atención primaría de la salud, al agua 

potable y a los programas nutricionales. Tendríamos que declarar Patrimonio Universal de la Humanidad a 

aquella tecnología básica requerida para atender las necesidades elementales de salud de todos los pueblos del 

mundo. No me refiero a ninguna tecnología de punta, sino a aquélla destinada a cubrir lo que el 

Dr. Nakajima denomina el Nuevo Paradigma: el acceso universal a los servicios básicos de salud. 

Asociemos educación y salud, como primera prioridad. Busquemos la participación de todos en este 

esfuerzo global. La vida democrática común abre nuevos canales a la reflexión y a la acción en el desarrollo, 

en la salud y en el medio ambiente. Preservar el sistema democrático es preservar la vida. Un ejemplo de 

ello podría ser la lucha actual por el binomio madre-niño, que, por definición, debería estar al margen de 

discriminaciones y porque ello concede a la mujer un rol protagónico de primer orden. 

Para concluir, en la perspectiva de todo lo hasta aquí señalado, me permito convocar a una acción 

colectiva de todos los países para que respaldemos decididamente el proceso para realizar una Cumbre 

Mundial para el Desarrollo social, en el marco del sistema de las Naciones Unidas. A tiempo de agradecer en 

nombre de los pueblos del Sur por los esfuerzos que realiza la OMS, hago votos porque las deliberaciones de 

esta Asamblea tengan pleno éxito. 

The PRESIDENT: 
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Dr SALIM (Coordinator): 

Thank you, Mr President. I should like to join you also in thanking the distinguished President of Bolivia 

for his important statement. As an African and as Secretary-General of the Organization of African Unity and 

speaking for African countries, I would like to say how particularly privileged I feel to act as the coordinator 

after such an important and inspiring statement made by an eminent representative of the continent of Latin 

America whose people share so much in common with our people. The statement of President Paz-Zamora 

actually underscored many areas which are of common concern to the countries of the South. The nature of 

the problems, the magnitude of the problems may vary but the essence of the problems is basically the same， 

whether they are in Latin America or in Africa or in Asia. 

I would very briefly try to highlight some of the important remarks made by His Excellency the President 

and I was very touched by what he said about life. The very specialists of life, the distinguished representatives 

here present, the eminent doctors, I am sure will take that into account. But his statement and the statement 

yesterday by the President of Portugal go on to emphasize the importance of tackling the problems of health 

on a global level, that this is something that concerns us all. It concerns statesmen, it concerns professionals of 

all kinds, it concerns ordinary people, and perhaps this commitment demonstrated here by the President of 

Bolivia should serve as an inspiration to the specialists, the very specialists of life, as they and all of us embark 

on the path of making our world a better place. 

Like President Soares yesterday, President Paz-Zamora today emphasized the universal nature of the 

problems. The issue of health is universal, it transcends geographical, racial and ethnic boundaries, it is an 

issue which requires and demands of our human solidarity. When, as the President said, the equilibrium of life 

is affected in one area, it is affected in another area. The effect of ecological aggression in the South is now 

having its own effect in the North, and thus the emphasis on the concept of solidarity, participation and 

opportunity. 

The President also talked about the universal nature of democracy and its democratic values. As an 

extension to that, I think it is fair to say that where there is injustice, where there is dictatorship, where there 

is oppression, whether it is racist oppression or other types of oppression, the world and the international 

community must feel outrage and must feel the obligation to do something about it. President Paz-Zamora 

rightly emphasized, as did President Soares yesterday, the increasing gap between the haves and the have-nots, 

and the implications of this hiatus for our common humanity. He also referred to the question of 

indebtedness; but more specifically he made reference to the ecological debt, a debt which has yet to be 

recognized by the debtor country, in this case those who are responsible for ecological aggression. I think this 

is a point which will certainly be borne in mind by all of those who will be going to Rio de Janeiro for the 

Earth Summit (the United Nations Conference on Environment and Development). I wish also to emphasize 

the point made by the President of Bolivia with respect to understanding and appreciating the culture and 

traditions of countries that neither health nor environment can be effectively tackled without taking into 

account the values, the traditions, the beliefs and the cultures of our respective societies; we must, therefore, 

adapt the methodology that we may adopt to take into account these cultural and societal values. 

Mr President, I would like to conclude by again emphasizing the point on the universality of health and 

the need for human solidarity. Both President Paz-Zamora today and President Soares yesterday emphasized 

that we must work together at the level of the international community, the rich and the poor, the North and 

the South, irrespective of our beliefs. Here we all have something at stake. I wish, therefore, in this 

connection to join both President Paz-Zamora and President Soares in paying tribute to Dr Nakajima for 

having organized a session of this nature where the statesmen and actors of the world, people who make 

important decisions in the affairs of state can have the opportunity to interact with the very specialists of life. 

The PRESIDENT: 
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The DIRECTOR-GENERAL: 

Mr President, Your Excellency President Paz-Zamora, Your Excellency Dr Salim Ahmed Salim, ladies 

and gentlemen, let me first express our thanks to President Paz-Zamora for sharing his thoughts, his very 

valuable thoughts, which already have been very well summarized by the special coordinator Dr Salim. Those 

thoughts, particularly on the value and belief system which prevails all over the world, south and north, east 

and west. I think that the statement made by President Paz-Zamora and the summary by Dr Salim are valid 

not only for the South but all over the world. Here, the interaction between the high political decision-makers, 
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such as President Paz-Zamora and Dr Salim, political coordinator in the world, contribute with the specialists 

or so-called specialists in health. But health has no more speciality. Health is a common treasure of the 

human being. And in this respect the interaction between professionals dealing with health and high-level 

political people is extremely valuable for the work of the World Health Assembly. We have already worked 

together during the past decade, despite many changes, to try to preserve our human resources in good shape 

and in good health to build future society in peace and prosperity. President Paz-Zamora, your presence in 

this Assembly has greatly contributed to the future work of WHO and particularly to cooperative work with the 

Member States. I am also most grateful to Dr Salim who coordinated both sessions so well, to merge the 

thinking of the North and the thinking of the South into one, for world unity and solidarity. I thank you very 

much, President Paz-Zamora, as well as Dr Salim, for sharing with us yesterday and today these important 

topics: health, development and environment. 
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( A p p l a u s e / A p p l a u d i s s e m e n t s ) 

The meeting rose at 12h35 

La séance est levée à 12H35 


