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PREFACE 

The Forty-seventh World Health Assembly was held at the Palais des Nations, Geneva, from 
2 to 12 May 1994，in accordance with the decision of the Executive Board at its ninety-second session. Its 
proceedings are published in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions,
1

 annexes and list of participants • document WHA47/1994/REC/1 

Verbatim records of plenary meetings • document WHA47/1994/REC/2 

Summary records and reports of committees - document WHA47/1994/ REC/3 

1 The resolutions, which are reproduced in the order in which they were adopted, have been cross-referenced to 
the relevant sections of the WHO Handbook of Resolutions and Decisions, volumes I, II and III (third edition), which 
contain most of the resolutions adopted by the Health Assembly and the Executive Board between 1948 and 1992. A 
list of the dates of sessions, indicating resolution symbols and the volumes in which the resolutions and decisions were 
first published, is given in volume III (third edition) of the Handbook (page XIII). 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday, 2 May 1994，at 17h35 

Chairman: Mr B.K. TEMANE (Botswana) 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN 
COMMITTEES (Document A47/1) 

The C H A I R M A N reminded the Committee that, under its terms of reference as defined in Rule 33 
of the Rules of Procedure of the Health Assembly, its first task was to consider item 8 (Adoption of the 
agenda and allocation of items to the main committees) of the provisional agenda, which had been prepared 
by the Executive Board and issued as document A47/1. 

Deletion of an agenda item and allocation of remaining items 

The C H A I R M A N indicated that, if there was no objection, one item on the provisional agenda should 
be deleted, namely item 27 (Supplementary budget for 1994-1995). 

It was so agreed. 

The C H A I R M A N observed that the Executive Board had allocated the items on the provisional 
agenda between Committee A and Committee В according to the terms of reference of those committees 
as laid down in Rule 34 of the Rules of Procedure and with a view to ensuring a balanced distribution of 
the work. 

Referring to the agenda items to be considered in plenary session, namely items 1 to 15，he noted 
that the Health Assembly had already dealt with items 1 to 7 that afternoon. The Committee was at 
present dealing with item 8，on which he would transmit its recommendations to the plenary meeting the 
following morning. The remaining items (9 to 16) would be examined in plenary session, as scheduled. 

In the case of item 11 (Admission of new Members and Associate Members), he announced that 
applications for membership of W H O had been received from Niue and from Nauru (documents A47/35, 
A47/INF.DOC./1, A47/36 and A47/INF.DOC./2) and should be placed under that item, the words "if any" 
being deleted from its title. 

In the case of item 31 (Collaboration within the United Nations system), the Executive Board, 
recognizing the increasing collaboration with regional banks and other institutions, had recommended that 
its title should be changed to: "Collaboration within the United Nations system and with other 
intergovernmental organizations". 

It was so agreed. 

The C H A I R M A N concluded that the Committee wished to recommend to the Health Assembly that 
it should accept the allocation of the other items to the main committees as set out in the provisional 

- 1 -



2 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

agenda, on the understanding that certain items might subsequently be transferred from one committee to 
the other depending on their workload. 

It was so agreed. 

M r B O Y E R (United States of America) indicated that a number of delegations would have preferred 
the debate on item 21 (Global AIDS strategy (progress report and report on the study on a joint and 
cosponsored United Nations programme on HIV and AIDS)) to take place on Monday, 9 May rather than 
on Tuesday, 10 May, so that it would not coincide with consideration of the AIDS topic at a meeting of 
another organization. Although it was not for the General Committee to decide the timing of discussions 
within the committees, he wished to recommend that, when determining its timetable, Committee A should 
consider advancing the debate on item 21. 

The C H A I R M A N noted the point. 

Mrs H E R Z O G (Israel) informed the meeting that when the agenda had been discussed by the 
Executive Board at its ninety-third session, she had suggested that the title of item 32 (Health conditions 
of the Arab population in the occupied Arab territories, including Palestine) should be modified to reflect 
recent developments in the Middle East and Israel's desire to encourage dialogue and collaboration with 
the Palestinian people. At that time there had been no consensus on the matter. She was raising the 
question again in case one currently existed, but stressed that she did not wish to open a political discussion. 

Dr Y A C O U B (Bahrain) maintained that the situation in the Middle East had not changed and that 
the title of item 32 should remain as it was. 

Mrs L U E T T G E N R O S (Cuba) endorsed the view of the preceding speaker. 

The C H A I R M A N ruled that, since Israel did not wish to open a debate, the title of item 32 would 
remain unchanged. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The C H A I R M A N reminded the Committee that the Executive Board in decision EB93(20) had 
decided that the Forty-seventh World Health Assembly should close no later than 12 noon on Thursday, 
12 May, and drew attention to the preliminary timetable prepared by the Executive Board (document 
A47/GC/1). In the absence of any objections to the timetable, he concluded that the Committee approved 
it. 

It was so agreed. 

The General Committee then drew up the programme of work of the Assembly for Tuesday, 3 May, 
Wednesday, 4 May, Thursday, 5 May, Friday, 6 May and Saturday, 7 May. 

Referring to the list of speakers for the debate on agenda items 9 and 10，the C H A I R M A N suggested 
that, in accordance with established procedure, the order of speakers on the list, which already contained 
96 names, should be strictly followed, and that new names should be entered in the order in which they 
were received by the Assistant to the Secretary of the Assembly. The list of speakers would appear in the 
Journal. If the Committee had no objection, he would inform the Health Assembly of those arrangements 
at the plenary meeting the following morning. 

It was so agreed. 
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The General Committee decided to meet next on Thursday, 5 May at 17h00 in order to draw up the 
programme for the following week and the list for the annual election of Members entitled to designate a 
person to serve on the Executive Board. 

The meeting rose at 18h00. 

SECOND MEETING 

Thursday, 5 May 1994，at 17h30 

Chairman: Mr B.K. TEMANE (Botswana) 
President of the Health Assembly 

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A 
PERSON TO SERVE ON THE EXECUTIVE BOARD 

The C H A I R M A N reminded members that the procedure for drawing up the list of proposed names 
to be transmitted by the General Committee to the Health Assembly for the annual election of Members 
entitled to designate a person to serve on the Executive Board was governed by Article 24 of the 
Constitution and by Rule 102 of the Rules of Procedure of the Health Assembly. To help the General 
Committee in its task, two documents were before it: a list, by Region, of Members of the Organization 
which were or had been entitled to designate persons to serve on the Executive Board, and a table showing 
the present composition of the Executive Board by Region, with the names underlined of the 10 Members 
whose term of office would expire at the end of the Forty-seventh World Health Assembly and which had 
to be replaced, namely: for the African Region, Sierra Leone; for the Region of the Americas, Bolivia and 
Uruguay; for the South-East Asia Region, Maldives; for the European Region, Bulgaria, Denmark and 
Greece; for the Eastern Mediterranean Region, Afghanistan and Tunisia; and for the Western Pacific 
Region, Philippines. 

As no additional suggestions were made by the General Committee, he noted that the number of 
proposals was the same as the number of vacant seats on the Executive Board. He therefore presumed that 
the General Committee wished, as was allowed under Rule 80 of the Rules of Procedure, to proceed 
without taking a vote since the list apparently met with its approval. 

There being no objection, he concluded that it was the Committee's decision, in accordance with Rule 
102 of the Rules of Procedure, to transmit a list comprising the names of the following 10 Members to the 
Health Assembly for the annual election of Members entitled to designate a person to serve on the 
Executive Board: China, Cuba, Finland, France, Kuwait, Pakistan, Russian Federation, Thailand, United 
States of America, and Zambia. The list would be transmitted to the Health Assembly at least 24 hours 
before it was due to meet to elect the Members. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Dr RAI (Indonesia), Chairman of Committee A, and 
Dr A S A A D (Saudi Arabia), Chairman of Committee B, on the progress of work in their committees. 
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The General Committee then drew up the programme of meetings for Friday, 6 May, Saturday, 
7 May, Monday, 9 May, Tuesday, 10 May, Wednesday, 11 May, and Thursday, 12 May. It agreed that its 
own next meeting would be held on Monday, 9 May at 12h40. 

Referring to the suggestion made at the previous meeting of the General Committee by the delegate 
of the United States of America to reconsider the timing of the discussion on AIDS, the CHAIRMAN 
proposed that consideration of document A47/15 on the joint and cosponsored programme on HIV/AIDS, 
under agenda item 21，should be transferred to Committee B. 

It was so agreed. 

The meeting rose at 17h50. 

THIRD MEETING 

Monday, 9 May 1994，at 12h40 

Chairman: Mr B.K. TEMANE (Botswana) 
President of the Health Assembly 

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The Committee heard the reports of Dr RAI (Indonesia), Chairman of Committee A, and 
Dr ASAAD (Saudi Arabia), Chairman of Committee B, on the progress of the work of those committees. 

The General Committee then approved the programme of meetings for the remainder of the 
Assembly, on the understanding that the President was authorized, if necessary, to reschedule meetings so 
that the Assembly would adjourn no later than Thursday, 12 May at 12 noon. 

2. CLOSURE 

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

The meeting rose at 12h50. 



COMMITTEE A 

FIRST MEETING 

Tuesday，3 May 1994 at 11h00 

Chairman: Dr N.K. RAI (Indonesia) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 17 of the Agenda 
(Document A47/41) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, particularly the 
delegates of the new Member States, Eritrea and Tuvalu, which had joined the Organization since the 
Forty-sixth World Health Assembly and the observers for Nauru and Niue. Following the recent events in 
South Africa, that country would also be participating in the work of the Committee. 

He also welcomed the new representatives of the Executive Board, who he stressed were appointed 
to represent the Board's standpoint and therefore did not speak as delegates expressing the views of their 
Governments. 

He then drew attention to the third report of the Committee on Nominations (document A47/41)，1 

in which Mr D. Van Daele (Belgium) and Dr В. Vaithinathan (Singapore) were nominated as Vice-
Chairmen and Dr N.HA. Al-Shabandar (Iraq) as Rapporteur. 

Decision: Committee A elected Mr D. Van Daele (Belgium) and Dr В. Vaithinathan (Singapore) 
as Vice-Chairmen and Dr N.HA. Al-Shabandar (Iraq) as Rapporteur. 

2. ORGANIZATION OF WORK 

The CHAIRMAN pointed out that the current session was to be the first World Health Assembly 
shortened in accordance with recent decisions on methods of work, and that it was crucial for interventions 
to be as brief as possible. 

He drew attention to resolution EB93.R1 of the Executive Board, which would be discussed in 
Committee В and which recommended the adoption of new provisions for the consideration of Health 
Assembly resolutions. Although those provisions, if adopted, would not take effect until January 1995， 
delegates might wish to bear them in mind during their current deliberations. 

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

It was so agreed. 

1 See page 216. 
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3. NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-
2001 INCLUSIVE)： REVIEW OF DRAFT SUBMITTED BY THE EXECUTIVE BOARD: 
Item 18 of the A g e n d a (Resolution EB93.R8; Document A47/3) 

Professor CALDEIRA DA SILVA (representative of the Executive Board), introducing the item, 
recapitulated the principal decisions and steps taken by the Executive Board in developing the Ninth 
General Programme of Work, and summarized the changes introduced by the Board during its review of 
the draft in January 1994. 

Like the Seventh and Eighth General Programmes of Work, the Ninth was to be built on the general 
principles and ideals of health for all and primary health care, emphasizing support for countries. However, 
the Board had also agreed that the Ninth would differ from its predecessors, particularly in the following 
ways: 

- i t should be clearly oriented to policy for world action in health, and less than in the past to WHO 
programme content; 

- i t should provide a programme framework for WHO's work, enabling the Organization to make 
effective and efficient use of its resources; details of WHO's activities and achievements would 
be taken into account in the biennial programme budgets; 

- i t should allow for greater managerial flexibility in WHO's work and be conducive to greater 
integration of the efforts of WHO's programmes; 

- t h e content should be accessible to a wide audience, including decision-makers, health professionals 
and the public at large. 

The Board's intention was that the targets set would indicate the minimum to be achieved by global 
health actions in accordance with priorities already determined by the international health community. 

He drew attention to the four interrelated policy orientations proposed in paragraphs 31 and 47 of 
document A47/3 as a focus for action by the international health community. The Board had also decided 
that the "WHO programme framework" would accordingly not describe WHO's intended activities 
programme by programme but that the Ninth General Programme of Work would show for each of the four 
policy orientations what the major priorities for WHO's work as a whole were. It therefore did not propose 
a classified list of programmes, which would instead form part of the programme budget. 

The Board had wished to make three types of observation on the draft that it had reviewed in 
January 1994. First, some issues were not brought out clearly or had been omitted. Secondly, the Board 
had made a number of changes to the targets. Thirdly, it had submitted several observations on 
Chapter III，"General Principles for Programme Management", particularly in relation to the process of 
change under way in WHO. 

The Board's comments had been taken into account in preparing document WHA47/3. In particular, 
more emphasis than in the earlier draft had been given to the following factors: the role of the family in 
health; the growing impact of noncommunicable and chronic diseases and the importance of lifestyle and 
behaviour in their genesis; and changing social factors such as unemployment, exclusion and family 
breakdown. 

Clearer reference was now made to the importance of controlling rising health costs and the search 
for new financing mechanisms, as well as the need for health sector reform. Similarly, the positive impact 
of developments in technology and research was acknowledged, in addition to new ethical concerns facing 
policy-makers. Targets had, in some cases, been modified to make them more specific. Other targets might 
need to be set to deal with important problems. 

The text of the six subsections of Chapter III had been quite extensively modified so as to shed light 
upon the background to the global change issues, and to summarize the steps taken to date by the Director-
General. 

He drew attention to resolution EB93.R8, whereby the Board transmitted the draft Ninth General 
Programme of Work to the Health Assembly for approval and recommended a draft resolution for adoption 
by the Assembly. 

The CHAIRMAN said that the draft Ninth General Programme of Work provided orientation on the 
policy framework for worldwide action in health as well as for the Organization's own work. In preparing 
the draft Programme, the Board had decided not to be specific in WHO programme terms, but rather that 
specific concerns should be reflected in the complementary policy and programme development process, 
namely in the programme budgets. The draft Programme had been developed by the Executive Board over 
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the past two and a half years and к was for the Health Assembly to ensure that no key ideas were missing 
and that the policies and strategies in the draft Programme were clear. 

Mr JUNEAU (Canada), congratulating the drafters of the Ninth General Programme of Work, said 
it should have a decisive influence on the development and implementation of the Organization's priorities. 
The draft constituted a real shift towards better integrated programme management for optimum use of 
resources and greater emphasis on evaluation of WHO's effectiveness in the light of results in countries. 

He welcomed the goals and targets proposed in the draft, which should provide an opportunity to 
confirm the collective commitment to combating not only specific health problems but also social injustice, 
in the context of system-wide United Nations reforms. 

Among the elements of the draft that were particularly gratifying were: the very good description of 
the health situation and world trends in Chapter I; the specific attention paid to women's health; the 
emphasis on intensified cooperation with countries and people in greatest need; and the importance 
ascribed to cooperation between WHO and the rest of the United Nations system. 

The Health Assembly should adopt the Ninth General Programme of Work as soon as possible in 
order to permit the rapid determination of priorities and preparation of activities for the 1996-1997 
biennium. 

Professor WOJTCZAK (Poland) said that the first General Programme of Work to be developed in 
accordance with the new recommendations of the Executive Board and the reform of WHO instituted by 
the Director-General was notable for its clarity, readability and brevity. 

He stressed the relevance of the four interrelated policy orientations, which he found extremely valid 
for countries such as his own, in process of social and economic transformation, and in which new market 
mechanisms were seriously threatening equal access to health. The active support of WHO was very 
important. 

He welcomed the emphasis on health promotion, since the spread of unhealthy lifestyles was adversely 
affecting basic health indicators. However, WHO health promotion activities should be well coordinated 
to avoid either overlapping or fragmentation of programmes at country level - factors that often caused 
confusion. 

Poland had long been an advocate of WHO's role as a health information centre and he therefore 
welcomed the Director-General，s statement that emphasis would be given to coordinating the collection, 
generation and transfer of valid information on health matters. Such information should be disseminated 
to politicians, health policy-makers, professional groups and the general public; that was one of the most 
important tasks of the Secretariat and one that would enhance the image of the Organization as the 
leading and coordinating body in the field of health. 

He supported every effort being made to improve the use of the available WHO resources; that 
called for better coordination between programmes at country level. The structural reorganization of WHO 
should facilitate cross-sectoral collaboration and the organization of target-oriented activities. He agreed 
that information on the relationship between the use of resources and health achievements was important 
as a basis for programme evaluation. 

The merging of the Expanded Programme on Immunization, the Programme for Vaccine 
Development, and the Children's Vaccine Initiative would help to make WHO more productive and had 
his full support. 

In conclusion, his delegation favoured the draft Ninth General Programme of Work, which was a 
flexible management tool, and would vote for it. 

Dr VIOLAKI-PARASKEVA (Greece) congratulated the Secretariat on the clarity and 
comprehensiveness of the document before the Committee and noted the progress that had been made 
towards reaching the targets of the Eighth General Programme of Work. 

The draft Ninth General Programme of Work provided a global framework for health policy by setting 
out broad policy orientations together with defined goals and targets for specific topics. It represented a 
plan of action and guidelines for activities with Member States during the period 1996-2001. 

In order to implement the Programme, WHO must provide better support to Member States through 
direct cooperation with countries and through its international health work. Further efforts should be made 
to group diseases under a single target. 
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She fully supported the draft resolution proposed by the Executive Board and considered that much 
greater publicity should be given to the Organization's work at all levels. 

Dr LEPPO (Finland), speaking on behalf of the Nordic countries (Denmark, Finland, Iceland, Norway 
and Sweden), observed that the draft Ninth General Programme of Work and the report of the Working 
Group on the W H O Response to Global Change formed the core of the deliberations of the current Health 
Assembly. 

H e commended the Director-General and the Executive Board for providing a solid policy framework 
for world action on health in the coming years. The draft Ninth Programme was an improvement over the 
Eighth as it focused on policy and principles and paid less attention to detail. The policy orientations it 
contained were particularly welcome. Its emphasis on equity in health, integration of health into public 
policies, health promotion, and the solution of specific problems was consistent with key elements of "health 
for all" and was clearly formulated to meet the challenges that would be faced towards the end of the 
century. There was a proper balance between the necessity to build up infrastructures, health systems based 
on primary health care, and health programmes relevant for coping with both the determinants and the 
consequences of ill health. A good balance had also been struck between the abstract and the concrete and 
between the general and the specific. The Programme was drafted as a general one, the details of which 
were to be specified in the biennial programme budgets. He understood that key concerns which would 
persist beyond the year 2000 would be addressed elsewhere. 

The fact that the draft Programme set explicit priorities and targets was a step forward that should 
enable the action of W H O to be better focused. Setting targets for world health was, however, highly 
complicated in view of the many factors involved, poorly understood "production functions" in the health 
sphere in terms of resources and outcomes, and the fact that the likelihood of their being attained 
depended on general socioeconomic development and the political climate. The targets set out in Chapter II 
should be considered as ambitious aspirations which might be feasible if all those involved were truly 
committed to the 10 key goals listed in paragraph 46. A number of uncertainties remained, and further 
technical work was required; for instance, baselines and recent trends for health indicators used in setting 
targets were given in Annex 1 for only half of the targets listed. 

Although Chapter III，which dealt with programme management, had been improved in the course 
of its preparation, it still had several defects. For instance, much concern was expressed in paragraph 141 
about ensuring a more unified organization, but no answer was given to the problems raised there. 
Long-standing, complex problems could not, of course, be solved instantaneously, but WHO should ensure 
that the necessary reform process was pursued consistently. That important part of the draft Programme 
was inseparable from the W H O response to global change, which was to be discussed by Committee B. The 
five Nordic delegations therefore proposed that the Health Assembly should assess the progress being made 
on the W H O response to global change before approving the draft Ninth General Programme of Work and 
before adopting the draft resolution contained in resolution EB93.R8. 

Dr VAN ETTEN (Netherlands) also took the view that the draft Ninth General Programme of Work 
should be considered in the context of the reform process under way in WHO. Chapter I provided an 
interesting overview of the health situation and trends. He supported most of the approaches described 
in Chapter II and approved the emphasis on the matter of inequity in health, both within and between 
countries. It was important, however, that the goals and targets of the Programme should be both realistic 
and measurable. In that connection, he doubted the feasibility of attaining certain targets; for example: 
target 2.1 - at least 85% of the world's population to have access within an hour's walk or travel to blood 
products of good quality; target 4.1 - a 50% reduction in the maternal mortality rate; target 6.3, for hepatitis 
B; and target 6.4 - reducing the risk of sexual transmission of HIV by the use of condoms. 

Access to health care was important from the point of view of human rights and bioethics, but quality 
of care was also an important issue which had received little attention in the document. He noted that the 
programme framework was not a classified list of programmes but represented an attempt to identify the 
main priorities; however, he considered that too many priorities were listed among the four policy 
orientations, and a further selection should be made in preparing the next programme budget. Chapter III 
represented a departure from previous general programmes of work. He welcomed in particular section 1， 
on priority-setting, and section 6, on WHO's role and collaboration within the United Nations system. 
Priority-setting had not only been important in the drafting of the Ninth General Programme of Work but 
would also be necessary for preparing the programme budget for the next biennium. 
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Monitoring and evaluation were stressed in the draft resolution in resolution EB93.R8, but he 
proposed two additions to paragraph 5 that would address further concerns relating to priority-setting and 
interagency coordination for health: a new subparagraph (2) reading "to establish clear priorities and 
strengthen the integration of programmes, starting from the programme budget for the financial biennium 
1996-1997”； and a new subparagraph between the existing subparagraphs (3) and (4), reading: "to 
strengthen interagency coordination in all relevant programmes, involving appropriate agencies in the 
process". 

Professor MANCIAUX (France), commending the draft Ninth General Programme of Work, noted 
with appreciation the effort that had been made to set priorities and the latitude given to regions and 
countries to carry out the Programme in the light of their own priorities. Health actions were situated in 
the wider context of sustainable development; and emphasis was laid on the role of the family in health 
promotion and in the prevention and treatment of diseases, which was particularly pertinent in the current 
International Year of the Family. The emphasis on equitable access to health care was welcome in view of 
the present situation in many countries. He commended the method used to prepare the Programme, and 
particularly the close collaboration with regional committees. 

The Technical Discussions that were to take place during the current Health Assembly concerned 
community participation in the pursuit of health for all. It was clear that community participation was 
essential in order to achieve that aim, and he hoped that the conclusions of the Technical Discussions would 
be taken into account in the implementation of the Ninth General Programme of Work. 

In view of the rapid evolution of the world health situation, periodic evaluation and subsequent 
reorientation of the Programme should be emphasized; for example, problems considered to be of high 
priority today might not necessarily be so throughout the duration of the programme. 

The Ninth General Programme of Work marked a change in the life of WHO, with respect to its 
preparation, its presentation and its spirit. He favoured immediate adoption of the Programme and hoped 
that its implementation, which would coincide with the turn of the century, would also represent a turning-
point in the work of the Organization and in its role as leader in the improvement of health, particularly 
among the countries and people in greatest need. He supported the amendments proposed by the delegate 
of the Netherlands to the draft resolution before the Committee. 

Dr DLAMINI (Swaziland) noted that the draft Programme was in line with the WHO response to 
global change, a reform process that had been initiated a few months previously, and that it laid down a 
solid policy framework for world action to accelerate the process of attainment of health for all by the year 
2000. The priorities set out in the document ensured that available resources would be used optimally to 
improve the health and general well-being of the majority of populations. The ethical issue of equitable 
access to health care was an important one and had not previously received the attention it deserved. Many 
programmes involved technical cooperation between WHO and countries, but the list of priorities was stül 
too long and countries would find it helpful if it could be reduced even further. 

She welcomed the target-oriented approach of the draft Programme: although some of the targets 
listed in paragraph 46 were ambitious, they might be attained thanks to the emphasis on priority-setting. 
More targets, however, needed to be developed for HIV/AIDS, which was one of the major public health 
problems. 

Supporting the position taken in the draft Programme that people themselves should participate in 
health work, she stressed that the document itself should be clear, readable and easy to understand, and 
not intended for technicians in the health sector alone. Her delegation supported the draft resolution 
contained in resolution EB93.R8, with the proposed amendments. 

Dr SZATMÁRI (Hungary) observed that the draft Ninth General Programme of Work highlighted 
a new challenge: the accelerated development of transport and tourism and increasing worldwide migration 
necessitated more widespread knowledge of the communicable diseases prevalent in different parts of the 
world. Countries like Hungary, where the diagnosis and treatment of tropical diseases were a blind spot 
in medical education, must provide young scientists and practitioners with appropriate knowledge in that 
field, either by participating in WHO workshops and research or by sending experts on study tours to 
countries where tropical disease topics were integral parts of the medical curriculum. Those experts could 
later disseminate their knowledge in their own countries. Her delegation fully supported the draft 
Programme and the draft resolution contained in resolution EB93.R8. 
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Dr SHAMLAYE (Seychelles) said that the Ninth General Programme of Work should be a guide for 
the entire Organization, Secretariat and Member States alike, in the crucial years ahead. Its 
implementation, taking account of global priorities and local specificities and priorities, should allow 
resources to be focused on the attainment of targets that would give meaning to the concept of health for 
all. The implementation of the current Eighth General Programme of Work in Member States had 
unfortunately had limited meaning. The success of the Ninth would depend upon innovation - so he 
welcomed the many new ideas in Chapter III - and on consistency in its support. Electronic and other 
media might be used to present the document, which had to be attractive, easy to use, and capable of 
generating and receiving publicity. The role of WHO Representatives must be considered in the 
presentation, promotion, implementation and monitoring of the Programme, as must the harmonization and 
coordination of W H O resources and programmes, including the collaborating centres, themes for the 
Technical Discussions and World Health Days, and the focus of biennial programme budgets and their 
allocation and utilization at country level. 

Dr DA SILVA (Guinea-Bissau) welcomed the fact that the draft Ninth General Programme of Work 
took into account the Alma-Ata approach to health for all by the year 2000 through primary health care. 
In the developing countries the main health risks were to children, starting in intrauterine life, and to 
adolescents, particularly young girls owing to early marriage; and dietary taboos. Higher priority must be 
given to programmes such as maternal and child health, including family planning; disease control, 
including AIDS, other sexually transmitted infections, and endemic diseases; and achieving a healthier 
environment. In an intersectoral framework it would be possible to eliminate and eradicate habits harmful 
to health. The strategy, whether based on vaccination or on making the environment healthier by applying 
the principles of hygiene, would benefit the community by helping to reduce mortality rates among 
vulnerable groups and the general population, and by increasing life expectancy. 

Stressing the problems faced by governments in providing counterpart contributions, she called for 
financial support within the framework of interagency cooperation, technical cooperation among developing 
countries, and multilateral cooperation between nongovernmental organizations and WHO. 

Dr ABELA H Y Z L E R (Malta) thanked the Director-General and the Executive Board for drafting 
a constructive and forward-looking document. He agreed with the analysis in paragraph 12 of the damaging 
repercussions on health resulting from the breakdown of the family and other changes in social structure, 
but was puzzled that nothing was suggested to address that problem. Despite the conclusion in paragraph 
28 that the picture of the world's health was not entirely gloomy, the section on trends in health and health 
systems gave cause for unease. Some of the statistics quoted in that section and in section (2)D of 
Chapter II were repeated with disturbing regularity year after year - a salutary reminder of unfinished 
business from the two previous general programmes of work. He was therefore glad that strengthening of 
the health infrastructure would continue to feature among WHO's priorities. Failure to give priority to 
building up efficient and effective health infrastructures based on primary health care had been the cardinal 
mistake of the 1950s and 1960s; the health-for-all strategy had tried to reverse it and must remain the main 
thrust of WHO's efforts. 

Expressing his agreement with the goals and targets described in Chapter II，and with the proposed 
orientation of the policy and programme framework, he warned against too great a reliance on identifying 
and attaining targets. They were useful for motivating and monitoring, but not of overriding importance. 
It was more important to get the policies right; they would determine whether targets were reached earlier 
or later. To his recollection there had not been a target date for smallpox eradication, yet it had been 
achieved earlier than even experts had expected because the policies had been right. 

He welcomed the content of Chapter III, which addressed the many criticisms of the Organization's 
management articulated by the Health Assembly and the Executive Board and highlighted by the Executive 
Board's Working Group on the WHO Response to Global Change. The actions taken by the Director-
General as described in paragraphs 113 and 114 were steps in the right direction. Any possible criticisms 
were of emphasis rather than substance. For example, the proposed development of a system for 
monitoring programme delivery mentioned in paragraph 135 was an essential activity that should have been 
in place long ago; an efficient system for monitoring and evaluating programme delivery was vital to 
sustaining the credibility of the Organization's effectiveness and deserved higher priority and immediacy 
than the document indicated. However, the proposed simplification of programme budgets, the 
commitment to distributing financial resources on the basis of results and performance, the strengthening 
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of WHO country offices and the proposed review and updating of the guidelines and procedures for 
designating and redesignating WHO collaborating centres were particularly welcome. 

Although the draft Programme was replete with good intentions and well-structured policy and 
programme frameworks, the test of its value would be the extent to which its many recommendations were 
rigorously and faithfully pursued and implemented. 

Dr CICOGNA (Italy) stressed WHO's crucial role in assisting countries to determine and respond 
to their needs. Proper situation analysis and assessment of needs constituted a fundamental step for 
planning and evaluating health interventions and activities. He welcomed the emphasis placed on WHO's 
role in monitoring and evaluating progress towards health-for-all targets. 

He also supported the emphasis placed on the need for maintaining and strengthening WHO's 
technical excellence through well-qualified and well-trained staff. He fully agreed with the targets identified 
in the draft Programme and approved of its more direct operational approach. 

The meeting rose at 12h30. 



SECOND MEETING 

Tuesday, 3 May 1994，at 14h30 

Chairman: Dr N.K. RAI (Indonesia) 

NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001 
INCLUSIVE): REVIEW OF DRAFT SUBMITTED BY THE EXECUTIVE BOARD: Item 18 of the 
Agenda (Resolution EB93.R8; Document A47/3) (continued) 

Dr DOFARA (Central African Republic), while commending the draft contained in document A47/3, 
suggested that subparagraph (ii) of paragraph 94 should be amended by inserting the words "and encourage" 
after "facilitate". � “ 

Noting the prominence of the theme of health and ethics in the agenda of the Health Assembly, he 
drew delegates，attention to the problem of drugs with harmful side-effects which, although withdrawn from 
sale in the industrialized countries, continued to be sold in developing countries. Similarly, tobacco and 
alcohol packaging carried health warnings in developed countries but such warnings were removed when 
the same products were sold in developing countries. 

In recent years, the export of toxic waste from wealthier nations to the poor ones, which were paid 
a few dollars for accepting them, had exposed already vulnerable populations to even greater risk. 

At a time when countries in the South had opted for primary health care with the use of essential 
drugs under international nonproprietary names, those countries were justifiably concerned that such 
products might be of inferior quality. North-South collaboration, with the encouragement of WHO, was 
necessary in order to achieve high-quality health care services for their populations. 

Dr LEE (United States of America) congratulated the Executive Board and the Director-General on 
the draft Ninth General Programme of Work. The document was of particular significance as it would 
serve as the basis for the development of the next three biennial programme budgets. 

There were a number of issues that he wished to stress, the first being priorities. The identification 
of priorities was necessary for good management, and while the draft Ninth General Programme of Work 
did identify them as broad principles within a policy framework, he regretted that greater emphasis was not 
laid on priorities and targets. He sought assurance that the biennial programme budgets would rank the 
Organization's activities in order of priority for each two-year period. Specific priorities for each biennium 
should be identified and accompanied by realistic budgetary allocations. 

Undoubtedly, country and global needs would change, and that was reflected in the Programme. 
However, in many areas of health urgent action would be called for, and to meet those urgent needs 
agreement would have to be reached on how to allocate resources. 

The goals and targets formulated within the draft Ninth General Programme of Work were to be 
commended, although they would require an accompanying commitment to action and to the reallocation 
of regular budget funds. Citing some of the targets for access to health care and immunization against 
childhood diseases, he emphasized that, if they were to be achieved, the establishment of a priority schedule 
in biennial programme budgets was essential. Moreover, the targets should be evaluated and assessed so 
that Member States were fully aware of outcomes and could judge the effectiveness of WHO's work. 

The Executive Board Working Group on the WHO Response to Global Change had recommended 
the implementation during the period covered by the Ninth General Programme of Work of fundamental 
reforms in the Organization's management, relating in particular to priority-setting, programme 
development, implementation and evaluation, ensuring a more unified Organization, the mobilization and 
allocation of resources, maintaining WHO's technical excellence, and clarification of WHO's role in the 
United Nations system. Those recommendations must be put into effect. 

-12 -
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Although it was unlikely that the goal of health for all would be achieved by all Member States by the 
year 2000，progress could be made more rapidly if the Organization were to establish priorities and focus 
resources on a smaller number of programmes that would address urgent health needs. 

Professor BERTAN (Turkey) said that much work had gone into the draft of the Ninth General 
Programme of Work, which was both comprehensive and readable, detailing policy, goals, targets, priorities 
and action. Promoting and protecting health should be given special attention and WHO, as the leading 
organization in that field, could play a catalytic role in encouraging the support of other sectors. Greater 
emphasis should also be placed on making individuals more aware of their responsibility for their own 
health. 

WHO's response to global change was important, especially as change could often occur rapidly. For 
that reason, it was necessary to retain some degree of flexibility with regard to establishing priorities. She 
endorsed the resolution recommended by the Executive Board and the second of the two amendments 
proposed by the Netherlands. 

Professor ORDOÑEZ (Cuba) said that what would have the greatest influence on the Programme 
was the global economic, political and social situation, which showed little sign of improvement for the 
two-thirds of the world's population living in poverty and without access to health care. Social inequality 
existed not only between, but also within some countries. How could health for all be achieved when people 
were unemployed or workers' wages were insufficient to meet basic needs? How could peace, health, well-
being and development be achieved in families in the present situation, or health for all be attained when 
women were marginalized and discriminated against? How could those objectives be achieved in a world 
where children were not born with equal opportunities, and where some countries spent much greater sums 
on child health provision than others? Priority should be given to the Programme, which should be 
permanently monitored. Cuba was an active collaborator in health care programmes, supported the policy 
guidelines on which the Programme was based and had, since 1983，reached the 12 goals of the strategy of 
health for all by the year 2000. Health guidelines and objectives in Cuba had been based on the principles 
of the Ninth General Programme of Work. He hoped that the political will and the resources would be 
found to support that Programme. 

In subparagraph 2.1 of paragraph 46, reference was made to access to health care in purely 
geographical terms, without any consideration for political, socioeconomic and cultural factors. Further 
study of the relevance of that target was therefore required. 

He endorsed the comments made by the delegate of the Central African Republic. 

Mr RONDO FILHO (Brazil) joined previous speakers in commending the draft Ninth General 
Programme of Work. In many developing countries, the lack of efficient services, including environmental 
health services, contributed to the spread of many waterborne infections and other endemic diseases such 
as malaria, dengue and Chagas disease. In many countries, the health sector did not participate directly 
in environmental protection, with the result that governments failed to give priority to activities that could 
be of great epidemiological benefit. He therefore suggested that in Chapter I paragraph 19 the following 
should be inserted at the end of the second sentence: "as well as endemic diseases that are not waterborne, 
such as dengue, malaria and Chagas disease, which could be significantly reduced, if priority were given to 
environmental health action and services from the epidemiological point of view". 

Dr CHATO RA (Zimbabwe) also commended the draft Ninth General Programme of Work. It was 
clear that African countries must continue to fight against public health problems, such as infections and 
parasitic diseases, health problems related to pregnancy and childbirth, and emergencies such as those 
associated with refugees. In developed and developing countries alike there had been an increase in chronic 
and degenerative diseases related to lifestyles and behaviour, with an increased prevalence, for example, 
of cancer, cardiovascular diseases, diabetes, mental disorders and problems associated with urbanization. 
Developing countries were thus faced with relatively new health problems in addition to their age-old ones. 

Paragraph 15 of the document correctly highlighted the "epidemiological transition" currently facing 
many countries. However, the main factor in impeding progress had been the lack of money and manpower 
to support health programmes. The emergence of additional demands on health systems had not been 
matched by an increase in resources. In such situations, it was not easy to set priorities, as everything was 
a priority. Giving priority to malaria control at the expense of immunization meant that a child might be 
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saved from malaria but die of measles. Leaving out injury control programmes meant that accidents would 
continue to claim many lives. A system which indicated the costs of providing different types of health care 
had enabled his country to move towards increased efficiency in the use of resources. While such an 
analysis had been undertaken in only a very few districts, the information obtained had made it possible 
to cost certain essential services. It was now known, for example, how much it cost to provide services at 
a health centre as opposed to a district hospital. W H O should take a leading role in providing guidance 
on that subject, focusing on concrete actions, thus giving health workers the information they needed to 
argue their cases at the country level. Practical guidance was needed on minimum core services and the 
cost of providing them. W H O had talked about priorities in the past but help in implementation was badly 
needed by the many African countries committed to primary health care. The Ninth General Programme 
of Work should be further developed to include the cost implications of the programmes given priority. 
He supported the resolution recommended by the Executive Board. 

Professor WANG Yifei (China) observed that the draft Ninth General Programme of Work was a 
follow-up to the health-for-all policy defined in 1977，and was the third general programme of work since 
that date. As the first programme extending into the twenty-first century, it was of special significance. His 
delegation appreciated the valuable contribution to WHO's work made by those responsible for the 
document. China supported the four general policy orientations listed in paragraph 47, as well as the 
concrete measures proposed for their implementation. 

In view of the particular importance of the Ninth General Programme of Work, he suggested that, 
in order to ensure the continuity of WHO's strategic objectives, it would be advisable not only to determine 
priorities for the last years of the twentieth century, but also to carry out a general assessment to decide 
what kind of follow-up would be required in the opening years of the twenty-first. 

Despite the declared political commitment of governments to the health-for-all strategy, there was 
still no real, concrete involvement on their part at international level. Investment in human resources for 
health was crucial, and China accordingly suggested that WHO should encourage governments to ensure 
that programmes were designed to meet specific country needs. Although the objectives of the Ninth 
General Programme of Work were global, the circumstances of each individual country were different, and 
W H O should follow the policy of adopting measures tailored to local situations, on a case-by-case basis. 
The 10 goals and 25 targets defined in paragraph 46 of the document already allowed for a certain amount 
of flexibility. The Programme's most difficult task would be to reach the 10-15% of the world's population 
who were in greatest need, and who should therefore be specially targeted, for it was vital to eliminate 
inequalities in health. 

The Programme made use of a number of indicators for assessing the eradication or control of 
various diseases. An in-depth analysis of those indicators should be made, to see how feasible their use 
proved in practice. 

Training and the proper use of human resources were the very foundations of the Programme. 
Provision should also be made for the training of traditional healers, so that they could play their full part 
in preserving health. 

China strongly supported health for all as a strategic objective, and intended to do all it could to 
cooperate with other countries in implementing the Ninth General Programme of Work. 

Dr AL-SWAILAM (Saudi Arabia) said that the objectives of the Programme were excellent, and 
provided a good overall framework for progress in health. 

While emphasis on primary health care as part of the Global Strategy was to be maintained, 
insufficient stress was laid on the link between primary health care and other sectors. Primary health care 
should not be viewed in isolation, but should be closely linked with the secondary and tertiary levels of care, 
since only thus would it be possible to promote health for all while at the same time reducing costs. 

Nor did the document lay sufficient stress on the role of the hospital in primary health care, or on 
the need to keep abreast of the latest technological developments. The indicators of progress referred to 
in paragraph 45 of the document were insufficient. Others should be added, notably those developed by 
the ministries of health of the Gulf States for assessing child health, as well as others designed to take into 
account the needs of the elderly, the handicapped, and adolescents, as well as the effects of urbanization, 
both on individuals and on society as a whole. Studies on the health care needs of society should be 
continued. According to section 2.2 of Chapter III, programme monitoring and evaluation were seen as 
a general exercise covering fairly long periods of time. It would be preferable for the regional offices to 
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make specific assessments and prepare reports covering limited periods; that would give a much more 
accurate picture of the health situation in a given region. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that in the current 
volatile climate it was vital that the Organization should remain flexible enough to adapt to change. He 
was therefore pleased to see that, under the general principles of programme management, it was planned 
to carry out regular evaluations of programmes and priorities. He welcomed the statement in paragraph 
111 that the proposals made represented steps in a continuing process of reform, which would have an 
impact on the planning and carrying out of future work. It would nevertheless have been helpful to have 
some indication of how the recommendations of the Executive Board Working Group on the W H O 
Response to Global Change would affect work practices and programmes. In addition, it would have been 
consistent with the resolution recommended by the Bcecutive Board to affirm in the Ninth General 
Programme that the process of reform would continue into the period of its implementation, and that the 
Secretariat would maintain a commitment to organizational development. 

Dr ABU BAKAR bin SULAIMAN (Malaysia) expressed support for the four interrelated policy 
orientations listed in paragraph 47 of the document. In particular, he welcomed the emphasis given to 
equitable access to health services, and agreed with the delegate of the Netherlands that more stress should 
be laid on quality. He also welcomed the emphasis given to promoting and protecting health, and 
supported the goals and targets defined in paragraph 46. Goal No. 10 (to enable all people to adopt and 
maintain healthy lifestyles and healthy behaviour) did not include a target for achieving behaviour change: 
he suggested that one might be added. 

He was pleased to note that WHO would be continuing to ensure close coordination within the 
United Nations system on health matters, since that would be helpful at country level. 

Dr OKWARE (Uganda) said he was glad to see from paragraph 23 of the document that the Ninth 
General Programme of Work was strongly committed to the health-for-all strategy and to the principle of 
primary health care. He supported the four policy orientations set out in paragraph 31. While welcoming 
the short list of indicators for global monitoring and evaluation referred to in paragraph 36，he believed that 
less emphasis should be placed on statistics in the monitoring and evaluation exercise. For some parts of 
his own Region, it would be unrealistic to expect that statistics could be supplied, firstly because of the short 
time remaining before the year 2000，secondly because of the impact of new, emerging diseases such as 
AIDS, thirdly because of the reduction in global resources, and fourthly because of the internal conflicts 
now rife in many parts of Africa. 

While a fixed date had been set for the attainment of the targets, countries often lacked the resources 
which would give them control over how those results were to be achieved. Many also had difficulty in 
obtaining the precise figures needed to measure progress. A balance must be struck between what was 
desirable and what was realistic. The targets set should be reviewed by each country and each region, and 
the focus should be on general policy rather than on specific diseases, which would be in conflict with the 
principle of programme integration. Rather, an attempt should be made to take into account regional 
variations in disease patterns, and to group targets by programme area. 

He was somewhat concerned to note that, in section II of Annex 1 of document EB93/1994/REC/1, 
mobilization of resources was linked to data collection. Working for health should be seen as a 
humanitarian effort to alleviate human suffering, an effort which was not necessarily quantifiable. What 
was needed was for the Health Assembly to identify priorities, and to lay down guidelines on how the 
objectives set were to be achieved. Great care should be taken in interpreting data, which could be 
misleading and might not, particularly in the developing countries, accurately reflect the quality of the 
service that was being provided. 

Subject to those comments, he supported the resolution recommended by the Executive Board. 

Dr MALINSKA-PETRUSEVSKA (The Former Yugoslav Republic of Macedonia) explained that the 
national health strategy in her country was based on a number of programmes. The first, focusing on 
specialized prevention and protection, covered research on the health situation in the country, the medical 
and social causes of the spread of contagious and other diseases, and the impact of ecological factors on 
health. The second concerned compulsory immunization. Under the health-for-all strategy, the priority 
objectives were to eradicate poliomyelitis, diphtheria, measles, neonatal tetanus and congenital rubella by 
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the year 2000. The aim of the third programme was to bring about a steady reduction in the prevalence 
of tuberculosis which, given the demographic changes in the country, would remain a task for future 
generations as well. 

The Ministry of Health was working on a new law that would reflect the WHO reforms and the draft 
Ninth General Programme of Work. 

Dr DEVO (Togo) expressed his delegation's full satisfaction with document A47/3 and congratulated 
the Director-General on the quality of the work. 

Pending the implementation of the Ninth General Programme of Work, it would be essential during 
1994 and 1995 to keep a close watch on the health situation in certain countries at least, in view of the far-
reaching sociopolitical changes taking place, including the transition to democracy. In order to achieve the 
necessary flexibility in planning activities for the immediate future in the countries concerned, two things 
were necessary: to make an assessment of the situation following the difficult process of democratization 
and to provide humanitarian assistance to prevent a further widening in the disparities in levels of health. 

Turning to the consequences for health of the devaluation of the CFA franc, he noted that, at the 
macroeconomic level, structural adjustment programmes had not brought the expected benefits. 
Furthermore, it was becoming increasingly difficult to mobilize resources for the health sector. In such 
inauspicious circumstances, it was of the utmost importance to select priorities carefully and coordinate 
activities to obtain the desired results. In short, if it was to be operational, the Ninth General Programme 
of Work depended on firm political commitment, greater human solidarity in the face of disease and greater 
involvement on the part of all those concerned with development. Those requirements, coupled with a 
climate of peace and security, were decisive factors in the common quest for health for all. The support 
of W H O was clearly indispensable, as was an understanding on the part of donors and other partners in 
development of the problems of the most disadvantaged countries. 

His delegation supported the resolution recommended by the Executive Board, and hoped that it 
would be possible, in a favourable world political climate, to achieve better health for the people of the 
world. 

Mr OKELY (Australia) joined other speakers in commending the effort that had gone into framing 
the draft Ninth General Programme of Work. It was a comprehensive and considered plan of activities for 
the rest of the century and beyond, and its implementation should lead to improved health outcomes and 
to the more effective use of scarce WHO resources. However, while its targets and priorities might be 
appropriate, Member States were perhaps being asked to agree to a draft programme of work that could 
not be fulfilled with any degree of certainty in the context of WHO's current budgetary structure and 
limitations. He requested clarification in that regard. 

Dr ТАРА (Tonga) said that the Ninth General Programme of Work would link WHO's work in the 
twentieth and twenty-first centuries and it was therefore incumbent on the Organization, its Member States 
and health partners to ensure that it was structurally and operationally strong enough to withstand and 
absorb any challenges that might threaten its goal of health for all. 

While commending those who had assisted in preparing the draft before the Committee, he expressed 
a minor reservation regarding the use of the word "nuclear" in paragraph 12 of document A47/3 with 
reference to the structure of the family. In view of the word's many meanings and connotations, an 
alternative expression, such as "restricted" or "few in number" might be more appropriate. 

He welcomed the amendments to the draft and, in particular, the incorporation of reforms arising 
out of the review by the Executive Board Working Group on the WHO Response to Global Change, which 
augured well for the successful implementation and monitoring of the Ninth General Programme of Work 
through a more unified WHO. 

He supported the draft resolution contained in resolution EB93.R8. 

Dr MUKHERJEE (India) noted that the Ninth General Programme of Work was the third since the 
adoption of resolution WHA30.43 on health for all and that it focused on supporting countries and the 
international community in concerted, sustained and complementary action to bring about an improvement 
in health and to tackle specific health development problems. The targets set were relevant to the health 
needs of the world community, and especially of the developing countries. However, it would have been 
useful to mention specifically the prevention of blindness and set targets for its reduction during the period 
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covered. Since the period covered included the target year, 2000，for the attainment of the goal of health 
for all, it would be timely to take stock of the situation, possibly after the third evaluation of the programme 
of implementation of each of its strategies, scheduled to take place during 1994，in order to determine 
whether any change in approach was needed. He supported the draft resolution contained in resolution 
E B 9 3 . R 8 . ' 

Professor SHAIKH (Pakistan), commending the draft Ninth General Programme of Work, said that 
it called for fundamental reforms in the way WHO worked. His delegation welcomed the four major 
programme orientations and the emphasis on technical cooperation and coordination of international health 
work. The draft provided a valuable framework for WHO action, but everything would depend on its 
implementation. If the targets listed in paragraph 46 were to be achieved, it was essential to concentrate 
resources on those regions where problems such as infant mortality, diarrhoeal diseases, malnutrition, 
shortage of vaccines and, above all, AIDS were truly acute. 

A strong commitment to primary health care was essential. Pakistan had introduced a primary health 
care programme which included the training of 33 000 village health workers, but there were still problems 
with the establishment of essential drugs lists and the rational use of drugs. The W H O Ethical Criteria for 
Medicinal Drug Promotion should be implemented by all countries, since unscrupulous marketing practices 
of pharmaceutical companies often led to inappropriate prescribing by physicians. 

Professor CHINTU (Zambia) welcomed the Director-GeneraPs plan to publish an annual report on 
the health status of the world, which might help to indicate the successes and failures of earlier 
programmes. He agreed with the delegate of the United States of America that it was essential to establish 
priorities for targets at both global and country level. 

The draft Ninth General Programme of Work was a concise and informative document, but he 
considered that the targets for goal 8 (To ensure continued improvements in nutritional status for all 
population groups) should also cover increased efforts to promote breast-feeding. The Health Assembly 
had in 1992 endorsed the promotion of exclusive breast-feeding of infants for the first four to six months 
of life, and the continuation of breast-feeding, supplemented by other nutritious and affordable local foods, 
to the age of two years. 

Dr SANGALA (Malawi) acknowledged the considerable work which had gone into the draft Ninth 
General Programme of Work but felt that, given the enormous differences in health problems and financial 
resources between Member States, it would be impossible for all countries to achieve the targets. For 
example, target 1.1 was a life expectancy at birth of not less than 60 years; in his own country, life 
expectancy at birth was currently 49 years and was actually likely to decrease because of the HIV/AIDS 
epidemic. 

His delegation supported the draft, but considered that more emphasis should be given to the need 
to set priorities. The last sentence of paragraph 44，concerning the focusing of expertise, resources and 
effort on those countries and population groups where the levels set had not yet been reached should 
therefore be set in bold type in the final document. 

Dr DASHZEVEG (Mongolia) welcomed the emphasis given in the draft to equitable access to health 
services. He also welcomed the acknowledgement in paragraph 79 that the potential of traditional 
practitioners was not fully utilized at present. In Mongolia and other Asian countries, traditional medicine 
played a major part in health services. Accordingly, he suggested the addition to paragraph 82 of a new 
subparagraph indicating that one of the major results of world action during the Ninth General Programme 
of Work should be a more important role for traditional practitioners in primary health care, after 
additional training to improve their knowledge and skills. A new subparagraph should also be added to 
paragraph 83，calling upon WHO to provide cooperation and support to countries in the formulation of 
national policies on traditional medicine and in basic research to improve the safety and efficacy of 
traditional medicines. 

Dr SHAURI (United Republic of Tanzania) welcomed the wide range of pertinent issues addressed 
in the draft and the clear elaboration of policy issues and priorities. He particularly welcomed the emphasis 
on HIV/AIDS which was a growing public health concern in the United Republic of Tanzania. Another 
problem highlighted in the draft, namely malnutrition and inadequate food, was exacerbated in his country 
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by the influx of refugees f rom neighbouring States as a result of ethnic conflict, which also contributed to 
environmental damage and the spread of diseases. His delegation fully supported the draft Ninth General 
Programme of Work and the draft resolution contained in resolution EB93.R8. 

Dr LEPPO (Finland), speaking on behalf of the Nordic countries, recalled that at the previous 
meeting he had made a proposal concerning the procedure to be adopted in considering the draft resolution 
contained in resolution EB93.R8. In the light of subsequent discussions, he wished to withdraw that 
proposal and instead suggested the addition to the draft resolution of a new operative paragraph 4(3) 
reading: "To periodically review the implementation of the Ninth General Programme of Work and to 
adapt it as necessary to take into account emerging issues and the progress made in the reform process in 
WHO". 

Dr MYINT HTWE (Myanmar), commending the draft before the Committee, emphasized the 
importance of programme management and the establishment of clear priorities in both the programmes 
themselves and the geographical areas where they were to be implemented, which would enable countries 
to make the best possible use of the resources they themselves could provide. It was also essential that the 
Ninth General Programme of Work should be flexible enough to adapt to changing epidemiological 
conditions, which would require a health management information system that was efficient and yet simple, 
so that staff at all levels of the health system were able to contribute to it. 

Mr QUAUNINE (Bangladesh) reported that a cyclone had struck the coastal region of his country 
the day before, with terrible results for many thousands of people. In view of the major health impact of 
such disasters, he hoped that the acknowledgement of the impact of man-made and natural disasters in 
paragraph 26 of the draft before the Committee would be translated into effective programmes, with due 
attention to the health aspects of disaster management. 

The CHAIRMAN expressed the Committee's condolences to the people of Bangladesh. 

Dr NGO VAN H O P (Viet Nam) supported the four major programme orientations for WHO's future 
work, but pointed out that at least two of the targets, namely life expectancy at birth of not less than 60 
years in all countries (paragraph 46，target 1.1) and a decrease in deaths from and incidence of tuberculosis 
(target 6.3)，would be impossible to achieve, given the increase in HIV/AIDS in many countries and the 
association of that disease with tuberculosis. 

Professor BRYANT (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that a recent conference organized by CIOMS, WHO and the 
Government of Mexico, had emphasized the need for a global agenda for bioethics. The conference, held 
in Ixtapa, Mexico, in April 1994，had been entitled "Poverty, vulnerability，the value of human life and the 
emergence of bioethics". There had been considerable interest and activity in the field of bioethics in recent 
years, with a growing awareness of the ethical content of many development issues and increasing interest 
among international organizations. 

The conference had considered the emergence and evolution of bioethics in the United States of 
America, Europe and the developing countries, as well as ways of establishing the value of human life and 
the situation of vulnerable people throughout the world. It had shown the relevance of bioethics for health 
and social development in all countries. There were many ways in which bioethical considerations could 
be useful in the development process: priority should be given to problems which represented the greatest 
burden of disease and which could be effectively countered; emphasis should be placed on advances in 
biomedical science and research methodologies which were relevant to the countries in greatest need; health 
services should be more equitable and affordable and empower the community they served; and there 
should be no discrimination against vulnerable persons or groups on the grounds of age, sex, ethnic group, 
caste, political persuasion or economic level. The principle of respect for the person, as an individual, a 
patient or a member of a community, should be established in the context of health care as a human right. 

The participants in the conference had adopted the Declaration of Ixtapa establishing a global agenda 
for bioethics. The Declaration welcomed WHO's continuing partnership in the international dialogue on 
health policy, ethics and human values of which the Conference had been a part, and emphasized the 
importance of the basic principles of bioethics as applied to development. It called for increased capacities 
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for ethical analysis of health care issues in both developed and developing countries and for the 
development of new methodologies for measuring the burden of disease on human life and guiding resource 
allocation and health care programmes by ethical principles. It also stressed the need for national and 
international efforts to protect vulnerable people and apply bioethical concepts to human rights. Finally, 
it urged development banks and international organizations to take bioethical concerns into account in their 
policies and programmes, and encouraged other organizations to facilitate the involvement of developed 
and developing countries in the areas addressed in the Declaration. 

The CHAIRMAN hoped that the proceedings of the Lxtapa conference could be made available to 
the Committee. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that, as a result of 
the Committee's deliberations and with the contributions made by individual delegates, the draft that had 
emerged as the outcome of the work, in succession, of the Programme Committee, the Director-General, 
Regional Directors and other staff members and the Executive Board had become a real programme. The 
initial preparatory phase of the Ninth General Programme of Work had now been virtually completed, and 
the crucial phase of implementation lay ahead. The Programme would form a very important part of the 
life of WHO, since it would define the Organization's policy framework for a six-year period. To some 
delegations it was even more important than the programme budget. 

He would not deal with any of the specific points raised except to acknowledge, in response to the 
delegate of Australia, that it was clear that WHO did not itself have all the resources required to implement 
all the activities foreseen in the Ninth General Programme of Work. However, WHO was not the only 
source of funds; countries too had a contribution to make to their own plans and programmes. 

Perfection was rarely attainable in the real world; perhaps the Board could have dealt in greater depth 
with some subjects, such as family health, community participation in health or reform of the Organization. 
Targets were also a controversial topic, one on which consensus was difficult to achieve. However, targets 
in some form, even though they might at times seem more like aspirations or ideals than realistic objectives 
or goals, were essential for monitoring performance. Greater attention could also have been given to health 
care quality assessment and assurance and more emphasis given to priorities. However, given that the main 
aim was to provide a policy framework for the future, the General Programme that had emerged from the 
Committee's discussions represented a useful step forward. 

Dr JARDEL (Assistant Director-General) said that WHO staff who had assisted the Executive Board 
in preparing the draft Ninth General Programme of Work were encouraged by the positive response given 
to the document by many speakers. At the request of the Executive Board, the document had been drafted 
in the form of general policy guidelines that would lead the Organization into the twenty-first century, 
rather than as a detailed programme of work. The priorities it proposed were general in nature; there was 
an inherent difficulty in attempting to set specific priorities in a document seeking to provide a general 
overview. The setting of specific goals and priorities was in fact the function not of the General Programme 
of Work but of the programme budget, which dealt with the details of allocating resources to specific 
programmes. Furthermore, as the representative of the Executive Board had pointed out, WHO did not 
itself have the resources to reach all the goals and targets proposed. Its role in many cases would therefore 
have to be as a catalyst to inspire countries and other international or nongovernmental organizations to 
join in a global effort to achieve those goals and targets. 

Since the goals and targets of the Ninth General Programme of Work were of a general, global 
nature, they would necessarily, if it was to produce its full impact, have to be adapted to the specific needs 
of regions, of countries and even of specific areas within countries. In any case, it could not be considered 
as immutable, even for a six-year period. As the delegate of Finland had pointed out, it would have to be 
kept under review by the Executive Board in the light of the progress of reform of the Organization, 
programme monitoring and evaluation and other developments such as the proposed annual report on 
world health. In addition, when the Ninth General Programme of Work came to be published, every effort 
would be made to make its format attractive and accessible to as wide an audience as possible. 

The Secretariat had taken note of what had been said with regard to Chapter I of the draft 
programme, in particular by the delegates of Malta, Cuba, Brazil, Tonga and Bangladesh, and would adapt 
the text to accommodate the concerns expressed. With regard to Chapter II，every effort would be made 
to meet the requests made, in particular for greater priority to be given to various areas such as 
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infrastructure, primary health care, other levels of health care in support of primary health care, maternal 
and child health, AIDS, traditional medicine and traditional practitioners, environmental health and 
assistance to the countries in greatest need. Other areas where improvements could be made included 
ensuring better use of resources by better cost analysis, and helping countries in mobilizing national 
resources for health. Bioethics, as Professor Bryant had pointed out, was also an important area which, in 
the context of the Ninth General Programme of Work, should include the right of access to a minimum 
standard of health care. 

Some speakers had questioned the feasibility of the goals and targets put forward. However, careful 
consideration showed them all to be technically attainable; the crucial question was in fact whether they 
were realistic and the answer to that lay in the commitment of the national decision-makers and the 
international community to providing the resources and undertaking the work necessary to achieve them. 
It was true that further work would be required to adapt some of the targets to the requirements of various 
fields, regions or countries but, as he had already said, that would be a task for those preparing regional 
and country programme budgets. 

It had not been felt possible to associate a real target with goal 10 on healthy lifestyles and healthy 
behaviour. Some goals were not easily quantifiable, but he agreed with the delegate of Uganda that that 
should not be considered a bar to taking action to promote them. At regional or country level, it might be 
more useful to establish some goals in qualitative terms where quantification was too difficult, too expensive 
or even unrealistic. The Secretariat had noted the request of the delegate of Zambia for the inclusion of 
breast-feeding in the targets for goal 8 on improvements in nutritional status for all population groups, 
although it was not certain that it would be useful to include so much detail in a target; more appropriate 
reference to the importance of breast-feeding could perhaps be made in Chapter II. While it was true that 
not all targets were achievable by all countries, the important point was that the targets pointed out the 
direction all had agreed that efforts should take. In that context it was appropriate to recall what was said 
in paragraph 44 of the draft with reference to the focusing of resources, expertise and effort. 

It was evident that Chapter III could not be a substitute for WHO's response to global change; what 
it did was to set out the general framework for reform. The component parts of the chapter would all have 
to be kept under review as the reforms called for by the Working Group on the WHO Response to Global 
Change were put into effect. It was the Director-General's intention to continue the process of reform 
throughout the period of the Ninth General Programme of Work. 

(For approval of draft resolution, see summary record of the third meeting, section 2.) 

The meeting rose at 17H40. 



THIRD MEETING 

Wednesday, 4 May 1994，at 9h45 

Chairman: Mr D. VAN DAELE (Belgium) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL): Item 19 of the Agenda 

Improving technical cooperation among developing countries (Resolution WHA43.9; 
Document A47/4) 

Professor MBEDE (representative of the Executive Board) said that the Director-General's report 
(document A47/4) took into account the Interregional Consultation on TCDC Programming in Health, held 
in Jakarta from 8 to 12 February 1993，which had formulated an approach for the fuU integration of 
technical cooperation among developing countries (TCDC) in all health-for-all activities undertaken by the 
developing countries and encouraged closer cooperation between WHO, UNDP and other international 
organizations on TCDC. The report noted that the TCDC situation differed from one WHO region to 
another, as some contained both developed and developing countries. Accordingly, some regions preferred 
to use the term "technical cooperation with countries" (TCC), which it had been proposed at the 
Consultation should be interpreted as "cooperation with countries within the spirit of TCDC". During the 
Executive Board's discussion of the report, several members had stressed the importance of TCDC and 
hoped that more use would be made of it. 

Remedies had to be found for the slow rate of progress in the health field, which was partly due to 
a lack of adequate methodologies. The Board would have liked greater emphasis to be placed on the aims 
of TCDC, on its effectiveness in enhancing local capacity and on the means by which it could lead to 
changes at reasonable cost. The Board had stressed that, although the necessary funding must come from 
the countries themselves, the international community and development agencies should more clearly 
recognize the value of TCDC. Closer links with UNDP had been requested, especially at country level. 

The Executive Board's discussions had led to several amendments to the conclusions and 
recommendations in section V of the report, which now stressed that TCDC was an important tool for 
ensuring sustainable development and strengthening national capacities and highlighted the need to institute 
methods for improving its use and for subsequent assessment of results. 

In taking note of the report, the Assembly might wish to encourage the measures advocated in 
section VI. 

Dr MUKHERJEE (India) said that the underlying principle, mentioned in paragraph 45 of the 
Director-General's report, that the initiative and responsibility for TCDC must come from the countries 
themselves was not adequately understood; nor was the potential of TCDC for health development. A 
meeting of health ministers of the South-East Asia Region, held in Dhaka in November 1993, had discussed 
that problem in detail and recognized that political commitment was essential to ensure benefit to all 
cooperating sides. The ministers had also recognized that TCDC in the field of health should not take a 
narrow view but had to consider many factors that contributed to health and could play an important 
catalytic role - for instance, safe water and food, or nutrition. 

India was an ardent supporter of TCDC and undertook a number of important bilateral and 
multilateral TCDC activities as well as having operated its technical and economic cooperation programme 
since 1964. The main obstacle to implementation of TCDC was the paucity of financial resources and delay 
in planning of activities. India was already doing its best to provide support for other countries within the 
limits of its resources, and he urged that international organizations and the developed countries should 
extend their financial support by constituting committees of experts in the various fields concerned. 

-21 -
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Professor WANG Yifei (China), expressed his appreciation of the concise document with its useful 
suggestions for improving TCDC, a major element and catalyst for development in developing countries 
through the sharing of resources. Since 1978，WHO had done a great deal of effective work in coordinating 
and supporting the efforts of developing countries to conduct interregional and intercountry technical 
cooperation by establishing focal points, implementing cooperation programmes and providing fellowships. 
Nevertheless, as the report noted, many problems still existed in the implementation of TCDC and some 
areas needed urgent improvement. He therefore fully supported the conclusions and recommendations in 
the report. 

Mr KIM Won Ho (Democratic People's Republic of Korea) said that TCDC was one of the means 
by which developing countries could achieve individual and collective self-reliance and was an important 
tool for sustainable health development and the building up of institutional capacity in developing countries. 
It was therefore very important that TCDC should continue and be extended and he hoped that WHO 
would increase its support for it and encourage the development of mechanisms for more effective use and 
evaluation of such cooperation. 

Dr ÁVILA DÍAZ (Cuba) said that TCDC was of vital importance not only for countries facing 
difficulties in developing health programmes but also for WHO in achieving its health targets for all 
countries in a world that was growing poorer despite scientific and technical progress. The special 
characteristics of each region must be taken into account and each country must have the necessary 
determination to ensure that all resources were used to meet requirements. Experience had to be extended 
and exchanged with other countries in the region. Cuba had agreements with other countries to pool 
experience and focus on common interests in the health sector with a view to mutual support in solving 
problems, leading to closer relationships in facing numerous difficulties. 

As stated in the document, financial resources were not always adequate to meet countries’ needs and 
were not always allocated in the most effective way. Hence, most countries encountered major financial 
problems, and he considered it very important to identify further funding sources and create the necessary 
mechanisms for obtaining funds. It must be remembered, however, that the main financial responsibility 
lay with the countries themselves. He thanked WHO and countries which had contributed resources of all 
kinds to TCDC. 

Mr OCHOA (Colombia), noting the lack of appropriate methods for cooperation between countries, 
stressed that his country considered there to be four essentials: governments must have the political will， 
implying mutual trust between the parties; needs and existing capacity in countries had to be identified; 
the role of the international organizations, and particularly the catalysing and financial support function of 
WHO, had to be clearly established; and, finally, cooperation programmes must constitute an integral part 
of each country's regular plans and programmes on health matters. 

Dr VAN ETTEN (Netherlands) suggested that, in view of the important role played in TCDC by 
health research, the words "including health research plans" should be added after "health development 
plans" at the end of the first subparagraph in paragraph 50 of the report, which he supported. 

Dr M E F ^DITH (United Kingdom of Great Britain and Northern Ireland) said that although the 
report had been revised since the Executive Board meeting in January, he felt that it still needed to focus 
more on measurement of the effectiveness of technical cooperation in helping to improve local capacity. 
It was important that TCDC should lead to change that was both affordable and relevant to countries， 
needs. 

Mrs O D U O R I (Kenya) commended the Director-General on his concise and comprehensive report 
and fully supported its conclusions and recommendations. She noted with appreciation the role played by 
W H O in mobilizing financial and technical resources for TCDC and, aware of the serious economic 
hardships besetting many developing countries, urged the Organization to continue and consolidate its 
efforts to support technical cooperation among developing countries，institutions at intercountry and 
regional level. 

Finally, she reaffirmed her country's commitment to the spirit of technical cooperation. 
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Dr GEORGE (Gambia) said that TCDC afforded an unmatched opportunity for collaboration 
between developing countries, which often shared the same health problems, and could be very valuable 
in overcoming shortages of human resources and skills for the delivery of health services. It was clear from 
the report that the mechanism for initiating TCDC in health was poorly understood, poorly coordinated 
and not well established, resulting in valuable opportunities being lost, and he urged WHO to take an active 
coordinating role, especially at country level, by providing relevant information and the necessary 
mechanisms. Experience had shown that collaborative programmes requiring a multi-agency approach 
might entail problems of authority and responsibility at the country level. 

Finally, in view of the vast human resources available in the developing countries, WHO, other 
agencies and the developing countries were urged to take a new look at financing human resources in 
relation to TCDC. 

Dr KHOGA (Saudi Arabia) suggested reference should be made in the "within countries" section of 
paragraph 50 of the report to certain services such as continuing education, maternity services and health 
research; the application of TCDC to them within a region should help ensure appropriate use of 
resources. In the "within WHO" section of the same paragraph he would like to see reference to 
concentrating upon the exchange of information among developing countries and the need to convene 
periodical regional meetings following the Health Assembly in order to draw up a plan that would be 
presented to the subsequent Health Assembly. 

Dr DLAMINI (Swaziland) said that TCDC had long been recognized as an effective strategy for 
attaining the target of health for all but that the mechanisms were lacking to implement the concept. She 
was therefore glad that section V of the report gave ideas which could be used at country level to promote 
it. WHO should help countries by providing them with the clear guidelines and recommendations that had 
emerged from the discussions at the interregional consultation held in Jakarta in February 1993. 

She noted the action recommended in section VI of the Director-General，s report and stressed that 
countries should incorporate the concept of TCDC in their health development plans; she also felt WHO 
Representatives should be equipped to give countries better support on TCDC matters. 

Finally, in many countries there were focal points for TCDC in different ministries and she urged that 
focal points in ministries of health should cooperate with them. 

Professor KONDÉ (Guinea) believed that TCDC was an important strategy to promote health 
progress in the developing countries and that it should be reinforced by exchanges of experience and study 
tours, as when his own country had benefited from the experience of Benin after the launching of the 
Bamako Initiative for primary health care. Currently, many African and Asian countries were learning in 
turn from Guinea's experience. One of the first countries to be accorded intensified WHO support, Guinea 
had been able to develop and reinforce manpower skills which, in turn, were assisting neighbouring 
countries. Such cooperation should be continued and intensified. 

Professor MANCIAUX (France) said he fully supported the developments described in the document 
but was surprised at the lack of emphasis on appropriate technology, whose importance in TCDC had been 
rightly stressed in the past. He therefore proposed that in the second subparagraph of paragraph 50, under 
the heading "within countries", the words "for instance in the field of appropriate technology" should be 
added after "where expertise from similar countries could be utilized". 

Dr DHANVARACHORN (Thailand) said that the key factors in promoting community action for 
health were sustained political commitment, decentralization, promotion of the leadership role of health 
care personnel down to the village level, and enhanced community awareness, organization and leadership. 
In Thailand, technical cooperation among developing countries was being translated into cooperation among 
developing villages, in a project whereby village health volunteers could observe activities in more developed 
villages, provinces and countries. The advantages of technical cooperation at the village level were: 
observation by working volunteers of health problems and solutions in villages similar to theirs; observation 
of practical solutions; use of a natural form of communication, between villages, at the same level; 
stimulation of health actions at the lowest level; provision of a budget for action by the Government; and 
support of the project by WHO, with excellent results. Minor drawbacks of the project were that it 
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consumed a certain proportion of the national budget, occupied the time of busy village teachers and 
sometimes interfered with village budgets. 

Dr JARDEL (Assistant Director-General) noted that delegates had requested more detail and 
different emphases in the text of document A47/4. In particular, they had asked for greater emphasis on 
means of generating resources to facilitate technical cooperation between developing countries, on the 
desirability of organizing more forums for exchange of information on such cooperation, and on the need 
for it to be integrated into the programming of national health planning. Several alterations had been 
proposed to paragraph 50 of section VI of the document, including mention of the importance of research 
in the implementation of technical cooperation, emphasis on appropriate technologies among the fields of 
knowledge that could be used, and even greater emphasis and greater detail with regard to evaluation of 
the efficacy of methods for TCDC. He had also noted that greater emphasis was to be placed on sharing 
experiences and on cooperation among TCDC focal points at the regional level. The suggestions would be 
incorporated in the final version of the document. 

Dr AZMOUDEH (Islamic Republic of Iran) said that cooperation among neighbouring countries 
would certainly help them to attain their goals. Information from the regions about the needs of 
neighbouring countries should be one of the bases of WHO's work in planning technical cooperation. 

The CHAIRMAN took it that the Committee wished to take note of the Director-General's report 
contained in document A47/4 and express support for the action suggested in it. 

It was so agreed. 

2. NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-
2001 INCLUSIVE): REVIEW OF DRAFT SUBMITTED BY THE EXECUTIVE BOARD： 
Item 18 of the Agenda (Resolution EB93.R8; Document A47/3) (continued from the 
s e c o n d meeting) 

The CHAIRMAN read out three amendments that had been proposed to the resolution 
recommended by the Executive Board in EB93.R8. Finland had proposed on behalf of the Nordic countries 
that a subparagraph (3) be added to paragraph 4，reading: "to periodically review the implementation of 
the Ninth General Programme of Work and to adapt it as necessary to take into account emerging issues 
and the progress made in the reform process in WHO;". The Netherlands had proposed a new paragraph 
5(2) reading: "to establish clear priorities and strengthen the integration of programmes, starting from the 
programme budget for the financial biennium 1996-1997"; and a new paragraph 5(5) reading: "to strengthen 
interagency coordination in all relevant programmes, involving appropriate agencies in the process". 

Dr VIOLAKI-PARASKEVA (Greece) asked for the addition of a preambular paragraph reading: 
"Aware of the progress made towards the goals and targets of the Eighth General Programme of Work, and 
recognizing the challenges ahead". If no progress had been noted in the Eighth General Programme, WHO 
could not continue to the Ninth Programme, as the Executive Board had recognized when it had included 
that phrase in the preamble to its own resolution. 

The draft resolution，as amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA47.4. 
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3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL)： Item 19 of the Agenda (resumed) 

Health and development (Resolution WHA45.24; Document A47/5) 

Professor CALDEIRA DA SILVA (representative of the Executive Board), introducing the report 
on progress in implementing resolution WHA45.24 on health and development, said that it focused 
attention on the intolerable health situation of the most vulnerable groups, which constituted a violation 
of their fundamental right to health, as defined in the Constitution of WHO. Certain economic 
development policies and strategies had not been adequate to resolve the health problems that confronted 
such disadvantaged populations; in many cases, they had led to a deterioration in health status, and in some 
instances they had created new situations of vulnerability. In response to resolution WHA45.24, the 
Director-General had established a Task Force on Health and Development Policies for the period 1993-
1995. A subgroup of the Task Force had met in New York in December 1993 and drawn up a broad 
framework of questions to be addressed by the full Task Force and a phased strategy of work. 

Resolution WHA45.24 called in particular for examination of alternative funding mechanisms that 
would help countries to evaluate the interaction of health status and economic development policies. That 
topic would be the focus of an interregional workshop on "banking for health", cosponsored by the World 
Bank and with the participation of national, regional and international financial institutions, to be held in 
June 1994. The Executive Board had welcomed the establishment of the Task Force, which comprised 
eminent personalities in various disciplines and was considered to be well equipped to advocate innovative 
changes in the area of health and development. The Board had considered that the activities of the Task 
Force would have a positive effect on technical cooperation. 

Health and development also involved consideration of population and basic education. Investment 
in education and other aspects of human resources had not yet been given the primary focus it deserved; 
as had been stated at the meeting in New York in December 1993，it was education that would turn a 
society into a productive one. Development was not a right, it was a value that had to be built and 
conquered. He invited the Health Assembly to take note of the progress made, although no action was 
soumit at the present time. 

Dr ÁVILA DÍAZ (Cuba) said that a report on human development published by UNDP in 1994 had 
noted a Gini coefficient of 0.87, indicating almost total inequality, as the rich became richer and the poor 
poorer. That figure hid the real magnitude of the injustice, as it was based on per capka indicators for rich 
and poor countries and did not take account of the great inequality between rich and poor within countries. 

Development presented one of the greatest challenges faced by the world today. The Region of the 
Americas, for example, had the highest inflation rate, the highest debt burden and the greatest inequality 
in income distribution. In that economic situation, neoliberal adjustment policies had been applied that had 
made life even more difficult, especially for the people with the lowest standard of living. Privatization and 
adjustments in the health sector had affected large numbers of people, especially among the most vulnerable 
groups, and had resulted in a worsening of their health situation, a trend that ran counter to resolution 
WHA45.24. Current hegemonic tendencies in the political and economic fields had adverse negative 
consequences in the realm of health and disease. People born in the shadow of underdevelopment carried 
that handicap to the end of their lives as though it were a genetic defect. It was not the quality of life that 
was at stake in the developing countries, but life itself. 

He was pleased to note the interest in the theme of health and development, but it was important 
to reduce the disparity between words and action. Insufficient attention was paid to the social and human 
consequences of the adjustment process, which increased the vulnerability of groups at risk. The distribution 
of wealth during the 1980s had been so unfair that that period had been called the lost decade; if equity 
was not improved the 1990s might be known as the hopeless decade. Human development was a broad, 
integral concept, but there was a risk that it would become more of a fashion than a practice, more of a 
catchword than a project for concrete action. Without development there could be no health, and without 
health there could be no development. 

Paragraph 5 of the report referred to a meeting between countries that had "focused over the years 
on improving the health status of the most vulnerable groups". Cuba, which was a developing country, had 
not participated in that meeting but had wide experience in the development of health and education 
systems, with concrete results which could serve in evaluating those themes. 
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Dr VIOLAKI-PARASKEVA (Greece) said the Health Assembly welcomed the establishment by the 
Director-General of the Task Force on Health and Development Policies for the period 1993-1995 and 
hoped that its activities would have a positive effect on technical cooperation. A Global Commission on 
Women's Health had also been established and she suggested that its work should be mentioned in the 
report before the Committee. 

Dr SAVEL'EV (Russian Federation) said that, although little time had elapsed since adoption of 
resolution WHA45.24, a certain amount of progress could be seen. He welcomed the establishment of the 
Task Force and hoped that it would fulfil expectations. The report was correct in identifying the creation 
of new vulnerable groups as the result of political, social and economic processes in various countries. Such 
groups were also appearing in republics of the former Union of Soviet Socialist Republics; they included 
refugees, people who had been forced to move, and people who were discriminated against on the basis, 
for instance, of language. His Government was trying to adopt measures to alleviate the conditions in which 
those people lived and hoped that international cooperation could provide assistance in that regard. 

Dr ASHLEY-DEJO (Nigeria) said that, while lip service was paid to establishing an equitable North-
South trade balance, there was abundant evidence of imbalance. Tbat situation should be addressed if the 
subject of vulnerability was to be tackled seriously. Developing countries did not set the price of the goods 
they produced, receiving a pittance in return for them, and, as they also had no say in the price of goods 
they had to import, were at a perpetual economic disadvantage. 

Population growth was an additional problem. The population of Nigeria, already some 90 million 
strong, was growing at a rate of 3.2% per annum, mopping up social and economic resources. Furthermore, 
there was constant migration from rural to urban areas, and people living at the periphery of the big cities 
that had been created were economically disadvantaged and vulnerable owing to the lack of social services. 
Population growth was thus a major health issue, as health programmes might result in no change in 
lifestyle or living standards. 

He also drew attention to the crucial role of women. They were the centre of family life, so that if 
women were economically disadvantaged, the rest of the family was in jeopardy. In some parts of Nigeria, 
women had no right to inherit, they were not allowed to speak at meetings, and they had no access to 
credit. That situation bred ignorance and poverty, which led to malnutrition and disease and inequalities 
in health and development. The Task Force set up by the Director-General was to be welcomed, and it 
should address some of those issues. 

Ms GILES (Australia), speaking as Chairman of the Global Commission on Women's Health, said 
that the Commission had been established by the Director-General in 1993 in response to resolution 
WHA45.25. It was a multidisciplinary, independent body whose remit was to advise WHO and which was 
responsible for international and national advocacy on policies and measures related to women's health. 
Its 31 members were drawn from governmental and nongovernmental organizations and relevant bodies 
of the United Nations system, which, including WHO, provided experts. The terms of reference of the 
Commission included preparation of a world plan of action on women's health, urging Member States to 
collect data separately by gender, and advocating the health of women at both governmental and 
nongovernmental levels. The Commission had met for the first time from 13 to 15 April 1994 at WHO 
headquarters, wi fh more than 100 people attending. It had been appointed for three years and would meet 
at least three times a year, the next meeting being held in Washington, DC in August 1994. The 
Commission would be closely involved in preparation at global, regional and national levels of the Fourth 
United Nations Conference on Women. A booklet outlining issues in women's health, entitled "Women's 
Health: Towards a Better World", had been prepared and had provided guidance for the work of the 
Commission. It was an excellent handbook and would be distributed widely. Other background material 
for the first meeting had included reports from interagency, interregional and regional meetings in the 
European, Eastern Mediterranean and American Regions, a report on selected countries in the African 
Region, and reports on activities concerning women's health in the South-East Asia and Western Pacific 
Regions. A videotape entitled "Women's Right to Health" had been well received and was available through 
WHO. 

At the heart of the Commission's deliberations was recognition of the right to health and of the 
importance of access, equity, choice and participation, without which that right could be neither exercised 
nor enjoyed. The booklet and videotape illustrated the realities of women's health, from conception 



COMMITTEE A: SEVENTH MEETING 27 

throughout life, and examined the effects of global change and trends on the specific biological and 
physiological make-up of women. The premature, low-birth-weight daughter of a poorly nourished, 
adolescent mother, for example, was already one of the world's most vulnerable, disadvantaged people. If 
she survived infancy and childhood, her life expectancy and quality of life would probably be no better than 
those of countless women whose lives were ended or made intolerable by frequent child-bearing, poor 
nutrition or violence, or a combination of those and other factors. 

Six areas had been assigned priority, as they were indicators of the diseases and poor quality of life 
from which many women suffered. They were: nutrition, reproductive health, the health consequences of 
violence, aging, conditions related to lifestyle, and the work environment. Their common characteristic was 
that they exemplified the effects of inequity, lack of choice and lack of control over life on the health status 
of women in developed and developing countries. "Health security" did not exist for many women, nor was 
there any mechanism for accounting for the diminution and waste of life. 

In order to address those problems, the Commission had agreed to: form subgroups to deal with 
policy, advocacy and the normative aspects of women's health; build on and use the technical strengths and 
existing work on women's health in W H O programmes; use information available in W H O to describe the 
women's health profiles in different countries; and work with national mechanisms that addressed women's 
health, and especially national and regional committees, in order to ensure that the subject was fully covered 
at the Fourth World Conference on Women. It had been agreed that a phased strategy was essential. 
Thus, the Commission's members would first work on selected issues and then build up an agenda as its 
activities gathered momentum. The goal of the Commission had the wholehearted support of its 
multidisciplinary members, the invaluable support of WHO, and the goodwill of many international 
organizations which had already done much work on women's health. To contribute to improving the health 
of the world's women within the foreseeable future, the Commission depended heavily on the cooperation 
and support of the Member States of WHO. Working together, it would be possible to achieve the 
difference that would mean a better world for women, because that was their right and a precondition for 
a better world for all. 

Dr KHOGA (Saudi Arabia) said that the priorities established under resolution WHA45.24 and listed 
in subparagraphs 3(a), (b), (c) and (d) of the document were indeed well-founded and indispensable; 
however, the terms of reference should also include ways of improving capacities in all countries to give 
health an impact on policies related to various aspects of development. To that end the Organization would 
need to undertake joint manpower training projects to make national staff aware of experience in health 
development acquired in other regions. Such W H O manpower training programmes had been shown to 
be very useful, but they were not being applied widely enough. 

Dr DLAMINI (Swaziland) thanked the Director-General for forming the Task Force on Health and 
Development Policies in response to resolution WHA45.24, which focused on the unacceptable health 
situation of vulnerable groups in the world, such as women, children and refugees. She also welcomed the 
establishment by the Director-General, in response to resolution WHA45.25, of the W H O Global 
Commission on Women's Health, and expressed her appreciation of the report by the Commission's 
Chairman which the Committee had just heard. The Commission's booklet on women's health should be 
widely distributed. Despite advances in health development, women continued to be marginalized; their 
health status was still a disgrace. She hoped that everyone would give the necessary genuine support to 
improve the health status of women in the world. The fact that Commonwealth Ministers of Health had 
chosen women's health as a theme for their meeting next year meant that everyone was being sensitized 
to the issue. 

Ms TIHELI (Lesotho) noted that in many countries the introduction of user fees in an effort to 
recoup health expenses, owing to economic adjustment, had led to decreased access to health care, 
especially for the poor who were in most need, and had adversely affected progress in those countries. 
Alternatives to health subsidies in developing countries, such as the Bamako Initiative, had in most cases 
not led to significant improvement. She therefore welcomed the intention to evaluate and analyse existing 
policies and strategies with a view to identifying better alternatives for the protection of vulnerable groups. 

Unfortunately, in most countries existing traditional institutions had not been identified and used for 
development and for improving the health status of vulnerable groups. In Lesotho, with support from CUP, 
traditional institutions such as burial societies and women's groups at village level had started income-
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generating projects, the profits of which would be used to procure vaccines. Women contributed small 
amounts of money to pay for delivery fees and care of the mother for the first 10 days after delivery. 

Empowerment, through the amendment of existing laws discriminating against women, would give that 
vulnerable group an opportunity to take responsibility for their own health and development. 

Dr RIVAS (Chile) said that the complex issue of health and development had at least three important 
aspects: the repercussions of the overall development of the country on the health situation of the 
population; the implications of the good or bad health of the population for the process of development; 
and the influence of the health sector on the national economy. 

With regard to the first aspect, better economic growth was undeniably a precondition for social 
development, increased well-being and better health of the population, since more goods and services 
became available. Nevertheless, the economic process in itself did not guarantee balanced development 
offering equal opportunities to all, because local development situations differed and because social 
inequalities might lead to large sections of the population being disregarded or excluded. That situation 
called for State intervention to regulate and redistribute national wealth. Such social policies played a 
strategic role in the equitable process of development. Looked at from another angle, public health 
required regulatory and standard-setting intervention by the State in health activities - a task carried out 
in accordance with strategic planning in the framework of a national development plan. 

Dr S Z A T M Á R I (Hungary) welcomed the Director-General's report and stressed that improving a 
country's health status and reducing the number of vulnerable groups could be achieved only by 
strengthening self-reliance of peoples and countries. The main road to that goal was education; her 
delegation therefore underlined the significance of subparagraph 3(d) in the terms of reference of the Task 
Force on Health and Development Policies as set out in document A47/5 . 

Ms H O L L A N D (New Zealand), noting that her country's most vulnerable population group with 
regard to health status were the Maori, suggested that the Task Force should include in its work programme 
activities relating to the International Decade for Indigenous Peoples. 

New Zealand's objective was to raise the health status of the Maori to the same level as was enjoyed 
by non-Maori. Maori health had been identified as a priority area for the next three to five years. All 
health service purchasers would be required to develop and report on strategies to bring about real gains 
in Maori health status. Three main strategies so far identified were: enhancing the capacity of mainstream 
services to respond to the Maori; promoting Maori self-sufficiency; and, most important, the 
socioeconomic advancement of the Maori people. 

Current initiatives would be expanded to meet the objectives. In the medium term emphasis would 
be placed on Maori people taking responsibility for their own health; they would increasingly choose 
systems and structures that worked for them, and the continued development of Maori health services 
would see the further establishment of family, community and pan-tribal-based health services. The long-
term intention was to develop community-based services whose achievements would be manifested in 
healthy children, women who were respected and held in high regard, and opportunities to care for older 
people in a way to which the Maori were accustomed. 

Dr L A W S O N (Benin) said that the problems of women's health had remained hidden for too long. 
The Global Commission on Women's Health was different from many others in the commitment of its 
members to action. Priority problems of women's health care had been targeted in the regions and 
throughout the world. Each member of the Global Commission had made a personal and collective 
commitment to act effectively at all levels to improve women's health. It had selected a small number of 
areas in which to concentrate its efforts at first. She herself was committed to gathering more information 
on the health of girls and women in her country and region and to promoting effective and specific actions 
in all fields to achieve real improvement in women's health. She called upon WHO, other organizations 
and Member States for support. 

Dr MILLER (Barbados) welcomed the formation of the Task Force on Health and Development 
Policies and agreed with the delegate of Greece on the need to report on the work of the Global 
Commission on Women's Health. A further report on the implementation of resolution WHA45.24 on 
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health and development (particularly the work of the Task Force) should be made to the Executive Board 
and the Forty-eighth World Health Assembly. 

Dr HAMMAD (Adviser on Health and Development Policies), replying to comments by delegates, 
said that many points raised by the delegates of Cuba, Saudi Arabia, Swaziland, Lesotho, Chile, Hungary 
and New Zealand would be taken into consideration and would provide valuable inputs to the third meeting 
of the Task Force, which would be held in June. As Secretary of the Task Force, she would ensure that 
the concerns expressed and priority areas outlined by the delegates would feature on the agenda. As the 
work of the Task Force evolved it was hoped that more information would be made available on the 
disparities in health status between vulnerable groups and others; indicators would be used to measure how 
much success had been achieved in reducing them. It was hoped that a more substantive progress report 
would be made by the Task Force to the next Health Assembly. 

The CHAIRMAN took it that the Committee wished to take note of the report in document A47/5. 

It was so agreed. 

Infant and Young Child Nutrition (progress report; and status of implementation of the 
International Code of Marketing of Breast-milk Substitutes) (Resolutions WHA33.32 and 
EB93.R9; Document A47/61) 

Professor MBEDE (representative of the Executive Board) said that the Director-GeneraPs progress 
report (document A47/6) was the eighth of a series of biennial reports on infant and young child nutrition, 
and had been considered at the ninety-third session of the Executive Board. Part I briefly summarized the 
current global situation regarding malnutrition among under-five-year-old children, in particular protein-
energy and micronutrient malnutrition. Part II，on infant and young child feeding, was structured on several 
themes: encouragement of breast-feeding; promotion of appropriate weaning practices based on the use 
of local food resources; strengthening of education, training and information on infant and young child 
feeding; promotion of the health and social status of women; and appropriate marketing and distribution 
of breast-milk substitutes. 

The report reflected the World Declaration on Nutrition and Plan of Action for Nutrition, on which 
WHO's continuing technical assistance to countries was based. Following the International Conference on 
Nutrition held in Rome in December 1992, the World Health Assembly in May 1993 had called for the 
reinforcement of WHO's capacity for food and nutrition action in all relevant programmes. Reinforcement 
of WHO's capacities included the activities of the inter-programme working group on infant feeding 
established in 1991 under a global nutrition task force. The Director-GeneraPs situation and evaluation 
report contained, in particular, information on: action taken by WHO Member States, consumer and 
professional groups and other technical bodies to encourage and support breast-feeding, including the 
implementation of the WHO/UNICEF Baby-friendly Hospital Initiative and related training activities; 
monitoring trends in the prevalence and duration of breast-feeding, including the restructuring of the WHO 
World Data Bank on the basis of new indicators derived from households and from assessing the health 
facility practices that influenced breast-feeding; exclusive breast-feeding as an infant-feeding ideal and the 
need for a revised growth reference consistent with the growth patterns of infants fed according to WHO 
recommendations; food safety issues in infant and young child feeding and the economics of breast-feeding; 
and measures taken since 1991 in 50 countries and territories, and in the European Community, giving 
effect to the International Code of Marketing of Breast-Milk Substitutes. 

Some members of the Executive Board had commented in detail on the report now presented as 
document A47/6, and in particular on the following aspects: the protection of working women, especially 
through the adoption of appropriate legislation so that mothers in paid employment might breast-feed their 
children; free or low-price supplies of products within the scope of the International Code which should not 
be available anywhere in the health care system; and the term "breast-milk substitute", which henceforth 
should replace the expression "infant formula" in WHO texts. Some members of the Board had questioned 
the advisability of concluding voluntary agreements with the infant-food industry as a means of giving effect 

1 Document WHA47/1994/REC/1, Annex 1. 
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to the International Code; others had approved the adoption of such agreements as one of a number of 
useful measures, depending on circumstances. 

The previous version of the Director-General，s report had been modified to take account of 
comments by Board members. Additional information had been supplied on the way Member States were 
giving effect to the Code in the light of national circumstances by the adoption of legislation and regulations 
or by other suitable means. Similarly, information originally supplied to the Forty-third World Health 
Assembly in 1990 on samples and supplies of products within the scope of the Code appeared in the current 
report. In its resolution EB93.R9, the Executive Board recommended to the Health Assembly the adoption 
of a resolution on infant and young child nutrition, as mentioned in paragraph 165 of document A47/6. 
In that connection the Board had felt there was a need to emphasize three points: ensuring that no free 
or low-price supplies of products within the scope of the Code were made available in any part of the health 
care system; linking the provision of free or low-price supplies of products within the scope of the Code to 
emergencies; and using the term "breast-milk substitutes" instead of "infant formula". The views of the 
Health Assembly on those matters would be appreciated. 

Dr CICOGNA (Italy), thanking the Director-General for his report, proposed that subparagraph 2(2) 
of the resolution proposed in resolution EB93.R9 should be brought into line with Article 6.6 of the 
International Code of Marketing of Breast-milk Substitutes by adding, after the words "health care system", 
the words: "other than as stipulated in Articles 6.6 and 6.7 of the International Code, and as clarified by 
the relevant WHO guidelines and by resolutions WHA39.28 and WHA45.34". 

Noting that subparagraph 2(3) of the same resolution implied that donations were permitted only in 
the context of emergency relief operations, which was not stated in Articles 6.6 and 6.7 of the International 
Code, he proposed to bring the resolution into line with the Code by splitting the subparagraph into two. 
Subparagraph 2(3) would read: "to exercise extreme caution when planning, implementing or supporting 
emergency relief operations by protecting, promoting and supporting breast-feeding for infants", and a new 
subparagraph 2(4) would read: "to ensure that donations of free or subsidized supplies of infant formula 
or other products within the scope of the International Code outside the health care system are provided 
as stipulated in Article 6.7 of the International Code and only if all the following conditions apply:", 
followed by (a), (b) and (c) as they currently appeared under subparagraph 2(3). 

Lastly, in his view subparagraph 2(l)(d) did not adequately reflect the terms of the World Declaration 
and Plan of Action on Nutrition, and should be amended to read: "promoting sound weaning practices by 
encouraging the use of nutritionally adequate, safe and appropriate locally available foods after the first 
four to six months, while emphasizing the importance of continued breast-feeding". 

Dr WANG Yifei (China) said that since its adoption in 1992 the World Declaration on Nutrition had 
become the guideline document governing WHO's support to Member States. Satisfying the nutritional 
requirements of women and children had become a central element in the WHO programme. During 
recent years, great progress had been made in China, where the concept of safe motherhood and 
breast-feeding had been popularized. The Ministry of Public Health was preparing a directive requiring 
that health institutions should reject any offers of free or low-priced breast-milk substitutes. It was hoped 
that deficiency disorders would be eliminated by the year 2000. 

WHO should improve the coordination of all its programmes on nutrition, and should do further work 
on diarrhoea control. Guidance on breast-feeding - which was closely linked with customs in different 
countries - should be provided in accordance with the needs of low-income and disaster-stricken areas. 
W H O should also provide technical and financial support to Member States in formulating and 
implementing national action programmes, and should appeal to other United Nations bodies to live up to 
their commitment to nutrition. 

Mr ÔRTENDAHL (Sweden) said that his country strongly supported the banning of the advertising 
of breast-milk substitutes in order to make clear the danger to children's health of well-meant donations 
of large quantities of those products to eastern European countries. Many of the new market economies 
in Africa and Asia also required immediate assistance from WHO to protect breast-feeding. 

The International Code covered a wider area than "infant formula", and it was unfortunate that WHO 
statements sometimes employed that term where it would be more appropriate to speak of "breast-milk 
substitutes". Sweden would like to see WHO join with other concerned bodies of the United Nations 
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system in drawing up guidelines to prevent such substitutes from being indiscriminately distributed to 
countries not yet aware of the dangers involved. 

He strongly supported the draft resolution recommended in resolution EB93.R9. Only by using such 
forthright language would it be possible to terminate the unethical practice of allowing free supplies to 
subvert the role of the health care services in protecting, supporting and promoting breast-feeding. The 
distribution of free supplies should be banned from all health facilities. 

Infant and young child nutrition was an important area for normative action on the part of WHO; 
it constituted a testing-ground for the Organization's role. Further steps had to be taken to secure 
adherence to the International Code. It might be possible to agree on a no-change policy in relation to the 
Code, if it were certain that implementation and monitoring measures would live up to expectations; the 
proposed resolution provided a good basis for that. On the other hand, the proposal of the Italian 
delegation was not acceptable to Sweden. 

Professor MANCIAUX (France) stressed the importance of the subject under consideration and the 
need for careful drafting. France supported the principles enunciated by WHO to encourage breast-feeding. 
They needed to be repeated from time to time. Improved training and education were required in that 
connection, as well as promotion of the health and social status of women. There should be appropriate 
marketing and distribution of breast-milk substitutes. Stress should also be laid on the training of health 
workers, which was improving, but too slowly. 

The recommendations of the International Code had been taken up in a European directive, which 
was currently being incorporated into the legislation of the European Union's Member States. Any changes 
by the Health Assembly to the International Code would put in jeopardy the steps taken by the European 
Union: a global policy was accordingly essential in that area. 

In connection with the fourth preambular paragraph of the resolution proposed by the Executive 
Board in resolution EB93.R9, he felt it was inappropriate to speak of breast milk as a "biological norm" for 
nourishing infants, given the variability of that norm. He therefore proposed that the paragraph should be 
reworded as follows: 

"Bearing in mind the superiority of breast-milk for nourishing infants, and that any other 
practice may increase the risks to the health of infants and mothers;". 
With reference to subparagraph 2(l)(d), he felt that it was inappropriate to fix an age "of about six 

months" for complementary feeding practices, whereas the Code spoke of a period of four to six months. 
He therefore suggested the wording: "after the first four to six months of life", which would leave room for 
manoeuvre in view of varying customs in different parts of the world. 

The French delegation endorsed the proposals made by the delegate of Italy; it also favoured 
continuing the periodic assessments of the implementation of the Code on a biennial basis. 

Professor ORDOÑEZ (Cuba) commended the report on infant and young child nutrition. 
Since the national programme of action had been set up in 1990，Cuba had guaranteed proper 

nutrition for mothers and children, and a national strategy had concentrated on promoting breast-feeding. 
A national goal of having 95.3% of live born infants breast-fed had been adopted in 1993 and "sentinel 
centres" had been set up to monitor food and nutrition. He outlined the national plans to increase breast-
feeding, which began immediately after birth, with a rooming-in and bonding policy. Baby-friendly hospital 
initiatives were being successfully implemented and had been favourably assessed by UNICEF experts. 
Training courses were being provided by the Federation of Cuban Women, as well as by the Ministry of 
Health. Milk substitutes were provided only for infants who could not be breast-fed, and they were subject 
to strict supervision. 

Ms MILLS (Canada) was pleased to note that progress was being made with regard to infant 
nutrition, and that collaborative and comprehensive action had culminated in positive results. She 
commended WHO's continuing efforts to tackle specific nutritional deficiencies, as well as to improve the 
health of mothers and their social environment. Canada supported the resolution put forward by the 
Executive Board. 

Ms LAURIDSEN (Denmark) said that her country had supported the draft resolution from the 
outset. However, it would be appropriate to study the amendments proposed by Italy and France more 
closely, so she favoured the establishment of a drafting group on the resolution. 
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To obviate any misunderstanding in connection with the remarks made by the French delegate, she 
pointed out that it would not be necessary to make any changes to European Community law, which was 
already in line with the code of WHO. 

Dr VIOLAKI-PARASKEVA (Greece) endorsed the report in document A47/6 . She was astonished 
that after 12 years，debate on breast-milk substitutes, the discussion was still continuing. There were some 
points in the document which needed to be clarified, such as the exact number of children who were HIV-
infected as a result of breast-feeding. 

Dr L O U M E (Senegal) reported, further to the information in document A47/6 , that in 1993，his 
country had set up a multidisciplinary, multisectoral working party to give effect to the national policy of 
encouraging breast-feeding. A national workshop was shortly to be held, followed by a national forum to 
bring the campaign to the attention of the public and of religious and traditional authorities. Training 
activities for health professionals, from professors to community health workers, would commence in June. 

His government supported the resolution proposed by the Executive Board. However, he did not 
agree with the amendment proposed by Italy to paragraph 2(2)，which would leave it too open. If flexibility 
were required it would be provided under paragraph 2(3), which it would be up to health staff to apply, as 
for free pharmaceutical products. It was important that the wording should be very clear, so as to leave 
no room for possible abuses. 

Dr T I E R N E Y (Ireland) welcomed the report and supported the initiative to promote breast-feeding, 
which constituted official government policy in Ireland. His delegation endorsed the proposals made by 
the representatives of France and Italy, which would bring the draft resolution into line with the 
International Code and with the Plan of Action for Nutrition. 

The meeting rose at 12h30. 



FOURTH MEETING 

Thursday, 5 May 1994，at 16h10 

Chairman: Dr N.K. RAI (Indonesia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL)： Item 19 of the Agenda (continued) 

Infant and young child nutrition (progress report; and status of implementation of the 
International Code of Marketing of Breast-milk Substitutes) (Resolutions WHA33.32 and 
EB93.R9; Document A47/61) (continued) 

Dr DLAMINI (Swaziland), speaking on behalf of the Africa Group, thanked the Director-General 
for his progress report on infant and young child nutrition and the status of implementation of the 
International Code of Marketing of Breast-milk Substitutes,1 and suggested that such reports should be 
issued every two years. The term "breast-milk substitute" should be used instead of "infant formula" 
throughout the documentation. 

The Africa Group supported the resolution recommended by the Executive Board but wished to 
propose two amendments designed to strengthen it. Firstly, subparagraph 2(3) should be reworded to read: 
"to exercise extreme caution when planning, implementing or supporting emergency relief operations, by 
protecting, promoting and supporting breast-feeding for infants, in conformity with UNHCR guidelines: 
policy for acceptance, distribution and use of milk products in refugee feeding programmes". Secondly, at 
the end of subparagraph 2(4), after the word "workplace", the words "in accordance with the Innocenti 
Declaration" should be inserted. 

Dr GEORGE (Gambia) congratulated the Director-General on the report contained in 
document A47/6 and on the important advances made in infant and young child nutrition. 

The promotion of breast-feeding in Gambia was making progress through the Baby-friendly Hospital 
Initiative and the Baby-friendly Community Initiative, which catered, with UNICEF's assistance, for the 
50% or so of births that took place in the community and were supervised by traditional birth attendants. 
His Government was continuing research into the preparation and production of locally available, low-cost 
and energy-dense weaning foods in collaboration with the Dunn Nutrition Unit and the United Kingdom 
Medical Research Council. 

The promotion of breast-feeding could succeed only where legislation was passed to create the 
environment in which women could breast-feed their children without fear of penalties from employers, as 
more working women entered the formal sector in the developing world. Infant and young child nutrition 
was bound up with such questions as the status of women in society, the health of women, and factors that 
made the burden of women lighter. Those had all to be dealt with if faster progress was to be made. 
Gambia supported the resolution recommended by the Executive Board, as amended by Swaziland. 

Dr EASTWOOD (New Zealand) commended the Director-General on the report contained in 
document A47/6. The promotion of breast-feeding was central to the promotion of infant health in 
New Zealand. Its importance had recently been highlighted by attempts to reduce the relatively high infant 
mortality rate resulting from a high rate of sudden infant death syndrome. The lack of breast-feeding, 
together with maternal tobacco smoking and the practice of putting infants into the prone position to sleep 
were found to be the critical risk factors. The New Zealand Cot Death Prevention Programme in 1991 had 

1 Document WHA47/1994/REC/1, Annex 1. 
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cut the sudden infant death rate by half, leading to a significant reduction in infant mortality. Among 
Maori populations, where breast-feeding rates were significantly lower than among non-Maoris, the impact 
of the 1991 Programme had been less marked, and efforts had been stepped up. Breast-feeding had been 
identified as the critical initiative and would be used as the vehicle to deliver preventive messages for the 
reduction of sudden infant death syndrome. Every possible help was needed by Maori mothers. 

Breast-feeding had been highlighted as an important health issue in New Zealand's national plan of 
action on nutrition. According to 1992 figures, 86% of infants were fully breast-fed at six weeks of age, but 
only 62% at three months. A task force had been established to oversee the implementation of baby-
friendly hospitals. The International Code was not currently supported by legislation in New Zealand, but 
the Public Health Commission was monitoring compliance and would shortly make provision for more 
proactive monitoring and promotion. Great concern was felt about the provision of breast-milk substitutes 
very cheaply or f ree of charge to hospitals and primary health care centres. The industry had expressed 
interest in minimum prices, but price-setting would contravene the New Zealand Commerce Act. 

New Zealand was not finding it easy to ensure full compliance with the Code. A strong resolution 
would be of great assistance. He fully supported the text recommended by the Executive Board, and was 
opposed to any attempts to weaken it or amend it to conform fully with the Code. 

Convening a drafting group, as suggested by the delegate of Denmark, would be extremely 
problematic, since many delegates sought a stronger resolution, while some favoured a weaker one. He 
suggested as a compromise the approval of the resolution as it stood. If there was to be a drafting group, 
there should be a vote to determine whether a stronger or a weaker resolution should be sought. 

Dr P E R E Z (Philippines) said that the Philippines had, in 1986, been one of the first countries to 
enact the International Code of Marketing of Breast-milk Substitutes as an instrument of domestic law. 
Under the Rooming-in and Breast-feeding Act, 1992, babies were now being kept with their mothers in all 
hospitals. In 1993，the Philippines had undertaken to ensure that all health facilities handling a significant 
number of deliveries became baby-friendly hospitals by 1995. The Code should, as was the case in the 
Philippines, be regarded by all countries as the minimum requirement for a high quality of infant care. To 
that end, the Philippines had continued to strengthen its effort to promote, support and protect breast-
feeding. 

The Health Assembly had consistently shown its support for the Code, in particular through its 
resolutions WHA39.28 and WHA45.34. The resolution at present before the Committee was a further 
endorsement and was thus supported by his delegation. He was in favour of the amendment to 
subparagraph 2(3) proposed by the delegate of Swaziland, since it would bring the text into conformity with 
the U N H C R policy for acceptance, distribution and use of milk products in refugee feeding programmes 
as set out in U N H C R interoffice memorandum UNHCR/IOM/88/89. Since the provisions of 
subparagraph 3(6) were also covered by that memorandum, it should be deleted. 

Technical documentation should be prepared by WHO explaining why providing breast-milk 
substitutes free or at low cost, which was a proven marketing technique, could be harmful to the health of 
infants, especially in health care facilities other than maternity clinics. 

Dr AMSAGANA MAINA (Niger) endorsed the amendments to the draft resolution proposed by 
Swaziland on behalf of the Africa Group. Infant nutrition also depended on environmental conditions; 
countries bordering deserts such as the Sahara faced constant problems which clearly had an adverse effect 
on infant and young child nutrition. That was compounded by recourse to bottle-feeding, particularly when 
there was a massive influx into towns of people fleeing drought-stricken areas. Thus collaboration with 
other sectors would have to be strengthened in order to tackle the problem as comprehensively as possible. 

Dr MELKAS (Finland) said that the promotion of breast-feeding, including protection against the 
active marketing of breast-milk substitutes, was one of the most cost-effective methods of promoting the 
health of rising generations throughout the world. The International Code had been a most valuable 
instrument in that work; he therefore saw no reason to weaken it. Finland fully endorsed the views that 
had been expressed by the delegates of Sweden and New Zealand. 

Dr SUMA YA (United States of America) said that breast milk was undoubtedly the optimal food 
for infants; mothers should continue to be encouraged and given the support needed to begin and continue 
exclusive breast-feeding from birth to 4-6 months. Children should also be breast-fed at the same time as 
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receiving appropriate and adequate complementary foods up to one year of age or above. Breast-feeding 
brought many benefits to the child; the United States strongly supported the practice both domestically, 
through its national health objectives, and internationally through its foreign assistance activities. The 
national objectives included achieving by the year 2000 a 75% increase in the proportion of women breast-
feeding their babies on discharge from hospital and a 50% rise in the proportion still breast-feeding at five 
to six months. Internationally, USAID had undertaken an active programme to promote breast-feeding 
worldwide as one of the most cost-effective means of improving child survival, and had adopted a strategy 
for the promotion of breast-feeding as part of its child survival initiative. 

His delegation joined in endorsing the resolution recommended by the Board, with some amendments 
which he would communicate to the Secretariat. Although the United States Government supported the 
principles and aim of the International Code of Marketing of Breast-milk Substitutes, the Code contained 
provisions that could not be applied in the United States because they were inconsistent with domestic law 
and policy. Each Member State had to look at the International Code in the context of its own laws and 
practices, as had been the intent in making the code voluntary; the United States was no exception. 

He favoured the establishment of a drafting group, and would be pleased to discuss the proposed 
United States amendments further in that setting. 

Ms TIHELI (Lesotho) endorsed the amendments proposed by Swaziland to the resolution. With 
reference to subparagraph 2(l)(d), it was important to emphasize the need to promote reliance on local 
foods, which were generally affordable since they could be produced cheaply. It was also imperative to 
strengthen the education provided to mothers on infant and child nutrition. Lesotho had a very strong 
Breast-Feeding Committee, working to promote breast-feeding and discourage bottle-feeding, which had 
been instrumental in having the advertising of milk formula banned in 1984. However, the impact of that 
measure had been difficult to assess as radio advertising from South Africa had continued and there was 
constant movement of population between the two countries. 

Dr VAN ETTEN (Netherlands) welcomed the attention being paid to the donation for charitable 
purposes of breast-milk substitutes and fully endorsed the appeal against its interfering with proper breast-
feeding practices. The Netherlands considered that greater emphasis should be placed on legislation as the 
most important mechanism for implementing the Code. Maternity legislation was another major issue to 
which more attention should have been paid in the report. 

In view of the many documents produced and initiatives launched over the past decade, he suggested 
that WHO might well produce a comprehensive publication bringing together all major decisions on the 
subject, which would facilitate the further promotion of appropriate infant feeding. Although WHO was 
to be applauded for its past work in the field, much still remained to be done to promote breast-feeding 
and good infant feeding practices. 

He endorsed the resolution recommended by the Board, which gave clear and appropriate guidelines 
on issues that had been and still were interpreted differently by the various parties involved. 

Dr MILLER (Barbados), commending the report, said that Barbados was committed to promoting 
breast-feeding and accordingly placed great emphasis on infant and young child nutrition, particularly in 
its nutrition and maternal and child health programmes. Pregnant mothers were educated at antenatal and 
child health clinics, breast-feeding was initiated within half an hour of birth, and breast-feeding on demand 
was encouraged. At community level, breast-feeding support groups had been established and, for weaning, 
emphasis was placed on the use of locally grown foods. Breast-milk substitutes were not promoted in public 
health care facilities. 

Barbados strongly supported the resolution recommended by the Board, and endorsed the 
amendments proposed by the delegate of Italy to subparagraphs 2(2) and 2(3). 

Mr SEMENOV (Russian Federation) said that the problem of infant and young child nutrition still 
remained an extremely topical one, as could be seen from the fact that it was regularly considered by the 
Health Assembly. He noted from the report that there was a disturbing trend towards a reduction in the 
frequency and duration of breast-feeding, particularly in the developing countries. WHO therefore correctly 
stressed its great advantages for the health and development of the child, something that deserved wide 
support. 
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As pointed out in the report, the proper use of food preparations for infants and young children, and 
the strict observance of the Code, were of great importance. In the Russian Federation, efforts to support 
breast-feeding had been started even before the adoption of the Code, in close association with the 
improvement of conditions for pregnant and lactating women. If mixed feeding was necessary, the products 
used were subject to strict quality control. 

The report showed that some progress had been made, and gave grounds for believing that even 
greater success could be achieved. He therefore urged that the resolution recommended by the Board 
should be approved. 

Dr SUMAYA (United States of America), at the request of the CHAIRMAN, read out the 
amendments he had announced that he wished to propose to the resolution before the Committee. In 
recognition of the fact that each Member State was sovereign, and could decide whether or not to apply, 
and how to apply, the Code, he proposed that, in the third preambular paragraph, after "Reaffirming its 
support for аИ these resolutions", the words "within the context of national laws and circumstances" should 
be inserted. In operative paragraph 2，the words "in accordance with national laws and circumstances" 
should be added after the words "URGES Member States". 

In subparagraph 2(l)(d) , the words "from the age of about six months" should be amended to read 
"from the age of four to six months", so as to be consistent with the language of the Code and with that of 
the Innocenti Declaration, as well as with the advice of thé medical community. Since local foods might 
not always be adequate, the words Vi th safe and adequate amounts of local foods" should be amended to 
read "with a variety of nutritious and safely prepared local foods". 

The words "unless the following conditions apply" followed by the wording now contained in 
subparagraphs 2(3)(a), (b) and (c), should be added to subparagraph 2(2). In the same subparagraph, the 
words "in any part of the health care system" should be amended to read "in maternity wards and hospitals", 
in line with current usage and with the wording used in resolution WHA39.28. Subparagraph 2(3) might 
well be unnecessary, since the issue of the emergency supplies was already covered in subparagraph 3(6). 

Finally, in order to reduce the reporting burden imposed on the Director-General, he would propose 
an additional paragraph requesting the Director-General to report to the Board and the Health Assembly 
at his discretion, and when significant new information had become available, notwithstanding reporting 
requests in other documents. 

He believed that those amendments were in keeping with the legal nature of the Code, and in 
conformity with sound health practice. If they were accepted, his delegation would be pleased to support 
the resolution. 

Dr VASSALLO (Malta) suggested that future reports should include tables, compiled on a global 
basis, similar to Table 3 in paragraph 42 of the report. 

The report gave an encouraging picture of a variety of approaches being adopted by countries to give 
effect to the Code, often in the face of constitutional and legal obstacles. He fully supported the comments 
made by the delegate of France about the training of health workers. However, more should also be done 
to educate such workers about the benefits of breast-feeding, since many were still failing to help mothers 
to appreciate those benefits. Professional bodies should enlist the cooperation of their members and at the 
same time help them to resist pressures from industry, which could affect their judgement. The temptation 
to bypass the Code was ever-present, and financial reasons forced many health care workers to accept 
industry sponsorship or support for their professional activities. 

Paragraph 42 of the report indicated that everyday behaviour was a problem in making breast-feeding 
acceptable; W H O should encourage behavioural scientists to look into that problem and suggest practical 
solutions. He was glad that charitable and other donor agencies had been reminded of the need for 
prudence in responding to requests for f ree supplies of infant foods. There was equally an obligation on 
governments to control the import and distribution of such supplies. They should be on their guard against 
donations or low-cost offers, even in emergencies. 

He also welcomed the report's recognition of the invaluable contribution made by nongovernmental 
organizations to the promotion of breast-feeding. W H O should maintain and consolidate its cooperation 
with such organizations, and also with the United Nations bodies concerned; in particular, UNICEF's Baby-
friendly Hospital Initiative merited support. 

He affirmed his country's adherence to all initiatives aimed at promoting breast-feeding, as well as 
to the Code, which was applicable to all health care situations. 
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Dr MARANDI (Islamic Republic of Iran), after congratulating the Director-General on the report, 
said that it was important for the Health Assembly to consider a matter which affected the health and well-
being of all children from a public health, rather than a merely legalistic, standpoint. 

The resolution recommended by the Executive Board represented an important step forward. In 
particular, his delegation endorsed subparagraph 2(2), which clarified not only the Code itself, but 
subsequent resolutions on the subject. Article 6.6 of the Code laid down that donations or low-price sales 
of infant formula or other products could be made to "institutions or organizations", but did not make clear 
what institutions were envisaged; it was assumed that the reference was to orphanages. Resolution 
WHA39.28, adopted in 1986, had attempted to clarify the article by referring to a "minority of infants" who 
required them "in maternity wards and hospitals", although again it was unclear whether "hospitals" meant 
"maternity hospitals". Resolution WHA45.34, adopted in 1992, had urged Member States to take measures 
"aimed at ending the donation or low-priced sale of supplies of breast-milk substitutes to health care 
facilities providing maternity services". That wording had again led to confusion and uncertainty, because 
such facilities could be taken to include not only maternity wards and hospitals but also small health 
facilities providing antenatal care, and paediatric wards in hospitals. The clarification made in subparagraph 
2(2) of the draft resolution by the introduction of the phrase "in any part of the health care system" was 
therefore greatly to be commended. 

The proposal by the United States delegation that free supplies should not be allowed in maternity 
wards and hospitals unless certain conditions applied would represent a step backwards towards the 
situation prevailing before the adoption of the 1986 resolution. Almost all the other amendments proposed 
would also appear to weaken the Code. He therefore endorsed the view expressed by the delegate of 
New Zealand that, before any drafting committee was set up, the Committee should take a vote to decide 
whether it wished to strengthen or to weaken the Code. 

He supported the retention of the term "breast-milk substitutes" in preference to "infant formula" 
in subparagraph 2(2) of the resolution, since "infant formula", as defined in the Code, included only those 
products prepared for infants aged up to 4-6 months. Any regulations introduced should cover other 
products, such as "follow-on milks", especially as families were often unable to tell the difference between 
the two types of products. The use of the term "breast-milk substitutes" therefore avoided any ambiguity 
on that subject. 

He recommended that biennial reporting on infant and young child feeding by the Director-General 
should continue until the Code had been adopted and implemented by all countries, thus keeping the matter 
before Member States as a priority health issue for women and children. Indeed, the requirement to report 
was laid down in Article 11.7 of the Code, and to discontinue the practice might be an unacceptable change. 
Bearing in mind those considerations, his delegation supported the resolution recommended by the 
Executive Board. 

Dr RODRIGUES (Brazil) said that in her country the national programme for breast-feeding 
incentives had taken measures to promote the exclusive breast-feeding of infants for at least the first six 
months, as that was shown to have a significant impact in reducing infant morbidity and mortality. She 
supported the resolution before the Committee, and recommended that WHO should intensify its efforts 
to protect and promote breast-feeding in accordance with the World Declaration and Plan of Action for 
Nutrition. Increased technical cooperation between countries should also be encouraged in order to 
strengthen the Baby-friendly Hospital Initiative. Brazil was already implementing the Initiative and, in 
order to promote it nationally, the Ministry of Health was, as an incentive, increasing by 10% the funding 
of each delivery in hospitals possessing the Baby-friendly Initiative certificate. She proposed that the 
resolution should be amended by deleting from subparagraph 2(3) everything from the words "and ensuring 
that donated supplies ..." to the end, including subparagraphs (a), (b) and (c). She further proposed the 
deletion of subparagraph 3(6) and the addition after subparagraph 3(8) of a new subparagraph reading: 
"to include topics on infant and young child nutrition in the agenda of the Health Assembly every two 
years". 

Dr MAHATHEVAN (Malaysia) congratulated the Director-General on the excellent report in 
document A47/6. The Malaysian code of ethics for infant formula products had been implemented in 1979 
and amended in 1983, 1985 and 1993. The International Code of Marketing of Breast-milk Substitutes had 
been introduced in 1981 and the Baby-friendly Hospital Initiative launched in 1993. Those measures had 
sustained awareness of the importance of infant feeding at all levels, ensuring the proper use of infant 



38 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

formula products, the provision of adequate nutrition to Malaysian infants, and the promotion of breast-
feeding. The Ministry of Health was also considering the inclusion of specific provisions on infant and child 
nutrition within the existing food regulations, thus providing a legal backing for such measures. 

The Government of Malaysia appreciated the continuing dialogue between WHO and the 
International Association of Infant Food Manufacturers which, it was hoped, would lead to the successful 
resolution of long-standing and contentious issues. 

The current initiative to regulate the manufacture of infant formula and to promote breast-feeding 
should not exclude action to ensure adequate maternal nutrition. 

Malaysia strongly supported the resolution recommended by the Executive Board. It particularly 
wished to retain subparagraph 2(2) in its entirety, and especially the words "in any part of the health care 
system". 

The meeting rose at 17hl5. 



FIFTH MEETING 

Saturday, 7 May 1994，at 9h20 

Chairman: Dr N.K. RAI (Indonesia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL)： Item 19 of the Agenda (continued) 

Infant and Young Child Nutrition (progress report; and status of implementation of the 
International Code of Marketing of Breast-milk Substitutes) (Resolutions WHA33.32 and 
EB93.R9; Document A47/61) (continued) 

The CHAIRMAN noted that despite some proposals for amendments to the resolution recommended 
by the Executive Board in resolution EB93.R9, clear, strong support for continuing to strengthen the 
International Code of Marketing of Breast-milk Substitutes had emerged during the debate. The issue was 
a complex and multifaceted one on which work had started in 1981 at the Tliirty-fourth World Health 
Assembly, when the Code had been adopted, and discussions of the Code had always been approached in 
a spirit of consensus-seeking. It had been hoped that the sense of broad-based agreement would continue, 
with a view to increasing the ability of Member States to give effect to the Code. Indeed, the fact that he 
could now inform the Committee that all the delegations which at its previous meetings had proposed 
amendments to the draft resolution had offered to withdraw them confirmed that all Members wished 
strongly to support the International Code and its application. He invited the countries concerned to 
comment if they so wished. 

Dr CLINTON (United States of America) confirmed that in a spirit of conciliation and to support 
the basic principles expressed in the draft resolution, he had consulted with the other delegates who had 
proposed amendments and was withdrawing those proposed by the United States of America. 

Mrs NTOMBELA (Swaziland), speaking on behalf of Members from the African Region, confirmed 
that she withdrew the amendments they had proposed through Swaziland. Everyone wished to strengthen 
the Code and ensure the welfare of children, and she urged adoption of the draft resolution unmodified. 

Dr CICOGNA (Italy) said that, in a spirit of consensus, he withdrew the amendments he had earlier 
proposed. He reaffirmed the commitment of Italy to the International Code of Marketing of Breast-milk 
Substitutes. 

Dr RODRIGUES (Brazil) also withdrew the amendments that had been proposed by her delegation 
and moved that the draft resolution should be approved with no modification. 

Dr MOREAU (France) withdrew the amendments that had been proposed by France. 

Dr PEREZ (Philippines) said that, in its stand for a stronger Code, the Philippines supported the 
draft resolution recommended by the Executive Board and withdrew the amendments it had proposed, on 
the understanding that all other countries did likewise. 

1 Document WHA47/1994/REC/1, Annex 1. 
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Professor OKELO (Kenya) expressed his agreement with the delegate of Swaziland and his support 
for the draft resolution recommended by the Executive Board. WHO's commitment to infant and young 
child nutrition and to practices safe for infants should not be weakened by provisions that might undermine 
resolution WHA45.34. No donations should be made of free or subsidized supplies of breast-milk 
substitutes and other products covered by the International Code in any part of the health care system. 

H e requested that, if voting became necessary, a roll-call vote should be taken, so that any Members 
favouring unsafe practices could be identified. 

Dr DA SILVA (Guinea-Bissau) also expressed her agreement with the delegate of Swaziland and said 
that her country accepted the International Code of Marketing of Breast-milk Substitutes. 

Dr SIDHOM (Tunisia) said that the scientific authority of the Director-GeneraPs report (document 
A47/6) was such that it could serve as a basis for action by ministries of health and by all people 
responsible for maternal and child health. Infant and young child nutrition was a serious problem. Infants 
were suffering from malnutrition throughout the world, despite the fact that countries had the necessary 
resources to ensure healthy food for that age group if they were properly allocated. The situation would 
worsen unless the population explosion in many countries could be controlled. 

The Baby-friendly Hospital Initiative had been introduced in all hospitals in Tunisia; WHO's 
documentation on infant and young child nutrition would help ensure that the correct standards were 
applied there, and in other countries in accordance with the situation prevailing in them. Breast-feeding 
up to at least the fourth month of age should be encouraged and should be used as a health indicator. As 
the poor social status of lactating mothers in many countries affected the quality of natural nutrition for 
their infants, mothers, and particularly working mothers, should be protected. Legislation had been 
introduced in Tunisia to allow mothers to breast-feed at work up to the sixth month. 

Implementation of the International Code of Marketing of Breast-milk Substitutes was facing 
difficulties in many countries because of conflicts with national legislation. Tunisia supported 
implementation of the Code, but considered that studies must be continued to determine how best to 
reconcile its provisions with national legislation. He welcomed the spirit of consensus that had emerged 
with respect to the draft resolution, which he supported. 

Dr MELONI (Peru) expressed satisfaction with the consensus reached and his support for the 
resolution recommended by the Executive Board. 

Mrs BALOSANG (Botswana) strongly supported the draft resolution, which was of vital importance 
for supporting and encouraging governments and other bodies to protect breast-feeding and to create 
supportive work environments 

Although Botswana was not cited among the African countries whose initiatives were described in 
paragraphs 71-77 of the Director-GeneraPs report, it had adopted more than a decade previously a policy 
that allowed mothers of infants to take an extended lunch-break in order to nurse their babies. Women 
were also given three months' paid maternity leave. Table 3 of the report indicated that a low percentage 
of infants in Botswana were exclusively breast-fed up to the age of three months. Since 1993，however, 
women with up to three children received their full salary while on maternity leave, in order to discourage 
early resumption of work necessitated by financial difficulties. Donations of breast-milk substitutes to health 
care facilities had been prohibited for more than 10 years, and the Baby-friendly Hospital Initiative had 
been introduced. 

Mrs TJAPEPUA (Namibia), addressing the Committee for the first time, congratulated South Africa 
on throwing off the bonds of apartheid. 

Namibia was committed to the promotion of breast-feeding and sound overall nutrition of infants and 
children. President Nujoma had officially launched the "baby- and mother-friendly" initiative in 1992. Seven 
regional hospitals had since been declared baby- and mother-friendly, as confirmed by an external 
assessment in 1993. She strongly supported the resolution. 

Dr LHOTSKA (Czech Republic) supported the draft resolution, as it strengthened the resolve of the 
world community to make hospitals "baby-friendly". 
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Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that in pursuit of the 
objectives of the International Conference on Nutrition and the World Summit for Children, WHO should 
seek close collaboration with other agencies, particularly FAO, in assisting countries to formulate, before 
the end of 1994, strategies for the sustainable control of nutritional deficiencies. Such strategies should be 
designed to be in harmony with those deployed in agricultural, economic and social development 
programmes. He fully supported the resolution recommended by the Executive Board. 

Mr DEBRUS (Germany) said that the support of the German Federal Government and the 
competent authorities of the federal states for breast-feeding was beyond question. As an example, the 
Federal Chancellor's letter of 14 April 1994 to the Director-General of WHO concerning the 
implementation of the recommendations of the World Summit for Children of 1990 had mentioned the 
establishment of a commission to promote breast-feeding within the Federal Health Office, which was under 
the direct supervision of the Federal Health Ministry. Another example mentioned in the letter was the 
Baby-friendly Hospital Initiative, in so far as its application lay within the competence of the Federal 
Government. 

To implement the directives of the European Union, the Federal Government in March 1994 had 
adopted a draft law with the clear aim of promoting breast-feeding in many ways. Since, however, 
Germany did not have a national health service, but a federal pluralistic health system, the terms of the 
resolution recommended by the Executive Board, if it was adopted, would be applied in accordance with 
that constitutional and legal situation, especially with regard to the relevant directives of the European 
Union. 

Dr DEVO (Togo) expressed his firm support for the recommended resolution in its original wording, 
and welcomed the spirit of conciliation and consensus in the Health Assembly that had led to the 
withdrawal of all amendments with a view to the greater well-being of the breast-fed infant. He also 
thanked the Director-General for his excellent report. 

Dr KHOJA (Saudi Arabia) said that the Code and document A47/6 should be endorsed 
internationally: reducing dependency on artificial substitutes for breast milk could only increase the well-
being of children. An interregional WHO meeting, to be held later in 1994 in Cyprus, on breast-feeding, 
weaning and related issues should provide an opportunity to discourage the use of breast-milk substitutes. 
In 1990 he had attended a meeting organized by the Regional Office for the Eastern Mediterranean on 
breast-feeding and fertility, which had given rise to important recommendations. 

It seemed from document A47/6 that the results so far obtained did not quite come up to 
expectations, but the document also stressed that many successes had been achieved in promoting breast-
feeding. He suggested the establishment of closer contact between WHO and health teaching institutions 
so as to include breast-feeding as a subject in medical schools. WHO should monitor promotion of breast-
feeding in order to make everyone aware of its importance, throughout all institutions and ministries. Saudi 
Arabia, where many seminars had been held, had made efforts to promote breast-feeding in hospitals and 
had achieved considerable success in applying the principles of the Baby-friendly Hospital Initiative at the 
Riyadh hospital. He thanked WHO and UNICEF for their publications on breast-feeding, maternal health 
and the control of diarrhoeal diseases through breast-feeding. Saudi Arabia would strive to implement the 
important policy of breast-feeding as fully as possible. 

Mrs SKACKOVA (Slovakia) welcomed the consensus reached in the Committee. 

Dr OKWARE (Uganda) welcomed the consensus that had been reached, but was concerned that the 
resolution proposed by the Board should not be considered to depend on future revision of the guidelines 
concerning the main health and socioeconomic circumstances in which infants had to be fed on breast-milk 
substitutes (mentioned in subparagraph 2(3)(a) of the recommended resolution and its accompanying 
footnote). 

Professor WOJTCZAK (Poland) fully supported the principles and spirit expressed in the resolution 
recommended in resolution EB93.R9. 
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Dr ТАРА (Tonga) thanked the delegations that had withdrawn their amendments. It was gratifying 
that the Health Assembly, as the health conscience of the world, would be speaking with one voice for the 
sake of the most vulnerable members of the world's society, namely infants, young children and mothers, 
in a resolution that would be adopted by consensus. 

Dr MUKHERJEE (India) recalled that the Forty-sixth World Health Assembly had adopted a 
resolution (WHA46.7) endorsing the objectives of the World Declaration and Plan of Action for Nutrition 
adopted by the International Conference on Nutrition and urging Member States to emphasize those 
objectives in their national plans and enlist the cooperation of all groups concerned. The Indian Parliament 
had passed the Infant Milk Substitutes, Feeding-Bottles and Infant Foods (Regulation of Production, Supply 
and Distribution) Act in 1992 and the relevant rules had been published in July 1993. The Act stressed the 
importance of breast-feeding and the risk of infections and malnutrition in children who were not breast-
fed. However, there were tragic circumstances in which infants were orphaned or abandoned as a result 
of disasters or other causes and thus deprived of their mothers' milk. Few such infants had access to breast 
milk from a wet-nurse or a breast-milk bank and orphanages caring for them had a legitimate need for 
infant formula. Provided it could be obtained free or at low cost and that it was given to the infants for 
as long as needed, the cause of public health and infant nutrition was served. The Indian delegation 
therefore supported the resolution recommended in resolution EB93.R9 on the understanding that it would 
not be applied by the child health care system to infants in such circumstances. 

Dr KANAAN (Lebanon) said that the recommended resolution had the full support of Lebanon. 

Dr DOFARA (Central African Republic), noting the consensus in the Committee, said that in his 
country a high mortality rate had been observed among infants fed with breast-milk substitutes, leading the 
Parliament to pass a law for the protection of the nursing mother; under that law every employer was 
obliged, during the 12 months after a woman employee gave birth, to allow her to come to work an hour 
later and go home an hour earlier than usual so that she could feed her baby solely on breast milk. 

Professor BERTAN (Turkey) said that Turkey believed in the promotion of breast-feeding in all 
health care systems and approved the text of the resolution recommended by the Executive Board, without 
change. 

Dr AL HOSANI (United Arab Emirates) said that there had been several ministerial decisions in 
her country designed to stop the use of breast-milk substitutes. National legislation had applied the 
recommendations of the Meeting of Health Ministers of the Gulf States, which had adopted a resolution 
on breast-feeding. Her country had also tried to involve all the parties concerned with a view to building 
awareness, especially among mothers, of the importance of breast-feeding. A resolution had been adopted 
at a meeting held to support the International Code. 

Her country respected the Ten Steps to Successful Breast-feeding and distributed them to all health 
institutes and hospitals. Since 1984 an agreement had been reached with the mass media to stop the 
promotion of artificial infant foods and the Government maintained a constant dialogue with the 
manufacturers and distributors of breast-milk substitutes to ensure that their conduct was in accordance 
with the International Code. Since 1989, a number of authorities and institutions had cooperated to 
implement the breast-feeding policy. In that year, a survey of mothers had shown that although most of 
them breast-fed, some 45% gave their infants a complementary feed of artificial foods; the reasons for that 
practice had been analysed. Breast-feeding had become a countrywide policy taught in health schools. 
Hospitals also taught mothers various breast-feeding methods; three hospitals focused on breast-feeding. 
Seminars had been organized to popularize breast-feeding and teach its importance to all health workers. 

WHO should not only distribute documents such as the Code but also keep its Members informed 
of the latest scientific research in the field. Her delegation supported WHO's training programmes and 
called for more such programmes and for WHO-organized seminars on breast-feeding. The United Arab 
Emirates joined in the consensus on the resolution recommended by the Executive Board in resolution 
EB93.R9. 
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Mrs GARCIA CEJA (Mexico) supported the resolution recommended by the Board. Mexico 
attached great importance to breast-feeding, particularly during the first year of life, and accordingly joined 
in the general consensus. 

Mr TSETOP (Bhutan) said he was glad that the question of infant and young child nutrition had been 
given the importance that it deserved. 

In Bhutan, a food security project had been developed with the technical assistance of FAO, targeting 
specific vulnerable groups such as women and children. Breast-feeding had been given top priority; to give 
it special impetus at national level, a draft policy on it would shortly be presented to the National Assembly. 

Mothers' milk, as well as being highly nutritious, was the only food for infants that the poorer sections 
of society could afford. That should be viewed as a positive factor in intensifying breast-feeding initiatives 
in developing countries. His Government was committed to the global goals for the year 2000，and 
monitoring over the past year indicated that over 95% of Bhutan's children were breast-fed. His 
Government had also taken unprecedented steps to discourage the sale of all breast-milk substitutes. 

He supported the resolution recommended in resolution EB93.R9. 

Dr KERKER (Switzerland) said that there was no doubt whatsoever that breast-feeding was superior 
to every other form of nourishment for small children. Consequently, the resolution recommended by the 
Executive Board should unquestionably be approved, and his delegation supported it. However, certain 
countries - including his own - might encounter certain difficulties in implementing it, and must therefore 
seek a consensus by appropriate means through negotiations with the parties concerned. Switzerland was 
gratified that agreement had been reached at the international level and would do its best to ensure that 
the resolution was applied at national level as well. 

Mr YANTAIS (Greece) speaking on behalf of the European Union, said that the International Code 
of Marketing of Breast-milk Substitutes was an essential instrument for improving infant nutrition. In view 
of its importance and the need to comply with its essential provisions, the Commission of the European 
Communities had adopted a directive on infant formulas and follow-on formulas on 14 May 1991. Member 
States were required to promulgate the necessary legal instruments to comply with that directive by 
1 June 1994. The European Community and its Member States were accordingly in favour of the efforts 
made by WHO to promote worldwide compliance with the International Code. 

Dr NO VELLO (United Nations Children's Fund) welcomed the resolution recommended in 
resolution EB93.R9, as it expressed in clear and unambiguous terms the shared overall accountability of 
WHO and UNICEF for the nutrition, health and well-being of infants and young children. UNICEF 
commended those delegations which had acknowledged that the proposed amendments to the resolution 
would have served not to strengthen international determination, but to lower standards. 

The International Code, together with the resolution before the Committee, amounted to worldwide 
recognition of the fact that the future of all children would be protected when breast-feeding was the norm; 
health systems were the obvious means for establishing that norm. 

On behalf of the children of the world, she commended all those who had supported the resolution. 

Dr DUALEH (Office of the United Nations High Commissioner for Refugees) thanked the Director-
General and WHO for their strong support in dealing with refugees everywhere. 

In 1951, when UNHCR had been established, there had been about one million refugees, mainly from 
eastern Europe, whereas in 1994 UNHCR was helping some 20 million refugees and displaced persons in 
109 countries across the globe. UNHCR therefore attached great importance to the resolution 
recommended in resolution EB93.R9, as much of its work was with women and children, in emergencies, 
on-going refugee programmes or repatriation operations. The widely agreed UNHCR policy for acceptance, 
distribution and use of milk products in refugee feeding programmes, had been endorsed by both WHO 
and UNICEF. ‘ 

That policy stemmed from years of experience of the relationship between child mortality and the use 
of dried mük powder in emergencies. Dried milk had been found to increase the risk of illness in young 
children living in insanitary conditions, since water supplies were often both inadequate and contaminated, 
thereby constituting an ideal medium for the growth of harmful bacteria. Acute diarrhoea and dehydration, 
both of which contributed to malnutrition and excess mortality, were the inevitable results. 
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He urged that the resolution should be brought into line with the widely tested UNHCR policy, and 
accordingly suggested a slight amendment to operative paragraph 2(3), which would then read as follows: 

"in planning, implementing or supporting relief operations, by protecting, promoting and supporting 
breast-feeding for infants and young children, the UNHCR policy for acceptance, distribution and use 
of milk products in refugee feeding programmes be adhered to". 

Ms EMERLING (International Special Dietary Foods Industries), speaking on behalf of the 
International Association of Infant Food Manufacturers (IFM) at the invitation of the CHAIRMAN， 
reaffirmed IFM，s commitment to improving infant health throughout the world and to supporting the 
International Code by protecting and promoting breast-feeding, as well as to ensuring the proper use of 
infant formulas where necessary. 

IFM，s efforts to implement the International Code had included cooperative efforts with WHO and 
UNICEF in the Baby-friendly Hospital Initiative in developing countries, which had involved writing to 160 
governments pledging support, in addition to holding discussions with more than 40 governments on 
measures to end the supply of free and low-price infant formulas to maternity hospitals. 

She reiterated IFM，s firm commitment to supporting national measures for the health and welfare 
of children. It was aware of the difficulties in some countries in connection with the implementation of 
government measures and the need for clear and unambiguous definitions, well-marked guidelines and 
uniform enforcement. For effective implementation it was essential for the compliance of all parties in each 
country to be obtained, while under the International Code it was governments which had responsibility for 
monitoring. 

IFM strongly supported the views expressed by the Director-General in paragraph 151 of document 
A47/6. It would also be happy to talk to any delegates to the Health Assembly on measures needed to 
establish or reinforce the dialogue with manufacturers and distributors of infant formulas in their respective 
countries. That was the only way to resolve an important issue that had occupied so much of WHO's time 
for the past 15 years. 

Ms BECKER (International Lactation Consultant Association), speaking at the invitation of the 
CHAIRMAN, said that ILCA, which had recently entered into official relations with WHO, was a 
nongovernmental organization founded in 1985 to enhance communication, provide support and promote 
continuing education among health workers assisting breast-feeding women. 

Her Association, which currently had over 3000 members in 30 countries on every continent, could 
provide technical advice, as well as education, training and research programmes for health workers and 
policy-makers. It also developed standards of practice for lactation consultants and assisted health workers 
directly at local level. 

ILCA urged the Health Assembly to adopt the resolution recommended by the Executive Board and 
called on Member States to provide up-to-date, high-quality training for health workers in the skills 
necessary to support breast-feeding. Such trained workers would be sensitive to the effects of the marketing 
practices aimed at increasing the demand for breast-milk substitutes and commercial infant feeding 
products. The outcome of those practices was greater ill health among children and mothers and a decrease 
in economic and environmental resources. 

She strongly encouraged WHO to ensure the implementation and monitoring of the International 
Code of Marketing of Breast-milk Substitutes throughout health care services. Comprehensive and 
coordinated approaches would be expedited by the appointment of a national breast-feeding coordinator 
and multisectoral breast-feeding committee, with adequate resources in each country. 

ILCA called on WHO to ensure that women received high-quality health care and that working 
conditions were such as to promote and protect breast-feeding. Employers and employees alike should be 
educated to appreciate the value of breast-feeding. The Association commended the work already done 
by W H O and called on all governments, associations and individuals to become even more active in 
supporting breast-feeding and to bolster the social and economic structures enabling women to breast-feed. 
It was proud of its role in helping to achieve those goals. 

Mrs RUNDALL (Save the Children Fund, United Kingdom), speaking at the invitation of the 
CHAIRMAN, said that Save the Children Fund and Baby Milk Action, in association with the International 
Baby Food Action Network (IBFAN), had collaborated for many years in an effort to protect breast-
feeding, which its extensive field experience had shown was of fundamental importance to the well-being 
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of children. It supported all efforts to implement the International Code on the matter. It was heartening 
that 81 countries had already taken official measures to end the practice of commercial donations of breast-
milk substitutes. 

In the experience of the Save the Children Fund, situations in which large numbers of babies were 
separated from their mothers were very rare, but where orphanages were not clearly separated from health 
services no loophole should be left for free supplies of breast-milk substitutes. She stressed that babies in 
paediatric wards also needed breast milk. During relief operations, if breast-milk substitutes were needed, 
they should be distributed only by qualified personnel and in accordance with UNHCR guidelines. 

She was pleased to note that the report (document WHA47/6) had been amended in two areas in 
the light of the Board's discussions in January 1994，and that, in paragraphs 35-39, it called on Member 
States to analyse the costs of bottle feeding. However, she was concerned that paragraph 150 of the report 
could be interpreted to mean institutionalized company donations, and that a number of matters raised by 
Board members had not been addressed. 

In the interests of infant health, she strongly urged the Committee to approve the resolution 
recommended by the Board. 

Ms PECK (International Organization of Consumers Unions), speaking at the invitation of the 
CHAIRMAN, said that IOCU, a founding member of the IBFAN, had cooperated with WHO for the past 
15 years. A series of training courses for a total of 150 high-level governmental participants from 73 
countries had recently been held by the IBFAN International Code documentation centre, which had also 
prepared advocacy material. In addition, IOCU was involved in training health care workers in breast-
feeding management and in the production and distribution of documents for the joint WHO-UNICEF 
Baby-friendly Hospital Initiative. 

As reported to the Executive Board, IBFAN was engaged in worldwide monitoring of the 
International Code and in putting an end to free and low-cost supplies of breast-milk substitutes. 
Preliminary results showed that abuses were still frequent and that free breast-milk substitutes were still 
received by a significant number of hospitals, in violation of Article 7.3 of the Code, and were passed on 
to mothers. Furthermore, IOCU was not alone in reporting that free supplies continued in numerous 
countries all over the world. 

Recent IBFAN findings, however, showed that 81 countries had taken action to end free and low-cost 
supplies to health care facilities，and it was therefore important to provide a strong international health 
policy to help them to abolish that powerful marketing practice. IOCU was therefore extremely satisfied 
that the Committee endorsed the resolution recommended by the Executive Board and that WHO had 
shown its commitment to the improvement of infant and maternal health. 

Miss WALKER (International Confederation of Midwives), speaking at the invitation of the 
CHAIRMAN, said that the Confederation, recognizing the importance of breast-feeding to both mother 
and child, supported the right of all infants to be breast-fed and of mothers and families to receive accurate 
information and counselling on the matter. 

The Confederation had supported midwives in their promotion of breast-feeding for 75 years, and 
the 10 steps to successful breast-feeding had been employed as a strategy throughout all its member 
associations; a recent survey had shown that those steps were being adopted in countries where information 
was being relayed by many of the international agencies and translation into local languages was carried 
out. Attempts to make hospitals baby-friendly were commendable but must not be seen as final goals; 
initiatives such as World Breast-feeding Week and similar public events had a valuable part to play in 
raising awareness of the benefits of breast-feeding. 

The Confederation believed that it was vital to maintain and exploit an up-to-date research base on 
all aspects of breast-feeding and welcomed action in that regard taken by WHO, UNICEF and other 
international bodies. It also thanked governments active in that field which had declared their support for 
the resolution before the Committee. 

Furthermore, it encouraged governments to take suitable measures to implement the International 
Code of Marketing of Breast-milk Substitutes, and thereby ensure that necessary supplies of those and other 
products covered by the International Code were obtained through normal means of procurement. 

In order to ensure safe and adequate nutrition of babies and young children, the Confederation strove 
to protect and promote breast-feeding; at the same time, recognizing the need for breast-milk substitutes, 
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it sought to ensure that they were properly used, that clear information was provided, and that marketing 
and distribution were appropriately conducted. 

She urged all present to continue to pursue their commitment actively. 

Professor MBEDE (representative of the Executive Board) said that he had listened to the 
interventions of over 60 delegations. They had all been relevant but, on such a complex subject, not 
absolutely in agreement. He was pleased that the Committee had reached a consensus on the resolution 
recommended in resolution EB93.R9, thus demonstrating the firm commitment of all to strengthening the 
International Code of Marketing of Breast-milk Substitutes with the aim of promoting breast-feeding and 
protecting the health and well-being of children throughout the world. 

Dr ANTEZANA (Assistant Director-General) said that the progress achieved by a number of 
countries towards the elimination of iodine deficiency disorders (IDD) was very gratifying since IDD was 
the greatest worldwide cause of preventable brain damage in infants and young children, currently affecting 
millions. The notable progress with the iodization of salt in some 75 countries and the falling rates of goitre 
and cretinism suggested that IDD might be eliminated as a major public health problem by the year 2000. 
The enormous contribution made by UNICEF to the joint efforts of WHO and other organizations in 
collaborating with Member States were gratefully acknowledged. 

The need for increased emphasis on the women's health concerns mentioned in the Director-
General's report had been stressed by a number of delegates: that had been noted and the matter would 
certainly be covered in the next report of the Director-General. 

Some delegates had mentioned the important focus on infant and young child feeding within then-
national plans of action for nutrition, particularly in the context of the World Declaration and Plan of 
Action for Nutrition. It was expected that most Member States would have prepared, revised and 
strengthened their plans by the end of 1994 and progress would be reported on at the Forty-eighth World 
Health Assembly, when details would be provided on follow-up to the International Conference on 
Nutrition. 

Regarding the query raised on the deleterious consequences, emphasized in the report, of free and 
low-cost supplies of infant formula and breast-milk substitutes to health care institutions other than 
maternity wards, breast-feeding remained unequivocally the best form of infant feeding in terms of its 
nutritional, health and emotional significance. Ibat was true for virtually all infants in any environment; 
indeed, it was estimated that some one and a half million deaths could be avoided annually through 
effective breast-feeding. It was therefore important to encourage breast-feeding of all infants. 

With regard to the infection of infants breast-fed by HIV-positive mothers, the Global Programme 
on AIDS estimated that the proportion was between one out of six and one out of seven. The Programme 
was continuing research on the topic and would soon complete a report shedding more light on the 
question. 

In reply to the query by the delegate of Uganda concerning the footnote relating to operative 
paragraph 2(3)(a) of the resolution recommended by the Board, he said that, although they were not 
embodied in the resolution on the Code, the guidelines on health and socioeconomic circumstances for use 
of breast-milk substitutes were available and could be applied by Member States in accordance with their 
domestic regulations. 

The Secretariat was very encouraged by the spirit of consensus demonstrated at the current session. 

The CHAIRMAN invited the Committee to approve the resolution on infant and young child 
nutrition recommended by the Executive Board in resolution EB93.R9. 

The resolution was approved without amendment by consensus.1 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA47.4. 
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Maternal and Child Health and Family Planning for Health (Resolutions WHA46.18, EB93.R10 
and EB93.R11) 

Professor MBEDE (representative of the Executive Board), informed the Committee that the 
Executive Board, at its ninety-first session, had requested that a report on maternal and child health and 
family planning for health should be prepared for examination at its ninety-third session. In resolution 
WHA46.18, the Health Assembly had asked the Director-General to pay particular attention to traditional 
practices harmful to the health of women and children. Maternal and child health had last been fully 
examined at the sixth meeting of the WHO Expert Committee on Maternal and Child Health in 1975. 
Although the matter had been examined by previous Health Assemblies, the Director-General's report 
(document EB93/1994/REC/1, Annex 5) reviewed for the first time in 15 years the progress made in 
maternal and child health and family planning. As was indicated in that report, the global assessment and 
conclusions had been inspired largely by the documentation prepared for the seventh meeting of the WHO 
Expert Committee in December 1993. 

Both the report and the discussion within the Board had centred on the numerous factors affecting 
the health of women, children and families, in particular the acceleration in social, political and economic 
change. The progress made in information systems and other technologies had also had an impact on the 
health of women and children nearly everywhere. Issues such as maternal health, HIV and AIDS, the large 
number of refugees and persons displaced following natural or man-made disasters, which had either gone 
unregarded or had been unthinkable 20 years ago, had come to the forefront in 1994. Violence towards 
women, children and adolescents had been recognized as a public health problem. New methods of 
assessment had allowed a better understanding of issues such as content and quality of care, the adequacy 
of skills and the organization of district health care services. 

In addition to the overall progress made in health care for women and children, described in the 
Director-GeneraPs report to the Board, key developments were highlighted, including the framing of 
relevant policies, and the importance thereto of international instruments and conventions; persistent and 
emerging health needs of women, children and families; accessibility, coverage and quality of care; and 
traditional practices affecting the health of women and children. Board members had emphasized the 
importance of an integrated approach and the need to deal with those questions within the context of family 
health. They had supported the conclusions of the report and listed the issues where a concerted effort 
should be made, namely: (i) improvement of quality of care and programming performance (a prerequisite 
for any major investment); (ii) reinforcement of understanding, training and commitment; (iii) functional 
integration in the planning, management and assessment of all maternal and child health and family 
planning services, shifting the orientation to include young people and families, and the integration of 
sexually transmitted disease and HIV/AIDS prevention; (iv) in partnership with governments and 
nongovernmental organizations, elimination of harmful traditional practices and highlighting of the public 
health implications, and need for action on, violence and abuse directed against women and children; and 
(V) decentralization of services to increase sustainability by promoting community-based care. 

The two main issues noted by the Executive Board, namely harmful traditional practices and the 
quality of care in maternal and child health and family planning, were the subject matter of the two draft 
resolutions recommended to the Health Assembly in resolutions EB93.R10 and EB93.R11. 

Mrs TJAPEPUA (Namibia) said that the health indicators for quality of care in maternal and child 
health and family planning were unacceptably high and there was a pressing need to lower them. She 
encouraged other members of the African Region to contribute to the discussion on the resolutions before 
the Committee and to support them. She believed that many African countries needed technical support 
in areas such as the preparation of guidelines on standardized case definition and diagnosis, and case 
management for the major health problems affecting mothers, the newborn, infants and children. Support 
was also needed for the integration of maternal and child health and family planning services into overall 
primary health care activities, and the decentralization of services, in order to create an enabling 
environment for a sustainable and visible impact on the health of individuals, families and communities. 

Dr KHOJA (Saudi Arabia) said that traditional practices harmful to the health of women and 
children were not a problem in Saudi Arabia as his country abided by the religious principles which forbade 
them. Indeed, under Islamic law, it was the duty of the family to preserve the health of mother and child 
as a high priority. 
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Increasing importance was attached to maternal and child health in Saudi Arabia, as reflected in the 
various programmes established and by current statistics. Life expectancy at birth had increased from 44 
years of age in the 1960s to 65 in 1990，while 85.9% of infants were covered by immunization in the first 
year and 93.7% in the second year. Infant mortality rates had fallen markedly. There had been a reduction 
in the numbers of low-birth-weight infants, and family planning was dealt with by the programme for birth 
spacing. Among pregnant women, 87% received treatment at specialized centres, and maternal mortality 
had dropped to 17.6 per 100 000 live births. 

The term "early marriage", which appeared in the fourth preambular paragraph of the resolution 
recommended by the Board in resolution EB93.R10, referred to early legitimate sexual relationships. Such 
relationships did not violate a woman's rights or impair her health, and were common in many parts of the 
world. He therefore suggested that the term "early marriage" should be replaced by "early sexual relations" 
and that the word "marriage" should be deleted from operative paragraph 2(2) of the resolution. His 
delegation did not object to the term "early reproduction". 

Dr M E R E D I T H (United Kingdom of Great Britain and Northern Ireland) supported the resolution 
recommended by the Executive Board in resolution EB93.R10. There was a need for quality as well as 
quantity in the provision of health care services for mothers and children, and he therefore also supported 
the resolution recommended in resolution EB93.R11. However, he wished to propose some amendments 
to that resolution which would highlight the role that nursing and midwifery played in maternal and child 
health and the need to collaborate fully with other bodies concerned, particularly United Nations agencies, 
donor agencies and nongovernmental organizations, in order to obtain the best value for limited 
resources. First, he proposed the addition of the words "and WHA45.5 on strengthening nursing and 
midwifery services" to the second preambular paragraph and the insertion of a seventh preambular 
paragraph reading: 

Recognizing that a number of different international, national and nongovernmental 
organizations are providing technical and financial support at country level. 
In the operative part, he proposed the insertion in subparagraph 1(3) of the words "nursing and" 

before "midwifery care" and the addition to paragraph 2 of a new subparagraph reading: 
(4) to seek to improve in-country coordination mechanisms, where appropriate, between all 
concerned agencies and organizations, to support national leadership, and to make optimal use 
of available human and material resources. 
The final subparagraph would be renumbered accordingly. 

Mr AL-JABER (Qatar), referring to the resolution recommended by the Board in resolution 
EB93.R10, said that "early marriage" was understood to mean the practice of early sexual relations in a legal 
form. He accordingly proposed that the words "early marriage and reproduction" in the fourth preambular 
paragraph, should be replaced either by "early sexual relations and reproduction" or simply by "early 
reproduction". Similarly, he proposed that the words "marriage and" be omitted from subparagraph 2(2). 

He supported the amendment proposed by the delegate of the United Kingdom to subparagraph 1(3) 
of the resolution recommended by the Board in resolution EB93.R11. 

Dr SHUKOR (Malaysia) endorsed the concept of maternal and child health and family planning as 
a fully integrated feature of health services, as envisaged in the draft resolution on quality of care before 
the Committee. 

Malaysia also supported the various initiatives and the technical assistance provided by WHO to 
strengthen the family health programmes of Member States. Specific strategies for the Expanded 
Programme on Immunization, the risk approach, safe motherhood, and control of diarrhoeal disease and 
acute respiratory infections had contributed greatly towards the reduction in maternal and child mortality 
and morbidity. He looked forward to continued support, which should include greater efforts to improve 
care for the disabled child and the number of safe deliveries, and to eliminate malnutrition. 

Malaysia supported the plan of action to eliminate traditional practices affecting the health of women, 
children and adolescents contained in the resolution recommended by the Board in resolution EB93.R10. 
However, the methods employed to solve those problems should be decided by the countries concerned, 
since the cultural and religious sensitivities of their peoples were involved. 
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Dr AL HOSANI (United Arab Emirates) stressed that in her country there were no traditional 
practices harmful to the health of women. She suggested that in the fourth preambular paragraph of the 
draft resolution contained in resolution EB93.R10 the words "early marriage" should be replaced by "early 
sexual relations". 

Ms MILLS (Canada), commending the report on maternal and child health and family planning 
submitted by the Director-General to the ninety-third session of the Executive Board (document 
EB93/ 1994/REC/1, Annex 5)，said that the two resolutions recommended by the Board were vital to the 
present and future well-being of women, children and families, and should be supported by all Member 
States. Her delegation fully endorsed them, together with the amendments proposed by the delegate of the 
United Kingdom to the resolution recommended in resolution EB93.R11. 

WHO should take the lead in urging the abolition of traditional practices harmful to the health of 
women and children. Canada had taken initiatives in other forums of the United Nations to strengthen 
international consensus against harmful practices, notably the abuse of children for "sex tourism". Her 
delegation welcomed the work carried out to date by the Global Commission on Women's Health, and 
hoped that it would culminate in clear directives for specific action that could be linked to efforts currently 
being made within WHO to improve women's health, not only by the Division of Family Health but also 
by several other programmes, notably the Special Programme for Research and Training in Tropical 
Diseases. Progress in that direction would be accelerated by increasing the participation of women both 
in the work of WHO and in the work of ministries of health at country level. 

Dr AZMOUDEH (Islamic Republic of Iran) supported the proposal that in the fourth preambular 
paragraph of the resolution recommended in resolution EB93.R10 the word "marriage" should be amended 
to "sexual relations", because it was those relations, whether legal or illegal, that constituted the danger. 

Dr SIDHOM (Tunisia) endorsed the views expressed by earlier speakers concerning the reference 
to early marriage in the resolution contained in resolution EB93.R10. A number of studies had highlighted 
the difficulties and dangers faced by young girls when submitted to sexual attacks or abuse at a very early 
age. In some communities marriage was seen as a preventive measure because it ensured fidelity and kept 
sexual relations relatively safe. He therefore agreed that it would be better to replace the words "early 
marriage" by "early sexual relations" in the resolution. In his view, the question of marriageable age should 
be governed by the provisions of the civil code regulating the status of women in force in each country. 

Professor NABI (Bangladesh) said that his country had an extensive maternal and child health and 
family planning programme. In every subdistrict and district hospital, 70% of all beds were reserved for 
women and children. In addition, a number of initiatives had been taken to provide training for traditional 
birth attendants. Antenatal, perinatal and postnatal care was integrated with family planning activities. 
Marriageable age for girls was fixed by law at 18，and childbirth was not encouraged before 20 years of age. 
A maximum of three children per family was recommended. Family planning and community paediatrics 
and obstetric care were included in the curricula of medical schools. 

He supported the resolutions recommended in resolutions EB93.R10 and EB93.R11 but proposed that 
subparagraph 1(1) of the latter should incorporate words to the effect that 70% of hospital beds should be 
reserved for women and children, thus ensuring appropriate care for safe motherhood. • 

Dr VIOLAKI-PARASKEVA (Greece) said that maternal and child health and family planning were 
important for developed and developing countries alike. Family planning was significant not only for 
UNFPA but also for WHO, since population growth created problems for the provision of health care in 
respect of both quantity and quality. The United Nations had designated 1994 as the International Year 
of the Family, and she hoped the Director-General would give particular support to the programme for the 
year, stressing the importance of family planning. 

Maternal and neonatal mortality rates were directly related to quality of care, and greater emphasis 
should be placed on improving it. The importance of the role of nursing and midwifery was well recognized, 
and she therefore supported the amendments proposed by the delegate of the United Kingdom to the 
resolution recommended by the Board in resolution EB93.R11. 
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The maternal and child health and family planning programme needed to be strengthened, and its 
links with other programmes within WHO reinforced. In addition, the important role played by 
nongovernmental organizations in that area should be acknowledged. 

Dr AL-KANDARI (Kuwait) supported the resolution recommended in resolution EB93.R11, and 
endorsed the amendments proposed by the delegate of the United Kingdom. He also seconded the 
amendments proposed by the delegates of Saudi Arabia, Qatar, United Arab Emirates and the Islamic 
Republic of Iran to the resolution recommended in resolution EB93.R10. 

Dr CLINTON (United States of America) said that programmes aimed at protecting and promoting 
the health of women and children were especially cost-effective, and made a long-term contribution towards 
the improvement of a nation's health. 

The health of many of the world's young women and female children was being threatened by ancient 
practices that had no medical utility and had severe health consequences. While female genital mutilation 
was a sensitive issue, worldwide attention should be directed towards ending the practice. Legislation had 
recently been introduced in the United States Congress which would prohibit the practice of female genital 
mutilation anywhere in the country. H e supported the resolution recommended in resolution EB93.R10 
and urged the Director-General to take action to implement it. 

Dr G E O R G E (Gambia), referring to resolution EB93.R11，said it had become apparent that, although 
significant efforts had been made to improve the quality of maternal and child health services, maternal 
mortality rates were still unacceptably high. It was clear that factors outside the scope of the health sector, 
such as literacy, good communications, the status of women, and water and sanitation, would have to be 
taken into account if those rates were to be reduced. As part of the endeavour to promote coordinated 
and integrated development programmes, W H O should make a special effort to ensure that such 
programmes included provision of easy access to health care for women, easy referral of women at risk, and 
literacy and numeracy initiatives. The need to upgrade the skills of midwives to enable them to respond 
to obstetric emergencies could not be over-emphasized. Gambia had recently organized a nine-month 
course with a view to providing such skills, and would be glad to share its experiences with other Member 
countries. Logistics were also crucial. Communities often lost confidence in the referral system, because 
where blood transfusion services were lacking it proved useless. So, in supporting the resolution as 
amended by the United Kingdom delegate, he proposed that reference should also be made to the 
importance of blood transfusion services. 

Professor BERTAN (Turkey) said greater emphasis should be placed on quality of care in maternal 
and child health and family planning services. Quality of care was usually evaluated on a quantitative basis 
(number of visits to health centres, or utilization of health services, per person per year). Most indicators 
for evaluating the impact of health services were likewise in terms of statistics rather than of quality of care. 
All health personnel should know how to provide better-quality care for their patients, and WHO, as the 
lead agency, should develop measurable indicators for them to use. While it was relatively easy to measure 
quality of care in hospitals, it was much more difficult where services at grass-roots level were concerned. 

She supported the two resolutions before the Committee, together with the amendments proposed 
by the delegate of the United Kingdom. 

Dr CHATORA (Zimbabwe) said increased coverage of maternal and child health and family planning 
services should not be seen as an end in itself: rather, the target should be the reduction those services 
achieved in the disease burden. In Zimbabwe, more than 95% of women attended antenatal clinics at least 
once during pregnancy, and yet emergencies needing treatment continued to occur in the perinatal period, 
including some that could have been prevented if the appropriate intervention had been made earlier. 
Further, women who made repeated visits to clinics with incomplete abortions were not offered family 
planning advice. Appropriate indicators should be developed to enable health workers to monitor the 
quality of the services they offered. His delegation supported the resolution contained in resolution 
EB93.R11, and endorsed the proposal to include a reference to nursing in subparagraph 1(3). 
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Dr KARAGULOVA (Kazakhstan) endorsed the Director-General's progress report to the ninety-
third session of the Board (document EB93/1994/REC/1, Annex 5) and welcomed the two resolutions 
before the Committee, which were particularly important for a newly independent country such as her own. 

In the former Soviet Union, induced abortion had been the main method of family planning, and 
unfortunately that situation continued to prevail in Kazakhstan, where a woman of child-bearing age would 
have, on average, five abortions. Although family planning was officially part of Kazakhstan's national 
health policy, in the rural areas abortion was still the only method available. 

She fully supported the resolution contained in resolution EB93.R11, as well as the amendments 
proposed. Taking into account the report of the second meeting of the Global Advisory Group on Nursing 
and Midwifery, and in view of the fact that both the basic and the postgraduate training of nursing and 
midwifery personnel was often insufficient, she proposed the addition to operative paragraph 1 of a new 
subparagraph reading: 

to give priority to assessing and improving the quality of basic and continuing nursing and midwifery 
education. 
Her country fully supported all WHO's activities in the field of family planning. 

Dr ТАРА (Tonga) said that the two resolutions recommended by the Board were designed to protect 
women and children, who were among the most vulnerable groups in society. He supported both 
resolutions together with the proposed amendments. 

Dr MAREY (Egypt) agreed that, in subparagraph 2(2) of the resolution contained in resolution 
EB93.R10, the term "early marriage" should be replaced by "early sexual relations". It was particularly 
important to encourage policy-makers to concentrate on the needs of vulnerable groups such as women and 
children. 

Dr С. F. DA SILVA (Guinea-Bissau) said that her country laid considerable emphasis on maternal 
and child health and family planning. Although reliable epidemiological data were lacking, it appeared that 
maternal and infant mortality in Guinea-Bissau were among the highest in Africa. Quality of services was 
certainly a problem. Almost 55% of births took place in the home, without trained assistance, and many 
deaths were due to haemorrhage, infections, poor nutrition or simple exhaustion. Very often, also, women 
were too young or too old, already had too many children, or had had too frequent pregnancies. Family 
planning was part of the maternal and child health service. At present, family planning services were 
available to only 3% of the rural population and 7% of the urban population; in the next three to four 
years, the Government hoped to increase availability in urban areas to 15%. One of her Government's 
main priorities was to improve the training of trainers and provide supervision combined with continuing 
training for health workers. It was also hoped to improve the referral system, since children were 
sometimes referred to a higher level of health service but arrived too late for the treatment to help them. 
Another major problem was providing tetanus toxoid vaccination for pregnant women and other women 
of child-bearing age, which would require, for example, better links with epidemiological services and more 
reliable data. 

Mr FREIJ (Sweden), speaking on behalf of the Nordic countries, welcomed WHO's intention of 
taking on a greater leading role and intensifying its work for maternal health, as expressed in the Director-
GeneraPs report to the ninety-third session of the Executive Board on the subject (document 
ЕВ93/1994/REC/1, Annex 5). However, the report did not cover the activities of other relevant 
programmes, such as Family Health, the Special Programme of Research, Development and Research 
Training in Human Reproduction, and the Global Programme on AIDS. The Policy and Coordination 
Committee of the Special Programme of Research, Development and Research Training in Human 
Reproduction had recognized the problem, and had requested a review report to be submitted to it in June 
1994. He hoped that the report would enable WHO to decide on its overall strategy in the field of sexual 
and reproductive health, including the distribution of responsibility among the various divisions and 
programmes, internal cooperation, distribution of resources and activities at country level. WHO should 
be the lead international agency in the conduct, promotion and coordination of action and research in 
sexual and reproductive health. 

He supported the resolutions recommended by the Board in resolutions EB93.R10 and EB93.R11 but 
proposed that the latter should be amended by the addition of a new fourth preambular paragraph, reading: 
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Noting also that several divisions and programmes within WHO are engaged in these fields and 
that there is a need for a comprehensive, unifying strategy for action and research in the broad area 
of sexual and reproductive health. 

He also proposed the addition to operative paragraph 2 of a new subparagraph reading: 
to report to the Executive Board in 1995 and to the Forty-eighth World Health Assembly on ongoing 
activities to develop a comprehensive strategy for research and action in the broad field of sexual and 
reproductive health. 

Mrs HAYNES (Barbados) welcomed the actions taken to date and supported the resolutions 
recommended by the Board in resolutions EB93.R10 and EB93.R11 together with the amendments 
proposed to the latter concerning the role of nursing and midwifery services. 

Dr HAJ-HUSSEIN (Syrian Arab Republic) fully supported the resolution recommended by the Board 
in resolution EB93.R10 and the proposal by the delegate of Qatar that the term "early marriage" should 
be amended to "early sexual relations". 

Dr KERKER (Switzerland) noted from his country's experience of bilateral aid projects that the 
problems of family planning were often treated entirely separately from those of women's health and 
sexually transmitted diseases. A combined approach was needed, and he accordingly supported the 
amendments proposed by the Nordic countries to the resolution recommended by the Board in resolution 
EB93.R11. He also agreed that the resolution recommended in resolution EB93.R10 should be amended 
to refer to "early sexual relations" rather than "early marriage". 

Mr MA (Republic of Korea) supported the resolution recommended by the Board in resolution 
EB93.R10. His country had introduced a successful family planning programme and the rate of population 
growth was now very low; maternal and infant mortality had also decreased. His country's experience -
which it would willingly share with other Member States - had shown that education of girls and women was 
the most effective way of promoting family planning and discouraging harmful practices, although such a 
policy required time and considerable resources. WHO should cooperate more closely with UNESCO and 
international financial organizations in that field. 

Professor OKELO (Kenya) supported the resolution recommended by the Board in resolution 
EB93.R10 in its original form. The references to both early marriage and early child-bearing should be 
retained, since the two sometimes occurred independently. 

He also supported the resolution recommended in resolution EB93.R11. His country had drawn up 
guidelines for the diagnosis and clinical management of common problems encountered in provincial and 
district hospitals, health centres and dispensaries, and would be happy to share them with other Member 
States. 

Dr H U Ching-Li (Assistant Director-General) thanked Member States for their comments and 
suggestions. New versions of the resolutions recommended by the Executive Board in resolutions EB93.R10 
and EB93.R11, taking account of the amendments proposed, would be circulated to the Committee for its 
consideration. 

Miss WALKER (International Confederation of Midwives), speaking at the invitation of the 
CHAIRMAN, said her organization had recognized that many practices related to child-bearing were based 
on religious and cultural beliefs and had called for those practices which were harmful to mother and infant 
to be modified or eliminated. It had recommended that midwives should evaluate the effects of all birth 
practices in their countries, and promote only those practices which did not compromise the well-being of 
mother or infant. The Confederation would therefore welcome the adoption of the resolution 
recommended by the Executive Board in resolution EB93.R10. 

The quality of care provided for mothers and infants, which was the subject of the resolution 
recommended in resolution EB93.R11, was a major concern of the Confederation, which cooperated with 
WHO, UNICEF and other organizations in that area. The long-term goal was to have a trained person, 
preferably a midwife, in attendance at every birth, although it was the countries with the highest maternal 
and infant mortality rates which also had a desperate shortage of midwives. 
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Her organization had celebrated its seventy-fifth anniversary on 5 May 1994，which had been 
designated the "International Day of the Midwife". Midwives around the world had urged their 
governments to improve the health of women, to endorse initiatives to reduce maternal mortality and 
morbidity and to address the shortage of midwives in many countries as a matter of priority. 

(For approval of draft resolutions, see page 65.) 

The meeting rose at 13h05. 



SIXTH MEETING 

Monday, 9 May 1994，at 9h00 

Chairman: Dr N.K. RAI (Indonesia) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL): Item 19 of the Agenda (continued) 

WHO ethical criteria for medicinal drug promotion (Resolution WHA45.30; Document 
A47/7 1 ) 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that, in resolution 
WHA45.30, the Health Assembly had called upon Member States to intensify efforts to involve government 
agencies (including drug regulatory authorities), pharmaceutical manufacturers, distributors, the promotion 
industry, health personnel involved in the prescription, dispensing, supply and distribution of drugs, 
universities and other teaching institutions, professional associations, patient and consumer groups, and the 
professional and general media (including publishers and editors of medical journals and related 
publications) in the implementation of the principles embodied in the WHO ethical criteria for medicinal 
drug promotion. Pursuant to that resolution, CIOMS and WHO had convened in April 1993 a consultation 
between interested parties to discuss possible approaches to further advancing the principles embodied in 
the criteria. The report and recommendations of the CIOMS/WHO Consultation were contained in the 
Director-GeneraPs report (document A47/7).1 

In its consideration of the report, the Executive Board had noted that the participants had sought to 
avoid confrontation and encourage dialogue. That spirit of consensus would be very valuable for future 
work on such a controversial subject, where so many different interests were represented. Although the 
WHO ethical criteria had not been applied as widely as had originally been hoped, the participants in the 
meeting had clearly accepted their validity and were prepared to work together to improve their 
implementation. The Executive Board had endorsed the Consultation's recommendations to governments, 
the pharmaceutical industry, the media and other parties. 

The CHAIRMAN invited the Committee to consider the following draft resolution on the WHO 
Ethical Criteria for Medicinal Drug Promotion, proposed by the delegations of Australia, Belgium, 
Botswana, Brazil, Cameroon, Canada, Chile, Denmark, Finland, Ghana, Guatemala, Iceland, Japan, 
Kazakhstan, Kenya, Kyrgyzstan, Lesotho, Lithuania, Mexico, Mozambique, Namibia, Netherlands, New 
Zealand, Niger, Norway, Spain, Sweden, Switzerland, Thailand, Togo, United Kingdom of Great Britain and 
Northern Ireland, United Republic of Tanzania and United States of America: 

The Forty-seventh World Health Assembly, 
Recalling resolutions WHA41.17, WHA43.20 and WHA45.30; 
Noting the continued need to improve the quality of drug promotion through the use of the 

concepts embodied in the WHO Ethical Criteria for Medicinal Drug Promotion; 
Having considered the report of the Director-General1 on the outcome of the CIOMS/WHO 

Consultation on the WHO Ethical Criteria, 

1. THANKS the Council for International Organizations of Medical Sciences (CIOMS) for having 
convened the consultation in collaboration with WHO, and for the valuable report adopted by 
consensus and which covers a wide range of issues and the action to be taken; 

1 Document WHA47/1994/REC/1, Annex 4. 
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2. APPRECIATES the commitment of the participants - drug regulatory authorities, 
pharmaceutical manufacturers and distributors, the promotion industry, health professionals, 
universities and teaching institutions, professional associations, patient and consumer groups, and the 
professional and general media - to a common responsibility, based on fundamental ethical principles, 
for the well-being of patients individually and the public collectively; 

3. ENDORSES the report of the consultation and reaffirms: 
(1) that the regulation of drugs must ensure not only the safety, efficacy and quality of drugs 
but also the accuracy of the information provided pursuant to their regulation; 
(2) that patients, pharmacists and prescribers should have access to appropriate information 
about drugs; 
(3) that the promotion of drugs must be accurate, fair and objective, and presented in such 
a way as to conform to legal requirements and also to high ethical standards; 
(4) that promotional claims should not be stronger than valid, up-to-date scientific evidence 
warrants, every effort being made to avoid ambiguity; 

4. CALLS UPON all concerned parties to continue to collaborate in order to promote further and 
implement the principles embodied in WHO's Ethical Criteria for Medicinal Drug Promotion, by 
rapidly adopting, as appropriate, measures based on the CIOMS/WHO recommendations; 

5. URGES Member States to develop and implement national mechanisms, where relevant, to 
control drug promotion in accordance with the principles embodied in the WHO Ethical Criteria; 

6. REQUESTS the Director-General: 
(1) to implement the recommendations of the CIOMS/WHO Consultation applicable to 
WHO, giving special attention to: 

(a) wide dissemination of the WHO Ethical Criteria to all Member States and all other 
concerned parties; 
(b) measures to develop and disseminate educational materials on the WHO Ethical 
Criteria, and methods to monitor their implementation; 
(c) monitoring the implementation of the WHO Ethical Criteria and collecting 
information on voluntary, self-regulatory national and international codes and guidelines 
that relate to the promotion of medicinal drugs, in consultation with all concerned parties; 
(d) carrying out studies or surveys of current promotional practices as necessary, and 
analysis of the effectiveness of the Ethical Criteria; 
(e) periodical review of the WHO Ethical Criteria in consultation with interested 
parties; 
(f) support to Member States, as appropriate, in strengthening drug regulatory capacity 
and mechanisms regarding the labelling and promotion of medicinal drugs; 
(g) dissemination of national experience in the promotion of medicinal drugs; 

(2) to report larly, through the Executive Board, on progress made and problems 
encountered by ) and Member States, as part of the reporting on the implementation of 
the revised drug strategy. 

Ms ANDREW (Norway), introducing the draft resolution on behalf of the Nordic countries and the 
other sponsors, said that the CIOMS/WHO Consultation on the WHO Ethical Criteria had been held 
because of concern that the criteria were not being widely implemented. The meeting had led to consensus 
on 19 recommendations, covering education, communication, information on the progress of 
implementation of the ethical criteria, and recommendations for national policies and action and 
international collaboration. 

The sponsors of the draft resolution considered that the ethical marketing of medicinal drugs was so 
important for WHO's revised drug strategy that the achievements of the CIOMS/WHO Consultation should 
be reflected in a Health Assembly resolution, even though that might have certain financial implications 

Referring to traditional medicines and non-prescription drugs, she said that in many countries, 
including her own, products were used whose therapeutic efficacy had not been scientifically proved. The 

for WHO 
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draft resolution was not intended to prevent the promotion of such products, provided that it was carried 
out in a responsible manner and in the spirit of the resolution's provisions. The question could perhaps 
be considered in more detail in a future review of the ethical criteria. She hoped that the draft resolution 
would be adopted by consensus. 

Dr ANTEZANA (Assistant Director-General) said that the draft resolution did not have any 
immediate financial or administrative implications for the Organization, but implications might well arise 
in future budget cycles. For example, funding would be needed for the activities listed in subparagraphs 
6(l)(c) and (d), relating to monitoring of the implementation of the WHO ethical criteria and studies of 
current promotional practices, and the activities outlined in subparagraphs 6(l)(e) and (f) would require 
extrabudgetary funding for further meetings with interested parties and Member States. 

Mr TESHIMA (Japan) welcomed the support of the other interested parties, particularly CIOMS. 
He hoped that, in its work to implement the WHO ethical criteria, the Organization would give due 
consideration to the differing situations in the various Member States. 

Professor NABI (Bangladesh) said that his Government had introduced a number of measures to 
promote the rational use of drugs, including a code of pharmaceutical marketing practices, drawn up with 
the collaboration of physicians, pharmacists and pharmaceutical manufacturers. The code reflected the 
objectives of the WHO ethical criteria. The Ministry of Health had formed a committee to monitor and 
implement the code. 

Mr KIM Won Ho (Democratic People's Republic of Korea) said that substandard and spurious drugs 
could lead to serious health problems. Proper surveillance and certification schemes for pharmaceuticals 
on the international market were essential in order to regulate marketing practices, and he hoped that 
WHO would take further action in that field in the future. He supported the report and draft resolution 
before the Committee. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) supported the WHO 
ethical criteria and the draft resolution. While strongly agreeing that both patients and prescribers should 
have access to factual and，where possible, impartial information, he noted that the information 
requirements of patient and prescriber groups might differ. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed the progress made at the CIOMS/WHO 
Consultation and endorsed its recommendations. It was a difficult but nevertheless vital task to ensure that 
patients received the information they needed for informed consent to treatment. 

Universities had an important role to play in promoting greater understanding of the WHO ethical 
criteria by health personnel, and appropriate training should be included in undergraduate curricula and 
continuing education courses. She accordingly proposed the inclusion of a new subparagraph in 
paragraph 6(1) of the draft resolution, to read: 

alerting Member States to the importance of the role of universities and other educational institutions 
and assisting them in educational programme development. 

Further, subparagraph 6(l)(e), concerning the periodical review of the ethical criteria, should become 
the final subparagraph of paragraph 6. 

Dr ADAMS (Australia) supported the amendments proposed by Greece and hoped that the draft 
resolution would be adopted, even though it might have some administrative and financial implications for 
the Organization in the future. 

Dr MILLER (Barbados) noted that the recent Seventh International Conference of Drug Regulatory 
Authorities had discussed the provision of information on drugs to health care professionals. One of the 
main concerns expressed there had been the promotion of information in a factual manner, without any 
attempt to influence the prescribing of drugs from purely commercial motives. Her delegation supported 
the draft resolution. 
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Dr PHILIPPON (Canada) also supported the draft resolution, which reflected the principle that 
patients, prescribers and pharmacists had a right to accurate, complete and up-to-date information about 
drugs they might wish to use. The recommendations of the CIOMS/WHO Consultation had indicated the 
action needed to promote the application of the WHO ethical criteria and clarified the responsibilities of 
all parties concerned. That meeting had established a spirit of consensus, dialogue and trust, which would 
be a useful basis for future progress. 

The ethical criteria had originally been drafted in response to concern about prescription drugs. He 
hoped that the proposed periodic reviews would take into account the rather different situation relating to 
over-the-counter drugs. 

Dr MOURA FE (Brazil) said that effective implementation of the WHO ethical criteria was essential 
to prevent abuses, such as false claims concerning drug action and benefits, the omission of information 
about contraindications, side-effects and adverse reactions, and the marketing of medicinal drugs as purely 
commercial products rather than products related to people's health. Inappropriate marketing practices 
led to unnecessary consumption and price rises, which in turn meant that millions of people all over the 
world were deprived of drugs they really needed. WHO should encourage all Member States to facilitate 
access to essential drugs for their peoples, implement measures to control drug quality, take action to 
counter inappropriate promotion practices and protect the right of prescribers and the public in general to 
receive more precise drug information. His delegation supported the draft resolution. 

Mrs HERZOG (Israel) considered that regulations in force in the country in which drugs were 
manufactured should also apply to those drugs when they were exported to other countries. She therefore 
proposed the addition of the words "and should be unified in all countries where the drugs are marketed" 
at the end of subparagraph 3(4). Her delegation wished to be included among the sponsors of the draft 
resolution. 

Dr SAWADOGO (Burkina Faso) said that drugs were a very important element in the whole health 
system. In the African Region in general, and in Burkina Faso in particular, medicinal drugs had always 
been a source of concern for the health authorities because the purchasing power of the population was 
very low, local manufacture of drugs was in an embryonic state, most imported drugs were expensive and 
unadapted to local needs, and a great many medical prescriptions were inappropriate. The issue was 
complicated by promotion practices; it was not uncommon to find drugs accompanied by information which 
had little medical content and nothing in common with that published in the country of origin, and some 
of the approaches made to prescribing physicians were by no means therapeutic in purpose. Nevertheless, 
in Burkina Faso action had been initiated to promote rational use of drugs. His delegation hoped that 
WHO's concern for ethical criteria would be understood by all people of goodwill, leading to fairer and 
more reliable objective information on drugs. WHO support was needed at all levels to secure the 
dissemination and application of the criteria. The implementation of the draft resolution would lead to 
rational use of drugs, which was an important stage along the road to health for all. 

Dr VAN ETTEN (Netherlands) said that the Netherlands had strongly supported the convening of 
the CIOMS/WHO Consultation and welcomed its recommendations. Measures were needed to ensure that 
patients and prescribers had access to appropriate information on drugs, that the principles embodied in 
the WHO ethical criteria were widely disseminated, and that the criteria were subject to periodic review. 
His delegation therefore fully supported the draft resolution and appreciated the efforts of the delegation 
of Norway to bring about a consensus on it. 

Dr NIGHTINGALE (United States of America) said that his delegation was pleased to be a sponsor 
of the draft resolution, which gave priority to the implementation of certain of the recommendations of the 
CIOMS/WHO Consultation in which he had participated. The goodwill so evident at the Consultation, and 
the consensual approach to future action by all parties must continue to be fostered. The draft resolution 
provided a basis for WHO's contribution to the collective action required to implement the 
recommendations and helpfully identified those that should take priority. Member States and other 
concerned parties must assume responsibility for applying the recommendations, most of which were not, 
of course, enumerated in the draft resolution. The United States of America would continue to cooperate 
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with WHO and all interested parties, at both the national and the international level in promoting the 
principles of the ethical criteria. 

Dr AL-JABER (Qatar) supported the draft resolution with the amendments proposed and wished 
to be included as a sponsor, in particular because of the importance of the provisions on regulating drug 
distribution, ensuring availability of full information on individual drugs, and controlling the quality of drugs 
distributed. 

Dr ABU BAKAR bin SULEIMAN (Malaysia) fully supported the 19 recommendations of the 
CIOMS/WHO Consultation and the draft resolution before the Committee. It was imperative that certain 
recommendations should be implemented without delay in order to improve compliance with the WHO 
ethical criteria, in particular: action by WHO and interested parties on the further development of 
performance indicators, and the development of monitoring procedures and educational modules; and 
action by the International Federation of Pharmaceutical Manufacturers Associations, the World Federation 
of Proprietary Medicine Manufacturers and related organizations on the establishment and maintenance 
of common international codes for responsible drug promotion, to be adopted by the industry at large and 
consistent with the W H O ethical criteria, with self-regulation imposed in the form of remedial measures 
in cases of non-compliance. 

Dr SAVEL'EV (Russian Federation) supported WHO's activities in the field under consideration. 
Regulation of the advertising of drugs and other forms of drug promotion was becoming increasingly 
important in the Russian Federation as a result of its transition to a market economy. Certain non-
pharmaceutical publications were printing material that was not in conformity with the WHO ethical 
criteria. The best way to overcome the difficulty would be to introduce those criteria into the national 
system for regulation of drug advertising and registration of pharmaceuticals as quickly as possible. WHO, 
together with CIOMS, should consider the question from time to time to assess the degree of 
implementation of the criteria and the need for their review and improvement. In discussing the problem, 
all concerned parties should be involved - not only the State regulatory authorities and the pharmaceutical 
industry but also medical journals, universities, consumers，associations and so forth. A comprehensive 
review showed the superiority of WHO's criteria in comparison with other existing rules or requirements. 
It was clear, however, that the decisive role in establishing rules for the advertising of drugs must be played 
by national bodies, primarily in the public health sphere. 

His delegation supported the draft resolution, as amended by Greece and Israel. 

Dr MOREAU (France) stressed the importance of WHO's role in controlling the promotion of 
essential drugs. The Organization should continue to develop the ethical criteria. The CIOMS/WHO 
Consultation had provided appropriate guidance, now incorporated into the draft resolution under 
consideration, in regard to controlling the application of the criteria and intensifying that control through 
the development of a framework for their implementation at the national level, periodic reviews of the 
criteria, and broad dissemination of educational material on them. The universities could make a valuàble 
contribution in that regard. It was also important to develop WHO as a centre for the exchange of 
regulatory and legal information, to strengthen the role of national administrations in training, and to invite 
States to support the preparation and dissemination of objective and comprehensive information on drugs, 
in accordance with the policy of promoting their rational use. 

Dr KHOJA (Saudi Arabia) said that in 1990 his country had adopted a quality control programme 
for drug promotion, with particular reference to safe motherhood, primary health care and essential drugs. 
Booklets on the subject had been published by the Regional Office for the Eastern Mediterranean and the 
Gulf Cooperation Council. The question of availability of drugs in the Region had also been examined and 
great benefit had been derived from the reports on essential drugs issued by WHO. In considering the 
ethical aspects uf the nature and quality of drugs and their effects on patients’ health, account should be 
taken of the inability of certain countries to regulate their drug production and quality control or to 
establish adequate communication networks. WHO should therefore coordinate its work with universities 
and help medical faculties to include courses on ethical criteria in their curricula. Furthermore, 
international drug development and manufacturing organizations should increase their research on parasitic 
diseases in tropical areas, even though such studies might not be profitable owing to the poverty of the 
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countries where those diseases prevailed. In any case, the quality of drugs produced for the developing 
countries should be very carefully examined. 

His delegation wished to be added to the list of sponsors of the draft resolution. 

Dr HAJ-HUSSEIN (Syrian Arab Republic) said that his delegation fully supported the draft 
resolution and wished to be added to the list of sponsors. 

Dr MUÑOZ (Chile) said that his delegation strongly supported the draft resolution, of which it was 
a sponsor, and had no objection to the amendment proposed by Greece concerning the role of universities 
in promoting the ethical criteria. The draft resolution was very important as a basis for legislation or for 
reforms such as were at present under discussion in the Chilean Parliament. 

Dr MYINT HTWE (Myanmar) fully supported the draft resolution, and stressed the importance of 
disseminating the experience of Member States as a means of overcoming the constraints and obstacles 
encountered in different situations. He accordingly urged all Member States to take appropriate action as 
soon as possible. Such an exchange of experience would also benefit the periodic reviews of the WHO 
ethical criteria. 

Dr DHANVARACHORN (Thailand) commended the work undertaken by WHO in collaboration 
with CIOMS in organizing the Consultation, which had been attended by two participants from Thailand. 
In future WHO would undoubtedly face great challenges in helping Member States to initiate appropriate 
action in line with the ethical criteria, which, although first developed in 1988, were not widely known or 
applied. 

In Thailand, with technical assistance from WHO, working groups had been formed to consider the 
implementation of the criteria and a workshop had recently been convened to develop implementation 
guidelines. The Government intended to introduce amendments that would bring the present legislation 
governing the promotion of medicinal drugs into conformity with the criteria. It hoped that WHO, the 
international community and the pharmaceutical industry associations would provide all possible support 
and cooperation, particularly with regard to drug labelling, where it was essential to ensure that all crucial 
information was properly and consistently presented to consumers in all parts of the world. 

His delegation supported the draft resolution. 

Dr PICO (Argentina) stressed the importance of teaching ethical criteria in both graduate and 
postgraduate courses for all health team members. The tuition should be sufficiently broad to ensure that 
the role played by ethical considerations in the decision-making process was understood by all health 
workers without exception. His delegation therefore supported the draft resolution. 

Dr ASHLEY-DEJO (Nigeria) said that for some years his country had experienced harmful drug 
promotion practices, including inappropriate advertising. His Government had discovered that certain 
imported drugs were fakes or supplied in substandard doses and that some manufacturers exported drugs 
different from those they distributed in their home countries. Further, there had been a proliferation of 
medicinal products on the Nigerian market, such that at one time an estimated 18-20 thousand 
preparations, some of doubtful efficacy and quality, had been in circulation. The Government had taken 
a number of steps to improve the situation, including the introduction and implementation of a 
comprehensive national drug policy, together with legislation to regulate drug promotion, sales and 
distribution. An essential drugs programme had also been developed specifically to promote sound drug 
practices and drug availability at primary health care centres, and was functioning well with the financial 
assistance of the World Bank. 

His delegation supported the draft resolution. 

Dr KARAGULOVA (Kazakhstan) said that the Director-GeneraPs report was of great value to the 
newly independent countries of eastern Europe. Her own country had just recently begun to formulate a 
pharmaceutical policy and to establish a medicinal drug industry. One of the main challenges it faced was 
a tremendous shortage of medicines: in the past, approximately 98% had been imported. While it 
appreciated the information provided by organizations and private firms, Kazakhstan needed more 
information from WHO in order to take appropriate action. As a sponsor of the draft resolution, 
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Kazakhstan hoped that W H O and its Members States would fully implement its provisions, paying particular 
attention to those concerning the development and dissemination of educational materials. 

Professor CHINTU (Zambia) supported the draft resolution, including the amendments proposed 
by Greece. In subparagraph 3(2), the words "and understandable" should be added after the word 
"appropriate"; donated drugs were at times accompanied by information that was not readily understood. 

Dr ATTAS (United Republic of Tanzania) said that his country, which was among the sponsors of 
the draft resolution, imported nearly all its medicinal drugs. As a result, Tanzanian health professionals 
were subjected to unacceptable and disagreeable approaches from manufacturers, importers and distributors 
of pharmaceutical preparations. Even worse, unsuspecting consumers were at times misled by promotional 
material into wasting their limited resources on worthless and potentially hazardous products. An 
alarmingly large number of counterfeit and spurious substances were being sold as medicinal drugs. The 
Government was attempting, with difficulty, to control the problem. Thus, it was essential to implement 
the recommendations contained in the draft resolution. 

Dr KIHUMURO-APUULI (Uganda) endorsed the recommendations of the CIOMS/WHO 
Consultation. 

Uganda faced urgent challenges in the field of rational drug use and quality control. It had 
established a national drug authority, mandated to elaborate a national medicinal drugs policy, establish a 
national drug formulary, regulate the importation of drugs and chemical products, oversee the rational 
distribution of appropriate medicinal drugs by the public and private sectors, and monitor the promotion 
and prescribing of medicinal drugs, and would welcome collaboration with WHO in that connection. He 
supported the draft resolution, which would allow the Organization to move rapidly ahead in the area of 
medicinal drug promotion. 

Professor A C H O U R (Tunisia) expressed full support for the draft resolution. Tunisia accorded high 
priority to questions concerning medicinal drugs, with particular emphasis on their efficacy and rational use. 
It had three main objectives in that regard: to encourage local manufacture (40% of the country's needs 
were currently being supplied locally and that figure would soon rise to 60%); to ensure that authorization 
to distribute a product in Tunisia was based on the conditions of use in the country of origin; and to pay 
particular attention to bodies established to monitor pharmaceutical products and ensure quality control. 
H e called for wide dissemination of the WHO ethical criteria to all Member States and for a commitment 
to finding the best means of ensuring the rational use of medicinal drugs. 

Dr A Z M O U D E H (Islamic Republic of Iran) supported the draft resolution but proposed that in 
subparagraph 3(2) the words "and in particular about their side-effects" should be added after "information 
about drugs". 

Dr M U K H E R J E E (India) endorsed the recommendations of the CIOMS/WHO Consultation. In 
India, the technical body representing the pharmaceutical industry was a signatory to the IFPMA Code of 
Pharmaceutical Marketing Practices and thus had to abide by the norms for ethical promotion of drugs. 
Furthermore, advertising of drugs and remedies was controlled in accordance with legislation dating from 
1954，which was currently being amended. It had also been proposed that any promotion of new drugs in 
medical or related journals should correspond to the package insert and promotional literature, which were 
subject to approval by India's drug control agency. Such advertising should be in harmony with the goal 
of the rational use of drugs. 

He supported the draft resolution. 

Professor SHAIKH (Pakistan) said that his country had a strict system for registering drugs and 
medical devices. It was also endeavouring to prevent the promotion and use of spurious or counterfeit 
drugs and of irrational combinations of drugs and had recently established a high-level committee to assist 
in the implementation, monitoring and evaluation of the rational use of medicinal preparations. 

Pakistan strongly supported the draft resolution; it particularly favoured the provisions on periodic 
review of the criteria and on measures to promote relevant education for health professionals at all levels. 
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It was also important to adopt effective strategies to ensure the exchange between Member States of 
information regarding ethical criteria. 

Dr SANGALA (Malawi) said that his delegation supported the draft resolution and wished to be 
included as a sponsor. In the spirit of the draft resolution, donations of medicinal drugs should be labelled 
in the official language of the recipient country. 

Dr SHRESTHA (Nepal) endorsed the 19 recommendations of the CIOMS/WHO Consultation and 
supported the draft resolution, including the amendments proposed by Greece. 

Dr MA REY (Egypt) endorsed the comments of the delegate of Saudi Arabia. Developing countries 
were being used by international corporations as research sites. He therefore endorsed the WHO ethical 
criteria and the rational use of medicinal drugs. Egypt supported the draft resolution and wished to join 
the list of sponsors. 

Professor WOJTCZAK (Poland) said that the WHO ethical criteria were invaluable for all countries 
and, in particular, for those undergoing economic and social transformations. 

Poland supported the draft resolution, including the amendments proposed by Greece and Israel, and 
wished to be added to the list of sponsors. 

Dr KAMARA (Sierra Leone) supported the draft resolution together with the amendments proposed 
by Greece. The elaboration of the ethical criteria was yet another demonstration of the Organization's 
leadership in the field of health. 

With the assistance of WHO, his Government was currently reviewing its health legislation. Like 
other developing countries, Sierra Leone faced a serious problem with counterfeit drugs. Medicines 
distributed through the national health service were provided exclusively by UNICEF and WHO, but private 
enterprises procured them from various sources. The ethical criteria would help to maintain strict standards. 

Third World countries were constantly faced with a scarcity of foreign exchange. It was thus in their 
interest to produce essential drugs locally. He hoped that WHO would continue assisting countries in that 
respect. 

Dr MELONI (Peru) said that his country wished to become a sponsor of the draft resolution; it also 
endorsed the amendments proposed by Greece and Israel. Of particular relevance to Peru was 
subparagraph 6(l)(f), which referred to support for Member States in strengthening drug regulatory 
capacity and mechanisms regarding the labelling and promotion of medicinal drugs. 

Dr KANAAN (Lebanon) endorsed the comments of the delegates of Saudi Arabia and Pakistan and 
supported the draft resolution, together with the amendments proposed by Greece and Iran. 

WHO should consider the possibility of involving CIOMS in assessing new medicinal preparations, 
and in the continuous appraisal of existing ones, with particular emphasis on essential drugs, which should 
be subject to international ethical criteria. 

Research on medicinal drugs should be directed towards finding remedies for specific diseases rather 
than supporting research interests of the medical profession and the pharmaceutical industry. 

Dr NGEDUP (Bhutan) said that there was no medicinal drug promotion in his country because all 
drug needs were met through the essential drugs programme. The few private pharmacies that did exist 
were regulated by that programme and by the Board of Trade. However, his Government was in the 
process of elaborating a medicinal drugs act and establishing a drug control administration. 

He welcomed the Consultation's recommendations; perhaps the ethical criteria could be transformed 
into models to be incorporated into national drug policies. 

Bhutan supported the draft resolution and wished to join the list of sponsors. 

Professor OKELO (Kenya) said that his country was a sponsor of the draft resolution. In his view, 
explicit reference to the problems associated with donated drugs should be included in the text. 
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Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that all the participants in the joint CIOMS/WHO Consultation had 
agreed on one fundamental principle: to help those who were in need of assistance. That had resulted in 
a spirit of consensus which, he hoped, would lead to more concrete action. 

The draft resolution under consideration was only the beginning and should lead to further and more 
effective activities in the field of medicinal drug promotion, on the basis of ethical criteria. 

He appreciated the efforts of all those who had collaborated in the Consultation and in preparing the 
resulting report. In particular, he wished to thank the WHO Division of Drug Management and Policies, 
the International Federation of Pharmaceutical Manufacturers Associations, the World Federation of 
Proprietary Medicine Manufacturers, the United States Food and Drug Administration, the International 
Organization of Consumers Unions and, for their financial support, the Governments of Australia, Canada, 
the United Kingdom of Great Britain and Northern Ireland, the Netherlands and Switzerland. 

That cooperation was a concrete example of how partners were working together on a global agenda 
for bioethics. CIOMS was willing to collaborate with WHO on any initiatives in that field. 

Mr LOPEZ LINARES (International Organization of Consumers Unions), speaking at the invitation 
of the CHAIRMAN, said that IOCU had more than 180 branches in some 70 developing and industrialized 
countries and was a founder member of Health Action International (HAI). IOCU and HAI were 
dedicated to the full implementation of WHO's revised drug strategy and had consistently supported the 
efforts of WHO, its Member States and other institutions to promote the more rational use of drugs. 
IOCU had also collaborated with WHO in a number of other areas, including the development of 
educational strategies and training materials, and had participated in the WHO/CIOMS Consultation. 
W H O in turn had taken part in many activities organized by IOCU and HAI. 

Since the publication of the first model list of essential drugs in 1977, WHO had played an important 
part in promoting the availability and rational use of essential drugs. Its revised drugs strategy had raised 
international awareness and had led many countries to introduce comprehensive national drug policies. 
However, a gap still existed between the resources available for drugs and growing demand. Economic 
constraints had led to reduced government expenditure on health, privatization of health services, and the 
introduction of payment by the consumer in public health institutions, which had resulted in a weakening 
of the public health sector in many countries. Special problems confronted the newly emerging economies 
of central and eastern Europe and the countries of the former Soviet Union. Moreover, high drug prices 
continued to pose problems for consumers all over the world. 

Other international organizations, such as the World Bank and UNICEF, bilateral donors and 
nongovernmental organizations were becoming increasingly involved in work on drugs and their policies 
required overall coordination under the leadership of WHO. It was more than ever essential that WHO 
should continue to play a key part in promoting the principles of the revised drug strategy and should act 
as a focus for the necessary cooperation between other bodies. Without such leadership, there was a danger 
that the work of international organizations and of donors might conflict with public health goals and 
become less focused on equitable access to essential drugs and health care services. 

IOCU and HAI had noted with interest the Director-GeneraPs report on the implementatioi of 
WHO's revised drug strategy (document A47/8) and welcomed the many supportive interventions by 
Member States about WHO's work on pharmaceuticals. Their statements confirmed WHO's mandate to 
provide leadership and coordination and to implement all the components of the revised drug strategy. He 
welcomed support by countries for the draft resolution before the Committee. 

HAI and IOCU had been working for many years to improve the standard of drug promotion. 
Unethical practices continued in both developing and developed countries, and action aimed at introducing 
policies to improve the standards of information provision and to control drug promotion often met with 
opposition. For example, it had recently been reported that one pharmaceutical industry association had 
attempted to prevent a Member State from introducing generic labelling legislation. Yet resolution 
WHA46.19 called on governments "to enact rules and regulations, as necessary, to ensure that international 
nonproprietary names (or the equivalent nationally approved generic names) used in the labelling and 
advertising of pharmaceutical products are always displayed prominently". 

The ethical criteria provided a model which governments could adapt and use as a basis for legislation 
to control drug promotion and to ensure that it was consistent with national health policies. They could 
also be used by health professionals, consumers and industry in developing standards and evaluating drug 
promotion. 
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The report of the CIOMS/WHO Consultation contained some useful recommendations which 
identified specific actions to be taken by governments, industry, WHO, medical professionals, consumer 
organizations and medical journals to ensure that the quality of information about a drug was as high as 
the quality of the drug itself. 

IOCU and HAI would continue to work to achieve equitable access to essential drugs and to defend 
consumers' rights to independent information on safe, effective and appropriate drug use. They would 
continue to monitor drug promotion and compliance with the ethical criteria and work to create critical 
awareness among consumers. All those efforts would require increased collaboration with WHO and others 
working to promote rational drug use. 

Dr REINSTEIN (World Federation of Proprietary Medicine Manufacturers), speaking at the 
invitation of the CHAIRMAN, said that WFPMM was the worldwide organization of non-prescription 
medicine manufacturers with member associations in 45 countries, both developed and developing. It had 
represented the non-prescription medicine industry at the successful CIOMS/WHO Consultation, which 
had resulted in substantial agreement on the major issues and on actions to be taken, in spite of the normal 
tensions which existed between the various parties. 

At the ninety-third session of the Executive Board, he had mentioned that WFPMM had intensified 
efforts to encourage the formation of national associations of non-prescription medicine manufacturers -
one of the recommendations of the Consultation. Efforts had also been increased to update the voluntary 
codes of advertising practice that national industry associations developed and to which their member 
companies agreed to adhere. Those codes were based on the WFPMM guidelines for national codes of 
advertising practice and the WHO Ethical Criteria for Medicinal Drug Promotion. Thus, they supported 
the complementarity of self-regulation by industry and national regulation by governments, which had been 
recognized by the Consultation. All public advertising was regulated by law in developed and most 
developing countries, and self-regulation by industry was a further control. 

Important studies to determine what could be effectively communicated to consumers about 
non-prescription medicines through advertising had indicated that, contrary to what had been thought by 
the drafters of the WHO ethical criteria in 1988，public advertising was an ineffective way of communicating 
detailed information on medicines. All parties at the Consultation had agreed that detailed information 
on when and how to use the medicine should be provided on the label and/or the leaflet which came with 
the product and which was thus available at the moment the medicine was about to be taken. Detailed 
information in advertising simply reduced the effectiveness of the main message, which was: the name of 
the product, what it could be used for, and an express invitation to read the label or leaflet as appropriate. 
Even in the most developed countries, detailed information in advertising of medicines to the public was 
not effective and at least one important developed country had now withdrawn a requirement for such 
information in television advertising in favour of a simple message that consumers should read the label 
and leaflet and consult a pharmacist or physician. Studies to monitor the current implementation of the 
ethical criteria with regard to advertising to the public would therefore produce a distorted conclusion, since 
the advice concerning such advertising currently indicated that it should contain information on major 
precautions, contraindications and warnings. 

One of the gratifying aspects of the Consultation had been the opportunity to meet, in a neutral and 
non-confrontational setting, representatives of all other interested parties. That had resulted in informal 
interactions which should lead to cooperative efforts to further improve the usefulness and extend the 
application of the ethical criteria for the promotion of non-prescription products. WFPMM looked forward 
to continuing its efforts to advance the recommendations of the Consultation as they applied to non-
prescription medicines, in collaboration with all interested parties. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers Associations), speaking 
at the invitation of the CHAIRMAN, said that he was now in a position to give further information on the 
progress which had been made in revising the IFPMA Code of Pharmaceutical Marketing Practices. A 
draft of an extensively revised Code was currently being considered by member associations and would be 
discussed by the IFPMA Council when it met in June 1994. In the light of comments received the Council 
would submit a definitive text of the revised Code for consideration at the IFPMA Assembly on 31 August 
1994. Acceptance of the terms of the Code by member associations on behalf of their member companies, 
wherever they did business, was a statutory obligation and a condition of membership of the Federation. 



64 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

Federation members accounted for a large proportion of the world's production of prescription medicines 
and included virtually all the research-based sector. 

The adoption of the revised Code would be a major step forward in self-regulation in that the Code 
would be more detailed and more responsive to current circumstances. For example, it would address in 
detail the question of congresses and symposia. National codes would, if necessary, be brought into line 
to ensure that they were in no way less stringent than the revised IFPMA code. 

An effective self-regulatory code, perhaps backed up by enforceable legislation to deal with serious 
abuse by companies where it fell outside the scope of the Code, was the most cost-effective way to achieve 
high overall ethical standards of promotion. IFPMA's action in revising its Code was fully in keeping with 
the spirit of the WHO ethical criteria and the wishes of the Health Assembly. 

IFPMA was also working to extend its membership and thus the scope of operation of its Code and, 
to that end, was in active discussion with a number of national associations in eastern Europe, South-East 
Asia and southern Africa. 

Periodic reports on the operation of the Code would continue to be given wide circulation, to WHO 
among other recipients, thus fulfilling the intention of subparagraph 6(l)(c) of the draft resolution before 
the Committee. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) observed that ethical 
approaches were becoming increasingly important. The tenor of the discussions of such a difficult and 
controversial matter at the CIOMS/WHO Consultation, at the ninety-third session of the Executive Board, 
and at the current meeting of the Committee was therefore very encouraging. He hoped that, in the future, 
criteria could be developed in relation to other aspects of health technology, such as medical devices and 
equipment. 

He particularly noted the comments which had been made regarding the need for adequate, correct 
and appropriate information both of patients and of prescribers, for more education at university and other 
levels, for periodic review of the criteria, and for unification of standards for drug promotion. 

Dr ANTEZANA (Assistant Director-General) thanked all members of the Committee for their 
encouraging comments on the Director-General，s report (document A47/7). The report highlighted the 
right to impartial, balanced information for patients, prescribers and all interested parties in the community 
and indicated that the dissemination of information was of great importance not only to all Member 
countries but also to WHO in its future activities. 

He assured delegates that WHO would do its utmost to follow up the 19 recommendations of the 
CIOMS/WHO Consultation at both headquarters and regional office level. The periodic review, to which 
reference had been made by several delegations, was very important, particularly as nothing was static in 
the field of pharmaceuticals and drugs. As the Australian delegate had implied, appropriate provision must 
be made in budgetary terms for both the current and the next biennium and the intention was to do so from 
the outset in a way which would enable the Secretariat to support activities in as efficient a manner as 
possible. Support for national governments was part of the raison d/être of WHO and the Organization 
could be counted on to do its utmost to implement the ethical criteria. 

Reference had been made to the very important subject of donations. The international community 
should not only implement the recommendations of the draft resolution but should endeavour to harmonize 
and standardize goodwill donations among nations so as to avoid difficulties for recipient countries. 
Reference had also been made to the need for worldwide harmonization and uniformity of information. 
Many groups of countries were already working towards that end and WHO would follow up and 
disseminate information on their activities. Finally, he emphasized the commitment of WHO to doing the 
best it could in the allocation of resources and to coordination with its partner organizations, whether 
governmental, intergovernmental and nongovernmental, in that important task. 

The CHAIRMAN said that a revised version of the draft resolution, incorporating the proposed 
amendments and the names of additional countries wishing to be included as sponsors, would be circulated. 

(For approval of draft resolution, see page 85.) 
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Maternal and child health and family planning for health (Resolutions WHA46.18, EB93.R10 
and EB93.R11) (continued from the fifth meeting) 

The CHAIRMAN drew attention to the revised versions, incorporating the amendments proposed 
at the Committee's fifth meeting, of the draft resolutions on traditional practices harmful to the health of 
women and children and on quality of care recommended by the Executive Board in its resolutions 
EB93.R10 and EB93.R11 respectively. 

The draft resolutions, as amended, were approved.1 

2. FIRST REPORT OF COMMITTEE A (Document A47/48) 

Dr AL-SHABANDAR (Iraq), Rapporteur, read out the draft first report of Committee A. 

The report was adopted.2 

The meeting rose at llh30. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolutions WHA47.9 
and WHA47.10. 

2 See page 217. 
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Monday, 9 May 1994，at 14h30 

Chairman: Dr N.K. RAI (Indonesia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL)： Item 19 of the Agenda (continued) 

Implementation of WHO 'S revised drug strategy (Resolutions WHA41.16, EB93.R6 and 
EB93.R12; Document A47/81) 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that, owing to its 
heavy agenda, the Executive Board at its ninety-third session had considered only a short report by the 
Director-General on progress in implementing resolution WHA41.16 on WHO's revised drug strategy. It 
had, however, adopted resolutions recommending the text of two draft resolutions for adoption by the 
Health Assembly and had asked for a comprehensive report to be submitted to the Health Assembly. That 
report was contained in document A47/8，1 which described both the normative function of the Organization 
in the Division of Drug Management and Policies and the operational activities of the Action Programme 
on Essential Drugs. Those were the two main components of the revised drug strategy. 

In resolution EB93.R6 the Board recommended to the Health Assembly the adoption of a resolution 
that sought to simplify and expedite revision and updating of the WHO Good Manufacturing Practices for 
Pharmaceutical Products by delegating the authority to approve such changes to the Executive Board, as 
the executive organ of the Health Assembly. That administrative change was proposed because rapid 
developments in manufacturing techniques in both the pharmaceutical and the biological fields would 
necessitate frequent adjustment of technical details in the normative document. The Secretariat had given 
an assurance that all preliminary consultations - which currently involved national drug regulatory 
authorities, including the International Conference of Drug Regulatory Authorities, representative 
organizations of the pharmaceutical industry and relevant professional organizations in official relations with 
WHO - would be maintained. No proposals would be submitted for adoption before their endorsement by 
the competent expert committee. 

The draft resolution recommended by the Board in resolution EB93.R12 concerned the role of the 
pharmacist, and was the first to recognize the contribution of that profession to the health care system. It 
was being submitted primarily in response to the crucial need to assure the quality of pharmaceutical 
products both during manufacture and throughout the distribution chain. However, the draft resolution also 
recognized that the pharmacist had the potential to accept broader responsibilities relevant to the rational 
use of drugs and was intended to encourage recognition and mobilization of that potential. 

The CHAIRMAN invited the Committee to consider the following draft resolution on implementation 
of WHO's revised drug strategy with reference to rational use of drugs and WHO's Action Programme on 
Essential Drugs, which had been proposed by the delegations of 51 Member States, namely Australia, 
Bahrain, Bangladesh, Brazil, Belgium, Bhutan, Bosnia and Herzegovina, Botswana, Cameroon, Canada, 
Colombia, Denmark, Eritrea, Finland, France, Georgia, Ghana, Guyana, Hungary, Iceland, Japan, 
Kazakhstan, Kenya, Lesotho, Lithuania, Malawi, Malaysia, Mongolia, Mozambique, Netherlands, New 
Zealand, Nicaragua, Niger, Norway, Oman, Pakistan, Qatar, Russian Federation, Slovenia, Spain, Sri Lanka, 
Sweden, Syrian Arab Republic, Togo, Tunisia, Turkey, Uganda, United Kingdom of Great Britain and 
Northern Ireland, United Republic of Tanzania, Viet Nam, and Zambia: 

1 Document WHA47/1994/REC/1, Annex 3. 
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The Forty-seventh World Health Assembly, 
Having considered the report of the Director-General on the implementation of WHO's revised 

drug strat 
Rec g resolutions WHA39.27 and WHA41.16 on the rational use of drugs, and resolutions 

WHA43.20 and WHA45.27 on the Action Programme on Essential Drugs; 
Noting the activities of WHO in pursuance of the revised drug strategy and its intensified direct 

collaboration and support to countries in drug policy formulation, standard setting, regulation, 
procurement and use as well as the related logistics, financing, information, operational research, 
human resources, education and training capacity building and institution strengthening; 

Recognizing the efforts of WHO in collaboration with governments and other bodies to improve 
access to essential drugs and the rational use of drugs, within the framework of national drug policies; 

Recognizing also the need for continued action by all interested parties to achieve all the 
objectives of a comprehensive national drug policy; 

Appreciating that the Action Programme on Essential Drugs will be subject to a detailed review 
by the Executive Board at its ninety-fifth session in 1995，with a view to optimizing the collaboration 
between all technical programmes in this field; 

Emphasizing the need for an adequate response to new economic challenges and the changing 
balance of the public and private sectors in health care, including the provision of drugs, and 
assessment of the viability and long-term effects of new financing strategies and other measures; 

Mindful of problems with counterfeit drugs and drugs of poor quality, 

1. REAFFIRMS the crucial importance of WHO's leadership and coordination, through its Action 
Programme on Essential Drugs, in the development, support and evaluation of national drug policies 
within the framework of national health policies; 

2. URGES Member States: 
(1) to commit themselves to the development and implementation of national drug policies 
to improve equitable access to essential drugs of good quality at affordable cost, and to intensify 
efforts to promote the rational use of drugs; 
(2) to accelerate the education and training of the necessary human resources, and to 
strengthen the implementation of drug policies and programmes; 
(3) to evaluate progress regularly using performance indicators developed by the Action 
Programme on Essential Drugs or other suitable mechanisms; 

3. CALLS ON bilateral and multilateral agencies, nongovernmental organizations and other 
collaborators to strengthen their technical and financial support to the Action Programme; 

4. REQUESTS the Director-General: 
(1) further to strengthen the leadership and advocacy by the Action Programme in mobilizing 
and coordinating a global collaborative effort to improve access to essential drugs and ensure 
the rational use of drugs; 
(2) to encourage contacts with bilateral and multilateral aid agencies, with organizations and 
bodies of the United Nations system, bilateral and multilateral agencies, with consumers, 
industry, nongovernmental organizations and other collaborators; 
(3) to ensure that the concept of the revised drug strategy is fully reflected in WHO's work 
towards reform in the health sector; 
(4) to ensure that adequate financial and human resources are provided under the regular 
budget and from extrabudgetary sources, as necessary, to implement the programme, and to 
meet increased demands from Member States; 
(5) to assist Member States in their efforts to ensure that available drugs are of good quality, 
and in combating the use of counterfeit drugs; 
(6) to report on the current state and the progress made in the drug sector throughout the 
world by publishing periodically up-to-date information on the world drug situation; 
(7) to report to the Forty-ninth World Health Assembly, and subsequently biennially, on 
progress achieved and problems encountered in the implementation of WHO's revised drug 
strategy, with recommendations for action. 



68 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

Ms ANDREW (Norway), introducing the draft resolution and speaking also on behalf of the other 
Nordic countries (Denmark, Finland, Iceland and Sweden), said that although the leadership provided by 
the Action Programme on Essential Drugs and its constructive cooperation with developing countries was 
greatly appreciated, much challenging work remained to be done that merited WHO's support. 
Furthermore, while welcoming the Director-GeneraPs report, she shared some of the conceras it raised. 
In spite of the successful implementation of the revised drug strategy in many countries, the world drug 
situation was still very disturbing: less than 50% of the world's population had access to adequate supplies 
of safe, essential drugs. Lack of them and of the skills to ensure their rational use led health care delivery 
systems to perform poorly. The world economy was changing and those changes were having their most 
severe and traumatic effect on developing countries. Financing in the broad sense had emerged as a major 
problem. Many countries were seeking new ways to meet those challenges, including closer cooperation 
with the private sector. Such moves would need guidance and support from WHO, since national drug 
policies based on the revised drug strategy would have to relate to the private as well as the public sector. 
Those policies would also imply obligations for ministries other than ministries of health and would further 
have to recognize that the rational use of drugs was as important as access to good-quality and affordable 
essential drugs. 

On the European scene new problems were emerging that called for the restructuring of 
pharmaceutical programmes in the newly independent States and in Eastern Europe. Priority was being 
given to meeting that challenge with activities funded through the WHO regional EUROHEALTH 
programme and firmly linked to the Action Programme, through which expertise and documentation would 
be made available. 

Welcome collaboration was emerging in the area of pharmaceuticals with major organizations such 
as the World Bank, UNICEF and UNDP and with nongovernmental organizations. In addition, close and 
positive relations between competent entities within WHO, especially the Action Programme on Essential 
Drugs (DAP) and the Division of Drug Management and Policies (DMP), would be vital in implementing 
the revised drug strategy. The Nordic countries were confident that the Executive Board in its review of 
DAP in 1995 would bear that in mind. They would like to hear the Secretariat's views on how the concepts 
of the revised drug strategy could be fully reflected in WHO support to countries for health sector reform 
in collaboration with the World Bank. Welcoming the fact that the Director-General in appointing a new 
director for DAP had promised to increase the number of highly qualified staff attached to the programme, 
the Nordic countries assumed that the regular budget allocation for DAP in the biennium 1994-1995 would 
reflect that strengthening of programme staff. 

The development and active use of indicators to monitor progress in the implementation of national 
drug policies and the application of ethical criteria were important. She understood that the matter would 
be pursued, for example in the forthcoming new edition of the World drug situation report. The increasing 
use of operational research to develop methods and tools, achieve scientifically sound evaluation, provide 
systematic feedback and apply experience gained was also welcomed. The Nordic countries had given 
strong support to DAP since its inception in 1981 and appreciated the importance attached to the revised 
drug strategy and to the work of DAP and DMP. There would be a continued need for wholehearted 
commitment, leadership and global coordination from WHO in the field of pharmaceuticals in the years 
to come. 

The CHAIRMAN then invited the Committee to consider the following draft resolution on the 
implementation of WHO's revised drug strategy with reference to the safety, efficacy and quality of 
pharmaceuticals proposed by the delegations of Algeria, Angola, Bangladesh, Brazil, Canada, Cyprus, 
Guinea-Bissau, Gambia, Japan, Kenya, Lesotho, Malawi, Mauritius, Myanmar, Turkey, United Kingdom 
of Great Britain and Northern Ireland, United Republic of Tanzania, and United States of America: 

The Forty-seventh World Health Assembly, 
Having reviewed the report of the Director-General on the implementation of WHO's Revised 

Drug Strategy; 
Recalling resolutions WHA37.33, WHA39.27 and WHA41.16; 
Noting that, whereas many Member States have now developed an indigenous pharmaceutical 

industry to support their essential drugs programmes, others remain largely dependent upon imported 
products; 
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Aware, moreover, of an unacceptable prevalence of substandard and counterfeit pharmaceutical 
products in international trade which threatens to erode confidence in the health-care system because 
such products may be inefficacious or toxic, 

1. REAFFIRMS the principles embodied in WHO's Guiding Principles for small national drug 
regulatory authorities and the WHO Certification Scheme on the Quality of Pharmaceutical Products 
moving in International Commerce; 

2. URGES Member States to provide the resources and manpower needed to strengthen their 
national regulatory capability; 

3. REQUESTS the Director-General: 
(1) to maintain the normative activities that provide standards to assure the quality, safety 
and efficacy of pharmaceutical and biological products, having regard to the evolution of new 
technology; 
(2) to ensure the continued provision of independent information to support effective 
registration, to control excessive claims in advertising and to promote the rational use of drugs; 
(3) to provide complementary support and training at country level to assist in strengthening 
regulatory capacity; 
(4) to promote and support the biennial International Conference of Drug Regulatory 
Authorities as a means of fostering understanding and collaboration between officials in 
countries at all stages of development. 

V 
Professor DERVISOGLU (Turkey), introducing the draft resolution, said it highlighted important 

areas of the revised drug strategy since the normative functions of WHO in the pharmaceutical field were 
vital to drug regulatory authorities throughout the world. Those functions had been widely discussed at the 
Seventh International Conference of Drug Regulatory Authorities, held in the Netherlands in April 1994. 
Other important areas of activity were the provision of standards to ensure the quality, safety and efficacy 
of pharmaceutical and biological products throughout the world, the distribution of independent information 
on such products, and recognition of the need to train regulators and inspectors at country level and of the 
need to protect the general public against the distribution of substandard and counterfeit products. In order 
to take account of those concerns she proposed that the third preambular paragraph should be deleted and 
replaced by the following two paragraphs: 

Noting that the pharmaceutical trade is becoming more complex as more countries manufacture 
and export pharmaceutical and biological products and active ingredients, and as new technologies 
are applied to their production; 

Aware, therefore, that countries need to develop the capability to ensure the quality of all such 
products - both brand-name and generic and both domestically manufactured and imported • on their 
national markets;. 

Dr ANTEZANA (Assistant Director-General) said that the draft resolution introduced by Turkey 
would have no major administrative or financial implications since the action recommended came within 
the normative functions already being carried out by the Organization for the purpose of strengthening 
current activities and supporting States in operating their own national regulatory mechanisms and 
performing their normative functions. There would probably be a need for some reassignment of budgetary 
funds already allocated and for adjustment of priorities, but no large input of resources would be required. 

The draft resolution introduced by Norway would probably have financial implications and might 
entail a need for additional money from both the regular budget and extrabudgetary resources. The 1994-
1995 budget had already been approved and allocated, so that any action taken would involve reallocation 
of funds in that biennium. If, however, the draft resolution was adopted, provision would be made in the 
1996-1997 regular budget for strengthening both staff numbers and operating funds for the programme. 
As far as extrabudgetary resources were concerned, the Management Advisory Committee of the Action 
Programme on Essential Drugs had met in March 1994 and had recommended a new strategic approach 
to the implementation of the Action Programme which would require some readjustment not only of funds 
and administrative mechanisms but also of the overall strategy of the programme. The next meeting of the 
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Management Advisory Committee would be asked to consider any other additional activities that might 
result from adoption of the draft resolution. 

Dr CICOGNA (Italy), reaffirming his delegation's support for the Action Programme on Essential 
Drugs, said that Italy wished to be included among the sponsors of the draft resolution introduced by 
Norway. 

Dr ADAMS (Australia) strongly endorsed all four draft resolutions and the amendments proposed 
by Turkey to the draft resolution which had been introduced by that country, and which Australia wished 
also to sponsor. 

Dr OCHOA (Colombia) emphasized the importance of an adequate supply of essential drugs for 
improving the coverage and quality of health services. Colombia was developing a holistic approach to drug 
supply through a cooperative which had over 140 associate institutions around the country. It had built up 
10 years' experience, unique in Latin America, relating not only to essential drugs but also to other health 
care inputs such as medical, surgical, dental, laboratory and radiological equipment. Needs were identified 
not only on the basis of past trends but also through epidemiological studies that indicated the priority areas 
to be covered by the service network, and the consequent demand for drugs. At the commercial level, a 
system of joint purchases had proved advantageous, particularly from the point of view of quality control. 
A storage and distribution system had also been set up throughout the network. Hospitals had treatment 
protocols, and educational programmes were being developed in drug prescription for health care personnel 
and in the proper use of drugs for the community. Discussions were under way with the WHO Action 
Programme with a view to having the cooperative designated a WHO collaborating centre. The cooperation 
of WHO had been invaluable in setting up the programme. The Colombian Government strongly supported 
the essential drugs strategy and was a sponsor of the draft resolution introduced by Norway. 

Dr LOUME (Senegal) said that his delegation also wished to sponsor the draft resolution introduced 
by Norway. For the past four months, following the devaluation of the CFA franc, Senegal had been 
revising its drug supply strategy, which had generated private sector interest in view of the new emphasis 
on generic drugs. ТЪеге was nevertheless a quality control problem, not with drug sampling but with the 
quality of the drugs ordered, in spite of the WHO certification scheme. A possible solution might be to 
set up a drug-testing unit in the CFA franc zone, which would also order in bulk on behalf of all countries 
involved instead of each country ordering individually. 

Dr VAN ETTEN (Netherlands) expressed support for the revised drug strategy described in the 
Director-GeneraFs report, which was an important policy document bringing together the key elements of 
the regulatory and normative aspects of access to essential drugs and the rational use of drugs. The 
Netherlands was accordingly one of the sponsors of the draft resolution on the rational use of drugs and 
WHO's Action Programme. 

Dr OSAWA (Japan) expressed support for the draft resolution on the safety, efficacy and quality of 
pharmaceuticals, as amended by Turkey. WHO was to be commended for the revised drug strategy, which 
was crucial for the improvement of drug quality, safety and efficacy. Japan had recently revised its 
pharmaceutical legislation to achieve such improvement and was sharing its experience with other Member 
States. 

It fully recognized the urgent need to control illicit drugs throughout the world and supported the 
activities of WHO, whose efforts to help control substandard, counterfeit and spurious drugs were 
outstanding. In all those areas, pharmacists played an extremely important role, as had been confirmed at 
recent international meetings in New Delhi and Tokyo, and he called upon the Organization and Member 
States to support them in that role. 

Dr MAKUMBI (Uganda) said that statutory regulations needed to be put into effect to implement 
the WHO Action Plan, l l i e Ugandan Parliament had in 1993 enacted two laws，the National Drug Policy 
and Authority Statute and the National Medical Stores Statute, which together provided the framework for 
regulating the inflow of drugs into the country and ensuring their quality and proper distribution. People 
would eventually have easy access to drugs throughout the country. The national medical stores were 
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responsible for procuring items on the essential drugs list for the public sector and, in future perhaps, for 
the private sector as well. All public organizations were required to purchase drugs from that source to 
ensure economies of scale as well as quality. Quality assurance remained an absolute requirement for the 
safe and efficacious use of drugs, particularly in the developing world where drug dumping was common. 
Uganda fully supported the draft resolutions before the Committee. 

Professor KONDÉ (Guinea) said that in 1988 his country had embarked on a broad programme to 
revitalize its basic health services in accordance with the Bamako Initiative, which made drugs the basis of 
the cost-recovery system. The WHO Action Programme had supported Guinea in the preparation and 
implementation of its drug strategy and master plan. It was to be hoped that intercountry cooperation 
would be intensified and that donor countries would continue to support the Action Programme, which 
would significantly improve the access of people, particularly the poorest, to basic health care services and 
essential drugs. Guinea supported all four draft resolutions, particularly the one on the rational use of 
drugs, and commended the Action Programme on its work with Member States. 

Dr NIGHTINGALE (United States of America) expressed support for all four draft resolutions under 
consideration. The two resolutions recommended by the Executive Board would be particularly useful to 
the work of WHO and Member States, and pharmacists would be able to play a greater role than they had 
so far done in furthering the aims of the revised drug strategy. 

The draft resolution on the rational use of drugs and the Action Programme emphasized the need 
for greater attention within and outside WHO to a major technical cooperation programme, and his country 
welcomed the opportunity to sponsor the draft resolution on safety, efficacy and quality of pharmaceuticals, 
which highlighted the important normative work of WHO, in particular the regular updating of the model 
list of essential drugs and maintenance of the network of drug information officers in each country, all of 
which was relevant to developed and developing countries alike. 

At the Seventh International Conference of Drug Regulatory Authorities, held recently in the 
Netherlands, participants from nearly 100 drug regulatory authorities had discussed such topics as 
international harmonization, clinical trials, and expedited access to drugs for HIV infection and AIDS, 
together with the broader problem of emerging drug resistance. 

The United States Government commended the Organization on the high quality of the normative 
and informational documents and publications, in particular the periodical WHO drug information, which 
made it possible to share information on regulatory action concerning drugs, biologicals and medical devices 
in a timely manner with other drug regulatory authorities without any significant cost to governments. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) expressed his agreement 
with the many delegations that had emphasized the vital need for access to drugs whose safety, quality and 
efficacy had been properly evaluated and assured. WHO had a most important role to play in that respect 
through the revised drug strategy and the exercise of its normative functions relating to protection against 
counterfeit, substandard or inactive drugs. It was essential for WHO, through the Action Programme, to 
facilitate improved global access to essential drugs; it was also vital that, through its work on drug 
management and policies, WHO should continue to provide independent information to support effective 
drug registration and regulation and to strengthen regulatory capacity. The United Kingdom was among 
the sponsors of the resolutions introduced by Norway and Turkey, which, with their emphasis on the 
validation of quality of medicinal products, were complementary. It also supported the draft resolutions 
recommended by the Executive Board. 

Dr VIOLAKI-PARASKEVA (Greece) said that although Greece supported all four draft resolutions 
before the Committee, it would like the following new paragraph 3 to be added to the resolution on the 
safety, efficacy and quality of pharmaceuticals introduced by the delegate of Turkey: 

3. REQUESTS governments and pharmaceuticals manufacturers to cooperate in order to ensure 
complementary support of public health goals;. 

Greece also wished to be one of the sponsors of that draft resolution. 

Dr DASHZEVEG (Mongolia) said that since 1991, Mongolia, which was among the sponsors of the 
draft resolution introduced by Norway, had implemented a revised national drug policy developed in 
accordance with WHO's drug strategy and essential drugs programme. In 1992, it had organized, with 
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WHO cooperation, the first national workshop on national essential drug policy; a second workshop was 
to be held in June 1994. At a time when Mongolia was moving towards a market economy, the 
development and implementation of an appropriate national drug policy were particularly important. Some 
positive changes were already taking place as a result of action taken within the national drug policy, 
particularly in relation to the cost and quantity of drugs. On 1 January 1994，a health insurance system had 
been introduced, which currently covered over 90% of the population and under which 50% of the price 
of a drug on the national list of essential drugs purchased from a pharmacy on a physician's prescription 
would be reimbursed by the health insurance fund. Efforts would in future centre on furthering equitable 
access to essential drugs, promoting the rational use of drugs and strengthening financial and human 
resource capacities. 

Mrs HERZOG (Israel) said that Israel, in addition to supporting the draft resolutions recommended 
by the Executive Board, wished to be numbered among the sponsors of the draft resolutions introduced by 
Norway and by Turkey, in the latter case as amended. 

Dr AZMOUDEH (Islamic Republic of Iran) said that his delegation also wished to sponsor the two 
draft resolutions introduced during the meeting. 

Dr ABU BAKAR bin SULEIMAN (Malaysia) said that his delegation welcomed the draft resolution 
contained in resolution EB93.R12 on the role of pharmacists in support of the revised drug strategy, 
supported all the draft resolutions before the Committee, and wished to be added to the sponsors of the 
draft resolution introduced by Turkey. 

Dr MOREAU (France) said that Member States should be encouraged to strengthen the role of their 
national authorities by developing simple rules that would make it possible to guarantee the quality of 
locally manufactured generic products and by setting up more quality control laboratories to facilitate the 
use of imported generics. Such action was particularly important in French-speaking African countries 
following the devaluation of the CFA franc; the Action Programme on Essential Drugs had an important 
role to play in that connection. France was a sponsor of the draft resolution introduced by Norway. 

Dr DOSSOU-TOGBE (Benin) said that his delegation supported the four draft resolutions before 
the Committee. Benin had applied since 1987 a system of essential drugs under which the use of generic 
preparations had provided a considerable boost to various programmes, including the Expanded Programme 
on Immunization and the maternal and child health programme. Benin's authorities worked closely with 
the communities in those programmes and accordingly welcomed the emphasis on community action for 
health in the current Technical Discussions. He therefore proposed the addition to the draft resolution on 
the rational use of drugs and WHO's Action Programme of a new preambular paragraph reading: 

Aware of the role of the community in the rational use of drugs. 
Similarly, in the draft resolution on the safety, efficacy and quality of pharmaceuticals, he proposed a new 
final preambular paragraph reading: 

Aware also of the primordial role of the community in drug control. 
He further proposed that paragraph 2 of the same draft resolution should be amended to read: 

URGES Member States to provide the resources and manpower needed to strengthen their national 
regulatory capacity. 

Dr PHILIPPON (Canada) said that the success of the revised drug strategy depended very much on 
close collaboration between the two WHO programmes responsible, respectively, for normative and for 
operational work. Canada, which supported all the draft resolutions under consideration, considered the 
rational use of drugs a particularly important aspect of the drug strategy. His country was particularly 
concerned about the rapidly increasing resistance of microorganisms to antibiotics as a result of their 
inappropriate u^e. 

Dr GEORGE (Gambia) said that WHO's revised drug strategy had been instrumental in helping 
countries develop appropriate drug policies and in ensuring the quality, efficacy and safety of drugs 
distributed at community level and in the African subregions. Thanks to WHO's assistance, it was now 
possible to carry out quality control measures locally in his own country. 



COMMITTEE A: SEVENTH MEETING 73 

Safety and efficacy were matters of genuine concern, owing to the wide distribution of spurious, 
mislabelled and counterfeit drugs and to unprofessional and uncontrolled advertising, both of which could 
cause increased morbidity, disability and even mortality, particularly in rural areas. 

The Gambia welcomed all four draft resolutions; it was already a sponsor of the draft resolution 
introduced by Turkey and would like to sponsor the one introduced by Norway as well. 

Dr AMSAGANA MAINA (Niger) said that generic drugs were now a main factor in a country's 
health system and their quality was very important. Niger had its own WHO-approved drug quality control 
laboratory. The draft resolution introduced by Norway, of which Niger was one of the sponsors, 
demonstrated the need for better cooperation at all levels; WHO played an essential role in that context. 

Professor SHAIKH (Pakistan) said that his country supported the four resolutions under discussion 
and encouraged WHO wholeheartedly to pursue the Action Programme, which was crucial to proper health 
care. Pakistan had compiled a national essential drugs list for use in hospitals at different levels and was 
also formulating a national drug policy. It would like to facilitate training to promote quality control, 
procurement and supply of drugs and their rational use. WHO's efforts to bring about reforms in the 
health sector through the revised drug strategy were important as part of the attempt to achieve the goal 
of health for all by the year 2000. WHO's assistance was also required to help Member States combat the 
use of counterfeit drugs. 

Dr PICO (Argentina), commending the Director-General's report, stressed the importance of the 
rational use of drugs and of ensuring the safety, efficacy and quality of pharmaceuticals. He was pleased 
to inform the Health Assembly of the establishment in Argentina of a national drugs, food and medical 
technology administration, which had benefited from the assistance of the Organization. 

Argentina supported the draft resolutions, as they were aimed at improving some of the most difficult 
aspects of health systems administration. The rational use of drugs was conducive not only to efficiency 
but also to equity and social justice. Extensive work was being carried out to that end in Argentina, in 
scientific and university circles in particular, as well as through family-oriented activities. A multifaceted 
national quality assurance programme took into account the innumerable factors that interacted on the 
health of the population, including health sector financing and the social security system. He hoped that 
WHO would encourage more exchange of experience between Member States, as a means of improving 
national health systems. 

Dr KHOJA (Saudi Arabia) drew attention to the fact that the Gulf Cooperation Council had 
developed a programme on the bioavailability of drugs. Considerable progress had also been made in 
quality and safety control. There was good cooperation between pharmaceutical administrations of the 
countries concerned and the United States Food and Drug Administration; he hoped that that would be 
further strengthened, as also their collaboration with WHO. 

Asking for Saudi Arabia to be listed as one of the sponsors of the draft resolution introduced by 
Turkey, he proposed that the words "including vaccines and sera" should be added after "biological products" 
in subparagraph 4(1)，(paragraph 3(1) in the unamended text). 

He also suggested the addition of a paragraph 5 referring to the use of nonproprietary names and 
to new mechanisms that WHO should develop to enable doctors and pharmacists to help assure the quality 
and reliability of new drugs. 

Dr SANGALA (Malawi) observed that financial constraints sometimes obliged developing countries 
to purchase drugs from uncertain sources or manufacturers of dubious standing, although the problem was 
sometimes mitigated owing to greater competitiveness as the number of pharmaceutical companies 
increased. It was essential for developing countries to have the means and capacity to evaluate drugs in 
the right perspective. Subparagraph 4(5) of the draft resolution introduced by Norway covered that point, 
and as one of its sponsors he commended the draft to the Committee. He also expressed his support for 
the other draft resolutions. 

Dr MUKHERJEE (India) said that WHO's drug strategy provided clear guidelines. In India, the 
drugs and cosmetics legislation controlled the import, manufacture, distribution and sale of drugs, whereas 
state licensing authorities were responsible for the granting and renewal of manufacture and sale licences. 
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The Drug and Magic Remedies Advertisement Act forbade the advertising of drugs for the prevention or 
cure of certain diseases; it was being amended to update the list of drugs and to prevent clinics making 
unjustifiable claims. India followed WHO's guidelines very strictly. There were approximately 20 000 
licensed drug manufacturers in India, including 500 large or medium firms that covered 80% of 
pharmaceutical needs and concentrated on research and development. In view of the recent liberalization 
of government policy, further development of manufacturing facilities in India was expected. India was self-
sufficient in regard to most of its drug production. It endorsed the draft resolutions introduced by Norway 
and Turkey. 

Professor WOJTCZAK (Poland) said that during the turbulent times of transformation in Poland, 
his country had had to learn how to handle problems related to the fast development of the pharmaceutical 
free market; very rapid privatization and the opening of a vast number of new private outlets had led to 
unexpected problems. The documentation, guidelines and regulations promulgated by WHO had proved 
invaluable in that connection. Poland supported all four draft resolutions and wished to join as a sponsor 
of the draft introduced by Norway. 

Dr A RITA (Honduras) said that the draft resolution introduced by Turkey responded to a major need 
of the developing countries. The standardization of drug quality should be made systematic at international 
level. There was a need for the dissemination of independent and reliable information, as well as advice 
on regulatory matters. The draft resolution introduced by Norway represented an important step towards 
generalizing the rational use of drugs and Honduras wished also to sponsor it. 

Dr DHANVARACHORN (Thailand) stressed that WHO's support in the development of national 
drug policies was crucial, and its leadership was needed more than ever, both for the establishment of 
ethical criteria and to strengthen the regulatory authorities. Thailand was now implementing a national 
drug policy, including an essential drug list to promote the use of generically labelled preparations. 

His country supported all the draft resolutions under consideration. 

Dr SAVEL'EV (Russian Federation) said that his country was giving the closest attention to the 
provision of essential drugs; a national policy recently established by the Ministry of Health was based on 
the experience of other countries and the expert assistance of WHO. Together with the national 
pharmaceutical industry, the Ministry had reviewed and adjusted the list of essential drugs, laying particular 
emphasis on quality control, registration and instructions for use. 

His delegation, which was a sponsor of the draft resolution introduced by Norway, also supported both 
the drafts recommended by the Executive Board, together with the draft resolution on the safety, efficacy 
and quality of pharmaceuticals, as amended by its sponsors. 

Professor NABI (Bangladesh) stated that his delegation was also a sponsor of the draft resolution 
introduced by Norway and that some of the measures recommended in it had already been implemented 
with positive results in his own country. Bangladesh had introduced a national drug policy in 1982，with 
good results for the country, for the people and even for local business. The aims of the policy were to 
increase the availability and accessibility of good-quality essential drugs, to eliminate non-essential and 
potentially harmful products, to encourage the local manufacture of drugs and raw materials, and to develop 
legal and administrative mechanisms to ensure the policy worked. 

Since 1982 local production of essential drugs had increased from 30% to 80%, drug prices had 
stabilized, and the quality of products had improved. 

Third World countries needed strong support from WHO as well as financial backing from developed 
countries in order ш improve their quality control laboratories and regulatory authorities, with the provision 
of continuing training and technical expertise. The high price of medicinal products encouraged the 
production of counterfeit drugs, so the price of imported preparations needed to be reduced, though drugs 
should preferably be produced in the developing countries themselves, for the quality assurance of locally 
produced pharmaceuticals was easier than prevention of the importation of counterfeit drugs. WHO should 
also work on educating professionals in the use of cost-effective treatment. 
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Dr AL-JABER (Qatar) said that his delegation wished to be counted among the sponsors of both the 
draft resolutions introduced earlier in the meeting. He supported the amendments proposed by Saudi 
Arabia to the draft resolution introduced by the delegate of Turkey. 

Mr GALLOPIN (International Pharmaceutical Federation), speaking at the invitation of the 
CHAIRMAN, stressed the importance of the draft resolution contained in resolution EB93.R12 for all 
governments and for the pharmaceutical profession. It emphasized as never before the role pharmacists 
could play in national health care systems. His federation (FIP) had for many years advocated the greater 
use of pharmacists to promote more effective use of pharmaceuticals. 

Pharmacists were in a unique position in the health care system, as their education and training 
enabled them to ensure that medicines reached the patient safely and effectively. Quality, safety and 
efficacy were three essentials of health care, and FIP sought, through education, to improve the competence 
of pharmacists to give appropriate advice to other health workers and government officials, in developed 
and developing countries alike. The advice might differ with the audience, but the training and underlying 
philosophy remained the same. 

Many governments with the help of pharmacists had developed essential drug lists based on the advice 
of organizations such as FIP and WHO. The inclusion of drugs in those lists had to be based on 
satisfactory standards of quality assurance and the work of WHO in that connection was much appreciated, 
as was its important work in setting quality standards for pharmaceuticals and in promoting drug regulatory 
activities. 

Pharmaceutical care, which could be defined as the responsible promotion of drug therapy for the 
purpose of achieving a definite outcome that improved a patient's quality of life, was an important part of 
health care. In most countries the use of drugs was not rational, and patients' attitudes to treatment should 
be reviewed to achieve maximum benefit and avoid untoward side-effects. His federation endorsed the 
terms in which the draft resolution called upon pharmacists everywhere to promote, in collaboration with 
other health professionals, the concept of pharmaceutical care as a means of furthering the rational use of 
drugs. 

In 1993, at its international congress in Tolq^o, FIP had organized an educational programme on 
pharmaceutical care that had been attended by a large number of pharmacists, many from developing 
countries. Also in 1993，FIP had published guidelines on good pharmaceutical practice, designed to form 
the basis of national guidelines on acceptable standards in the practice of pharmacy. Those guidelines had 
been developed in consultation with the governments of all Member States of WHO, whose help was greatly 
appreciated. They would be the basis for future development of the pharmaceutical profession in many 
countries. FIP had about 80 national associations as members and represented about 300 000 individual 
pharmacists in more than 70 countries; members worked in community and hospital pharmacies as well 
as in the pharmaceutical industry, the academic world and government service. FIP was proud to support 
and cooperate with WHO in its endeavours, and hoped that the draft resolution would be adopted. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers Associations), speaking 
at the invitation of the CHAIRMAN, said that over the years the IFPMA had underlined the importance 
of drug quality for the revised drug strategy, and was pleased that that view was supported by most 
delegates. Within the last six months, in collaboration with WHO at both headquarters and regional level, 
the IFPMA had organized two successful workshops on drug quality for officials in government regulatory 
agencies and drug control laboratories. In December 1993 a workshop in Harare had been attended by 
officials from 12 countries of eastern and southern Africa, following an earlier meeting for West African 
countries in Togo in 1991. In March 1994 a workshop in Minsk, attended by 63 delegates from five newly 
independent States, had also been very successful, and considerable enthusiasm had been noted for the 
future holding of similar meetings in other countries and other regions of the world. 

He urged that priority should be given to improving the availability of medicines where they were 
most needed and to making certain that they were both effective and of good quality. Resources should 
not be wasted on fake, substandard and ineffective medicines, and appropriate standards should be defined 
and upheld. 

His Federation attached particular importance to good manufacturing practice and to the need for 
universally acceptable standards. To that end it offered further collaboration with WHO. He hoped that 
the draft resolutions that dealt with the matters he had raised would be adopted. 
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Mr LYONS (World Assembly of Youth), speaking at the invitation of the CHAIRMAN, expressed 
the hope that all Member States would use innovative methods in research into the manner in which 
patients acquired and used pharmaceuticals; that was particularly relevant in the context of counterfeit and 
poor quality medication. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that he had been 
pleased to note in the introductory remarks on the draft resolutions by the delegates of Norway and Turkey 
the emphasis laid on the need to apply the revised drug strategy to the private as well as to the public 
sector and also to sectors other than health. Commenting on the use of the word "efficacy" in the draft 
resolution introduced by Turkey, he said that efficacy was but one component of quality; another, equally 
important, one was effectiveness. 

Dr ANTEZANA (Assistant Director-General) thanked the delegates for their supportive comments 
and suggestions on the WHO revised drug strategy and the four draft resolutions presented. Regarding 
the Norwegian delegate's question as to how the revised drug strategy could be incorporated in the health 
sector reform being discussed with the World Bank, he stated that WHO was studying ways to ensure 
overall equity and accessibility of health services in the context of any health reform. The revised drug 
strategy was important in that regard since availability of medicaments was essential to the credibility of 
health services and also required foreign currency. The World Bank had accepted a scheme for financing 
essential drugs and for intensified support to countries which most needed them; all components would 
be considered in the discussions before health reforms took place. 

Regarding the difficulties mentioned by the delegate of Mongolia, of transition from a central to a 
free-market economy, he assured the Committee that WHO would continue to offer support to help 
overcome them. 

He could reassure the Canadian delegate that WHO was working to strengthen collaboration between 
the two programmes with responsibilities in the drug field; the two programmes represented two faces of 
the same coin, as also in a way did the two corresponding draft resolutions. WHO had always regarded 
safety, efficacy and quality as a major field of activity, while promoting access with equity. Concerning the 
devaluation of the CFA franc that had led to the importation of generic drugs and so to a need to 
strengthen quality assurance, he was pleased to report that WHO had started working on the problem with 
countries immediately after the devaluation had occurred. 

Finally, at its last meeting the Management Advisory Committee of the Action Programme had 
planned for full support over the next three to four years at country level for all the activities of the WHO 
revised drug strategy. 

The CHAIRMAN invited the Committee to approve the draft resolutions recommended by the 
Executive Board in resolutions EB93.R6 and EB93.R12. 

The draft resolutions were approved.1 

The CHAIRMAN invited the Committee to approve the draft resolution on implementation of 
WHO's revised drug strategy with reference to the rational use of drugs and WHO's Action Programme 
on Essential Dr^igs, which had been introduced by the delegate of Norway and to which the delegate of 
Benin had proposed the addition of a new preambular paragraph. 

The draft resolution，as amended, was approved.2 

The CHAIRMAN then drew the Committee's attention to the draft resolution on implementation 
of WHO's revised drug strategy with reference to the safety, efficacy and quality of pharmaceuticals, 
introduced by the delegate of Turkey. Amendments having been proposed by Benin, Greece, Saudi Arabia 
and Turkey, liw suggested that a revised text should be considered at a later meeting. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolutions WHA47.11 
and WHA47.12. 

2 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA47.13. 
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It was so agreed. (For approval of draft resolution, see page 85.) 

Elimination of neonatal tetanus and the control of measles (Resolution WHA42.32; 
Document A47/9) 

Professor MBEDE (representative of the Executive Board), referring to the progress report by the 
Director-General, said that the number of infants who died annually from tetanus during the first three 
weeks of life had been halved since 1980; the global figure was now 500 000. Furthermore, over 30 000 
deaths associated with tetanus among women were avoided each year. Those results were the fruit of an 
effective campaign to vaccinate women with tetanus toxoid before or during pregnancy, particularly in the 
African and South-East Asia Regions and in a small number of countries where there was a high risk of 
neonatal tetanus. 

In 1985，the World Health Assembly had set an objective of eliminating neonatal tetanus by the year 
1995. In the early 1980s, the disease had accounted for more than 25% of all deaths among young children 
in many countries. The elimination of neonatal tetanus would save the lives of half a million more newborn 
infants per year. The objective could only be achieved, however, by accelerated immunization programmes 
and the introduction of hygienic conditions for deliveries, especially in high-risk regions and population 
groups. 

As measles control progressed in a country, there was generally an increase in the number of cases 
among older people, who had a lower risk of dying from the disease. Therefore, the world target of a 95% 
reduction in the number of deaths by the year 1995 would probably be achieved if current trends continued; 
many countries, indeed, had already achieved it. Although the main strategy for controlling measles was 
to ensure as high an immunization coverage as possible among children aged 9-11 months, supplementary 
strategies were also used in order to reduce the number of cases in other age groups and in regions at high 
risk, to be identified through epidemiological studies. Activities such as national and subnational 
immunization days were necessary in order to reach certain communities. 

The need for a new measles vaccine was indicated by the fact that the disease - in some developing 
countries almost one-third of all cases - continued to occur in infants under the age of 9 months, which was 
the minimal age recommended for administration of the currently available vaccine during systematic 
immunization programmes. 

Acceleration of national immunization programmes, especially in high-risk regions, would make it 
possible to achieve the objective for 1995 of eliminating neonatal tetanus and controlling measles, and 
Member States should commit themselves to achieving those aims. 

Professor ORDOÑEZ (Cuba) said that the first campaign against neonatal tetanus in Cuba had 
consisted in the free distribution in Havana in 1903 of "aseptic packets" for treating the umbilical cord, 
organized by Dr Carlos J. Finlay. Since 1959, the national health system of Cuba had used the short-term 
strategy of vaccinating pregnant women with tetanus toxoid and the long-term strategy of increasing 
institutional involvement. Before that date, coverage of women up to five months of pregnancy had been 
only 40%; it was currently over 90%. The institutional share had increased from 63% in 1963 to 99.8% 
in 1993. It could be said that neonatal tetanus had been eradicated in Cuba since 1972 and had not 
reappeared. 

In the control of measles, coverage of children aged 1-14 years with triple oral vaccine had been over 
95%; coverage of children aged 2-6 was 98.1%. In 1993 only 2 cases of measles had been notified in Cuba, 
as compared with 3000 cases a year before the control programme had started. No death from measles had 
occurred since 1985. 

Thanks to the national immunization programme and other measures, in 1993 Cuba had had the 
lowest infant mortality rate, from all causes of death, in its history: 9.4 per 1000 live births. The rate had 
been 0.8 per 1000 inhabitants for children aged 1-4 years and 0.4 per 1000 for children aged 5-14. He 
expressed the thanks of the people of Cuba for the assistance they had received in obtaining vaccine. 

Dr AL-JABER (Qatar) said that there had been no case of neonatal tetanus in Qatar for a long time, 
as deliveries usually occurred in hospital under excellent hygienic conditions. Despite a high level of 
vaccination coverage for measles in infants aged 9 months or more, cases occurred occasionally. The 
strategies described in the report had been adopted, and good results had usually been obtained. There 
had been no death from either neonatal tetanus or measles. 
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Dr MACHADO (Brazil) said that all possible efforts were being made to eliminate neonatal tetanus 
within the next 12 months, although that goal might be difficult to achieve. In the next national multiple 
immunization campaign, Brazil hoped to achieve the highest possible coverage rate with antitetanus vaccine, 
especially among pregnant women. The Ministry of Health was intensifying prenatal monitoring in all 
public health services and had launched a seven-day publicity and educational programme throughout the 
count 

e annual number of cases of measles had been reduced considerably, bringing the disease under 
control. No case of poliomyelitis had been declared in Brazil for five years, and he hoped that the country 
would receive international certification of the eradication of poliomyelitis in 1994. 

Dr MUÑOZ (Chile) noted the mention in the report of the need for supplementary immunization 
against measles, through nonselective campaigns covering all children. The campaign carried out in Chile 
in 1992 had been considered necessary, despite 95% coverage within regular vaccination programmes. A 
dramatic decrease in the number of cases of measles had been seen recently, so there was good reason to 
hope that the goal of total elimination of the disease might be achieved within the next few years. 

Dr SHUKOR (Malaysia) said that Malaysia subscribed to the strategies proposed for elimination of 
neonatal tetanus: immunization of pregnant women, identification and surveillance of high-risk areas, and 
immunization of 80% of all pregnant women. A coverage of 81.1% had been achieved in 1993，and 
neonatal tetanus was now confined to one state in eastern Malaysia. WHO strategies for controlling 
measles had resulted in a national coverage of 83.8% in 1993，so that the target of reducing the number 
of deaths from measles by 95% and the number of cases by 90% by the year 1995 was achievable. 

Dr KHOJA (Saudi Arabia) said that vaccination coverage in Saudi Arabia in 1993 had been 91.2% 
for neonatal tetanus and 93.3% for measles. The target for vaccination of pregnant women against tetanus 
was 100%. Neonatal tetanus had been virtually eliminated by 1986，and about 90% of deliveries currently 
occurred in clean conditions. An integrated programme had been drawn up for the complete elimination 
of the disease. 

Strategies to control measles were clearly described in the report, and he particularly noted the 
reference to costs on the last page. Health education for women and girls was important, as were regular 
monitoring and assessment throughout the country in order to evaluate the real incidence of the disease. 
Only if reliable data were available, for instance from day nurseries and kindergartens, could preventive 
measures be taken. Cooperation and coordination with the private sector would strengthen its contribution 
to plans and projects for prevention. The number of cases of unprovoked abortion could be used as an 
indicator of the prevalence of tetanus. WHO should continue to pay close attention to the problems of 
elimination of neonatal tetanus and control of measles, as it had done for poliomyelitis, and might usefully 
publish a treatise on the subject. 

Mr LYKOV (Russian Federation) said that the diseases covered by the Expanded Programme on 
Immunization continued to be topical and important, despite successes in controlling them. Some diseases 
that had previously been under control were reappearing. Growing numbers of cases of diphtheria, measles 
and whooping-cough were being seen in the Russian Federation, despite earlier successes achieved through 
mass vaccination campaigns; for example a 50% reduction in measles incidence in 1991 compared with the 
previous reporting period. One reason for the currently increasing incidence was the low level of 
vaccination coverage; in 1992，only 82% of children under the age of 2 years had been vaccinated. In 1993， 
the Government had adopted a programme for 1993-1997 based on the strategies recommended by WHO. 
The elimination of neonatal tetanus and the control of measles were priorities in the promotion of child 
health. 

The meeting rose at 17h30. 



EIGHTH MEETING 

Tuesday, 10 May 1994，at 9h00 

Chairman: Dr N.K. RAI (Indonesia) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE 
DIRECTOR-GENERAL): Item 19 of the Agenda (continued) 

Elimination of neonatal tetanus and the control of measles (Resolution WHA42.32; 
Document A47/9) (continued) 

Ms MIDDELHOFF (Netherlands) asked to what extent the promotion of the clean delivery approach 
was coordinated within the framework of the Expanded Programme on Immunization, and drew special 
attention to the difficulties with regard to measles and neonatal tetanus in areas stricken by man-made and 
natural disasters. The Children's Vaccine Initiative was particularly important if the targets set were to be 
achieved, and the development of a measles vaccine providing protection for infants under six months of 
age would be a great step forward. 

Dr TIERNEY (Ireland) welcomed the reference in the Director-General's report (document A47/9) 
to the major constraints on achieving satisfactory levels of immunization. Ireland had a measles 
immunization rate of approximately 68%, which was not satisfactory. Traditionally, infants were immunized 
by public health doctors and family general practitioners. A recent working party had recommended that 
immunization should be primarily the responsibility of family general practitioners, and it was hoped that 
95% coverage would be achieved in a short time. 

Dr VIOLAKI-PARASKEVA (Greece), noting that only one year remained to achieve the target of 
eliminating neonatal tetanus by 1995，asked whether that target was still realistic given the fact that many 
countries still had a high incidence of the disease. Annex 1 of the Director-General's report indicated that, 
as at September 1993，the estimated global number of neonatal tetanus deaths still occurring annually was 
580 000，with 80% occurring in only 14 countries. The benefits that would accrue if the target was achieved 
and maintained were considerable, as the report showed. 

Referring to the constraints and cost implications mentioned in the report, she asked how the measles 
programme was linked with other WHO programmes such as maternal and child health, primary health care 
and health education. In any case, the active БигуеШапсе programme for both neonatal tetanus and measles 
must be improved. 

Dr AL HOSANI (United Arab Emirates) said that in the United Arab Emirates neonatal tetanus had 
been eliminated a few years previously and the proportion of births taking place in hospitals had reached 
98%. ‘ 

The Gulf countries were playing an active role in eliminating measles. In the United Arab Emirates, 
vaccination coverage had risen to over 87% for children under 18 months of age. Cooperation among the 
countries in the area and the increasing immunization coverage were the main factors making for success 
in the efforts to eliminate the disease, outbreaks of which occurred every four to five years. 

Dr SULEIMAN (Oman) said that his country was giving high priority to the Expanded Programme 
on Immunization, and political and financial support was being strengthened. Coverage with all the antigens 
included in the Programme, including hepatitis B, was being sustained at more than 95% at the national 
and district levels. There was an active surveillance system, and the last case of neonatal tetanus had been 
reported in 1991. He asked the Secretariat how many cases were expected to occur globally in 1995，the 
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target year, if elimination of the disease as defined in Annex 1 of the Director-General's report (document 
A47/9) was achieved. 

Epidemiological studies clearly showed a shift in the incidence of measles to age groups over six years. 
In a mass campaign carried out over the past two months to bring the disease further under control, all 
children in Oman aged between 15 months and 18 years had been immunized. 

Dr PICO (Argentina) said that his country had embarked upon a massive national campaign to 
eradicate measles. Some 9 560 000 children aged from one to 15 years had been immunized in 30 days -a 
coverage rate of 97.8% - and epidemiological surveillance was continuing. The neonatal tetanus elimination 
programme and the hepatitis vaccination programme for persons at risk had been intensified. The high 
coverage achieved in the measles immunization campaign had been mainly due to the active participation 
of all sectors. WHO should continue to promote such activities with a view to achieving health for all as 
soon as possible. 

Dr SIDHOM (Tunisia) said that the comprehensive approach to the elimination of neonatal tetanus 
and measles and also poliomyelitis would certainly produce beneficial results by optimizing the use of 
available resources and was the best available strategy in the light of the economic, epidemiological and 
administrative factors involved. Clean delivery practices should be applied and account should be taken 
of the specific epidemiological circumstances of each country, which should concentrate its efforts on those 
diseases having the highest incidence. Neonatal tetanus was especially dangerous in rural areas where 
delivery centres were not available, even though immunization coverage was quite high. The availability 
of good-quality vaccines in the right quantities was of vital importance, and efforts should be made to help 
countries experiencing difficulties in that regard. The elimination of neonatal tetanus and measles would 
boost primary health care and the Expanded Programme on Immunization, which should be further 
strengthened and whose example should be followed by other programmes. 

Professor DAI Zhicheng (China) said that neonatal tetanus was one of the major causes of death 
among newborn babies in the developing countries. Since the adoption of resolution WHA42.32, great 
progress had been achieved in the world as a whole. However, the situation varied considerably from 
country to country and great efforts would be needed to attain the goal of eliminating the disease by 1995. 
Consequently, further studies were needed to find measures for accelerating the implementation of the 
programme. For example, the tetanus toxoid immunization rate for pregnant women and women of 
chíldbearíng age was substantially lower than the rate for children and should be improved. 

In countries where the target for measles had nearly been achieved, efforts should be continued to 
keep the incidence of the disease at a very low level. 

Professor LOUKOU (Côte d'Ivoire) said that the immunization of mothers and infants was one of 
the three priorities of Côte d，Ivoire，s Ministry of Health for the next two years. Nevertheless, the recent 
50% devaluation of the currency in 14 least developed countries in Africa had had an immediate effect on 
the costs of vaccines and cold chain equipment, which could jeopardize the attainment of the objectives for 
1995，including the global objectives of the Expanded Programme on Immunization. That situation should 
have been included among the constraints listed in the Director-Generars report. 

Dr AZMOUDEH (Islamic Republic of Iran) said that in spite of the strengthening in Iran since 1991 
of the surveillance system for notifiable diseases, including those covered by the Expanded Programme on 
Immunization, a decline in the incidence of measles from 350 per 100 000 inhabitants in 1968 to 8 per 
100 000 inhabitants in 1993 had been reported. In 1993 a total of 4800 cases had been notified, with a 
0.38% fatality rate. Measles cases were reported monthly through a routine system, but if an outbreak 
occurred it would be reported immediately and appropriate action, including the immunization of all 
children in the area, irrespective of their prior immunization status, would be taken. A serological survey 
carried out among infants of 12-23 months and children of 11-14 years in Teheran province had shown 
protective antibody levels of 75% and 78% respectively. In 1993，measles immunization coverage had been 
96% in children under one year of age, the immunization schedule consisting of two vaccinations, one at 
nine months and the other at 15 months. Incidence and fatality rates indicated that the disease was under 
control. 
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Iran had implemented three main strategies to eliminate neonatal tetanus: immunization with tetanus 
toxoid of women of childbearing age, with special emphasis on pregnant women; provision of clean delivery 
services, in particular in rural areas; and strengthening of surveillance systems designed to detect high-risk 
areas and populations. In 1989 Iran had instituted compulsory premarital tetanus immunization for women. 
Under the immunization programme, women of childbearing age received five doses of tetanus toxoid. 
Immunization coverage for pregnant women was currently 85%. The data indicated that his country was 
in the elimination phase for neonatal tetanus. In the past three years, not a single case of tetanus among 
women of childbearing age had been reported. 

With regard to the eradication of poliomyelitis, immunization coverage had improved since 1984， 
when Iran had begun participating in the Expanded Programme on Immunization, and had reached 99% 
in 1993. At the same time, the surveillance system had been strengthened and, as a result, there had been 
an increase in the reported number of all cases of polio and non-polio acute flaccid paralysis. Following 
a WHO review, it had been decided to institute supplementary national immunization days, with a high 
political profile. The first had been held in April 1994，when more than 8.5 million children had been 
vaccinated. The supplementary campaign would be repeated annually and would serve to strengthen routine 
immunization activities. 

Other countries in the region wished to carry out similar campaigns but lacked the resources. He 
hoped that regional campaigns could be implemented, with the help of WHO, UNICEF, other organizations 
and the industrialized countries. 

Professor HUSSAIN (Bangladesh) said that his Government had elaborated a plan of action aimed 
at eliminating neonatal tetanus and achieving a 90% reduction in measles cases by 1995. Under the 
national immunization programme, clean delivery practices were being promoted and two doses of tetanus 
toxoid were being administered to women of childbearing age, with special emphasis on pregnant women. 
Five doses of tetanus toxoid would be administered to women in certain regions and, at a later stage, 
throughout the country; according to a survey conducted in February 1994，80% of women were already 
receiving two or more doses. Enough tetanus toxoid was produced locally to meet the annual programme 
requirement of 16 million doses. In addition, his Government had taken steps to improve manufacturing 
practices and ensure quality control. As a result of immunization campaigns, the neonatal tetanus mortality 
rate had declined from 41 per 1000 live births in 1986 to 6 per 1000 in 1994. Health and family planning 
workers were being trained to report cases of neonatal tetanus. The target was to increase tetanus toxoid 
coverage of women to 90% and to improve neonatal mortality reporting. 

With regard to measles, the goal for 1995 was to reduce the incidence to 25 eases per 10 000 
inhabitants and the mortality rate to less than 1%. To achieve that target, at least 90% of chüdren aged 
one year and under would have to be immunized in all areas; since coverage of that group was currently 
around 71%, quarterly "catch-up" vaccination programmes had been initiated. In high-risk areas, 
immunization coverage was provided for children aged from 6 months to three years. 

Government medical officers and private practitioners were being trained to treat measles 
complications; it was national policy to provide vitamin A supplements in all acute cases. Efforts were also 
being made to improve the system of reporting measles. 

Dr ARITA (Honduras) said that the targets set by WHO for the elimination of neonatal tetanus and 
control of measles were rational in view of the effective strategies available for combating those two 
diseases; he therefore endorsed the approaches presented in the Director-GeneraPs report, including 
sustained immunization coverage and targeted coverage for populations with inadequate access to health 
services. 

It was also important to involve the community in disease control strategies. In Honduras, midwives 
represented a human resource whose potential had just begun to be tapped. His country had also made 
considerable improvements in the cold chain, which was an important part of the immunization process, 
as coverage was effective only when high-quality vaccines were available. Meanwhile, with every advance 
in coverage, further progress became slower and more difficult, since some 40% of the population lacked 
access to regular health services. In improving that situation, community health workers would be a key 
element. 

Dr MA REY (Egypt) reported substantial progress in his country in combating neonatal tetanus and 
measles through immunization and clean delivery programmes, and expressed appreciation to WHO and 
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other organizations for their assistance in that regard. Egypt produced a wide range of high-quality 
vaccines. However, it still needed outside assistance for the production of measles vaccines and for training 
of technicians. It would also appreciate WHO support for research efforts aimed at improving vaccines and 
determining the best ages for immunization. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) expressed concern that, 
like the report prepared for the Executive Board meeting in January, the one now before the Committee 
failed to indicate that in all likelihood the World Health Assembly target of global elimination of neonatal 
tetanus by 1995 would not be achieved. Paragraph 9 mentioned the need for political will on the part of 
Member States. However, it would be helpful to learn whether the Secretariat had any specific proposals 
for measures that might be taken to ensure that the 1995 target was met. 

Dr EASTWOOD (New Zealand) said that, while it had no cases of neonatal tetanus, New Zealand 
continued to record numerous cases of adult tetanus and had recently had outbreaks of measles. Between 
77% and 86% of children up to age two were vaccinated against measles, while coverage reached 98% for 
school-age children, who were immunized under the school health programme. The Government was 
considering adding tetanus coverage for adolescents to that programme. New Zealand considered 
immunization to be a priority and had put into effect a new strategy whereby it was to be incorporated into 
other primary health care and maternal and child health programmes. 

He endorsed the emphasis given in the Director-General's report to the integration of immunization 
into the planning and delivery of other services. Where primary health care services were weak, it might 
be necessary to have targeted programmes. However, he cautioned against using that approach solely for 
the purpose of achieving targets: the risk was that sustainable local primary health care programmes might 
be undermined. 

He wondered if the target set for the elimination of neonatal tetanus was realistic. Perhaps targets 
should be adjusted so that they were achievable, yet challenging. The Director-General�report laid strong 
emphasis on 1995 as a target year for delivering two doses of tetanus toxoid to women. How was that 
approach linked with other programmes, including family health, safe motherhood, and healthy schools and 
the promotion of sustainable primary health care services? During 1994, the Year of the Family, it might 
be appropriate for WHO to promote world-wide integrated delivery of services to families and to place 
particular emphasis on tetanus immunization for women and on providing services to families in high-risk 
areas. 

Mr LABORDERIE (France) said that for over 20 years WHO had been demonstrating its 
effectiveness and its capacity for mobilization in the area of immunization. It was important to sustain that 
effort. The estimated number of deaths from neonatal tetanus had dropped by approximately 10% at the 
beginning of the 1990s and remained stationary since then; moreover, progress was uneven and certain 
countries still had abnormally high rates. It was, therefore, important to strengthen immunization 
programmes in high-risk areas. 

Measles control had showed encouraging progress, yet that effort had also lost some of its momentum. 
The worldwide immunization coverage rate had risen from 42% in 1985 to 80% in 1990 but had remained 
at around 78% since 1992. 

The programmes to eliminate neonatal tetanus and to control measles must be strengthened through 
the Expanded Programme on Immunization by provision of vaccines, maintenance of the cold chain, 
infrastructure improvement and, above all, involvement of the community, health professionals and the 
infant and maternal and child health services. Moreover, to ensure the continuity of those two programmes, 
they must be integrated into and coordinated with larger horizontal programmes. 

Professor OKELO (Kenya) commended WHO on its forward-looking approach to the elimination 
of neonatal tetanus and the control of measles. Immunization coverage for the target diseases of the 
Expanded Programme in Kenya was about 11%. The main constraint for a number of developing countries 
was the cost of vaccines. WHO should therefore assist developing countries, particularly in the African 
Region, to establish regional vaccine production centres so as to reduce costs. The recent devaluation of 
African currencies had made the need for such action even more urgent. 
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Dr EMIROGLU (Turkey) said that the Expanded Programme on Immunization was a priority 
programme in Turkey. In order to achieve specific targets in neonatal tetanus elimination and the control 
of measles her Government gave priority to sustaining high immunization coverage, to strengthening the 
surveillance system and to identifying high-risk areas. Her delegation's main concern was the short space 
of time left in which to implement programmes so as to reach the 1995 goals. In order to achieve neonatal 
tetanus elimination, it was necessary to ensure the detection of all neonatal deaths, which were usually not 
reported through routine surveillance systems. Key activities therefore included the strengthening of the 
surveillance system and the maintenance of high immunization coverage rates. WHO should continue to 
support countries in their control activities and should provide technical assistance especially in establishing 
indicators for follow-up and evaluation of programmes. Her delegation endorsed the Director-General's 
report (document A47/9) and particularly the emphasis placed in it on the political will necessary for the 
achievement of the targets. 

Dr NYATHI (Zimbabwe) said that measles and neonatal tetanus morbidity and mortality had 
declined sharply in his country since the adoption of the Expanded Programme on Immunization in 1981， 
but measles continued to be an important cause of morbidity in children, including those under 9 months 
of age. He therefore endorsed the call in Annex 2 of document A47/9 for research to develop a vaccine 
effective over a wider age spectrum. He also supported the Kenyan delegate's remarks concerning the cost 
of vaccines to developing countries. 

Dr KHOJA (Saudi Arabia) drew attention to a research review entitled "Maternal tetanus: magnitude, 
epidemiology and potential control measures" and published in the International journal of gynaecology and 
obstetrics (1993, 40: 3-12). The review concluded that the definition of a fully immunized child should 
include the concept of a child who had not only directly received all required vaccinations, but was also born 
protected from tetanus to a woman herself protected from the risk of maternal tetanus. Most countries 
could afford the cost of such protection. 

Dr NOVELLO (United Nations Children's Fund) said that, thanks to the work of WHO, 
immunization was now recognized as a high priority by both national and international leaders and 
communities. Despite the impressive progress to date in immunizing the world's children, measles and 
neonatal tetanus still ranked as the two biggest killers of children among the vaccine-preventable diseases. 
Although the tetanus toxoid had been available for 30 years, immunization of pregnant women against 
tetanus trailed well behind immunization of children and it was a matter of national and international 
concern that a disease so easily and inexpensively preventable could still be killing more than three quarters 
of a million infants and many thousands of young women each year. The persistence of neonatal tetanus 
was a clear indication of a wider inability to provide universal basic maternal health services. In the 
absence of elimination, it was essential to keep the momentum going and to achieve 80% immunization 
coverage in all districts by 1995 and over 90% coverage as soon as possible thereafter. 

An adequate supply of vaccines was essential for achieving immunization goals and UNICEF was 
working closely with WHO and other partners within the Children's Vaccine Initiative to ensure that 
adequate quantities of high quality vaccines were available throughout the 1990s. Strategic approaches to 
be further developed and supported by UNICEF included: (1) assisting countries which had the capacity 
to become self-sufficient in vaccine production; (2) encouraging governments to budget progressively for 
vaccines as a strategic development item and facilitate the procurement of vaccines with either convertible 
or local currencies; (3) continuing to mobilize the donor community to provide greater resources for the 
procurement of vaccines; and (4) working in partnership with international vaccine suppliers to ensure 
affordable prices for current and new and improved vaccines. 

UNICEF would continue to maintain a high level of support for the global immunization programme 
throughout the remaining years of the decade. Collaboration between WHO, UNICEF and a wide range 
of organizations including UNDP, the World Bank, Rotary International, bilateral development agencies 
and nongovernmental organizations had been one of the main reasons for the great successes obtained so 
far and its continuation was crucial to achieving and maintaining the mid-decade goals for immunization 
and disease control. 

Professor MBEDE (representative of the Executive Board) said that although since 1985 the majority 
of countries had made substantial progress towards the general vaccination of children, and in particular 
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the elimination of neonatal tetanus and control of measles, in some Asian and African countries the 
deterioration in health services consequent upon the economic recession and the application of structural 
adjustment measures was making it more difficult to attain the goals of the mid-decade. Special efforts 
must therefore be made by the communities and governments concerned and by the international 
community as a whole to redirect resources, as a matter of priority, towards the areas of greatest risk. 

Dr HENDERSON (Assistant Director-General) said that the statements which the Committee had 
heard illustrated the tremendous progress that had been made in many national programmes, some of 
which had already achieved the global goals set for the elimination of neonatal tetanus and the control of 
measles by 1995. Other programmes were still facing a number of problems, but facing them with a 
commitment to succeed and a realistic appreciation of what still remained to be done. Continuing 
international solidarity would be required to enable those programmes to achieve their goals. He very 
much hoped that the discussion that had taken place would provide a strong stimulus for the further 
acceleration of immunization programmes, in view both of their importance for controlling diseases such 
as tetanus, measles and poliomyelitis and of the contributions that they made to the health services in 
general by strengthening surveillance, improving clinical and laboratory services and fostering community 
participation. He expressed his appreciation for the comments and suggestions made and for the strong 
support which had been expressed for the programme. 

Dr LEE (Global Programme for Vaccines) expressed his appreciation for the positive comments made 
in the Committee, and said how encouraged he was by the progress made by many Member States, 
particularly in the Gulf region and the Americas. 

To meet the 1995 neonatal tetanus elimination goal, a special effort must be made. In particular, 
accelerated immunization efforts were needed in the 14 countries which contributed 80% of the estimated 
world total of neonatal tetanus cases and in 13 other countries with estimated rates above or close to 5 per 
1000 live births. Among those countries, priority should be given to Bangladesh, China, Ethiopia, India, 
Indonesia, Nigeria, Pakistan and Zaire. Within those countries, the target set for neonatal tetanus 
elimination could be achieved through the high-risk approach, i.e. by rapidly identifying high-risk districts 
or populations and administering, before 1995，three doses of tetanus toxoid to all women of childbearing 
age, and by promoting clean delivery practices in those areas. Two immunization weeks in 1994 and 1995 
would be needed for all women of childbearing age in selected high-risk districts. The size of the target 
group (all women aged 15-45 years), the safety demands for the use of injectable antigens, and the very 
limited experience of antigen-integrated national immunization days would require careful assessment, 
country by country, of whether such weeks would be best conducted separately or could advantageously be 
combined with national immunization days for poliomyelitis eradication. In countries with limited access 
to immunization services and limited resources, neonatal tetanus should first be eliminated from urban 
areas. 

Dr ZOFFMAN (Global Programme for Vaccines), replying to the points raised by delegates, said it 
was believed that the targets for the reduction of measles mortality would be achieved by 1995. The target 
for the reduction in the number of measles cases would probably not be reached, but it was still important 
to get as close to it as possible. Measles control activities would strengthen overall immunization services 
and opened up the way for other primary health care activities, especially in underserved areas such as 
urban slums. For that reason, there was considerable collaboration with other WHO primary health care 
programmes at regional and country level. 

Several delegates had asked whether the target of elimination of neonatal tetanus by 1995 was really 
feasible. He believed that the global target set by the Health Assembly - a district being deemed to have 
eliminated neonatal tetanus if it had less than one reported case per 1000 live births - could be achieved 
by 1995 by concentrating on the relatively small number of countries in which most neonatal tetanus deaths 
occurred, and immunizing as many women as possible in the areas at highest risk. However, that would 
still leave countries where neonatal tetanus was a significant problem, and further action would be needed 
after 1995. 

The delegate of Oman had asked how many neonatal tetanus cases would still be expected to occur 
if the global target as defined above were achieved. According to WHO estimates, if the target were 
achieved by 1995，there might still be between 100 000 and 150 000 cases of neonatal tetanus in that year 
throughout the world. That figure was, of course, still too high, but it would be a big improvement on the 
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situation before the elimination campaign. The accuracy of the reported figures would depend on the 
quality of the national disease surveillance systems and those with more sensitive systems would make 
better progress in reducing further the number of neonatal tetanus deaths. 

The promotion of clean delivery practices (i.e. deliveries attended by a trained birth attendant) was 
very important for the achievement of the 1995 target, but was it also vital for maintaining the prevalence 
of neonatal tetanus at a low level in the future. The Global Programme for Vaccines was working together 
with maternal and child health programmes at headquarters, regional and national level to promote clean 
delivery practices. 

A practical and easy-to-read handbook for district-level managers on neonatal tetanus elimination was 
in preparation and should be available by the end of 1994. It would contain information on clean delivery 
practices, supplementary immunization efforts, and other strategies designed to ensure that tetanus 
prevalence was reduced and remained low beyond the 1995 deadline. Guidelines on various aspects of 
measles control were also due to be issued by the end of 1994. 

Vaccine supply had posed a number of problems, mostly connected with funding, but also with 
production and quality control. The Global Programme for Vaccines was working with the Children's 
Vaccine Initiative (sponsored jointly by UNICEF, UNDP, the World Bank and the Rockefeller Foundation) 
to improve vaccine supply. 

The Director-GeneraFs progress report was noted. 

WHO ethical criteria for medicinal drug promotion (Resolution WHA45.30; Document 
A47/71) (continued from the sixth meeting, section 1) 

The CHAIRMAN recalled that, at the sixth meeting, the Committee had considered a draft resolution 
proposed by some 33 delegations. The delegations of Argentina, Bhutan, Bolivia, Egypt, France, Greece, 
Guinea, Israel, Malawi, Malaysia, Peru, Poland, Qatar, Saudi Arabia, Sierra Leone, Syrian Arab Republic, 
United Arab Emirates and Zambia had indicated that they wished to be included on the list of sponsors. 
During the discussion, a number of amendments had been proposed and a revised text had since been 
circulated. 

Mrs HERZOG (Israel) said that her amendment to subparagraph 3(4) of the draft resolution had 
appeared to cause some confusion. She accordingly withdrew it and suggested instead the addition of a new 
subparagraph reading: 

"(5) that information for patients and prescribers which appears in leaflets of drugs in the 
manufacturing country should be supplied by the manufacturer to the countries to which the same 
drugs are exported;11. 
She further proposed the addition at the end of operative paragraph 5 of the words "and as proposed 

in the WHO Certification Scheme". 

Dr ADAMS (Australia) said that the phrase "the promotion industry" should be deleted from 
operative paragraph 2，since the promotion industry had not in fact been represented at the CIOMS/WHO 
Consultation. 

The draft resolution, as amended，was approved.2 

Implementation of WHO'S revised drug strategy (Resolution WHA41.16; Document A47/83) 
(continued from the seventh meeting, page 77) 

The CHAIRMAN recalled that, at its seventh meeting, the Committee had considered a draft 
resolution on safety, efficacy and quality of pharmaceuticals proposed by the delegations of Algeria, Angola, 

1 Document WHA47/1994/REC/1, Annex 4. 
2 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.16. 
3 Document WHA47/1994/REC/1, Annex 3. 



86 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

Bangladesh, Brazil, Canada, Cyprus, Guinea-Bissau, Gambia, Japan, Kenya, Lesotho, Malawi, Mauritius, 
Myanmar, Turkey, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, 
and United States of America. The delegations of Australia, Benin, Bosnia and Herzegovina, France, 
Greece, Guinea, Iran (Islamic Republic of), Israel, Malaysia, Mozambique, Pakistan, Qatar, Saudi Arabia, 
Senegal and Slovakia had indicated that they wished to be included on the list of sponsors. Several 
amendments had been proposed and a revised text had been circulated. 

Ms MIDDELHOF (Netherlands) said that the Netherlands also wished to be included as a sponsor 
and proposed that in subparagraph 4(2) (3(2) in the unamended text) the words "and timely" should be 
added before "provision". 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) suggested that in the final 
preambular paragraph proposed by Benin the word "primordial" should be replaced by "important". 

Dr PICO (Argentina) asked for his delegation to be included as a sponsor of the draft resolution. 

Dr ANTEZANA (Assistant Director-General) noted that the delegate of Saudi Arabia had raised the 
question of the use of nonproprietary names. The Forty-sixth World Health Assembly, in 1993，had 
discussed that subject in depth and adopted resolution WIÍA46.19, which he hoped the delegate of Saudi 
Arabia would accept as covering the matter adequately. 

The delegate of Saudi Arabia had also asked about WHO mechanisms to help prescribers and 
pharmacists to contribute to quality control of drugs. WHO expert committees provided guidance on 
selection, quality assurance, good manufacturing practices and other standards for pharmaceutical products. 
Further details could be provided to the delegate of Saudi Arabia and any other delegates interested. 

Professor LOUKOU (Côte dlvoire) pointed out that the fourth preambular paragraph, as proposed 
by Turkey, referred to domestically manufactured and imported products, but not to products manufactured 
specifically for export. After all, the many counterfeit products on the market must have been 
manufactured somewhere. If a country licensed the manufacture of products which were not intended to 
be used in that country, abuses were likely to occur. 

The draft resolution, as amended，was approved.1 

2, SECOND REPORT OF COMMITTEE A (Document A47/49) 

Dr AL-SHABANDAR, Rapporteur, read out the draft second report of the Committee. 

The report was adopted.2 

The meeting rose at 10h45. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.17. 
2 See page 217. 



NINTH MEETING 

Tuesday, 10 May 1994，at 14h30 

Chairman: Mr D. VAN DAELE (Belgium) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-
GENERAL)： Item 19 of the Agenda (continued) 

Eradication of dracunculiasis (Resolution WHA44.5; Document A47/10) 

Professor MBEDE (representative of the Executive Board) said that the Board had noted with 
satisfaction the Director-General's progress report (document A47/10) on the eradication of dracunculiasis, 
commonly referred to as guinea-worm disease. It had noted that eradication activities including the 
application of criteria and procedures for certifying eradication, had been intensified following the adoption 
of resolution WHA44.5. As the goal was on the point of being reached in Asia, programme activities were 
being focused on Africa south of the Sahara. Recent data indicated that the total annual world incidence 
had fallen below two million cases. The target of eradication by 1995 was technically feasible, provided that 
activities were intensified and additional resources made available. 

Despite its satisfaction with the progress made towards eradicating the disease, the Board had put 
on record its concern about the need to intensify activities to meet the programme's targets. The future 
steps outlined in the Director-General，s report needed to be implemented rapidly, and the Committee might 
wish to comment on the need for farther mobilization of resources for the programme. 

Dr SOMBIE (Burkina Faso) said that his country was making every effort through information, 
education, communication and the use of filters to eradicate guinea-worm disease. The fundamental 
problem faced by many developing countries was the lack of safe drinking-water. In Burkina Faso, priority 
in the water supply programme was being given to rural areas in which dracunculiasis was endemic. In that 
connection the Government appealed urgently to the international community for additional financing for 
its water programme, which was essential if the disease was to be eradicated. 

Dr CICOGNA (Italy) said that in spite of the results achieved, much effort was still needed to reach 
the goal of complete interruption of transmission by the end of 1995. The transmission cycle could be 
broken by simple and relatively inexpensive measures, much of the requisite action being part of the health-
for-all strategy: community participation, intersectoral cooperation, training of health workers, health 
education, and other feasible, cost-effective measures. So far, the response from endemic countries and 
donors had been positive and productive. More was needed, however, from them and from WHO in terms 
of political will, financial resources and technical and operational commitment. Dracunculus medinensis 
needed man to survive; man did not need the parasite. 

Dr DAVIS (United States of America) commended WHO and its partners on the significant progress 
made towards eradicating dracunculiasis since the 1991 report. However, as it moved closer to that target, 
the Organization must begin the process of certification of eradication. As resolution WHA44.5 had urged 
the Director-General to initiate country-by-country certification of elimination immediately so that the 
process might be completed in the 1990s, the United States delegation sought information on the planning 
for certification, the action taken to date, the amounts budgeted, and whether the Director-General planned 
to establish a commission for certification of dracunculiasis eradication and, if so, when. It also sought 
information about the state of resources and actions necessary to achieve eradication by the 1995 target 
date. 

- 8 7 -
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Dr NOVELLO (United Nations Children's Fund) said that the Director-General's report carried 
a strong message of hope and of commitment to achieving the goal of complete eradication of guinea-worm 
transmission in all affected villages by 1995. The dramatic progress achieved since 1991 demonstrated the 
possibility of reaching that mid-decade target in most countries with sustained political support, wide-scale 
social mobilization and adequate resources. Established programmes in the countries with the highest 
endemicity were reducing the number of new cases by about 50% each year. Dracunculiasis eradication 
should not, however, be seen as an end in itself but as a means of strengthening other aspects of primary 
health care in order to provide sustainable follow-up benefits to the endemic communities. Those benefits 
included regional and community-based surveillance systems, networks of village health workers, supervision 
systems, increased health education capacity and links with other sectors. 

Any relaxation of efforts as the target neared carried the risk of resurgence of the disease in areas 
from which it had been eliminated. Therefore, in a collaborative effort of the United Nations system, 
bilateral development organizations and nongovernmental organizations, the level of surveillance，financing 
and technical support must be sustained and increased until the last foci of the disease had been eradicated. 
All UNICEF field offices in endemic countries were ready to assist the national programmes in four key 
areas: the epidemiological mapping of all infected areas using geographical information systems; the rapid 
institution of control measures in all endemic villages before the end of 1994; social mobilization to turn 
the dracunculiasis eradication programme into a movement promoting responsibility and accountability of 
national and local authorities and behavioural changes with regard to drinking-water; and, finally, the 
provision of low-cost water supply systems in the small and remote villages in which the parasite remained 
endemic. 

Professor MBEDE (representative of the Executive Board) said that the progress made towards 
eradicating dracunculiasis showed that in some African countries, particularly Cameroon, that goal was 
attainable with collaboration and coordination of efforts between the various sectors involved, and between 
the various partners for development. Thanks were due to those who worked in Africa to control the 
disease, especially UNICEF, UNDP and the "Global 2000" project. Eradication of the disease was 
technically possible and was within reach in some countries. Success could even be achieved in countries 
where eradication appeared remote, provided that the necessary resources continued to be mobilized. 

Dr HENDERSON (Assistant Director-General) said that WHO much appreciated the comments 
made, which had so eloquently summarized the situation. WHO was committed to and confident of 
achieving total success, with the continued support of all parties. 

Dr DE RAADT (Division of Control of Tropical Diseases) stressed that resources were limited and 
that everything possible had been done to make use of all identifiable reserves in the regular budget, 
including transferring them from one programme to another in order to strengthen the dracunculiasis 
eradication programme. WHO's budget for dracunculiasis (regular and extrabudgetary funds combined) 
was currently of the order of US$ 1.3 million per year, and was about to be augmented by the equivalent 
of half a professional staff member. The greatest support in kind both in the field and at headquarters had 
come from UNICEF, which had seconded two staff members to the team in Geneva; they were in the 
process of identifying all the dracunculiasis cases in endemic villages, an essential step in the certification 
process. UNDP, the Organization of the Petroleum Exporting Countries and the "Global 2000" project also 
provided valuable support. Given that everything possible had been done within the budget of the Division 
of Control of Tropical Diseases, he endorsed the call by the delegate of Italy for more donor funds. 

Dr RANQUE (Division of Control of Tropical Diseases) said that 69 countries would require 
certification, which in 30 of them would necessitate visits by an international certification team. Each team 
would cost some US$ 45 000 and, according to the timetable, 15 countries would have to be visited during 
the biennium 1994-1995. Thanks were due in particular to UNICEF, whose contribution for that biennium 
amounted to some US$ 555 000，largely devoted to epidemiological mapping, which would be of great use 
in certification and pave the way for other health measures, bearing in mind the follow-up work that would 
be necessary. Some US$ 1 275 000 remained to be found to ensure that the headquarters team was fully 
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operational in 1994-1995 and to permit recruitment of the certification teams that would visit the countries 
concerned. 

The Director-General's progress report was noted. 

Elimination of leprosy as a public health problem (Resolution WHA44.9; Document A47/11) 

Professor MBEDE (representative of the Executive Board) said that the Board was satisfied with the 
progress made in reducing the global prevalence of leprosy through the use of multidrug therapy but had 
noted the challenge that still lay ahead in bringing that therapy to patients difficult to reach. 

Compared with 1990，the total number of cases at the end of 1993 had been reduced by some 55% 
from 3.7 million to 1.7 million，with the South-East Asia Region continuing to account for some 69% of the 
total. Implementation of multidrug therapy and case-finding had continued to make steady progress, 
resulting in a cumulative coverage of 89.3% by the end of 1993. The cumulative number of cases they cured 
since 1985 was 5.6 million. 

The indications were that the goal set by resolution WHA44.9 of eliminating leprosy as a public health 
problem, with a prevalence below one case per 10 000 population, could be attained provided that multidrug 
therapy was further intensified in order to reach the uncovered populations. 

Dr MAHATHEVAN (Malaysia), commending the Director-General on his progress report, said that 
Malaysia would be integrating its existing vertical leprosy control programme into the general health 
services from the beginning of 1995, following a pilot study. "Monotherapy" had been discontinued in favour 
of multidrug therapy in 1989. The introduction of blister packs for the medication had made for greater 
convenience and better compliance with treatment, and early case detection and prompt defaulter tracing 
had been introduced. Decentralization had been put into effect following extensive preparatory training 
of all health workers and community participation was being organized through the village health promoters 
and volunteers from the Malaysian Leprosy Association. Those strategies had been implemented with a 
view to eliminating leprosy in Malaysia by the year 2000. 

Dr MACHADO (Brazil) said that, in order to achieve the target of reducing the prevalence of leprosy 
to less than one case per 10 000，Brazil had set up two years previously a national leprosy control and 
elimination programme which was already showing good results. Recent epidemiological data indicated that 
the prevalence had fallen to 14 per 10 000 inhabitants, and that six of Brazil's 27 states were on the way 
to achieving the national target. Four national reference centres had been appointed to support the 
programme, and budgetary resources had been earmarked on a priority basis. The Ministry of Health 
supported the goal of eliminating leprosy as a public health problem by the year 2000 and to ensure its 
attainment, was preparing an elimination plan for Brazil for the period 1995-2000. 

Professor DAI Zhicheng (China) said that the global campaign for the elimination of leprosy had 
produced good results, although it would still be difficult to achieve the goal on schedule. Leprosy was now 
prevalent mainly in developing countries, particularly in consequence of insufficient government funding. 
WHO should provide guidelines on prevention and control and coordinate the rational use of world 
resources. Multidrug therapy and early detection, as well as training of grass-roots workers, did not receive 
sufficient emphasis and should be integrated into the programme as strategic priorities. 

Dr CICOGNA (Italy) noted with satisfaction that the elimination of leprosy as a public health hazard 
was well under way, thanks to WHO's support and to increased political commitment by the endemic 
countries and by nongovernmental organizations. He was, however, concerned about the difficulties of 
increasing multidrug therapy coverage, in view of the fact that the lower prevalence of the disease made 
case-finding more difficult and expensive. It was important not to adopt an attitude of relaxed optimism, 
but on the contrary to intensify the effort, which must include community-based rehabilitation. 

Dr ADAMS (Australia) said that his country had been extremely concerned to learn of an alarming 
outbreak of phocomelia in Brazil affecting infants whose mothers had received thalidomide for the 
management of reactions to leprosy treatment. Australia had immediately changed its policy to provide 
that thalidomide should be used only in the management of severe life-threatening reactions. It urged 
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WHO to adopt a similar policy, ensuring in particular that thalidomide was not given to women of child-
bearing age. 

Dr MAREY (Egypt) said that Egypt was committed to eliminating leprosy by the year 2000. Since 
1985，there had been 100% multidrug therapy coverage. A plan had been adopted for early detection and 
for training skilled health workers. Surveys had been carried out in villages and free health care provided. 

Professor ORDOÑEZ (Cuba) said that his country had made considerable progress in its campaign 
against leprosy, the prevalence of which in 1993 had been down to 0.79 per 10 000 population. More than 
95% of patients received multidrug therapy regularly. Serological studies had been conducted for 
epidemiological evaluation and early detection, using new technology which Cuba would gladly share with 
interested countries. It had attained its objective of eliminating leprosy as a public health problem, and 
hoped to stop its transmission by the next century. 

Dr AL-JABER (Qatar) said that there was no leprosy among nationals in his country. The only cases 
were imported ones, and a policy had been adopted of testing all workers arriving from abroad; treatment 
was provided where required. 

Dr DOFARA (Central African Republic) said that his was one of the countries in which the 
prevalence of leprosy exceeded five cases per 10 000 inhabitants. It had difficulty in obtaining medical 
supplies, and public health services had been undermined by the devaluation of the CFA franc. He 
appealed to WHO and nongovernmental organizations to assist the African countries in which there was 
a high incidence of leprosy, and where help was also needed with the social rehabilitation of former 
patients. He expressed particular gratitude to the Raoul Follereau Foundation for its help. 

Dr MUKHERJEE (India) said that one quarter of all registered leprosy sufferers were to be found 
in India. There had been a successive increase in the number of reported cases in each decade as a result 
of better detection, greater awareness and voluntary reporting. The elimination of leprosy was a challenging 
task, but it was hoped that with multidrug therapy the disease would be almost eradicated by the year 2000, 
i.e. the goal of less than one case per 10 000 population would be attained. Long-term strategies were 
required, with constant monitoring and the treatment of chronic ulcers and other disabilities. India's 
leprosy eradication programme was currently one of the world's most successful public health programmes. 

Dr AZMOUDEH (Islamic Republic of Iran) said that in 1993 only 140 leprosy cases had been 
detected in his country; they received multidrug therapy. There were now approximately 2900 cases under 
treatment: the overall figure for the Islamic Republic of Iran was 0.4 per 10 000 population. 

Dr KHOJA (Saudi Arabia) said that his country had adopted the target of reducing the number of 
cases to 1 per 10 000 inhabitants. In 1993，there had been 124 new cases, ascertained by an early-detection 
programme, which went hand in hand with increased surveillance and multidrug therapy for all sufferers. 
There were three essentials for a successful anti-leprosy campaign. First, the disease had to be perceived 
as an important public health problem, for the elimination of which all patients must receive multidrug 
therapy. Secondly, early detection and treatment were of vital importance, and a crucial requirement in 
that regard was a change of social attitude to overcome the social stigma that made people unwilling to 
admit that they were infected until deformities had become apparent. Thirdly, positive collaboration 
between the countries of a region should be assured by the adoption of regional plans; those were of 
importance to Saudi Arabia as a labour-importing country. 

Dr ASHLEY-DEJO (Nigeria) said that Nigeria had launched a leprosy and tuberculosis control 
programme in 1988. Since then, the number of registered leprosy cases had been reduced to some 30 000， 
and the prevalence had fallen from 7.4 per 10 000 in 1991 to 3.2 per 10 000. The programme was organized 
on a decentralized basis by state and district, with committees at every level, and was being implemented 
with the help of various nongovernmental organizations, for which he was extremely grateful. Nigeria had 
established its own leprosy training centre. He was happy to be able to report good results in the 
anti-leprosy activities, which had been integrated into the primary health care system, but the tuberculosis 
control component of the joint programme was doing less well. 
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Dr VIOLAKI-PARASKEVA (Greece) said that the elimination of leprosy still required vigorous 
efforts, including the training of managers in control of the disease at country level. Referring to 
paragraph 12 of document A47/11, she asked for details of the programme for "rehabilitation of patients 
as part of community-based efforts". She also inquired what progress had been made in developing a 
leprosy vaccine. She stressed the need for political commitment to eliminating leprosy and the importance 
of public health education, to prevent discrimination against sufferers. 

Dr KAMARA (Sierra Leone) endorsed the Italian delegation's insistence that there should be no 
relaxation of efforts to reach the goal of eliminating tuberculosis by the year 2000. In his country, the 
combined leprosy and tuberculosis control programme had helped reduce the incidence of leprosy very 
considerably over the past three years. He particularly thanked the German Leprosy Relief Association 
for funding the programme, and looked forward to the prospect of seeing leprosy completely eliminated 
in Sierra Leone within the next few years. 

Professor LANGUILLON (Order of Malta), speaking at the invitation of the CHAIRMAN, said that 
the Sovereign Order of Malta had unstintingly cared for lepers since its creation in the twelfth century; the 
French Hospitallers in particular continued that tradition. The strategy for elimination of leprosy was based 
on meticulous case-detection and regular multidrug therapy in accordance with the WHO protocol. The 
Order had observed, however, that in many countries case-finding and contact surveillance were no longer 
carried out. In certain countries multidrug therapy did not cover even half the patients. 

Management of leprosy was not confined to curing the infection. It was important also to address 
the associated physical disabilities and moral stigmata which were insufficiently dealt with by the medical 
and social services, thus impeding the proper social rehabilitation of the former patient. The Order's many 
years of experience with leprosy tempered its optimism. Leprosy would still be a public health problem in 
the year 2000，particularly where prevention of disabilities and social rehabilitation were concerned. The 
handicapped should not be socially excluded, and efforts would have to be continued through the first two 
decades of the twenty-first century. 

Dr YUASA (International Leprosy Association), speaking at the invitation of the CHAIRMAN, 
informed the Committee that he represented both the International Leprosy Association (ILA) and the 
International Leprosy Union (ILU). On behalf of both, he congratulated the health authorities in the 
leprosy-endemic countries and WHO for the remarkable results achieved to date through global multidrug 
therapy. The leprosy picture had changed dramatically for the better over the past 10 years, but, with about 
5 million patients still to receive multidrug therapy before the year 2000, the attainment of the elimination 
goal was not yet assured, unless efforts were redoubled. ILU and the majority of the individual members 
of ILA were solidly behind the elimination programme, and working towards the target of reducing the 
prevalence rate to less than one per 10 000 in every leprosy-endemic country by the year 2000. 

Both ILA and ILU were looking beyond the goal of elimination towards more permanent solutions 
for all leprosy-related problems. Those included not only the provision of early detection and effective 
treatment leading to complete cure of the disease, as well as the prevention of deformities and disabilities 
for all the new cases which were bound to appear for a considerable period beyond the year 2000，but also 
ensuring that necessary care was available to those already suffering from physical or social disabilities, 
whose numbers were estimated to be more than two million. Solutions to those problems depended on the 
principle of total integration with the health care and social welfare systems of each country. In the past 
the mistake had been made of handling leprosy separately; that had contributed to its segregation in both 
concept and practice, with adverse physical and social results. 

Despite those long-term concerns, the foremost immediate priority was the successful implementation 
of the elimination programme, which simply meant bringing effective chemotherapy to the greatest number 
of patients as quickly as possible. He therefore reiterated the pledge that members of the two organizations 
he represented would collaborate fully with the health authorities of leprosy-endemic countries, with WHO 
and with national and international nongovernmental organizations to ensure the successful implementation 
of the programme. 

Dr MACHADO (Brazil), referring to the statement by the delegate of Australia, said that there were 
no cases of Brazilian children born with deformities caused by thalidomide taken by the mother in the 
course of leprosy therapy. The treatment of leprosy among women of child-bearing age was always subject 
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to strict medical supervision. Cases of Brazilian children born with deformities owing to the use of 
thalidomide by mothers were a thing of the past, when the drug had been used without adequate knowledge 
of the side-effects. 

Dr NOORDEEN (Leprosy Control) thanked the participants for their suggestions and comments. 
He was confident that the target of reducing leprosy prevalence to the level of 1 case per 10 000 people 
could be achieved provided efforts were intensified over the next few years. Multidrug therapy and case-
detection were working well in curing leprosy and identifying as yet undiscovered patients. In most parts 
of the world the epidemiological situation was favourable, and there was also a strong political commitment 
in most major leprosy-endemic countries. In addition, the donor community, including international 
nongovernmental organizations, considered investment in leprosy control worth while. Though it was wrong 
to be complacent, he did expect the target elimination level to be attained at least at national level by the 
year 2000. 

On the question of disabilities，although leprosy was often associated with physical deformities, it was 
not invariably so. Multidrug therapy could do very little for patients already deformed in consequence of 
late diagnosis and irreparable nerve damage; such patients often required surgical or other interventions. 
With early detection, however, multidrug therapy was contributing to the prevention of deformities; 
according to one estimate, over the past 10 years as many as 500 000 deformities had thus been prevented. 
The leprosy programme recommended that disability prevention and management should be incorporated 
with the treatment schedule at an early stage. WHO had therefore recently published a manual for field 
workers on disability prevention in leprosy, and another publication on leprosy surgery for district hospitals 
was in preparation. 

Thalidomide was highly effective against erythema nodosum leprosum, one of the common 
complications of leprosy, and the WHO Study Group on Chemotherapy of Leprosy which had met in 
November 1993 had recommended that it should be available at leprosy referral centres, but should never 
be given to women of child-bearing age. It should only be administered under the close supervision of 
referral centres; where close supervision could not be ensured, thalidomide should not be used. 

Concerning antileprosy vaccine, three trials were being carried out under the auspices of the Special 
Programme for Research and Training in Tropical Diseases in India, Malawi and Venezuela. Preliminary 
results from Venezuela indicated that BCG in combination with killed Mycobacterium leprae was not more 
effective than BCG alone. Results from Malawi were expected by the end of 1995 and from India in about 
five years' time. 

Regarding the supply of drugs, no leprosy programme should suffer from shortages if the right 
approaches were made; a number of donor agencies were willing to provide drugs for leprosy treatment. 

The Director-General's progress report was noted. 

Tuberculosis programme (Resolution WHA46.36; Document A47/12) 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that the Board had 
considered a progress report by the Director-General (since revised as document A47/12) outlining a 
number of constraints on tuberculosis control: firstly, if urgent and effective action was not taken, the last 
decade of the twentieth century would see 30 million deaths and almost 90 million new tuberculosis cases; 
secondly, multidrug-resistant strains of the tubercle bacillus were becoming more prevalent, primarily 
because many countries were using inappropriate treatment techniques; thirdly, co-infection with HIV and 
tuberculosis was rapidly increasing, from about 4% in 1990 to an expected 14% by the year 2000; lastly, 
many countries had not yet been able to adopt WHO's new tuberculosis control strategy. 

On the other hand, the Board had noted progress on a number of fronts, including enhancement of 
support for the programme's work by WHO's declaration of a global tuberculosis emergency; increased 
global training activities resulting in more countries adopting WHO's control strategy; and technical 
assistance being provided to countries in every region, in some instances in cooperation with the World 
Bank. 

The Board had approved the Director-General，s decision to establish, in accordance with resolution 
WHA29.31, a Special Account for Tuberculosis within the Voluntary Fund for Health Promotion. That 
would give the programme higher priority and enable its accounts to be presented more clearly within 
WHO's overall accounts. It would also draw attention to the status and activities of the programme and 
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the need for increased external funding. WHO should continue to play a key role in mobilizing funds for 
tuberculosis control activities at the global and country levels. 

The Board had expressed concern over the worsening situation regarding HIV-associated tuberculosis, 
and called for continuing coordination between the tuberculosis programme and the Global Programme on 
AIDS. 

The Board had also called on Member States to give more attention to short-course chemotherapy 
in view of its high cost-effectiveness, and to support the development of rapid early diagnostic methods 
using new technologies. 

Dr MUKHERJEE (India) commended the report. India was seeking to attain the target of 
tuberculosis control by the year 2000, but the disease continued to be a major public health problem, with 
an estimated 40% of the population infected. Surveys indicated that nearly 1.5% of the population suffered 
from pulmonary tuberculosis and 0.4% were sputum-positive; that meant 12-13 million out of a total 
population of 881 million had pulmonary tuberculosis, with about three million sputum-positive cases. 
Moreover, in India 56% of AIDS cases studied had tuberculosis, a much higher percentage than that 
reported globally. 

In 1992 a progress review, conducted with the help of national and international experts, had resulted 
in the formulation of a revised strategy for the national tuberculosis programme. Aims of the strategy 
included detecting 1500 positive cases per million population per year and instituting chemotherapy, which 
would be directly supervised during the intensive phase; other features were regular monitoring of 
treatment, maintenance of uninterrupted drug supply, and enhancing of community awareness. External 
funds were being sought to support the programme. 

He hoped that with the introduction of effective short-course chemotherapy and the implementation 
of the new strategy, it would be possible for India to achieve its goal by the year 2000. 

Mr WHITE (Canada) expressed his delegation's support for the new WHO tuberculosis control 
strategy, which had successfully attracted global attention to a major threat to human health. He noted that 
the World Bank's World development report 1993: investing in health identified tuberculosis control as one 
of the most effective health interventions. The Canadian delegation believed in encouraging, supporting 
and promoting well-organized comprehensive control programmes at the country level, and welcomed a 
programme developed by the United Republic of Tanzania, which was a model that could be adapted to 
benefit other Member States. 

Canada was seriously concerned about the inappropriate and excessive use of antimicrobial drugs, 
which led to problems of resistance. If effective control measures, including the rational use of drugs, were 
not implemented, the new tuberculosis strains that were resistant to the best treatment agents could cause 
a global catastrophe. Such induced drug resistance was also seen among the causative organisms of other 
diseases and must be addressed immediately by all Member States. 

Mrs BALOSANG (Botswana) welcomed the establishment of a Special Account for Tuberculosis 
within the Voluntary Fund for Health Promotion in view of the serious rise in the prevalence of tuberculosis 
throughout the world. As the representative of the Executive Board had said, establishment of the account 
would demonstrate the higher priority given to tuberculosis control activities by WHO and would distinguish 
the accounts of the tuberculosis programme within the Organization's overall budget. Her delegation had 
previously expressed its satisfaction at the renewed activity of that programme in support, operational 
research and other areas. 

As in other countries, notified cases of tuberculosis had increased in Botswana within the past three 
years, following several years of declining numbers. The rise was attributable to increasing rates of infection 
with HIV. She hoped that WHO would help Botswana to strengthen its national programme against 
tuberculosis and maintain it at a high level of operational efficiency. In view of the interaction between 
tuberculosis and AIDS, new methods should be developed for the early diagnosis and treatment of 
tuberculosis. She expressed her support for the WHO tuberculosis programme. 

Dr ADAMS (Australia) considered that tuberculosis should receive high priority among the 
programmes of WHO, in view of its alarming increase throughout the world. As it was becoming 
increasingly difficult to raise extrabudgetary funds, WHO should review its priorities and consider 
attributing more of the regular budget to tuberculosis. 
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Dr MIRCHEVA (Bulgaria) said that, while WHO tended to focus on areas of the world where the 
prevalence of tuberculosis was very high, and especially on developing countries in which the number of 
HIV-seropositive people who contracted tuberculosis was increasing, in the present period of political, 
economic and social change it should also take direct action to control tuberculosis in the countries of 
central and eastern Europe. 

The lowest tuberculosis prevalence in Bulgaria, 25.1 cases per 100 000 population, had been recorded 
in 1990; subsequently, the rate had increased steadily. The rate of positive sputum smears was also rising, 
entailing a particular risk for children. The deterioration was due mainly to social conditions, including 
declining living standards, rising unemployment, large numbers of alcoholics and diabetics, and an aging 
population. The number of HIV-seropositive persons was comparatively low and did not appear to be 
related to the increase in tuberculosis. 

The priorities were to preserve the network of dispensaries, which were having financial difficulties; 
to increase the numbers of qualified physicians; to supply up-to-date equipment to specialized laboratories, 
including X-ray facilities and analytical apparatus; to modernize the diagnosis of tuberculosis; to promote 
research on immunoprophylaxis, diagnosis and treatment; and to improve the general population's 
knowledge about the disease. 

She supported the decision to open a Special Account for Tuberculosis within the Voluntary Fund 
for Health Promotion. 

Dr DAVIS (United States of America) commended the report and WHO's programmatic approach 
to tuberculosis control. Noting that BCG vaccination was not dealt with in the report, he wondered whether 
it was considered an important preventive measure and what WHO recommended to national tuberculosis 
programmes concerning collaboration with national expanded programmes on immunization. He asked 
further whether WHO was collaborating with the International Union against Tuberculosis and Lung 
Disease, which was a major supporter of tuberculosis control programmes. 

He shared the concern of other delegates that insufficient funds had been allocated from the regular 
budget for the tuberculosis programme. Although the establishment of a special account within the 
Voluntary Fund for Health Promotion was commendable, the programme could not rely entirely on 
voluntary contributions, and he urged the Director-General to reallocate resources from the regular budget 
to the tuberculosis programme. 

V 
Dr EMIROGLU (Turkey) considered that tuberculosis should be one of the priorities of the 

Forty-seventh World Health Assembly. It would remain important in both developing and developed 
countries because of co-infection with HIV. A vertical national programme to control tuberculosis had been 
established in Turkey in the 1960s; it had been successful in reducing incidence and prevalence, but the 
disease remained a problem because its control had not been integrated into primary health care owing to 
inadequate case detection and treatment and to other factors. The key strategies of the current national 
control programme were integration into primary health care, implementation and monitoring of standard 
short-course chemotherapy, strengthening of the surveillance and reporting system, education of the public 
and training of health personnel. 

She approved the establishment of a Special Account for Tuberculosis, as that would give the WHO 
programme higher priority. Political will was also important if the global targets were to be attained. 

Dr CICOGNA (Italy) said that the continuing spread of tuberculosis was a matter of grave concern. 
As had been emphasized at a recent conference in the Netherlands, supported by WHO, the disease was 
by no means eliminated in developed countries and was a veritable scourge in developing countries, where 
it killed more adults annually than AIDS, malaria and other infectious diseases combined. Its control, 
however, was very cost-effective, as the World Bank pointed out in its World development report 1993: 
investment in health. He supported WHO's declaration in 1993 of a global emergency with respect to 
tuberculosis and noted that the disease was given high priority in the Ninth General Programme of Work. 

Dr SIDHOM (Tunisia) noted that the renewed attention to tuberculosis came somewhat late, as 
AIDS had already spread before the WHO tuberculosis programme had been reinforced. The strategy 
should be adapted to the needs of the health sector in each country. Education and training of health 
workers should accompany short-course chemotherapy, which, he noted from the table in paragraph 22 of 
the report, was used in oiüy 36% of countries. Regional committees should strengthen their programmes 
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in that respect. Several developing countries did not have adequate supplies of the appropriate drugs; the 
disease had therefore spread and become resistant to chemotherapy. There had been a lack of vigilance 
in many countries, but the problem of AIDS might increase awareness of tuberculosis. He supported the 
suggestions made in the report with regard to control activities and approved the establishment of a Special 
Fund for Tuberculosis. 

Dr AZMOUDEH (Islamic Republic of Iran) said that the tuberculosis programme in his country was 
integrated within primary health care. A surveillance system had been in place since 1990. There had, 
however, been a continuous increase in the number of cases, from 12 per 100 000 population in 1990 to 36 
per 100 000 in 1993. The treatment strategy was based on short-course chemotherapy, and all drugs were 
distributed free of charge within the primary health care system. Almost 100% of children under the age 
of one year were vaccinated with BCG. The weak point of the programme was that only seven persons per 
100 000 had been found to be sputum-positive. HIV seropositivity rates were very low in the Islamic 
Republic of Iran, where the increase in tuberculosis was not associated with AIDS. Additional funds had 
been allocated to promote the national programme. 

Dr VIOLAKI-PARASKEVA (Greece) said that the report on WHO's tuberculosis programme made 
it quite clear that the disease was a major challenge to public health. It was important that its control 
should be incorporated into the primary health care structure. She noted from paragraph 9 of the report 
that the high morbidity and mortality from tuberculosis among young women were at last being recognized, 
which was of interest to all people concerned with women's health. The mention in paragraph 32 of the 
development of new drugs gave hope to developing countries that they might be able to improve control. 
WHO should continue to promote information and education activities and to train physicians and other 
health professionals, some of whom might be unaware of the problem of tuberculosis in developing 
countries. She noted that BCG vaccine provided some protection for young children but asked how adults 
could be protected. Close collaboration with the Global Programme on AIDS was essential. 

Mr LYKOV (Russian Federation) emphasized that tuberculosis was a problem not only in its own 
right but also in combination with HIV infection. The projections in paragraphs 4-11 of the report were 
convincing and alarming, and the efforts of WHO to draw international attention to the problem of 
tuberculosis were essential. He supported the decision to establish a Special Account for Tuberculosis 
control within the Voluntary Fund for Health Promotion. 

The number of cases of tuberculosis in the Russian Federation had increased by 15% during the 
preceding two years, and the number of deaths from it had also increased. A federal programme had been 
started to control the disease, with the cooperation of many government and social bodies, at local, state 
and federal levels. As the Russian Federation had much experience in controlling tuberculosis, he was 
confident that the current problem would be overcome. 

Dr KARAGULOVA (Kazakhstan) found the progress report of great interest and supported the 
establishment of a Special Account for Tuberculosis. She regretted that Kazakhstan had not been included 
in the list given in paragraph 11 of States of the former USSR where there was a high risk that the 
tuberculosis situation would further deteriorate. In fact, the problem of tuberculosis in Kazakhstan was 
serious, in both urban and rural areas, and was worsening as a result of the current socioeconomic situation, 
which meant that inadequate resources were available to operate effective programmes. 

Training courses and workshops were the best means of ensuring that WHO's policy and strategy 
with regard to tuberculosis were disseminated and implemented at the national level. She hoped that 
various activities, including training, would be intensified in the region and urged the strengthening of 
regionally coordinated activities in the Central Asian republics of Kazakhstan, Kyrgyzstan, Tajikistan, 
Turkmenistan and Uzbekistan. 

Mr THORPE (United Kingdom of Great Britain and Northern Ireland) said that the disease should 
be accorded the highest priority. He welcomed the emphasis in the tuberculosis programme on training 
and operational research and on publicity, which had contributed to international recognition of the 
importance of the disease. Funds could be raised from outside the United Nations system, as donors from 
all nations would soon appreciate the cost-effectiveness of tuberculosis control programmes. 
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Dr OSAWA (Japan) said that the report indicated clearly the nature and magnitude of the global 
tuberculosis epidemic, the cost-effectiveness of its control, and the consequences of past neglect in both rich 
and poor countries. The information and education activities of the tuberculosis programme had confirmed 
WHO's leadership in confronting the problem, and as apathy and neglect of the disease still existed in some 
parts of the world those activities should be continued. Noting from paragraph 8 of the report that the 
proportion of cases of tuberculosis associated with AIDS was expected to increase to 14% by the year 2000， 
he asked whether collaboration with the Global Programme on AIDS existed or was foreseen. He noted 
that the tuberculosis programme was appropriately given higher priority in the programme budget for 
1994-1995 than in previous bienniums, for it appeared as a separate entity, like, for example, the 
programmes on AIDS and other sexually transmitted diseases and on immunization. 

Dr TIERNEY (Ireland) commended the report and the strategy set out in it. It was important that 
the major health problem of tuberculosis continued to be recognized and confronted. The recrudescence 
of the disease, its association with HIV/AIDS and the development of drug-resistant strains of the bacillus 
added a new sense of urgency. 

While tuberculosis was not a major cause of mortality and morbidity in Ireland, the country was 
nonetheless reviewing its existing policies and strategies, particularly the role of BCG in disease prevention. 
The Department of Foreign Affairs and the Department of Health were committed to providing assistance 
to countries with a high incidence of tuberculosis and were working with the WHO programme toward that 
end. 

Ireland endorsed the suggestion that additional funding for the programme should be sought by re-
allocation of resources. 

Mr FREIJ (Sweden), welcoming the informative and concise report, said that development of the 
tuberculosis programme as a combined action and research undertaking was to be applauded. A special 
initiative on tuberculosis would be most timely and merited substantial and continued support from the 
regular budget and from the donor community. 

Since no disease-specific programme could work in isolation, the initiatives taken for cooperation with 
other programmes within WHO were welcomed. Further information on such essential cooperation and 
coordination with the health systems research and development programme, the Action Programme on 
Essential Drugs, and the Global Programme on AIDS would be appreciated. Additional information would 
also be welcome on strategies for the integration of tuberculosis control into primary heath care and on how 
the gender perspective was included in tuberculosis control activities and operational research. 

Ms MIDDELHOFF (Netherlands) said that her Government supported the tuberculosis programme 
and commended the progress achieved in tuberculosis control, in particular the support given to national 
programmes. The social aspects of the tuberculosis problem were very important; non-medical issues 
should also be addressed. The experience gained in various AIDS control programmes would be useful in 
that context. It was also important to ensure cooperation between tuberculosis and AIDS programmes at 
country level. Further, the strengthening of primary health care services was an essential precondition for 
sustainable control of tuberculosis. 

Dr SHONGWE (Swaziland), welcoming the report, said that tuberculosis was a major public health 
problem in Swaziland, where prevalence had reached an alarming level. The health services were currently 
overburdened in trying to cope with the disease, a situation exacerbated by the AIDS epidemic. There was 
a high default rate among tuberculosis patients, which meant that treatment was inadequate and might well 
lead to drug resistance. The Ministry of Health was committed to WHO policy on the treatment of 
tuberculosis and appealed to the Organization for technical support to enable the national control 
programme to be further strengthened. Swaziland knew it would have to increase its efforts to combat the 
disease and to that end was giving high priority to the training of physicians in the diagnosis and treatment 
of tuberculosis as well as to the strengthening of support services, in particular laboratory and X-ray 
facilities. 

Within countries, particular attention must be paid to disease surveillance, especially at community 
level. Countries also needed to strengthen their programmes and seek assistance from their neighbours. 
Swaziland itself was hoping to receive support from other countries in southern Africa as well as assistance 
from WHO. 
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Swaziland endorsed the establishment of a Special Account for Tuberculosis. 

Professor KOREWICKI (Poland), welcoming the report, said that Poland belonged to a part of the 
world where the tuberculosis situation had recently been deteriorating, but it was making every effort to 
cope with the problem. In addition, since its national tuberculosis institute had been designated as a WHO 
collaborating centre, Poland hoped to be able to contribute to the strengthening of programme activities 
in other countries of central and eastern Europe and in the former USSR. In June 1994, a first meeting 
of programme managers from those countries would be held in Warsaw, organized jointly by the 
collaborating centre and by the WHO tuberculosis programme. The meeting would review the current 
epidemiology of tuberculosis in the area. In addition, the problems faced by programme managers in 
implementing control activities in their countries would be discussed and analysed, and a plan would be 
drawn up establishing priorities for action to strengthen national tuberculosis programmes and so enable 
them to implement in full the WHO tuberculosis policy set out in paragraph 12 of the report. 

Professor DAI Zhicheng (China), commending the report, said that unless there was a global strategy 
for the control of tuberculosis it was unlikely that the programme goal for the year 2000 would be realized. 
The tasks ahead were arduous. Since high levels of tuberculosis morbidity and mortality were generally 
found in the developing countries, WHO should focus its support and assistance for tuberculosis control 
on them. Furthermore, it should make tuberculosis control a priority. Budget allocation, technical 
assistance and training should be adjusted in the light of programme targets. 

Dr MELKAS (Finland) welcomed the report, which made plain the health burden of tuberculosis and 
demonstrated the cost-effectiveness of well-managed control strategies. Support to management of national 
tuberculosis programmes, as an integral part of existing health structures, was a key activity for WHO. 

Persons who had left their own surroundings were an important group at risk from tuberculosis. In 
many countries, the incidence of the disease was much higher among immigrants than among the native 
population. In some, as many as half of all new cases occurred among the former. Long-term control 
programmes and good case management were more difficult to implement among migrating people, while 
at the same time their living conditions often increased their exposure to infection. Special consideration 
should therefore be given to that problem in national tuberculosis control programmes. 

Dr KO RTE (Germany), commending the report, said that not enough attention was yet being paid 
to tuberculosis, and not enough support given for its control. WHO should be encouraged to strengthen 
its programme, so as not merely to respond to epidemiological developments but to forestall them in what 
would otherwise be an approaching global emergency. It was timely that WHO should take a forceful role 
in developing awareness of the problem and promoting low-cost chemotherapy. Germany endorsed the 
Organization's tuberculosis programme and had supported its activities in 1993 and 1994，but considered 
that a change in budget priorities within WHO was also needed. Germany would, in addition, continue to 
provide bilateral support for tuberculosis control to requesting countries as part of its technical cooperation 
programme. That channel was still being underused. It was hoped that his country's close collaboration 
with WHO could be further expanded to combat the global threat of tuberculosis. 

Dr KHOJA (Saudi Arabia), welcoming the report, said that in Saudi Arabia tuberculosis principally 
affected migrant workers coming in from other countries. It was thus important to coordinate efforts within 
the region in order to combat and prevent the disease. There had been a marked decrease in tuberculosis 
in Saudi Arabia during the past three years as a result of special programmes for the early detection and 
treatment of cases among incoming workers. 

In its efforts to combat tuberculosis, the Organization should encourage countries to avoid treatment 
practices that would foster drug resistance. Further, it should promote research to seek new and more 
potent drugs with fewer side-effects and requiring less follow-up of patients. Such drugs would be 
particularly useful in developing countries. Lastly , it would be very useful for the Organization to publish 
a periodical devoted to tuberculosis which would provide information on changes in the incidence and 
spread of the disease, the geographical distribution of drug resistance, new methods for combating the 
disease throughout the world, experience gained in various countries and recommendations on training. 

The Organization should review its position on BCG and include immunization of all the world's 
children with the vaccine within the Expanded Programme on Immunization. He agreed with the delegate 
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of Italy that tuberculosis control was cost-effective. A useful measure would be the adoption of an 
international day, on the lines of World AIDS Day, to highlight the need to control tuberculosis. 

Dr MAHATHEVAN (Malaysia), commending the report, expressed appreciation of the new WHO 
policy of setting global targets for tuberculosis. Malaysia adhered closely to the strategies outlined in the 
document and hoped soon to eradicate tuberculosis. Appropriate priority, in terms of financial resources 
and manpower, was being given by the Ministry of Health to the national tuberculosis programme. Through 
such measures, it was hoped to increase case-finding and raise the treatment completion rate to 85% in the 
near future. The national tuberculosis control programme was an integral part of the primary health care 
programme; technical leadership was provided by a central unit. Close collaboration was maintained with 
nongovernmental organizations through the Malaysian Association for the Prevention of Tuberculosis, which 
was affiliated to the International Union against Tuberculosis and Lung Disease. Training of doctors and 
paramedical staff was being given close attention and strengthened from time to time. However, current 
constraints included a growing number of HIV infections and an increasing incidence of tuberculosis, 
particularly among migrant workers and other immigrants. 

Malaysia endorsed the establishment of a Special Account for Tuberculosis. 

Dr MOURA FE (Brazil), commending the report, said that currently about eight million new cases 
of tuberculosis occurred annually throughout the world with 2.7 million deaths, 90% of them in the 
developing countries. Thus, although tuberculosis had re-emerged in the industrialized countries of Europe 
and North America in the past few years, the majority of cases were still occurring in developing countries, 
which had led WHO to declare the disease a worldwide priority. Although historically tuberculosis had 
generally struck persons affected by other disease or living in adverse circumstances, the HIV/AIDS 
pandemic had brought a new element into the pattern of mycobacterial infection. The increasing poverty 
of the world's population and the spread of HIV infection had led to an increase in the number of people 
with tuberculosis. 

The disease was still a major public health problem in Brazil. During the past decade, reported new 
cases had ranged from 80 000 to 90 000 a year. Although incidence had declined slightly in the period 
1980-1992，the prevalence remained frighteningly high. Mortality from tuberculosis had decreased 
significantly following the introduction of chemotherapy but was still high in all parts of the country, the 
figure for 1989 being 3.8 per 100 000. HIV/AIDS did not affect the Brazilian population uniformly but had 
progressed most rapidly in the poorest communities, which lacked access to information and health 
facilities. Such communities also had a high prevalence of tuberculosis. The association between the two 
diseases posed a challenge to the health authorities, tuberculosis being the third most common illness seen 
in AIDS patients, and was a serious threat to control programmes throughout the country. It placed an 
additional burden on an already overstretched health service. It was hi^i time for the tuberculosis and 
AIDS programmes within WHO to join together in tackling the problem. 

The meeting rose at 17h35. 



TENTH MEETING 

Wednesday, 11 May 1994，at 9h00 

Chairman: Dr N.K. RAI (Indonesia) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE 
DIRECTOR-GENERAL): Item 19 of the Agenda (continued) 

Tuberculosis programme (Resolution WHA46.36; Document A47/12) (continued) 

Mr LABORDERIE (France) said that in 1991, to supplement its assistance to certain national 
programmes, France had launched a bilateral tuberculosis mobilization programme for French-speaking 
countries in Africa; it included programme evaluation, training and advisory services, and operational 
research to ensure that programmes adapted to changing epidemiological circumstances. The mobilization 
programme was backed by the International Union against Tuberculosis and Lung Disease. 

Regional approaches were the best way to combat tuberculosis. That was particularly true in the 
Horn of Africa, where high infection rates and a large number of refugees placed a heavy burden on the 
tuberculosis control programme established by Djibouti. Such an approach could also be applied to the 
general medical care of displaced persons, who constituted a vulnerable population. He agreed with the 
delegates of Greece and Sweden that tuberculosis control activities should be linked with other WHO 
programmes, particularly those relating to AIDS and to medicinal drugs. 

His Government had recently taken measures to meet the challenge of a rise in the number of 
tuberculosis cases in France; it would be concentrating in particular on prevention and detection. 

Dr ARITA (Honduras) said that the progress report on the tuberculosis programme (document 
A47/12) highlighted the difficulties of countries that were experiencing a resurgence of tuberculosis as a 
result of several factors, including malnutrition and HIV infection. There were a number of very effective 
strategies for controlling tuberculosis, including short-course chemotherapy, which had proved very 
successful in Honduras, and simple laboratory procedures for diagnosis. While his country had been 
successful in combating tuberculosis, progress was hampered by various factors. Lack of financial resources 
was not the major obstacle; rather, it was a question of achieving the proper political commitment at all 
levels. In his view, the target of successfully treating 85% of smear-positive cases and detecting 70% of such 
cases by the year 2000 was feasible. Honduras welcomed the Organization's commitment to providing 
guidance and technical support and pledged for its part to implement policies that would help reach the 
goals set. 

Professor OKELO (Kenya) said that his country had a combined tuberculosis and leprosy control 
programme. While the incidence of leprosy was declining, tuberculosis was on the rise. The establishment 
of tuberculosis manyattas (treatment homesteads) had helped to reduce the treatment drop-out rate 
substantially. Kenya was currently studying the problems of drug resistance and adverse reactions; WHO 
should carefully monitor national data on those two phenomena as they would have an important influence 
on the management and future direction of the tuberculosis programme. His country appreciated the 
assistance it had received from the Government of the Netherlands. 

Dr MAPETLA (Lesotho) endorsed the WHO revised strategy for the control of tuberculosis and 
welcomed in particular the establishment of the Special Account for Tuberculosis within the Voluntary Fund 
for Health Promotion. 

- 9 9 -
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Despite its adherence to the WHO guidelines for control and treatment, Lesotho had witnessed a rise 
in tuberculosis cases in the past three years: 3000 cases were being diagnosed annually in a country with 
only 1.9 million inhabitants. Tuberculosis was currently the major cause of death among adults. Some 12% 
of sufferers were infected with HIV, and tuberculosis patients accounted for more than 50% of hospital-bed 
days in Lesotho. All sputum-positive cases received short-course chemotherapy. BCG coverage remained 
high at 98%, and technical leadership at the level of central health planning and monitoring at the district 
level were in place. Her Government was committed to strengthening tuberculosis control at all levels and, 
to that end, was requesting both financial and technical support. 

Dr KANAAN (Lebanon) said that, as indicated in the Director-General's progress report, tuberculosis 
mortality rates were increasing in many countries, and HIV infection was also on the rise. The report also 
mentioned that many tuberculosis programmes had difficulty in securing a regular drug supply. The 
purchase of drugs on the international market was onerous for some countries. 

Professor MBEDE (Cameroon) commended the Organization on its rapid and firm response to the 
growing tuberculosis problem. While AIDS had contributed to the global re-emergence of tuberculosis, the 
epidemiology of the latter was such that, under certain circumstances, it was much more contagious and 
difficult to control than AIDS. 

There was a need in certain countries for research on and training in precise diagnostic methods, 
which would help in determining, among the treatments which were so costly for those countries, the ones 
which were most effective. 

While in the past the BCG vaccine had been extremely useful, especially in reducing the serious forms 
of tuberculosis, in the epidemiological context of AIDS there was some question as to its value. Was a 
more effective vaccine being developed? 

Mrs HERZOG (Israel) said that tuberculosis had once again become a global threat. The disease 
was but one example of the interdependence between health and development, and between health and 
socioeconomic conditions: it was associated with high population growth rates, natural disasters, and the 
prevalence of other diseases. In particular, it was estimated that by the year 2000 about 40% of all 
tuberculosis cases would be associated with HIV infection. Member States must act immediately to 
confront that threat, with the assistance of WHO, whose guidelines should be distributed widely. 

Although tuberculosis had been at one time virtually eradicated in Israel, in view of recent 
epidemiological developments the Ministry of Health was developing a national programme to prevent and 
curb its spread. 

Her Government supported the establishment of the Special Account for Tuberculosis within the 
Voluntary Fund for Health Promotion. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) observed that, in dealing 
with tuberculosis, the health sector was faced with a global problem which had its origins in other sectors. 
He had taken note of the recommendations to integrate tuberculosis programme activities into the primary 
health care system and to use a regional approach in combating the disease. The general view had been 
that tuberculosis control activities should be accorded priority and that funding for the programme was 
inadequate and should be supplemented by further allocations from the regular budget. 

There was clearly a consensus about the challenge posed by the re-emergence of tuberculosis; 
consensus would also be essential in facing that challenge. It would be for the Executive Board to translate 
ideas into action. 

Dr HENDERSON (Assistant Director-General) said that the Secretariat had taken note of the 
comments and observations of the Member States and would do its best to take appropriate action. 

Several delegates had raised the question of the level of regular budget funding of the tuberculosis 
programme. WHO shared the general view that tuberculosis was an important priority. At the same time, 
Committee members had called for increased budgetary support for other activities. Following the Health 
Assembly, WHO senior staff would be meeting with the Director-General to review the Organization's 
priorities; he would at that time convey the Committee's view, which he shared, that regular budget 
allocations for tuberculosis control should be increased. It must be recognized, however, that WHO was 
faced with a shrinking regular budget and demands for its services on many fronts. Without clearer 
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indications of where expenditure could be reduced, competition between programmes for an increased share 
of existing resources would remain intense. Whether or not the allocation from the regular budget was 
increased, the Organization would continue to provide guidance on the efficient and effective investment 
of national resources and resources from bilateral and multilateral donors, one of its central functions. 

Dr KOCHI (Tuberculosis) noted that a number of delegations had raised the question of the efficacy 
of the BCG vaccine. Studies in the last two decades indicated that BCG provided reasonably good 
protection against serious forms of tuberculosis in children and young adults. For that reason, Member 
States were encouraged to continue to provide BCG coverage for infants in countries where tuberculosis 
was prevalent. On the other hand, the evidence on the value of the BCG vaccine for combating infectious 
adult tuberculosis was that effectiveness ranged from zero to 78%. 

There was continued collaboration, especially in the area of policy formulation, between the 
tuberculosis programme and the global programme for vaccines. They had recently begun to develop 
criteria for stopping mass BCG vaccination in countries with a low incidence of tuberculosis. 

The delegate of the United States of America had asked about collaboration with the International 
Union against Tuberculosis and Lung Disease. Effective cooperation already existed, including "cross-
membership" of scientific, technical advisory and management advisory committees and the putting-out of 
joint technical policy statements. There were also joint activities to provide support to countries, including 
a programme review in Indonesia, another planned for Ethiopia, and joint technical assistance to other 
countries, including the United Republic of Tanzania. WHO was cooperating with a number of other 
nongovernmental organizations in various countries, including some in central Asia, providing joint training 
and support. The goal was to harmonize cooperation with Member States. 

WHO considered training, about which there had been a number of questions, to be one of its most 
important and challenging activities. Strong leadership and technical expertise at the country level were 
essential to achieving the targets set for the year 2000. Activities included teaching health professionals 
about new approaches to tuberculosis control and providing training courses for national tuberculosis 
control managers. 

In reply to questions about activities with other programmes, he said that through the tuberculosis 
programme and the Action Programme on Essential Drugs WHO was collaborating in quality control, 
financing, and production, procurement and distribution of antituberculosis drugs. The objective was to 
strengthen the essential drugs programme at the country level so that tuberculosis services could receive 
an uninterrupted supply of drugs. Collaboration with the programme on health systems research and 
development had just begun and was centred on policy formulation and strategy development in specific 
areas. The aim was to provide concrete and timely results for national tuberculosis programmes. Potential 
areas of joint research included decentralization of health administrations and its impact on national 
tuberculosis programmes, and financing of tuberculosis programmes in the face of privatization of health 
services. 

Concerning an important matter referred to by the delegates of Greece and Sweden, improved disease 
surveillance systems had indicated that tuberculosis was a major cause of mortality and morbidity among 
women and had a negative effect on their development and on family welfare. WHO was currently 
reviewing age-specific notification in order to gain a better understanding of the incidence of tuberculosis 
among women in specific regions. Possible topics for operational research in that area included women's 
limited access to tuberculosis services and the negative impact of the disease on their health and 
development. 

Questions regarding the link between the tuberculosis control programme and primary health care 
had been raised by many delegates. Tuberculosis control was a very important component of primary 
health care, in particular its curative aspects. In certain developing countries, it was one of the few 
functioning services in rural areas, thus contributing significantly to the credibility of health services in rural 
settings. Many tuberculosis programmes, especially in Asia and Latin America, were benefiting from the 
progress made in the last few decades in primary health care, thanks to the mobilization of community 
health workers to ensure direct observation of those under treatment, which was crucial for a high cure rate. 
While tuberculosis services were still specialized in some countries, the general trend was towards greater 
integration into primary health care services. 

While some modest research was being conducted on the possibility of developing a more effective 
antituberculosis vaccine, prospects were not encouraging. It appeared that the BCG vaccine did not 
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produce adverse side-effects in HIV-infected children, so Member States had been advised to continue 
administering it, except to symptomatic AIDS patients. 

He shared the concerns expressed by delegates regarding the interaction between tuberculosis and 
HIV infection, which had exposed the weakness of many tuberculosis control programmes. There was an 
urgent need to develop strong tuberculosis control programmes before HIV infection became a serious 
epidemic in many countries, particularly in Asia. A great deal had been learned through collaborative 
research with the Global Programme on AIDS. It had been recognized that there was no need to change 
the basic principles of tuberculosis control and that, if those principles were implemented effectively, the 
tuberculosis programme could cope with the adverse effects of HIV. There was excellent collaboration 
between the tuberculosis and AIDS programmes, particularly in clinical and operational research. With 
strong encouragement from the advisory and management committees of both programmes, the Secretariat 
was working to develop a more concrete action plan to enable national tuberculosis and AIDS programmes 
to collaborate more effectively. In that regard the two programmes had developed guidelines for HIV 
surveillance among tuberculosis patients and was developing a clinical management manual for opportunistic 
infections among HIV-positive patients. 

The Director-General's progress report was noted. 

THIRD REPORT OF COMMITTEE A (Document A47/51) 

Mr VAN DAELE, Vice-Chairman, read out the draft third report of Committee A. 

The report was adopted.1 

3- ONCHOCERCIASIS CONTROL THROUGH IVERMECTIN DISTRIBUTION: Item 20 of 
the Agenda (Resolution EB93.R7; Document A47/13) 

Professor MBEDE (representative of the Executive Board) said that the Board's consideration of the 
item before the Committee had been timely, in view both of the success of the Onchocerciasis Control 
Programme in West Africa and the availability of a specific donation programme for ivermectin, set up by 
the manufacturer in consultation with WHO. 

Whereas the Onchocerciasis Control Programme was very well known and was celebrating its 
twentieth anniversary at the current Health Assembly, there was much less awareness of the persistent need 
for control of the disease in remaining endemic countries in the regions of Africa, the Americas and the 
Eastern Mediterranean. The advent of ivermectin, which was being made available free of charge by the 
manufacturer for use in endemic countries, opened up possibilities for large-scale disease control through 
annual distribution of the drug. Its suppressive action could prevent severe blinding and skin lesions. 
Ivermectin might also be combined with vector control, as was currently being done in parts of the 
Onchocerciasis Control Programme area, to accelerate interruption of transmission of the parasite. 

The Board had noted that WHO had an important role to play in the worldwide control of the 
disease. Recent developments, such as simplified methods for assessment and mapping of the disease and 
the establishment of very close and fruitful collaboration with a group of international nongovernmental 
organizations, should make possible rapid progress. Resources were needed to strengthen national 
programmes for ivermectin distribution through the primary health care system, and that matter might be 
addressed in interagency consultations and through the development of partnerships with nongovernmental 
organizations. 

He drew attention to the resolution recommended by the Board in resolution EB93.R7 and aimed 
at promoting further developments for the control of onchocerciasis. 

1 See page 218. 
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Dr MACHADO (Brazil) said that his Government's Ministry of Public Health had drawn up a plan 
for onchocerciasis control and was carrying out epidemiological surveys in endemic areas, including clinical, 
parasitological, ophthalmological and entomological assessments. In Brazil, onchocerciasis was found only 
in the territory of the Ianomami indians, but it affected most of the indigenous population of some 20 000’ 
including all the inhabitants of the village of Xidea. A technical evaluation had concluded that vector 
control was not the most appropriate system for combating onchocerciasis in that area. While the Ministry 
of Health was implementing health education and community mobilization measures, WHO support for free 
distribution of ivermectin for use in 1994 by the Ministry of Health would be essential if the disease was 
to be controlled effectively. 

Dr KHOJA (Saudi Arabia) said that, though ivermectin was distributed free of charge in countries 
affected by onchocerciasis, the disease was very difficult to control since many patients were never fully 
cured. It was therefore essential to establish national control plans, including campaigns to raise public 
awareness. He suggested establishing a plan to finance onchocerciasis control in the regions affected and 
asking WHO to increase its support for control measures. 

Saudi Arabia had provided some US$ 25 million for treatment of the disease, and his Government 
had hosted a meeting of the Onchocerciasis Control Programme's Joint Programme Committee. While the 
disease was not a major problem in his country, some neighbouring countries suffered from it and there 
was considerable movement of people throughout the area. His Government had therefore set up 
systematic control programmes and was endeavouring to raise awareness among health workers of the 
possibility of obtaining ivermectin free. Countries should adopt screening methods so that the disease could 
be diagnosed within 24 hours of infection. Local communities should be involved in the work so that the 
distribution of ivermectin could be carried out very rapidly. Finally, it might be desirable to organize a 
meeting between countries affected by the disease so as to coordinate their efforts. 

Dr KORTE (Germany) thanked the Director-General and the Director and staff of the 
Onchocerciasis Control Programme in West Africa for their excellent work. The Programme was an 
example of highly effective collaboration between the affected countries, the United Nations system and 
the donor community, which had culminated in the provision of ivermectin. Germany felt privileged to have 
been closely associated with research efforts and control measures through the involvement of its scientists 
and through significant funding. The challenge ahead was to sustain the success achieved and would require 
the strengthening of community health services. The Programme exemplified the mutually supportive roles 
of research and implementation and further work was necessary to find better and more effective drugs for 
the control of the disease. 

Mrs RODRIGUEZ DE FANKHAUSER (Guatemala) said that an onchocerciasis control programme 
based largely on denodulization had existed in Guatemala for more than 35 years. A campaign for the 
treatment and eradication of the disease through the use of ivermectin had started in 1992 in collaboration 
with a number of nongovernmental organizations. The population at risk numbered some 450 000 in 
various regions of the country and the infected population, among whom there were no manifestations of 
blindness, was about 60 000. The campaign comprised two main phases, namely education of the 
population at risk and distribution of ivermectin. The latter involved a variation on the generally 
recommended treatment, the drug being administered every six months during the first three years and once 
a year for the following seven years. It was hoped to eradicate onchocerciasis by the year 2002，for which 
five million doses of ivermectin would be needed. 

She supported the resolution recommended in resolution EB93.R7. 

Ms MIDDELHOFF (Netherlands) enquired whether anything was known about the possibility of 
development of resistance with regular use of ivermectin. She too supported the draft resolution before 
the Committee. 

Professor KONDE (Guinea) said that onchocerciasis was a major public health problem in his 
country. Many people had been blinded by it and many villages depopulated. Guinea had benefited from 
the extension westward of the Onchocerciasis Control Programme; the vector control campaign and the 
treatment of affected persons had resulted in noteworthy progress. With the devolution of the Programme, 
steps were currently being taken in Guinea to combine onchocerciasis control with the schistosomiasis and 
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human trypanosomiasis control programmes within the framework of national primary health care policy. 
A plan for the repopulation of onchocerciasis-free areas had also been drawn up. Since September 1993， 
community distribution of ivermectin had given remarkable results, with 72% coverage of areas at risk. His 
delegation congratulated WHO and the sponsoring agencies on their tireless efforts in the campaign and 
in particular Dr Samba, who had directed the Programme with military precision. He strongly supported 
the resolution recommended by the Board in resolution EB93.R7. 

Dr DOFARA (Central African Republic) said the fact that his country was largely forested rendered 
a vector control campaign difficult. Hence the discovery and free distribution of ivermectin had provided 
a ray of hope for some areas where fertile land had been abandoned. However, in countries such as his, 
where population movement was considerable, small-scale distribution projects, like those mentioned in 
paragraph 6 of the Director-General，s report were inadequate. Systematic countrywide distribution of the 
drug to all people who might visit endemic areas was needed. Such action would make it possible to 
interrupt the transmission of the parasite and enable countries in the forested areas of Africa to combat 
the disease as successfully as had been done in West Africa. 

Mr LABORDERIE (France) said that his delegation attached particular importance to the following 
elements of the Onchocerciasis Control Programme: (1) the definition of priority geographical areas and 
endemic zones where the Programme had not yet been implemented; (2) coordination of ivermectin 
distribution with vector control operations; (3) integration of ivermectin distribution within primary health 
care; (4) evaluation of national programmes; and (5) research on the long-term effects of ivermectin and 
particularly its macrofilaricidal action. 

Professor LOUKOU (Côte dlvoire) said his Government looked forward to hosting the fifteenth 
meeting of the Onchocerciasis Control Programme's Joint Programme Committee, scheduled to be held 
in Yamoussoukro in November 1994. He stressed the need for continued efforts by donors to the 
programme until at least the year 2000 if the risk of recrudescence was to be avoided, particularly in the 
extension zone. He supported the call for meetings of countries concerned about onchocerciasis, including 
countries outside the Programme area. Nigeria, for example, covered a vast area but its onchocerciasis 
control activities were little known in Programme countries. He was glad to learn that UNICEF was 
currently supporting onchocerciasis control in Nigeria. In accordance with the recommendations made at 
the fourteenth meeting of the Joint Programme Committee, Côte d'Ivoire would be glad to invite Nigeria 
to the forthcoming meeting. 

Dr VIOLAKI-PARASKEVA (Greece) commended the success achieved by the Onchocerciasis 
Control Programme and the contribution made by the pharmaceutical industry in providing ivermectin free 
of charge for developing countries. The latter was a good example of the way in which the private sector 
could contribute ío solving public health problems. In view of the important role WHO had to play in the 
worldwide control of onchocerciasis, she supported the resolution recommended in resolution EB93.R7. 

Dr NOVELLO (United Nations Children's Fund) said that, as stated in the Director-General's report, 
UNICEF was currently providing assistance to the national onchocerciasis control programme in Nigeria, 
thanks to the support of the UNICEF National Committee in the United States of America. Since the 
beginning of the programme, over one million ivermectin tablets had been distributed by community-based 
agents. That strategy had increased community participation, as it had allowed village chiefs to select 
individuals to be trained in the necessary procedures of registration and treatment. UNICEF, in 
collaboration with WHO, had provided additional material support ranging from transport, laboratory 
equipment and reagents to computers for improving the monitoring and surveillance systems. 

UNICEF recognized that large-scale ivermectin distribution was an enormous task, requiring 
considerable human, material and financial resources and also political will. It should be integrated with 
other primary health care interventions to ensure cost-effectiveness and sustainability. 

Dr DUKE (International Agency for the Prevention of Blindness), speaking at the invitation of the 
CHAIRMAN on behalf of the Nongovernmental Organizations Coordination Group for Ivermectin 
Distribution, which worked closely with the WHO programme for prevention of blindness, said that the 
Coordination Group and WHO had established a post of coordinator for ivermectin distribution 
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programmes in 1992. The coordinator worked together with the WHO filariasis control programme, the 
applied field research unit in the Special Programme for Research and Training in Tropical Diseases, the 
Onchocerciasis Control Programme in West Africa, and the WHO regional and country offices concerned. 
A planning meeting, held in Geneva in 1991, had paved the way for agreement on strategies for ivermectin 
distribution within the framework of primary health care, identified the populations most in need of 
treatment, and established some of the operational and field research requirements for the distribution 
programme. 

The current aims of the Coordination Group included the promotion of worldwide interest in and 
support for the use of ivermectin, donated free of charge by the manufacturer; support for Member States 
in assessing the extent and severity of onchocerciasis in their countries and in planning, implementing and 
evaluating ivermectin distribution programmes; and the mobilization of additional resources for global 
onchocerciasis control and operational research on improving the cost-effectiveness of large-scale ivermectin 
distribution. 

At present, the Coordination Group consisted of eight nongovernmental organizations, but new 
members would be welcome, particularly organizations interested in strengthening primary health care in 
endemic countries. The members of the Coordination Group were currently responsible for the treatment 
of over three million people in 16 countries. It was expected that ivermectin distribution would soon be 
extended to all endemic countries in the African, American and Eastern Mediterranean Regions. 

The Coordination Group had adopted a number of new approaches, including an international 
coalition for resource mobilization to raise funds and increase ivermectin distribution and national 
committees to support onchocerciasis control programmes in Nigeria and other badly affected countries. 
The Group worked with other funding institutions in the Onchocerciasis Elimination Program for the 
Americas and supported a national team in Cameroon investigating the macrofilaricidal potential of 
ivermectin. 

The Coordination Group had set up over a very short period of time a wide range of activities in 
support of national programmes, particularly in endemic countries which had not benefited directly from 
the Onchocerciasis Control Programme. The Group had profited from its excellent collaboration with 
WHO, and was ready to expand that partnership to other interested agencies, believing that it could provide 
the advocacy and community participation needed to make ivermectin distribution programmes sustainable 
in the long term. 

Dr HENDERSON (Assistant Director-General) said that the Onchocerciasis Control Programme in 
West Africa and the Special Programme for Research and Training in Tropical Diseases were working to 
develop new drugs, including macrofilaricides. 

Dr DADZIE (Prevention of Blindness) said that the coordinator appointed by WHO and the 
Nongovernmental Organizations Coordination Group for Ivermectin Distribution had provided various types 
of assistance to endemic countries in their distribution programmes. Cameroon, Nigeria and Uganda had 
received assistance in the development of national plans for the efficient and rational distribution of the 
drug, as well as assistance in training, health education and the promotion of public awareness and 
community participation. Two regional seminars had been held in 1993, the first for West Africa 
(Cameroon, Central African Republic, Chad and Nigeria), and the second for East Africa (Burundi, Malawi, 
Uganda and United Republic of Tanzania). 

His unit was working with the Special Programme for Research and Training in Tropical Diseases 
to identify priorities in the field of operational research. 

Dr SAMBA (Onchocerciasis Control Programme) said that, although ivermectin had been distributed 
on a large scale since 1988，there were no signs as yet of any drug resistance. However, that was always 
a possibility when a drug was widely used over a long period, and research into alternative drugs was 
therefore continuing. There were three candidate drugs, all macrofilaricides, and the potential use of 
ivermectin as a macrofilaricide was also being investigated (at present, ivermectin was used only as a 
microfilaricide). 

He felt that the remarkable success of the Onchocerciasis Control Programme in West Africa was 
due to long-term commitment, international collaboration, appropriate technology and a regional approach. 
Onchocerciasis was a large-scale problem which could not be tackled on a country-by-country basis. 
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The draft resolution recommended by the Executive Board in resolution EB93.R7 was approved.1 

4. GLOBAL AIDS STRATEGY (PROGRESS REPORT): Item 21 of the Agenda 
(Document A47/14) 

The CHAIRMAN reminded the Committee that it needed to consider only the technical aspects of 
WHO's activities against AIDS, as outlined in the progress report by the Director-General on the 
implementation of the global AIDS strategy (document A47/14). Consideration of the joint and 
cosponsored United Nations programme on HIV/AIDS and the resolution recommended by the Executive 
Board in resolution EB93.R5 had been transferred to Committee B. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) said that the report before 
the Committee had been prepared in response to resolution WHA42.33. At its ninety-third session in 
January 1994，the Executive Board had taken note of the report and commended the Director-General and 
the Secretariat on the wide range of activities being carried out. 

Dr OSAWA (Japan) said that activities to counter the impact of AIDS, particularly in developing 
countries, must be both scientifically and ethically sound. The Tenth International Conference on AIDS, 
due to be held in Japan in August 1994，would be the first such meeting to be held in Asia, where the 
explosion of HIV infection made prompt action imperative. The organizations sponsoring the conference, 
which included WHO, the Global Network of People Living with HIV/AIDS, and the International Council 
of AIDS Service Organizations, had provided valuable advice to his Ministry of Health during preparatory 
work. The conference would concentrate on recent research findings, the problem of HIV/AIDS in Asia, 
and women and community activities. A conference newsletter had been distributed in January 1994，and 
a second would be published soon. A number of scholarships were available, which would enable people 
from developing countries and nongovernmental and community organizations to attend the conference, 
including people with HIV/AIDS. The selection process was currently under way. The Government of 
Japan, local government authorities and other organizations had been working to minimize prejudice and 
discrimination against persons with HIV/AIDS. No one would be denied a visa or entry into Japan simply 
because of his or her HIV status. He hoped that as many people as possible would attend the conference, 
and that it would achieve constructive and lasting results. 

Dr NGEDUP (Bhutan) said that no country could afford to be complacent about AIDS. Following 
an initial short-term plan, Bhutan had from 1991 been implementing a medium-term plan of action under 
which it had succeeded in increasing public awareness of HIV/AIDS, establishing a national advisory 
committee on AIDS and other sexually transmitted diseases and a sentinel surveillance system, promoting 
condom use, screening blood donations and training health care workers at all levels. Formulation of a 
second medium-term plan was under way. 

AIDS and sexually transmitted disease prevention and control efforts had been integrated into the 
existing health care system, so additional training for all categories of health staff was a priority. The 
surveillance programme had tested over 28 000 samples from all over the country, and two people had been 
discovered to be HIV-positive, although neither had as yet developed AIDS. 

The main priorities of Bhutan's AIDS control activities were: information and education for the 
general public and in schools; updating infection control and biosafety practices in health care settings; 
the provision of rapid testing kits in all hospitals undertaking blood transfusions; the promotion of condom 
use; surveillance programmes and operational research to monitor trends and identify changing needs; 
better care and management for people with HIV/AIDS and other sexually transmitted diseases and more 
multisectoral involvement in AIDS prevention. His country welcomed WHO's technical support in those 
activities, and hoped that it would continue. 

2 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA47.13. 
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Dr SHONGWE (Swaziland) said that the AIDS pandemic threatened to undermine the advances in 
child survival rates and safe motherhood in many developing countries. In Swaziland, the highest 
prevalence of reported AIDS cases was among people of working age (20-49 years), while 16% of reported 
cases were in children under five. A study of the socioeconomic impact of the HIV/AIDS pandemic had 
been carried out in 1993 and the results would be taken into account in the country's national development 
plan. Swaziland was currently implementing its second medium-term AIDS plan. 

Studies had shown a high degree of public awareness about AIDS and sexually transmitted diseases 
in general, but no corresponding change in sexual behaviour. Many other countries had the same 
e^erience, and it was a worrying phenomenon, since the only way at present to combat AIDS was to 
prevent HIV infection. He urged WHO to conduct more research on that aspect of the problem. 

There was still confusion about the transmission of HIV from mother to infant through breast milk. 
He hoped that WHO would produce clear guidelines on the subject soon. While he appreciated the 
excellent work the Organization had done so far, efforts must continue to re-evaluate current strategies and 
improve their success rates. For countries such as his own, the AIDS pandemic was not merely a question 
of statistics, but of large numbers of people dying. 

Dr ÁVILA DÍAZ (Cuba) welcomed the emphasis in the Director-General's report (document 
A47/14, paragraph 66) on equitable provision of health care - a subject which had been discussed in many 
human rights debates, but on which effective action had yet to be taken. In Cuba, which had decentralized 
its national health services to the periphery, activities for HIV/AIDS control had been carried out since 
1983. They included the active detection of infected persons, health promotion, activities to prevent 
transmission through blood transfusions or in the perinatal period, and health education aimed especially 
at high-risk groups and young people. To date, 16 million people had been tested for HIV infection; 1018 
had proved to be seropositive, and 167 had died. Efforts were being oriented in accordance with resolution 
WHA45.35, with emphasis on the improvement of home-based care for people with HIV and AIDS and 
support for their families, through the people's councils responsible for local government. At present, over 
90 people with AIDS were being cared for by physicians and family nurses in the community, although the 
majority of patients were still cared for in hospitals. 

Dr KHOJA (Saudi Arabia) commended WHO on its guidance in AIDS control activities, including 
the provision of handbooks and the organization of seminars. He welcomed the Director-General's report, 
particularly the sections on evaluation and surveillance (paragraphs 25 and 26) and avoidance of 
discrimination (paragraphs 54 and 55). 

Saudi Arabia had introduced a number of measures, including action to protect blood supplies, 
epidemiological studies and surveillance, a study of services for people with HIV/AIDS, education 
programmes for high-risk groups, and measures to reduce discrimination. It had collaborated with regional 
and international organizations in the campaign to reduce HIV transmission. 

He called for better health research, with emphasis on the social aspects, including ways of helping 
patients and their families to live with HIV/AIDS. More international research was needed on drug 
therapy. It was also important to emphasize the role of community groups and of religious education in 
combating the spread of the HIV virus. 

Dr SIDHOM (Tunisia) said that the Director-General's report once again drew attention to the 
worldwide efforts needed to combat AIDS. The technical and financial support provided by WHO to 
national programmes was the mainstay of those efforts and should be continued. 

Everybody was aware that social factors were very important in the spread of AIDS, but unfortunately 
they were not taken sufficiently into account in national programmes; strategies for combating the disease 
tended to be based on the use of condoms. Changes in behaviour could provide more effective control, and 
national programmes should therefore be closely attuned to popular traditions and customs. It would be 
interesting to know whether any research had been done on the role of religion in AIDS control and, if so, 
what the findings had been. The social isolation of many high-risk groups was a major problem. Education 
was therefore needed so that everybody, and not just the health sector, could contribute to the struggle. 
The participation of nongovernmental organizations was also vital, but without the right coordination their 
endeavours would not bear fruit. The future of the children of infected parents was always uncertain. The 
recent Extraordinary Conference of African Ministers of Health on "AIDS and the Child in Africa" had 
approved an AIDS control strategy to which the Director-General of WHO had accorded his much 
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appreciated support. A dossier had been prepared that would provide a new opportunity to bring the 
disease under control in Africa. 

Mrs GIBB (United States of America) welcomed the emphasis placed in the Director-General，s 
report on the new challenges, including the special vulnerability to HIV infection of women and their 
offspring, the need for a more supportive social environment for AIDS prevention through frank messages 
about sexual transmission, the need to overcome stigmatization and discrimination, and the socioeconomic 
impact of the pandemic. All those areas deserved increased attention. 

She would have liked the report to give more information on the results of preventive activities. For 
example, what were the key elements in national plans that seemed to work well and what were the tangible 
outcomes of the many workshops that had been held? In the section on Africa it was stated that greater 
attention had been given to strengthening the management and control of sexually transmitted diseases and 
tuberculosis, but there was no mention of specific progress. Similarly, it would be useful to have a clear 
definition of the expected outcomes of education activities. Simply citing the number of those to whom 
educational messages had been addressed was not enough; an attempt should be made to identify actual 
changes in behaviour or biological outcomes that reflected the impact of the efforts made in specific 
communities. 

The 10 core prevention indicators described in paragraph 25 for the monitoring and evaluation of 
national AIDS programmes were suitable for regional or multinational comparisons. However, it would 
be appreciated if the Secretariat could comment on the usefulness of those indicators at the national and 
local levels, and on the degree of collaboration between the Global Programme on AIDS and WHO 
programmes related to family planning and population. 

Mr AMIRI (United Arab Emirates) said that everyone was aware of the danger posed by the 
alarming increase in the number of HIV-infected persons and the estimated number of such persons for 
the years to come. In some countries AIDS and other diseases associated with HIV were becoming a major 
cause of mortality among young adults, who constituted the most productive sector of society. That 
situation was partly due to the failure of public health service campaigns against HIV/AIDS and other 
serious infectious diseases. WHO should promote a more forceful approach to enhancing public awareness 
of methods of prevention at the global level, in cooperation with countries that had successful records in 
that respect. 

Mr SAVINYH (Russian Federation) said that the AIDS problem was becoming increasingly acute. 
The number of infected persons had risen and the disease was continuing to spread geographically. WHO 
had provided positive assistance for the measures taken to combat it. His delegation supported the 
establishment of a joint and cosponsored United Nations programme on HIV and AIDS under WHO's 
leadership, which should lead to improved coordination of activities. 

In the Russian Federation there had been, by 1 May 1994, 742 HIV-infected persons, of whom 152 
had actually developed AIDS. Since 1987，85 persons had died of the disease. Of those infected, 31.4% 
were children and 444 were foreigners. Transmission was basically sexual. Preventive measures were being 
taken, and national, regional and territorial centres, together with more than 700 diagnostic laboratories, 
had been established. Some 65 million persons had been screened for HIV. Those measures had made 
it possible to contain the spread of the infection and keep the situation to some extent under control. In 
1993 a federal programme had been set up to prevent the spread of the disease and mitigate its economic 
consequences through the coordinated implementation of a number of organizational, medical and practical 
measures using existing services. Consideration was also being given to the possibility of developing and 
implementing regional programmes. International cooperation with WHO and other organizations would 

Ms McFARLANE (Australia) said that in October 1993 Australia's second national AIDS policy had 
been announced. It built on the achievements of the previous four-year policy and took account of the 
results of its evaluation. The goals continued to be the elimination of HIV transmission and the 
minimization of the personal and social impact of the disease. Although Australia had been successful in 
containing the AIDS epidemic in so far as the incidence of new infections had levelled off, her Government 
was continuing to be vigilant in its efforts to control the disease. 
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Paragraph 25 of the report referred to the development of a core set of care and social support 
indicators and a set of measurable global targets based on the current ten core prevention indicators. 
Further information on the progress of that important work would be appreciated. 

Her Government also noted WHO's continued HIV surveillance activities at the national, regional 
and global levels and was currently developing a revised national surveillance strategy which would take into 
account the social and behavioural determinants of HIV infection, the outcomes of illness and the 
occurrence of other communicable diseases which might be markers of the potential for HIV transmission. 
She commended the progress made in the past 12 months by the Global Programme on AIDS in the area 
of social research and noted with interest WHO's workshops on research-priority setting. Australia's own 
research programme dealt with three broad areas of priority identified in its national policy. 

She was also pleased to see WHO affirm the importance of avoiding discrimination in relation to 
people with HIV infection and AIDS, and the frank approach taken in the WHO guidelines on AIDS in 
prisons. Australia wholly supported WHO's position against mandatory HIV testing and other testing 
without informed consent. Its own experience had been that the broad availability of confidential, free HIV 
testing with counselling formed part of a successful strategy in containing the spread of the infection. 

Her delegation wished to reaffirm the importance of the nongovernmental sector in the 
implementation of AIDS programmes, which must be linked to moves to eliminate discrimination. 

Mr AL-JABER (Qatar) said that since 1985 there had been 101 cases of AIDS in Qatar; 51 infected 
persons had died and many of the remaining patients had left the country. The cases had been due to 
contaminated blood transfusions carried out between 1980 and 1984. Recently there had been a decline 
in the number of new cases. All donated blood was being screened and imports of blood products had been 
curtailed. A fully-fledged anti-AIDS campaign stressing education, prevention and screening was under way. 
However, much progress remained to be made in the schools: it was difficult for AIDS-infected persons 
to visit them to discuss their disease because of the atmosphere of fear among the pupils. WHO might 
consider the possibility of preparing a policy for schools and universities giving guidelines on how people 
with HIV infection and AIDS should be treated. 

Dr RODRIGUES (Brazil) said that her country was working in very close collaboration with the 
Global Programme on AIDS in many areas, particularly evaluation, the testing of evaluation indicators and 
intervention. She would have liked to see information on behavioural intervention among injecting drug 
users included in the progress report, since it was a major problem in many countries in the world, and 
greater emphasis given to integrating tuberculosis and HIV/AIDS programmes in view of the increasing 
relationship between the two diseases in all countries. In addition, clearer guidelines were needed on the 
implications of breast-feeding by infected mothers. 

Professor LOUKOU (Côte d'Ivoire) said that his country was one of those most seriously affected 
in West Africa, with 18 670 cases notified since 1985 and an HIV infection rate of 7-10% of the overall 
population, 46% of which was under 15 years of age. The Government was making great efforts to combat 
the disease. In 1984 it had tripled its contribution to the AIDS programme, with a budget of almost 
300 million CFA francs. There were, however, two major difficulties: the impact of the devaluation of the 
CFA franc on the implementation of activities scheduled for the medium term; and the unilateral 
withdrawal of certain agencies such as USAID, which had led to a substantial loss of income for financing 
certain activities of the country's programme. That was why his delegation, during consideration of the item 
in Committee B, had welcomed the establishment of a joint and cosponsored United Nations Programme 
on HIV/AIDS, while emphasizing the need to strengthen regional and national coordination and to avoid 
excessive bureaucracy. His Government requested WHO's support. 

Dr VIOLAKI-PARASKEVA (Greece) commended the progress made in implementing the global 
AIDS strategy and in improving communication and dialogue with a view to reconciling individual and 
collective viewpoints. In view of the increasing prevalence of HIV infection among tuberculosis patients 
close collaboration between the Global Programme on AIDS and the tuberculosis and sexually transmitted 
diseases programmes was essential. 

She had noted with satisfaction that the Programme's draft strategy on women and AIDS had been 
discussed and that research priorities in that area had been determined. WHO's contribution was of 
inestimable value, although it was obvious that ministries of health and internal government agencies in 
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charge of programming and coordination would have to support international efforts. WHO should 
continue its leading role at all levels in the new approach. The development of a vaccine was greatly to be 
encouraged. 

Ms MIDDELHOFF (Netherlands) said she would have welcomed a statement in the report to the 
effect that in view of the possibility that new strain variants of HIV-1 or HIV-2 might emerge, an adequate 
early warning system, including a network of primary and reference laboratories, should be developed. In 
that connection she drew attention to the substantial support provided by the Netherlands to the Ethiopian 
national AIDS programme, including support for research at the HIV/AIDS Reference Centre in Addis 
Ababa which was due to start in the first half of 1994. 

The meeting rose at llh35. 



ELEVENTH MEETING 

Wednesday, 11 May 1994，at 14h30 

Chairman: Dr N.K. RAI (Indonesia) 

1. GLOBAL AIDS STRATEGY (PROGRESS REPORT): Item 21 of the Agenda (Document 
A47/14) (continued) 

Dr MUKHERJEE (India) welcomed the Director-General's report on the implementation of the 
global AIDS strategy (document A47/14), and especially its emphasis on the subject of women and AIDS. 
Referring to the South-East Asia Region, he suggested that the impact on national programmes of WHO's 
technical support at country level should be assessed, as should the effect of WHO-supported workshops 
and exchange of experience. WHO should continue its good work and, in particular, increase its efforts to 
generate the required political will and a sense of urgency, but not panic, in Member States. Attention 
should also be focused on avoiding transmission through blood transfusion. Regarding the report's 
references to research, including drug and vaccine trials, in communities in developing countries, he 
suggested that, to dispel any impression that such testing was confined to the developing countries, 
information should be provided on similar research in developed countries, even though WHO might not 
be directly involved in the work. The application throughout the United Nations system of WHO's policy 
of not sponsoring international conferences in countries that placed short-term travel restrictions on HIV-
infected people and people with AIDS demonstrated WHO's determination to prevent discrimination. 
WHO, together with other bodies of the United Nations system, as well as individual Member States, should 
try to persuade countries that practised discrimination to change their policy. 

The first HIV infection in India had been reported in May 1986; the current estimate was that over 
a million people were infected. The virus was present in all regions of the country and had spread from 
high-risk groups to the general population. A comprehensive national strategy and action plan had been 
drawn up by the Ministry of Health and Family Welfare in collaboration with WHO, and the national AIDS 
control programme, operational since 1987，had been further strengthened in 1992 with technical assistance 
from WHO. 

Dr ASHLEY-DEJO (Nigeria) said that Nigeria's first case of AIDS had been diagnosed in 1986 after 
a national committee had been formed to investigate possible cases and advise on appropriate action. The 
national AIDS control programme subsequently established had made great progress, owing in large part 
to the active involvement of the Global Programme on AIDS and other WHO programmes. 

Nigeria's second medium-term plan focused on sexual transmission and behavioural change, and a 
number of workshops and seminars on those topics had been held with political and religious leaders, 
women's societies, health workers, employers, and others. Activities in information, education and 
communication had been greatly enhanced by the involvement of women's groups, nongovernmental 
organizations and donor agencies. Quarterly meetings were held with the media, which contributed air time 
and print space every month. In view of the continuing complacency and disbelief about AIDS in Nigeria, 
a documentary film had been produced using a Nigerian patient and was shown monthly on all state 
television channels in five Nigerian languages. One problem of communication, however, was the lack of 
a generally accepted local word for AIDS. In cooperation with the Ministry of Education, a curriculum on 
AIDS was being developed for use in primary and secondary schools. 

AIDS control was coordinated by a national joint committee chaired by the Minister of Health and 
Social Services and supported at the federal level by six technical committees that advised the national 
committee. HIV control committees had also been set up in all states, and met regularly with the national 
programme authorities. 

In addition to those originally established with WHO support, 102 screening centres had been set up 
with the assistance of the United Kingdom's Overseas Development Agency and others by state and private 
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medical institutions. The states reported to the national programme on screening, which had so far 
revealed 961 cases. Over 32 000 people had been screened throughout the country and the latest 
seropositivity rate reported was 1.6%. Although that represented an alarming increase over the 1992 rate 
of less than 1%, the level was low compared with that in other countries. However, given that Nigeria 
represented approximately 25% of the population of Africa, any outbreak there could be a bad omen for 
Africa as a whole. 

Since 1992 the AIDS control programme had been combined with the sexually transmitted disease 
programme, for which the United Kingdom's Overseas Development Agency had helped establish 21 clinics 
across the country. Activities focused on information, education and communication, with special emphasis 
on the 15 to 25-year age group, in which most cases were found. High-risk behaviour was a special target, 
and particular attention was paid to the marketing and use of condoms as a means of promoting safe sex, 
particularly among adolescents. A well-structured programme had been set up for workers in antenatal 
clinics. The high incidence of AIDS in mothers and the possibility of an outbreak among young children 
were a particular source of concern, as were their socioeconomic consequences. In view of developments 
in other African countries, where AIDS was increasingly being found in association with tuberculosis, he 
suggested that tuberculosis control should be formally linked with AIDS control, as sexually transmitted 
diseases had been; among other things, that would give tuberculosis the same amount of attention as 
HIV/AIDS currently received. 

Dr MA REY (Egypt) congratulated the Global Programme on AIDS for adapting its activities to 
provide appropriate responses to the needs of countries. In Egypt, a national strategy had been drawn up 
covering surveillance of HIV infection, together with associated diseases such as tuberculosis, and including 
a programme of health education. WHO should accord higher priority to AIDS as a sexually transmitted 
disease. Social research was needed in order to find ways to enhance prevention, and religious leaders 
should be involved in efforts to bring about behavioural changes. Prostitution, rife in many countries, had 
undoubtedly contributed to the rapid spread of AIDS. 

Dr A RITA (Honduras) said that the approach implicit in WHO's global strategy was well implanted 
in Honduras, which had over half the recorded cases of AIDS in Central America. As education and 
information were the key to tackling the problem, great efforts were being made to increase people's 
knowledge and explain the risks. Nevertheless, the country's educational strategy would have to be revised 
to make it an effective instrument for prevention and community involvement. 

Some success had been achieved in epidemiological studies and transmission through blood was 
virtually under control. A greater degree of social mobilization and greater involvement of 
nongovernmental organizations were, however, required. Dialogue and negotiation were already under way 
with religious and other institutions in order to avoid confrontation and present a united front. Through 
РАНО, WHO had provided valuable support in the field of education, but knowledge and understanding 
needed to be further enhanced to achieve real success. 

Mr POMOELL (Finland) said that to combat AIDS it was essential to make the best possible use 
of what was already available. Not only must the activities of the United Nations system and other 
international bodies be coordinated at the global level, but there was an urgent need to coordinate WHO's 
own AIDS activities, and at country level to mobilize all sectors of society. The closest possible 
collaboration between AIDS programmes, family planning activities, and primary and specialized health care 
was particularly important. To offer family planning and health care without taking AIDS into account was 
to court failure. In future, greater stress should be placed on that approach, which was more a matter of 
attitudes, information dissemination and coordination than of resources. 

Dr KHOJA (Saudi Arabia) wished to add to his statement of the previous meeting some remarks on 
the care that should be afforded to HIV-infected persons and people with AIDS. With the progression of 
the pandemic anyone might become infected. It was therefore all the more necessary to ensure training 
at all levels to deal with fear, prejudice and stigma, to be able to talk about sexual behaviour, to help 
persons to cope with the stress and pain of isolation, to smooth the difficulties of family life, and, on a 
wider scale, to help individuals and society to come to terms with the reality of AIDS. 
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Dr AZMOUDEH (Islamic Republic of Iran) said that at the end of 1993 the Islamic Republic of Iran 
had had 272 HIV-positive cases, 92 with clinical AIDS and 13 with AIDS-related complex; 88% of the cases 
were male. The route of infection had changed from blood and blood products to heterosexual 
transmission. Tests on blood from 80 000 donors in 1993 had all been negative. There had been a total 
of 52 new HIV-positive cases in 1993: 2 among 495 drug users tested, 2 among 553 recipients of blood 
transfusions tested, 9 among haemophiliacs, 1 in a foreign person, and the remainder among persons 
deported from other countries. Most of the HIV/AIDS cases had come from abroad. The majority of the 
seropositive deportees in 1993，for example, had contracted the disease as a result of prostitution - a 
socioeconomic problem that organized crime sought to exacerbate for profit and that must be tackled by 
policy-makers and governments. 

The strategy for combating AIDS in his country was focused on the training of health workers at all 
levels. Over 200 workshops and many seminars had been held at province and district level during 1993. 
Health education of the general public was being provided through the mass media and by health workers 
in the schools. 

Dr ABU BAKAR bin SULEIMAN (Malaysia) thanked WHO for its technical support of Malaysia's 
national programme, which received high priority from his Government. He welcomed the development 
of 10 core prevention indicators, as mentioned in paragraph 25 of the report, and looked forward to the 
development of a set of measurable global targets. He also welcomed coordination within the United 
Nations system, which would optimize the use of available resources, and looked forward to continued 
WHO leadership. 

Professor MBEDE (Cameroon) said that his country, like several others, was experiencing difficulty 
in obtaining the resources required to implement national AIDS control plans. Moreover, the proliferation 
of nongovernmental organizations often resulted in the dispersal of the funds available without materially 
improving control. It was to be hoped that the situation would be somewhat alleviated by materialization 
of the joint and cosponsored United Nations programme. 

He raised three points on which he would be grateful to have further information or comment from 
the Secretariat. First, what was the value of current indicators for evaluation of control measures? 
Secondly, certain strains of HIV-1 in Cameroon had been difficult to detect with reagents that were 
generally effective elsewhere, and he wondered whether similar problems had been encountered in other 
countries. Finally, attempts to mobilize the support of parliamentarians and government officials for AIDS 
control were often countered by disenchanted replies about the ineffectiveness of condoms and the 
transmission of AIDS through breast-milk. 

Dr CHATORA (Zimbabwe) said that, as the AIDS pandemic continued to spread and intensify, 
health workers and community groups should be complimented on their good work and support for those 
afflicted by HIV infection. WHO had adopted a very clear policy of not sponsoring or financially 
supporting international meetings on AIDS in countries that placed short-term travel restrictions on HIV-
infected people and people with AIDS, and paragraph 54 of the report showed that a similar attitude was 
being adopted throughout the United Nations system. That was a most commendable position, given the 
extent of the pandemic. 

His delegation was most concerned, however, at the fact that some countries, without openly stating 
that they discriminated against HIV-infected people, did so in a subtle manner. For example, one pamphlet 
produced by a health-related organization condemned the whole continent of Africa by leading people to 
believe that all Africans were HIV-infected. WHO should assist and inform countries that adopted such 
an unreasonable attitude. The problem of HIV/AIDS affected the whole world, and it was only through 
working together that the worldwide suffering could be alleviated. 

Professor OKELO (Kenya) commended WHO for its comprehensive programme on AIDS as a global 
problem. In Kenya community and home-based care for AIDS patients was being developed, together with 
a comprehensive national blood transfusion policy, all blood being systematically screened for HIV. Kenya 
had also merged the AIDS and sexually transmitted disease programmes. 

AIDS was indeed a global problem and he wondered how any country could justify the production 
of discriminatory advertisements on blood transfusion which stigmatized some particular area. 
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He urged WHO to continue closely monitoring AIDS diagnostic tests or kits to obviate any false 
results. 

Dr NOVELLO (United Nations Children's Fund) said that the growing impact of the HIV/AIDS 
epidemic throughout the world, especially on women and children in developing countries, was a matter of 
serious concern. With the increasing proportion of cases resulting from heterosexual transmission, 
HIV/AIDS had become a disease of families; the epidemic had to be viewed in a more comprehensive 
fashion, and attention paid to the underlying societal and behavioural factors that made women and 
chüdren highly vulnerable. 

Working within the framework of the WHO global AIDS strategy, UNICEF had been active in the 
support of HIV/AIDS prevention and care from the mid-1980s. Country support activities had been 
initiated in 1986, and a small interregional fund had been established in 1988 to accelerate programme 
design and initiate activities in countries where the impact of the epidemic was likely to be greatest. 
Recognizing the broader societal determinants of the spread of HIV, UNICEF had sought to promote a 
multisectoral approach in programme planning, with emphasis on five priority areas for sustainable 
partnership. In an effort to develop and accelerate programming approaches in those areas, UNICEF,s 
major effort had been directed to approximately 30 "strategic programming countries", 18 of them in sub-
Saharan Africa. 

In the first of the priority areas, namely "youth health and development promotion", UNICEF used 
the involvement of young people as a key element in the design and implementation of strategies. In 
"school-based interventions" it supported youth in taking decisions, in dealing with any conflicts that might 
ensue and in standing by their decisions. The area of "sexual and reproductive health promotion" was 
meant to create a supportive legal, policy, cultural and religious environment for such promotion. "Family 
and community care" sought to improve the capacity of families and communities to cope with AIDS in 
partnership with religious institutions and community organizations. Finally, in the area of "mass 
communication and mobilization", the focus was on promoting real dialogue among young people and on 

The care and support of families and their orphans affected by the HIV/AIDS epidemic, as well as 
strategies to ensure their education and vocational training, would remain a priority concern for UNICEF. 
In keeping with the global AIDS strategy, and in the context of the joint and cosponsored programme of 
the six partners in the United Nations system, UNICEF would continue to work closely with WHO and 
nongovernmental organizations to support HIV/AIDS activities at country level within and beyond the 
health sector, in order to reach the most vulnerable groups, especially women, children and young people. 

Professor CALDEIRA DA SILVA (representative of the Executive Board) expressed his appreciation 
for the Committee's constructive contributions on the HIV/AIDS pandemic and the global strategy. He 
felt everyone recognized the scope of the health problem and human drama - indeed tragedy - which it 
represented. The Executive Board was fully committed in the struggle to resolve the most difficult health 
problem the world was facing and would do everything possible within its competence and authority to help 
control AIDS, including mobilizing resources, coordinating initiatives, fostering and encouraging research 
and scientific activities, furthering control measures, and ensuring the provision of the best health and social 
care possible to AIDS patients. 

Dr MERSON (Global Programme on AIDS) said that the staff of the Programme shared the concern 
expressed by many delegates about the expansion of the AIDS epidemic and its serious consequences for 
health, society and the economy. The pandemic was now truly global: no country was spared, and none 
should be deceived by the reported numbers of AIDS cases or HIV infections. High-risk behaviour through 
which HIV infection could spread occurred in all countries. As HIV was mainly transmitted sexually, the 
chief methods of control were education on safer sexual practices and treatment of sexually transmitted 
diseases. Voluntary HIV testing and counselling were valuable in the care and support of individuals, but 
testing as such should not be used as the basis of a prevention programme. Testing could not keep HIV 
infection from spreading. 

As had been mentioned by delegates from all regions, ways should be found to counter discrimination 
against people infected with HIV and persons identified as members of high-risk populations. Such 
discrimination hindered prevention and care. Rather than blame, those people should receive 
encouragement to become partners in national and international efforts. With reference to the comments 
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of the delegates of Zimbabwe and Kenya, he said that WHO policy on discrimination and blood donation, 
described in a recent article in the Weekly epidemiological record, was to recruit and retain voluntary, unpaid 
blood donors who were at low risk, without discrimination on grounds of race, religion or nationality. 

He assured the delegate of Brazil that the Programme was studying various approaches to interrupting 
HIV transmission among injecting drug users. The problem was indeed serious and tended to occur at an 
early stage of the epidemic in many countries. 

With regard to WHO's policy on breast-feeding in relation to the HIV/AIDS epidemic, it was 
estimated that about one-third of babies born to HIV-infected mothers became infected themselves. In the 
babies who were breast-fed, up to one-half of the infections occurred through breast-feeding. Thus, up to 
15% of babies breast-fed by HIV-infected mothers became infected through breast-feeding. Draft guidelines 
for health workers to help them advise mothers on breast-feeding had been developed in collaboration with 
the Division of Family Health and the Division of Diarrhoeal and Acute Respiratory Disease Control, and 
a draft document had been prepared to assist countries in the formulation of national policy. Those 
documents, which were derived from a consensus statement drawn up at a meeting organized by WHO and 
UNICEF in 1992，would be issued shortly. 

He informed the delegates of the United States of America and Australia that protocols for surveys 
to measure the 10 prevention indicators mentioned in paragraph 25 of the report had been finalized and 
were being used in national programmes. Workshops were being organized in all regions to train people 
in their use. Such surveys would provide the kind of information or outcome that delegates had requested; 
those that had been completed had provided immediate feedback for programme improvement and 
reformulation. Instruments for evaluating progress in prevention had been given the highest priority in the 
Programme. Similar indicators and protocols would soon be made available for measuring progress in care 
and support. 

Biological outcomes such as levels of HIV infection and sexually transmitted diseases were very 
difficult to estimate on a large scale, although successes had been documented among well-defined 
populations at high risk for those conditions, such as female sex workers and their clients and homosexual 
men. The reported incidence of sexually transmitted diseases appeared to have been declining significantly 
in such countries as Zimbabwe and Thailand. The reality of and reasons for those trends would be assessed 
in collaboration with national authorities. 

In response to the delegate of Qatar, he informed the Committee that a consensus statement had 
been prepared in 1990 by WHO, UNESCO and ILO that provided guidelines for policies with regard to 
students and staff with HIV infections in educational institutions. WHO and UNESCO were about to issue 
a resource package for use by people planning curricula for pupils aged 12 to 16 years. The information 
it contained on hygiene and precautions to be taken when living with a person with AIDS was applicable 
to dealing with injuries or bleeding at school. A document on health education in schools published by the 
Regional Office for the Eastern Mediterranean had a section relevant to the same topic. 

He agreed with the delegate of Finland on the importance of integrating HIV prevention into family 
planning activities. In many countries, the family planning services were the only channel for providing 
many women with information on safe sexual behaviour and the treatment of sexually transmitted diseases, 
which were frequently asymptomatic in women. The Programme was supporting research into how such 
integration could best be achieved. Women were indeed particularly vulnerable to HIV infection, for 
biological, epidemiological and social reasons. WHO was working with other bodies of the United Nations 
system, such as UNICEF, to improve women's education and social status so as to reduce their 
vulnerability. 

He assured the delegates of Saudi Arabia, Tunisia and Egypt that the importance of all religions and 
religious groups was recognized in the prevention and treatment of AIDS. It had been clearly shown on 
many occasions that the involvement of nongovernmental organizations was essential for dealing with the 
disease, which was shrouded in taboos and the spread of which was influenced by deep-rooted social and 
cultural factors. 

In response to questions from the delegates of Swaziland and Saudi Arabia, he said that the 
Organization had an active clinical research programme focused on four areas. First, it was seeking 
cost-effective ways of treating common opportunistic infections in AIDS patients, particularly tuberculosis 
and mycoses. Secondly, it was investigating the use of antiretroviral drugs in preventing transmission of 
HIV infection from mother to child. A meeting was to be held at the end of June 1994 to discuss the 
finding of a multicentre study that suggested that those drugs had significant benefit in that respect. The 
third area was the development and evaluation of vaginal microbicides, in order to prevent heterosexual 
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transmission of HIV; such a product would contribute enormously to control efforts. The Organization 
was collaborating with institutions and pharmaceutical companies to identify and test existing antiviral 
compounds and to find new ones that were safe and effective when applied vaginally. Finally, WHO 
supported research on the treatment of sexually transmitted diseases in HIV-infected people. 

Replying to the remarks of the delegate of India about the testing of vaccines in developing countries, 
he said that any vaccine or drug tested under the auspices of WHO in such a country would have previously 
been evaluated for safety and, in the case of vaccines, for immunogenicity in the country in which it had 
been developed. Of the more than 1200 people who had received candidate vaccines in phase-I and 
phase-II trials, 99% lived in Europe or the United States of America. Decisions about the testing of a 
vaccine or drug rested finally with national authorities. WHO was committed to providing all the necessary 
information to help make those decisions. 

In reply to the delegate of the Netherlands, he said that a global network for HIV characterization 
had been established; the genetic and antigenic variability of HIV-1 was monitored at the four WHO 
vaccine trial sites in Brazil, Rwanda, Thailand and Uganda, and in some additional countries. The network 
would make it possible to detect the emergence of new viral strains that could hinder vaccine development 
or serological diagnosis. Aberrant HIV strains had been identified in Cameroon and several European 
countries. The Organization would continue to support the network, in collaboration with research funding 
agencies and institutions in industrialized and developing countries. 

In response to the United States delegate's question about collaboration with other WHO 
programmes, he instanced the collaboration between the Global Programme on AIDS and the Special 
Programme of Research, Development and Research Training in Human Reproduction in developing and 
evaluating vaginal microbicides and in research on male and female condoms. In view of the importance 
of colposcopy in studies of vaginal microbicides, a joint workshop on standardized techniques had been held 
in Thailand, and a manual had been written. Further collaboration was envisaged to develop tests for the 
diagnosis of sexually transmitted diseases and for research on sexual behaviour. 

He assured the delegates of Brazil, Greece and Nigeria that the Global Programme on AIDS was 
collaborating closely with the WHO tuberculosis programme, especially in clinical and operational research. 
Two case studies conducted to examine collaboration between tuberculosis and AIDS control programmes 
at the country level had indicated specific areas in which such collaboration might be beneficial and should 
be pursued. As had been noted in the discussion on the tuberculosis programme at the previous meeting, 
there was an urgent need to strengthen national tuberculosis control programmes so that treatment could 
be provided to patients with active disease. The success of collaboration depended very much on the 
presence of well-functioning national programmes for the control of tuberculosis and AIDS. 

The CHAIRMAN took it that the Committee wished to take note of the Director-General's report. 
He hoped that the next annual report on implementation of the global AIDS strategy would indicate an 
improvement in the situation. 

It was so agreed. 

2. FOURTH REPORT OF COMMITTEE A 

Mr VAN DAELE (Vice-Chairman) read out 

The report was adopted.1 

(Document A47/53) 

the draft fourth report of Committee A. 

1 See page 218. 
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3. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 15h40. 





COMMITTEE В 

FIRST MEETING 

Wednesday，4 May 1994，at 15h00 

Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 22 of the Agenda 
(Document A47/41) 

The CHAIRMAN expressed gratitude for his election and welcomed all present, in particular the 
delegates of new Member States. He had special pleasure in welcoming the delegate of South Africa, a 
country which had been readmitted to full membership of the Organization by resolution WHA47.1, 
adopted two days previously. 

He drew attention to the third report of the Committee on Nominations (document A47/41)1 in 
which Dr F. Chávez Peón (Mexico) and Mr A.C. Zane-Fe Touam-Bona (Central African Republic) were 
nominated for the offices of Vice-Chairmen of Committee B, and Dr T. Pyakalyia (Papua New Guinea) 
for that of Rapporteur. 

Decision: Committee В elected Dr F. Chávez Peón (Mexico) and Mr A.C. Zane-Fe Touam-Bona 
(Central African Republic) as Vice-Chairmen and Dr T. Pyakalyia (Papua New Guinea) as 
Rapporteur.2 

2. WHO RESPONSE TO GLOBAL CHANGE ( IMPLEMENTATION OF 
RECOMMENDATIONS OF THE EXECUTIVE BOARD WORKING GROUP AND OF THE 
SPECIAL REPORT OF THE EXTERNAL AUDITOR): Item 23 of the Agenda (Resolutions 
WHA46.16, WHA46.21 and EB93.R1 ； Documents A47/16,3 A47/334 and A47/INF.DOC./6) 

Professor CHATTY (representative of the Executive Board) said that the Board, aware of the need 
to respond to recent global political, economic, social and health changes, had in May 1992 set up a 
Working Group on the WHO Response to Global Change, which had identified opportunities for improving 
the effectiveness of the Organization, and had made 47 recommendations for action. 

Document A47/16 contained a progress report on the implementation of those recommendations. 
It indicated the 18 recommendations which had already been implemented or were in the final planning 
stage, six which were to be implemented before January 1995，and 23 which were to be implemented 
progressively until 1996. 

In general, the Board had expressed its satisfaction with the measures taken so far, and had 
particularly welcomed the suggestions concerning evaluation mechanisms and the need to present 
programmes in such a way as to facilitate their subsequent evaluation. On the subject of updating the 
health-for-all policy, the Board had stressed that, while health for all remained the Organization's goal, the 

1 See page 218. 
2 Decision WHA47(4) . 
3 See document W H A 4 7 / 1 9 9 4 / R E C / 1 , Annex 2, part 1. 
4 See document W H A 4 7 / 1 9 9 4 / R E C / 1 , Annex 2, part 3. 
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evolution of the world health situation made it imperative to review the objectives and targets set when the 
goal had been formulated, and to adjust them in the light of what was achievable in practice. It had 
endorsed the proposal by the Director-General that specific objectives and operational targets should be 
set, notably through the Ninth General Programme of Work, and that programme budgeting should be 
strengthened. 

The Board had had a long and lively discussion on the role that it should play in nominating the 
Director-General and the Regional Directors: however, views had remained divided on the selection 
procedures to be followed and on the qualifications which should be required of candidates, and no 
agreement had been reached concerning the role of the regional committees in the selection of Regional 
Directors. It had accordingly been decided to defer discussion of the matter to 1995. 

The Board had also studied and endorsed proposals by the Director-General for the development of 
a truly global W H O information system, stressing that the highest priority should be given to the 
development of a worldwide management information system covering all levels of the Organization, and 
addressing both programme management needs and the need for scientific and epidemiological information. 

The Board had next discussed WHO's constitutional role as the lead health agency of the United 
Nations system, and notably its role at the country level. Under Article 2 of its Constitution, the 
Organization was required, in addition to its normative functions, to assist governments in strengthening 
health services and to furnish appropriate technical assistance. To facilitate the provision of such assistance, 
it had proved expedient to appoint W H O Representatives in a large number of countries, to act not merely 
as office managers, but also to provide technical input to health development at the country level. The 
selection of Representatives was of the utmost importance, since those appointed would not only need 
technical, managerial, diplomatic and public relations abilities, but would also have to be sensitive to 
political factors in the country concerned. The Board had therefore recommended that the utmost care 
should be taken in recruiting and training W H O Representatives, and that governments should be asked 
to refrain f rom presenting candidates who were not sufficiently qualified. 

In parallel with the changes triggered by the recommendations of the Working Group, WHO had 
adjusted its programme structure, its managerial process and its administrative support system, the better 
to address the Ninth General Programme of Work. As part of that adjustment, the Director-General had 
established a Management Development Committee and a Global Policy Council in order to link 
programme management at headquarters with management in the regions. In its turn, the Global Policy 
Council had created a series of multidisciplinary development teams, whose task would be to devise policies, 
concepts and management tools for implementing recommendations rapidly and effectively. Pursuant to 
resolution EB93.R13, in which it had been decided to set up further bodies to support the Board's work 
and to monitor implementation of its recommendations, the Board had established subgroups to carry out 
in-depth programme reviews, a Programme Development Committee (which replaced the Executive Board's 
Programme Committee) and an Administration, Budget and Finance Committee. In order to keep costs 
to a minimum, the Board had at the same time decided to disestablish the Committee on Drug Policies and 
the Committee to Consider Certain Financial Matters prior to the Health Assembly. 

In connection with the special report of the External Auditor (resolution WHA46.21 and document 
A47/33), the Board had studied the Director-Generars proposals for amending existing rules and 
procedures, and for finding feasible and cost-effective methods of implementing the recommendations of 
the External Auditor. Discussion had centred on the subject of contractual relationships between Board 
members and WHO, and guidelines had been proposed which would ensure that approval for Board 
members to act as advisers was given at Regional Director level. The guidelines also covered situations 
where the Organization might wish to enter into contracts with other bodies or institutions, as well as that 
of Board members during their term of office. 

There had been strong opposition to the introduction of a clause debarring Board members and then-
alternates or advisers f rom entering into gainful employment with the Organization for a period of one year 
after their term of office had ended. A proposal by the External Auditor that members of the Board should 
be asked to declare any financial interests had also been rejected. Subject to those modifications, the 
Director-General 's proposals had been endorsed. 

The Committee might wish to note that the reforms called for in resolution WHA46.16 were being 
implemented, and to request the Board and its Programme Development Committee to continue to follow 
up the implementation of the recommendations of the Working Group on the W H O Response to Global 
Change, and to report on the matter to the Health Assembly every other year. He drew attention to 
resolution EB93.R1, containing a draft resolution recommended for adoption by the Health Assembly, and 
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suggested that the Committee might wish to note the progress made in implementing the recommendations 
made in the special report of the External Auditor. 

The CHAIRMAN invited the Committee to consider the Director-General's progress report section 
by section, starting with section I (Introduction). 

Ms NORDB0 (Norway), referring to the Director-General，s report on the implementation of the 
special report of the External Auditor (document A47/33), and speaking on behalf of the five Nordic 
countries (Denmark, Finland, Iceland, Norway and Sweden), emphasized their common desire to strengthen 
the credibility of WHO and to make the most of the unique opportunity afforded to the Organization to 
achieve a real impact on the outcomes of global efforts towards better health for all. In particular, the 
information contained in paragraph 13 of document A47/33 was insufficiently explicit concerning the action 
taken by the Director-General to ensure that irregularities in the granting of contracts were not repeated. 

She noted that one of the 11 recommendations contained in the progress report prepared for the 
January 1994 session of the Executive Board (document EB93/12) did not appear in the report before the 
Committee, namely that debarring Board members from entering into contracts with WHO while serving 
on the Board and for one year thereafter. Great responsibility was vested in the Board by the Constitution 
and Member States. As the Norwegian Minister of Health had pointed out in a statement delivered at the 
fifth plenary meeting, it was crucial that the Forty-seventh World Health Assembly should take a decision 
on implementing the recommendation concerned, to avoid any possible allegation of conflicts of interest. 
The only interest that Board members should have during their term of office must be the well-being of the 
Organization. 

It was in the interests of WHO and all Member States to enhance the credibility both of Board 
members and of the Secretariat, not least in order to improve future funding opportunities. The Director-
General，s original proposal for a 12-month moratorium should be reintroduced in the resolution on the 
WHO response to global change that the Health Assembly would be adopting. 

Mr ORTENDAHL (Sweden) expressed his appreciation of, and respect for, the work of the Executive 
Board Working Group on the WHO Response to Global Change and the Director-General's efforts to 
implement the various recommendations. He emphasized the need for a strong WHO, which should have 
a unified financial system and organization, enjoy a good rapport with Member States and harmonious 
relations with other United Nations bodies, and target high-priority areas of world health. 

While fully supporting the reform process, Sweden had made extrabudgetary support after 1994 
contingent on the outcome of that process. He was pleased to see that some recommendations had been 
implemented and that measures to implement others were at the planning stage. He welcomed the creation 
of the two committees within the Executive Board and the Management Development Committee and 
Global Policy Council. Sweden strongly supported the Board's decision to update the health-for-all strategy 
and would like to participate actively. 

There were, however, important aspects of reform that had either not yet received due attention or 
were missing, notably WHO's role within the United Nations system, and its regional structure. Though 
WHO rightly had a leading role in global health, it was being challenged by the emergence of new entities 
for international health. The role of WHO as the "centre of excellence" in the health sphere within the 
United Nations system needed to be spelled out more clearly, strengthened and oriented more towards the 
coordination of international health work at the global, regional, country and, especially, field levels. On 
WHO's regional structure, he shared the concern set out in Chapter III, section 3, of the draft Ninth 
General Programme of Work (document A47/3)1 regarding the work of the regional committees, the 
balance between headquarters and regional offices and the role and function of the country offices. He 
fully supported the focus on the efficiency of WHO country offices. 

In their work on implementing and monitoring the outcome of the reform process, the Director-
General and the Programme Development Committee should take into consideration the need for a critical 
review of the strength of each level of the Organization, particularly the regional committees and offices. 

In order to evaluate the impact of the reform process on world health activity, WHO might adopt 
globally the sort of regular self-assessment expected of and practised by health care systems in most 

1 The Ninth General Programme of Work covering a specific period (1996-2001) is to be published in 1994 as 
No. 11 in WHO's "Health for All" Series. 
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countries. The establishment of a Global Policy Council and other managerial structures were of limited 
value without yardsticks by which to judge whether increased efficiency had actually been achieved. He 
requested information on those aspects of reform and suggested that the Director-General, together with 
the Programme Development Committee, should take into account the need for performance indicators. 

Sweden would continue to follow the reform process closely; the session of the Regional Committee 
for Europe in September 1994 would provide the opportunity for a first assessment. 

Dr CLINTON (United States of America), endorsing the views expressed by the delegate of Norway, 
said that he would elaborate further on the issues covered by the special report of the External Auditor at 
the appropriate point in the discussions. 

In 1993 the Health Assembly had adopted a series of important resolutions which had been warmly 
welcomed by the United States delegation as demonstrating a strong desire for reform on the part of 
WHO's chief governing body. One year later, it was disappointing to find that more progress had not been 
made on the global reform projects, some of them having apparently been brushed aside or delayed, others 
so weakened that the Working Group's original proposal had been greatly watered down. He feared that 
much of the impetus for reform migjit have been lost, despite the considerable efforts of the Secretariat, 
the Executive Board and the latter's Programme Committee, though he did not wish to criticize either the 
Board or the Secretariat officers serving it. 

It was essential for the Health Assembly to recognize that the resolutions adopted by the Forty-sixth 
World Health Assembly and by the Executive Board Working Group on the WHO Response to Global 
Change provided a great opportunity to increase the effectiveness of WHO's work through reform. 

He seriously questioned whether, as stated in paragraph 12 of document A47/16, the provisions of 
resolution WHA46.16 had been met. The current Health Assembly must therefore adopt another resolution 
to ensure that the reform process advanced rapidly to implementation; the Board's new Programme 
Development Committee would be central to that process. His delegation welcomed the opportunity to 
work with other delegations in drafting such a resolution. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) said that, although the 
Director-General had already taken positive action at all levels, it was important to maintain the pace of 
reform and implement the remaining recommendations of the Working Group as quickly as possible. That 
would not only benefit the Organization itself, but would also reassure donor countries that they would get 
value for money from their investment in WHO. He agreed with the delegate of Sweden that WHO must 
be self-critical and introduce appropriate performance indicators to measure the success of the reforms. 
His delegation would be sponsoring a draft resolution, currently in preparation, which was intended to take 
the reform process even further. 

Mr VAN REENEN (Netherlands) welcomed the Director-General's plans to implement the 
recommendations of the Working Group; so far, those plans had concentrated on streamlining the 
structure of the Organization, achieving better cooperation between headquarters and the regional offices 
via the new Global Policy Council and Management Development Committee, and increasing capacities 
at country level by strengthening the position and mandate of the WHO representatives. However, there 
was still a need for a clearer distribution of responsibility between headquarters and the regional offices 
and for priority-setting at both central and regional levels, since at present there was considerable 
duplication. For example, a programme on substance abuse had been established at headquarters, even 
though a similar programme already existed in the Regional Office for Europe. 

Furthermore, the proposals for the implementation of the Working Group's recommendations paid 
too much attention to procedures and structures and not enough to the substance of the recommendations. 
Other areas of particular concern were priority-setting, better integration of programmes, and improved 
cooperation with the United Nations, its bodies and other international organizations. 

Dr NAKAMURA (Japan) strongly supported the efforts so far, including the creation of the Global 
Policy Council, the Management Development Committee, the Cabinet of the Director-General, and 
development teams to coordinate the reforms in six priority areas. However, the process of reform was 
by no means finished, and the encouragement and advice of Member States was still needed. He hoped 
that every effort would continue to be made to reform the Organization. 



COMMITTEE В: FIRST MEETING 123 

Mr RONDO FILHO (Brazil) endorsed the comments made by the delegates of Japan, Norway, 
Sweden, the United Kingdom and the United States of America. It was essential to ensure that WHO 
should not appear to tell countries what they should or should not do, since the Organization owed its very 
existence to its Member States. The Nordic countries had called for monitoring of the progress made in 
implementing the Working Group's recommendations. He would therefore have preferred paragraph 13 
of document А47/16 to read: "The Health Assembly may wish to request the Executive Board and its 
Programme Development Committee to follow up implementation of the recommendations and to report 
to the Health Assembly, indicating whether the desired results are being achieved and, if not, what changes 
will be needed." 

The resolution recommended to the Health Assembly in resolution EB93.R1 stated in paragraph 2 
that: "... in exceptional circumstances the Health Assembly may decide after appropriate consultation (as 
described below in operative paragraph 5) to consider a resolution not transmitted to it by the Executive 
Board". The phrase "in exceptional circumstances" was imprecise and should therefore be deleted. 
Moreover, it was misleading to refer to paragraph 5 at that point: paragraph 2 referred to a situation in 
which the Health Assembly was deciding whether to consider a resolution at all, whereas the consultations 
described in paragraph 5 were intended to take place once the Health Assembly had decided that it would 
consider a resolution. 

Ms LUETTGEN ROS (Cuba) said that the resolution recommended to the Health Assembly in 
resolution EB93.R1 undermined the role of the Health Assembly as set out in the Constitution of WHO. 
If the resolution was adopted, an extraordinary situation would arise in which the most widely 
representative body of the Organization - the Health Assembly - would give up its most essential functions 
to a much smaller body - the Executive Board - in violation of the principle of majority rule. It was for the 
Health Assembly to give instructions to the Board and the Director-General, not the other way round. It 
was also for the Health Assembly to draw up recommendations on health matters for the entire United 
Nations system: at a time of increasing democratization of that system, it was unacceptable that the 
Executive Board should be given what amounted to a right of veto over the Health Assembly. The 
Executive Board had its own important functions to fulfil under the Constitution: it gave advice and carried 
out the decisions of the Health Assembly. It was not competent to tell the Health Assembly what it should 
or should not do. 

Dr SHAMLAYE (Seychelles) said that, as a member of the Working Group, he was pleased to see 
the systematic way in which its recommendations had been scheduled for implementation. They were so 
wide-ranging that they could not all be implemented in a single year. The commitment to change shown 
by the Director-General, WHO staff and the Executive Board would lead to a more efficient Organization 
which could respond more effectively to world health needs. He particularly welcomed the improvements 
in information systems which would ensure better coordination and monitoring of WHO activities. 

He looked forward to the continued implementation of the Working Group's recommendations, and 
hoped that Member States would show the same commitment to change as the Director-General, who 
needed the guidance of Member States in policy and strategy matters; the Health Assembly provided one 
of the best opportunities for the opinions of developing countries, in particular, to be heard. The Board 
should continue its active role in maintaining the impetus of reform. 

The Director-General，s progress report (document A47/16) stated in paragraph 12 that there had 
been difficulties in relation to paragraph 1(3) of resolution WHA46.16, which called for the mobilization 
of resources to ensure the systematic implementation of the priorities established. He asked exactly how 
the lack of resources had hindered the implementation of the Working Group's recommendations. 

Dr SAVEL'EV (Russian Federation) was pleased that many of the Working Group's 
recommendations had already been implemented. The resolution recommended in resolution EB93.R1 
would help the Organization in its efforts to respond to global change. 

He agreed with the Executive Board that draft resolutions should set a time-limit for the validity of 
their application and mechanisms for reporting on their implementation. Wherever possible, their financial 
implications for WHO should also be indicated, so as to give the Health Assembly some idea whether they 
would provide value for money, an essential consideration in the current difficult financial situation. Of 
course, only experience would show whether the new procedure was the right one, and he accordingly 
welcomed the Board's proposal that it should be introduced for a trial period of two years. 
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The measures designed to strengthen the role of the Executive Board were to be welcomed, but must 
not be allowed to affect the important influence of the Health Assembly, which he agreed with the delegate 
of Cuba was WHO's most widely representative body. 

Recommendation 6 of the Working Group called for a further reduction in the duration and cost of 
the Health Assembly, but it had already been shortened as far as practicable; if there were any further cuts, 
there was a danger that it would merely rubber-stamp the decisions of the Executive Board because it would 
be impossible in the time to discuss fully the issues involved. The best way to make the Health Assembly 
more efficient was to ensure that all Member States received well written, and not merely brief, 
documentation for every session in good time. 

The Health Assembly was the most authoritative source of operational information, showing what 
Member States thought of WHO's work at all levels. One of the best ways of implementing 
recommendation 15 of the Working Group, which called for surveys of Member States' views on the 
relevance, functioning, efficiency and effectiveness of WHO's work, would be to study the summary and 
verbatim records of each Health Assembly. It was essential not only to prepare the Health Assembly more 
carefully, but also to make better use of its results. 

Dr HAN Tieru (China) said that China was following with keen interest the steps being taken to 
implement the Working Group's recommendations. The results so far achieved were promising, and it was 
to be hoped that the process would continue to gain strength, thus promoting the healthy development of 
the Organization. 

Health care delivery had made great strides in all countries in the 15 years since the Alma-Ata 
International Conference on Primary Health Care. The goal of health for all by the year 2000 had been 
an inspiration to the health workers of the world. China remained dedicated to that ideal. However, in 
view of the variation in levels of economic development throughout the world, a thorough and objective 
analysis and evaluation would be required in order to adjust goals, reassess priority areas, mobilize 
resources and formulate new or alternative strategies. Guidance would also be needed from WHO in 
policy-making, in ascertaining the status of primary health care at national, regional and global levels, and 
in initiating broadly based discussion of any proposed change in the thrust of efforts to achieve health for 
all. “ 

In view of the increasing participation in health development matters by other international 
organizations, bilateral agencies and voluntary bodies, WHO should become even more effective in 
providing leadership and coordination in the field. An important component of that effort would be the 
consolidation of the role of the WHO Representative in providing leadership to United Nations teams in 
matters such as health care delivery, nutrition, family planning and environmental health. To that end, 
WHO Representatives should have stringent selection criteria, and their terms of reference and duties 
should be clearly defined. They should be more active in providing coordination at country level, while the 
regional offices and WHO headquarters should help to ensure coordination between WHO Representatives 
in different countries and seek to establish precise guidelines for action taken by United Nations bodies at 
national level. 

The report of the Working Group on the WHO Response to Global Change was an important guide 
in the implementation of reform, which put the various recommendations made by the Working Group to 
the test and should be regarded as a continuing process in which the interests of all regions and all Member 
States should be considered. New reform proposals should follow and, as measures were implemented, 
further improvements should be made and other lines of attack selected. 

Dr KHOJA (Saudi Arabia) welcomed the fact that some of the Working Group's recommendations 
had already been implemented. Since health information systems and monitoring were essential, 
recommendation which called for an annual assessment of world health status, should be expanded to 
include a monthly or quarterly report on WHO's work and programmes that could form the basis of the 
annual report. He endorsed the recommendations on the updating of health-for-all policies.1 A new WHO 
mechanism should be established to deal with programme quality assurance, quality assessment and self-
audit. 

1 See document WHA47/1994/REC/1, Annex 2，part 1，Appendix 
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Mr MERCIER (Canada) said that it was natural that an organization like WHO should, at the 
present stage of its existence, consider how it could be made more effective and what measures to take to 
achieve the best results. Such consideration should cover not only priorities but also methods, in order to 
respond more effectively to Member States' needs. Although a certain amount of work had been done, the 
actual effects of some of the changes made were a source of concern. He would therefore be grateful if 
the Director-General were to share with the Board and the Health Assembly his views as to the present 
and, in particular, the future shape of the Organization. Canada's wish for a frank, serious and positive 
exchange on the subject was prompted by its high regard for WHO and its belief that its task was an 
essential one. 

Mr OKELY (Australia) said that Australia was, as all should be, anxious that WHO should become 
a much more effective organization and show clearly that it was fulfilling its proper function. He welcomed 
the Director-General's proposal to establish a group of eminent persons to consider WHO's leadership and 
direction - an important step that should be taken boldly. The process of reform must continue at a steady 
pace and must be adequately provided to ensure real change. His delegation would support any moves that 
might be taken in the Health Assembly to re-examine the proposal that Executive Board members should 
not take up contracts with WHO either during their term of office or for one year afterwards. That would 
be an appropriate step to take in view of the difficult debate at the previous Health Assembly. 

Mr SATOULOU-MALEYO (Central African Republic) said that, in the context of the WHO 
response to global change, among the main challenges confronting the Organization were the problems 
associated with the achievement of the goal of health for all by the year 2000. That goal, which dated from 
1978，had been set before the onset of the AIDS pandemic, which in itself made adaptation to change 
necessary. However, in view of the situation in the developing countries, it was doubtful whether changes 
in management approaches could achieve such adaptation. When the goal of health for all had been set, 
the African countries had decided on primary health care strategies, but the emphasis placed by the 
international community on sound financial and economic policies had led to the neglect of the social 
sector, with catastrophic results. Since 1990, most African countries had realized their mistake and were 
beginning to implement medium-term health development programmes based on community participation. 
However, such countries were now in even worse financial straits than before as the result of devaluation. 
None of the recommendations covered by the report appeared to address the need for WHO to coordinate 
such programmes with those of the institutions funding development so that they were not in conflict with 
one another. WHO should attend the annual meetings of the World Bank so as to ensure the necessary 
collaboration and coordination. 

Mr NASSERI (Islamic Republic of Iran), noting the progress made in implementing the Working 
Group's recommendations, emphasized the need for a more critical examination of those recommendations 
that would affect the work of the Health Assembly, the supreme governing body of the Organization, 
particularly if they would involve some restriction of its action. For example, in the resolution 
recommended by the Board in resolution EB93.R1, the words "in exceptional circumstances" in paragraph 2 
were extremely restrictive and it was not clear when a circumstance could be defined as exceptional. Since 
the mechanisms for such a process had already been defined, it would be preferable for appropriate 
consultation to take place in every instance; the words "in exceptional circumstances" should therefore be 
deleted. With regard to paragraph 5(1) of the resolution, the meaning of the words "supported by the 
Director-General" was not clear. Were the Director-General，s views to carry the same weight as those of 
the Chairmen of the committees in the important decisions to be made? The implications of the word 
"determine" in the same paragraph should also be clarified. 

In the case of recommendation 10 of the Working Group, which had undergone a trial run, the words 
"to review and evaluate a number of specific programmes" appeared ambiguous. Who would decide which 
programmes would be covered? Furthermore, according to the recommendation, the findings would be 
referred to the Executive Board, which alone could take the final decision. Since the Board was not the 
highest decision-making body in the Organization, some rephrasing of the recommendation might be 
appropriate. 

With regard to recommendation 13, how were the views of the regional committees to be sought and 
in what manner would they be taken into account? It was essential that full consideration should be given 
in the process to the views both of Member States and of the regional committees. 
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Mr SHIRIMA (United Republic of Tanzania) said that the reforms currently taking place would result 
in better performance by the Organization and would have a beneficial effect on Member States. He 
agreed that more power should be given both to regional and country offices as that would lead to improved 
coordination with governments and enhance implementation of the health-for-all policy. The selection of 
Regional Directors by the regions concerned would create a more democratic system. He thanked the 
Director-General for the steps already taken and endorsed those still to be taken as outlined in document 
A47/16, while urging the Executive Board to continue to give the necessary guidance so that the remaining 
recommendations could be implemented according to plan. 

Dr DLAMINI (Swaziland) welcomed the progress made in implementing the Working Group's 
recommendations. Although many challenges still lay ahead, work was in hand to facilitate change, improve 
the effectiveness of the Organization and thus promote the health of people everywhere. Improvements 
in policy formulation and strategy development were long overdue. Consultation with the Management 
Development Committee and the Global Policy Council would contribute to the streamlining of WHO. 

Referring to the recommendations on contracts with Executive Board members contained in section II 
of document A47/33, she said that, while she agreed that serving Board members should not enter into 
contracts with the Organization, she was unclear as to the position once their term of office had ended; 
she saw no reason why they should be debarred from entering into contracts at that stage. 

Mr CHAUDHURI (India) thanked all those who had contributed to the formulation of the 
recommendations, which would assist WHO in responding to the changing world situation. However, 
country and regional matters should be given due attention; Member States and regional committees 
should be consulted extensively at all stages before decisions were taken at global level on the revision of 
the existing strategy and WHO's priorities for international health action. Further, regional committees 
should be given the opportunity to examine and comment on any proposed change in the working methods 
of the Executive Board and the Health Assembly before they were implemented. The proposed 
establishment of search committees for nominations for the post of Regional Director was not desirable: 
the current democratic selection system was effective and should continue. In any review of WHO 
procedures for the selection and recruitment of staff, greater attention should be given to ensuring the 
equitable geographical distribution of posts, to enable developing countries to contribute to international 
health work. Many countries needed help in strengthening institutional capacities for training personnel 
of high quality and competence. 

The proposed review of the current delegation of authority between headquarters and regional offices 
would hopefully identify areas that could be transferred to regional and country offices, in keeping with the 
policy of decentralization. Country offices could establish a special relationship with governments, 
coordinating and channelling international assistance and collaboration in health promotion in Member 
States. 

Subject to the reservations that he had made, the recommendations were useful and could be 
implemented without disturbing the existing structure and Constitution of WHO. 

Professor FIKRI BENBRAHIM (Morocco), referring to the resolution recommended by the 
Executive Board, said that it appeared to have been proposed with the aim of improving efficiency and 
facilitating discussion in the Health Assembly, thereby enabling the latter to take appropriate decisions 
based on the maximum amount of information. The resolution in no way diminished the prerogatives and 
powers of the Health Assembly, which remained the supreme authority of WHO. The Executive Board was 
an important part of WHO and enjoyed the trust of the Health Assembly; if the reforms were to be 
successful, the links between the governing bodies, the Director-General and the Secretariat would have to 
be even stronger than they had been in the past. He suggested that paragraph 2 should be incorporated 
in the introduction to paragraph 5 preceding the three subparagraphs, but with the deletion of the words 
"in exceptional circumstances". 

Dr ABELA HYZLER (Malta) thanked the Working Group for making recommendations aimed at 
improving the accountability, management structures and technical competence of the Organization. 
However, recommendations alone would not achieve reform; success would depend on a conscientious and 
determined process of implementation. He therefore welcomed the progress made so far. The 
wholehearted commitment and collaboration of all WHO bodies would be needed, however, if the aims of 
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the recommendations were to be achieved. A good working relationship between the Executive Board and 
the Health Assembly would be vital, and he therefore urged the Board to examine the concerns expressed 
by delegates and take any remedial action necessary so that the wishes of the Health Assembly might be 
better reflected. 

Noting the concerns raised about the undemocratic nature of search committees in relation to 
nominations for the posts of Regional Directors, he said that Member States of the European Region, 
which had established a search committee, would be able to allay any fears on that score. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) noted that most delegations had 
emphasized the need for gradual implementation of the recommendations while others had stressed the 
importance of continuity. With regard to the latter point, she e^qpressed concern that some delegations 
might have the impression that certain recommendations had been left aside; she hoped that the 
forthcoming discussion of section III of document A47/16, involving detailed examination of the 
recommendations and their method of implementation, would give reassurance on that subject and show 
that the Secretariat had taken some of the recommendations even further than their original intention. 

She explained that three factors had influenced a policy of gradual implementation, the first of which, 
as the delegate of the Seychelles had mentioned, was cost. Paragraph 12 of the document outlined some 
of the financing problems already encountered, and those had been compounded by the need to provide 
funding in a number of emergency situations while continuing with the programme of work. 

The second factor was that some of the recommendations were complex, requiring a change in 
working methods as well as changes affecting human resources, which were not always easy. Several 
delegates had mentioned the need for a climate of trust, cooperation and agreement at all levels of the 
Organization in order to achieve change, change which involved a step-by-step approach to a fundamental 
shift in emphasis. That would extend to the working relationships with other organizations of the United 
Nations system. Such a process would lead to a rationalization of the work of the different levels of WHO 
and relations within the United Nations system, and to a better utilization of resources. Development of 
policies also had to be coordinated at all levels, and a development team had been set up to update the 
policies for health for all, with an interim report to be made at the ninety-fifth session of the Executive 
Board. 

The third factor was the need to keep sight of the goals at each level in determining WHO's overall 
priorities. The delegate of Brazil had pointed out that each country had its own priorities and targets, and 
it was important that the process of fixing global priorities was not to the detriment of priorities at country 
level. Consultation would continue at all levels during the process of changes and reforms, for, as the 
delegate of the Islamic Republic of Iran had pointed out, the views of Member States should be sought at 
all stages of the process and especially with regard to establishing priorities. 

Detailed questions would be dealt with later during the examination of the implementation of 
recommendations; however, the draft resolution recommended by the Board in resolution EB93.R1 
represented an attempt to improve the Organization's work and not an attempt to deprive the Health 
Assembly of some of its powers in order to give them to the Executive Board. Member States interested 
might wish to participate in redrafting the resolution to take account of the concerns expressed. 

The meeting rose at 17h40. 
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Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

WHO RESPONSE TO GLOBAL CHANGE (IMPLEMENTATION OF RECOMMENDATIONS OF 
THE EXECUTIVE BOARD WORKING GROUP AND OF THE SPECIAL REPORT OF THE 
EXTERNAL AUDITOR): Item 23 of the Agenda (Resolutions WHA46.16，WHA46.21 and 
EB93.R1; Documents A47/16，1 A47/33 2 and A47/INF.DOC./6) (continued) 

Professor CHATTY (representative of the Executive Board) said that the members of the Executive 
Board, whose commitment to moral values was of a high order, had spared no effort in their endeavours 
to ensure that WHO enjoyed an unequivocal and uncompromised moral and ethical status. The 
Committee's discussion and comments so far on the Board's conclusions and on the progress made in 
implementing the Working Group's recommendations had made a valuable contribution and would 
ultimately help in achieving the Organization's aspirations. 

The CHAIRMAN invited the Committee to consider section II of document A47/16 (Implementation 
of recommendations: internal and external mechanisms). 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) welcomed the preliminary steps 
taken by the Executive Board to establish structures to follow through the important process of reform. 
The Programme Development Committee in particular would be a linchpin of the reform process. Its 
evolution from the old Programme Committee would, however, have to be carefully managed if the 
outcome was to be productive. In addition to maintaining regular and close contact with the Director-
General and the Secretariat and making every effort to encourage, facilitate and assist the reform process, 
it would have to be in a position to report fully and objectively on progress to the Board, the regional 
committees and the Health Assembly. It would also need to work closely with the proposed Administration, 
Budget and Finance Committee to avoid wasteful overlap, promote a unity of purpose and encourage 
complementarity of action. The Programme Development Committee could usefully target its attention, 
for example, on the six development teams, to monitor and encourage progress. The Organization should 
consider the introduction of a critical self-evaluation process incorporating meaningful and realistic 
performance indicators. 

An important element in the welcome strengthening of the advisory role of the Executive Board in 
determining programme trends and in evaluating and following up the management of programme activities 
would be the relationship between the new Board subgroups and the management committees of the special 
programmes. That aspect had not yet been addressed; perhaps the Board might consider it at its ninety-
fourth session. 

Mr ÔRTENDAHL (Sweden), referring to the group of recommendations already implemented or 
in the final planning stage, regretted that a decision on recommendation 13，relating to options for 
nomination and terms of office of the Director-General and Regional Directors, had been postponed to the 
January 1995 session of the Executive Board. Further, there had been no report to the Board or the Health 
Assembly on the outcome of work on recommendations 17 and 18，although they appeared to have been 
implemented. He would welcome information on the functions of the Management Development 

1 See document WHA47/1994/REC/1, Annex 2, part 1. 
2 See document WHA47/1994/REC/1, Annex 2，part 3. 
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Committee and the Global Policy Council, as well as on the development teams, their terms of reference, 
composition, time-schedule and progress to date. 

With regard to the continuation of the reform process with the recommendations in the second and 
third categories, he noted that the role of WHO with respect to the other bodies within the United Nations 
system was unclear, leading to duplication of work and loss of efficiency in activities related to health 
development. Admittedly that issue could not be tackled solely by WHO, but it ought to be addressed 
within the context of a review of the United Nations system in general. 

An external review of the regional structure of the Organization was needed to seek the best way to 
improve the efficiency of WHO country offices. The matter was a complex one involving many interests. 
Sweden respected and valued the energy and enthusiasm that were channelled through the regional 
structure, but an ideal balance was still far from being achieved, with resultant waste of scarce resources. 
WHO's function and work at country level, the most important part of the reform process, was covered by 
recommendations 25，26,27，29 and 30. Use of performance indicators might well prove counterproductive 
and some form of permanent self-assessment should be adopted instead. 

Sweden would continue to follow and monitor the reform process closely since it was essential that 
WHO should be a strong organization. It wished to be included among the sponsors of appropriate 
resolutions on the subject. 

Dr FEEK (New Zealand) said that during the past decade New Zealand had undergone a major 
process of reform which had affected many sectors of the economy, including health. A vertically integrated 
system had been transformed into one in which funder, purchaser and provider had been separated. The 
process, although painful, had been pursued in order to ensure accountability. It had involved determining 
needs and the most cost-effective ways of meeting them. W H O might consider such an approach in its own 
reform process, possibly through the policy development team referred to in recommendation 17. It was 
not sensible to embark on reforms without a long-term view of where the Organization was going and the 
strategies needed to get there. Criticisms of the process from Health Assembly delegates should be 
considered a healthy sign and an indication of their wish to see the Health Assembly as an agent for change 
in the Organization and an instrument for monitoring that change as it proceeded. New Zealand endorsed 
the process of reform and would encourage efforts to build on the start that had been made. 

Dr OKWARE (Uganda) welcomed the steps taken so far by the Executive Board and the 
Director-General to implement reform throughout the Organization. However, some of the 
recommendations, which were in no sense directives, would need very serious consideration from both the 
financial and political standpoints before they could be put into effect. In particular the sensitive issues 
associated with the relationship between the Health Assembly, the Executive Board, the regional offices and 
Member States would need to be addressed. 

Referring to recommendation 4，he said that, although a number of adjustments in the health-for-all 
strategy might well be necessary, the same general direction should surely be maintained; that had been 
the spirit in which the draft Ninth General Programme of Work had been approved. There appeared to 
be a suggestion that the primary health care approach should be replaced. Before any action was taken on 
the subject, the views of Member States and the regions should be ascertained; his preference would be 
for the year 2000 to be maintained as the target date for any final assessment of the health-for-all strategy. 
Furthermore, at a time of scarce resources, it seemed unwarranted to spend large sums on international 
meetings whose findings might never be implemented. 

Recommendation 13 referred to the possible use of search committees in the context of nominations 
for Director-General and Regional Directors, with the implication that those committees would vet and 
decide that leadership. Such a system would amount to making appointments by committees out of touch 
with the regions, instead of the present democratic process of election. A vetting process would be 
retrogressive and undemocratic and sow the seed of mistrust. The process of choosing regional leadership 
should be left to the regions, which should be responsible for their own decisions. 

He commended the proposal to establish a policy development team, which was contained in 
recommendation 17. 

Turning to recommendations 21 and 39，he said that, although the Director-General had made great 
efforts to achieve an equitable geographical distribution of staff within the Organization, it was 
disappointing to note that, as recently as January 1994, 70% of WHO staff came from two regions only -
a situation that was not in the best interests of the Organization. Moreover, there was now a proposal that 
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would further disadvantage countries not equitably represented in the Organization and effectively deny 
them full access to it. H e could not support and did not see the logic of debarring members of the 
Executive Board from accepting contracts as technical advisers. That would deprive regional and 
subregional levels, where they were most needed, of their skills，as well as undermining regional balance 
and regional self-reliance. Furthermore, even if there were an argument for Board members, who in fact 
were not the only decision-makers in the Organization, for not serving the Organization in other capacities 
during their term of office, there could be no reason for insisting on a waiting period between the end of 
that term of office and service in another capacity. He would support a resolution that was prudent and 
well-balanced and took account of the fact that mutual respect and cooperation between all Member States, 
irrespective of size or level of sophistication, were the only means of strengthening a global strategy for 
health. 

Mr BONNEVILLE (France) said that reform was needed and should be undertaken without delay. 
France had been closely following the Organization's response to global change and had from the start 
pressed for the 47 recommendations submitted to the Executive Board; it had indeed instigated a number 
of them. Those recommendations should enable W H O to take its proper place in the leadership of world 
health, and to meet new challenges through adaptation and reform and by improving its methods of work. 
Although some progress had been made, more than half of the recommendations, the most important, still 
remained to be implemented. Thus, despite the difficulties to which the Secretariat had referred at the 
previous meeting, there was a need to press forward. The far-reaching but necessary process of reform 
would not instantly change entrenched habits in a large organization with many staff, who at times felt 
disoriented. The staff needed to be set specific and ambitious goals. W H O staff should therefore be given 
a fuller explanation of the intent and implications of the reform programme so that they might be more 
closely associated with what could be considered a transformation of the whole Organization. 

Dr M A G A N U (Botswana) commended the Director-General, the Executive Board and Member 
States for their response to resolution WHA46.16. The changes proposed were profound and their effects 
might take some time to be felt. However, a good start had been made and the Health Assembly should 
support the Board in its endeavours to render W H O a more streamlined and effective organization. The 
programme of implementation of the recommendations should be followed up diligently. 

Recommendation 1 should result in increased information being made available by WHO, with an 
annual status report analogous to those of other organizations of the United Nations system. 
Recommendation 6 should improve the work of the Health Assembly. Delegates' contributions should 
certainly focus more specifically on major policy, strategy and programme issues, with the aim of guiding 
the Director-General. Although the Executive Board had failed to reach a consensus on the issue raised 
in recommendation 13, it nevertheless remained highly relevant. The current method of selecting the 
Director-General was not democratic as it did not fully involve those Member States which were not 
members of the Board. A fairer system would allow the Board to select a short-list of candidates for the 
Health Assembly to consider. If the African Region could be taken as an example, then the election of 
Regional Directors was fairly democratic, although it was regrettable that political considerations sometimes 
seemed to carry more weight than technical competence. Ways of minimizing such political considerations 
should be found. Recommendations 39 and 40 concerning staff selection were crucial to the well-being of 
the Organization. While a fair geographical distribution was to be strongly supported, the staff appointed 
should always be appropriately qualified and experienced, and there should be no possibility that Member 
States might secure appointments for their nationals through political or other pressure. 

Dr DLAMINI (Swaziland), referring to paragraphs 6 and 7 of document A47/16, welcomed the 
decisions by the Executive Board to set up a mechanism for dividing into subgroups to undertake 
programme reviews and to establish two committees in order to streamline its work. However, it would 
be important to ensure that those bodies did not work in isolation and that programme issues remained 
closely linked with budgetary matters. 

Dr PICO (Argentina), commending document A47/16, said that although a highly effective and 
efficient Organization was the goal of all, bringing about change in such a complex structure was not an easy 
task. Nevertheless, positive progress had already been achieved. The recommendations should be analysed 
carefully to ensure that they were feasible and consistent with existing internal and external needs and 
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capacities. The establishment of subgroups and committees was to be welcomed but measures should be 
taken to ensure that they were suitably linked. He urged the Director-General and the Executive Board 
to continue working towards a rationalization of operations. 

Dr VIOLAKI-PARASKEVA (Greece) referring to paragraph 7 of document A47/16, commended 
the mechanism for dividing the Executive Board into three temporary subgroups for the purpose of 
undertaking programme reviews. Experience at the ninety-third session of the Board had shown that the 
procedure provided an opportunity to evaluate past activities, assess the current programme and investigate 
available resources, and had thus given Board members a much clearer overview of programme strategies. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) noted the desire of many speakers for 
a more rapid pace of reform and assured them that measures were in hand to speed up that process. Most 
comments had centred on the various groups and mechanisms created, which functioned, despite any 
apparent bureaucracy, with an extremely light structure and existing personnel. Attention had focused on 
the WHO policy and mission development team which was the first to have been set up, for, as delegates 
had underlined, major policy had to be defined before the remaining programmes could be restructured. 
However, she assured the delegate of Uganda that reviewing and updating the policy of health for all in 
no way implied abandoning the concept of primary health care which was at the heart of the Organization's 
work. Member States themselves would be involved in that review and an interim report would be 
presented to the Executive Board at its ninety-fifth session in January 1995. 

The second team, which had met that very morning, was the programme development and 
management team whose responsibility it was to revitalize assessment and accountability at country and 
regional level as well as at headquarters. That team was also responsible for budgetary reform and for 
implementation of the Ninth General Programme of Work. It would also benefit, as the delegate of Greece 
had stated, from the work of the Board itself when it separated into three subgroups for programme 
analysis and evaluation. There was also a team to review WHO information systems; effective 
management, and identification and evaluation of targets was difficult without a good information system. 
An interim report on that subject would be presented at the ninety-fourth session of the Executive Board. 
The fourth team dealt with WHO information and public relations; rapid action had taken place as the 
recommendations, which had also appeared in the auditor's report, were relatively simple to carry out. A 
definitive report on that group would be discussed in August 1994 by the Global Policy Council and 
submitted to the Executive Board in January 1995. The development team for W H O country offices had 
already held several meetings and an initial, interim report would also be presented to the Board in January 
1995. ‘ 

She assured the delegate of France that the team studying WHO personnel policy, which had only 
just begun its work, included members of the Staff Association. 

Given its terms of reference, the Programme Development Committee would, as the delegate of 
Swaziland had suggested, need to work very closely with the Administration, Budget and Finance 
Committee and ways of forming appropriate links would be presented to the Board at its ninety-fourth 
session; joint meetings of the two Committees were a possibility. 

The United Kingdom delegate had raised the possibility of forming links between the Programme 
Development Committee and the various management committees for the special programmes. A 
document on that subject would be placed before the Board in January 1995. 

The CHAIRMAN invited the Committee to consider section III of document A47/16 
(Implementation of recommendations: progress report). In the absence of any speakers on subsection A 
(General considerations), he invited comments on subsection В (Stages of implementation). 

Mr GONZÁLEZ DE LINARES (Spain) referred to recommendations 1 and 46, relating to the 
proposal to issue an annual publication on the world health situation. In paragraph 7 of the relevant report 
to the Executive Board in January 1994,1 it was stated that that publication would be in English and French. 
However, given the importance of such a publication and the need for it to be widely disseminated outside 
the health sector, there was a strong argument for it to be issued in all the official languages of the 
Organization. Indeed, not to issue it in all those languages would run counter to the objective of the 

1 See document EB93/1994/REC/1, Annex 1，Part 2, section I. 
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Organization, namely to achieve its widest possible distribution among those responsible for health care. 
In addition, to limit it to two languages would not be acceptable as it would be submitted to the Health 
Assembly. 

Dr DLAMINI (Swaziland), referring to recommendation 13，said that her delegation had reservations 
about the formation of a subcommittee to consider options for nomination of the Director-General and 
Regional Directors. That matter had been extensively discussed at the ninety-third session of the Executive 
Board, and the feeling had been that all Member States should be involved in the process. Their views 
should be solicited before a decision was made. 

The review of W H O country offices mentioned in recommendation 28 was essential, as greater 
streamlining would make them more responsive to local needs. Recommendation 21 deserved special 
attention, as more equitable geographical staffing patterns were of concern to many delegations, as was the 
equitable representation of women, especially at higher levels of the Organization. The Executive Board 
had adopted resolution EB93.R17 on the latter issue, in which the Director-General was requested to report 
annually to the Board on the matter. 

With regard to recommendation 27, she agreed that improved coordination between W H O and other 
United Nations agencies, and particularly those able to help in relation to health at country level, was 
greatly needed. W H O should take the lead in helping to strengthen such links. 

She hoped that the Executive Board would seek authority from the Health Assembly to examine the 
question of overhead rates for extrabudgetary programmes as mentioned in recommendation 36. However, 
overhead costs as high as 35% were a source of concern, as they implied that funds for programme 
implementation would be restricted. 

Mr R O N D O F I L H O (Brazil) welcomed recommendation 14，which called for the setting-up of a small 
working group to study, inter alia, ways of achieving a more active involvement of Board members 
throughout the year in the work of the Organization. The strengthening and democratization of the 
representation of Member States was central to WHO's response to global change. Countries with common 
culture and interests should come together to improve their representation. 

H e proposed that a working group for technical cooperation among Portuguese-speaking countries 
should be formally established within W H O for the promotion of mental health. The Regional Offices for 
Africa, the Americas and Europe would participate, with headquarters, in the group's work. Mental health 
was as important as all other aspects of health, and the creation of such a group would increase awareness. 

Dr ТАРА (Tonga) pointed out that, some years earlier, a working group of the Executive Board had 
carried out a study on WHO's structures in the light of its functions, under the chairmanship of 
Sir John Reid f rom the United Kingdom. Not all of the group's recommendations had been accepted by 
the Health Assembly. The Organization now appeared to be repeating the same process. 

Although some delegations considered that progress in implementing recommendations was too slow, 
18 out of 47 recommendations had already been implemented or were in the final planning stage, which 
was surely an acceptable figure. Concerning the recommendations to be implemented for January 1995， 
the Regional Committee for the Western Pacific had decided, with regard to recommendation 16，to study 
the matter in depth in September 1994. 

Some recommendations were to be implemented progressively in 1994，1995 and 1996，but he recalled 
that not all the recommendations of the previous Executive Board working group had been implemented 
within a year, but rather over a period of several years. 

Mr T H A N N Y U N T (Myanmar) welcomed the steps taken to implement the recommendations. 
Like any other international organization, W H O was made up of sovereign Member States, and the 

interests of those States were paramount. In planning and priority-setting for the implementation of 
country programmes, it was crucial that the national interests of Member States, as well as the particular 
situation of each region, were taken into account. Priority-setting within a regional context had proved to 
be very effective. The current system, which allowed a fair degree of flexibility to the regional offices and 
regional committees, had been shown to work well in practice, and should be maintained. 

Recommendation 15，which called for periodic surveys of the opinions and perceptions of Member 
States, was very important, and should be implemented sooner rather than later. 
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Professor BERTAN (Turkey) drew attention to recommendation 25, which called for the 
determination of the profile of skills and qualifications required for the selection of WHO Representatives. 
Quantitative as well as qualitative considerations applied. 

On recommendation 44，she pointed out that W H O collaborating centres were very valuable contact 
points, and should be put to a variety of uses, rather than designated for one specific purpose. 

Mr VAN REENEN (Netherlands), referring to recommendation 36, which called for the Health 
Assembly to authorize the Board to assess appropriate overhead rates for extrabudgetary programmes, 
endorsed the comments of the delegate of Swaziland on the matter; a ceiling of 35% seemed extremely 
high. 

Professor FIKRI BENBRAHIM (Morocco) asked precisely when and how it was intended to 
implement recommendation 30. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General), in reply to the points raised by the 
delegate of Spain, said that a report as important as the one which was to be issued in connection with 
recommendations 1 and 46 clearly merited translation into a number of languages. The Director-General 
had in fact used some of the funds contributed by two countries for the implementation of the 
recommendations of the Working Group on the W H O Response to Global Change to set up a small unit, 
which would be producing the report. She could assure the Committee that the report would appear in 
both French and English, and that summaries of it, at least, would be translated into other languages. 
However, she had once again to underline that the whole process of response to change gave rise to 
additional costs at a time when the Organization's budget was already under strain. 

In reply to Swaziland and Turkey, she said that the Director-General had already taken steps, in 
consultation with Regional Directors, to improve the selection of W H O Representatives in countries, and 
to ensure that they were accorded a status commensurate with their very important role at country level. 
Other recommendations were currently being studied, and an interim report would be submitted to the 
Board in January 1995, as well as a precise date for the implementation of recommendation 30，as 
requested by the delegate of Morocco. 

With regard to the ceiling of 35% for overhead rates proposed in recommendation 36，a working 
paper on the subject would be submitted to the Board in January 1995. 

As had rightly been pointed out by the delegates of Myanmar and Tonga, the regional committees 
were closely associated in the whole process of reform, restructuring and change. They also had their own 
contacts in countries, which meant that better consultations could be held with those involved in the changes 
at all levels. 

She confirmed the statement by the delegate of Tonga that some 14 years ago a study had been 
carried out on the Organization's structure in the light of its functions, which was an indication of 
continuity, both in regard to the problems faced and in regard to the way that W H O had evolved over the 
years. 

The CHAIRMAN drew attention to a draft resolution entitled "WHO response to global change: 
Health Assembly resolutions", recommended for consideration by the Health Assembly, contained in 
resolution EB93.R1. He proposed that a drafting group consisting of Brazil, Cuba, Islamic Republic of Iran, 
Morocco, Russian Federation and the United Kingdom should be set up to consider proposed amendments 
to that resolution. 

It was so agreed. (For approval of amended text, see summary record of the fifth meeting, section 2.) 

The CHAIRMAN then drew attention to the following draft resolution entitled "WHO response to 
global change: Programme Development Committee", proposed by the delegations of Australia, Austria, 
Canada, Denmark, Fiji, Finland, France, Germany, Greece, Guyana, Hungary, Ireland, Japan, Kuwait, 
Netherlands, New Zealand, Nigeria, Norway, Papua New Guinea, Poland, Russian Federation, Samoa, 
Solomon Islands, Switzerland, United Kingdom of Great Britain and Northern Ireland, United States of 
America, and Vanuatu: 
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The Forty-seventh World Health Assembly, 
Recalling the requests and recommendations of the Forty-sixth World Health Assembly to the 

Executive Board and the Director-General in its resolutions WHA46.16 and WHA46.21; 
Having considered the progress reports by the Director-General on this resolution in documents 

A47/16 and A47/33; 
Aware that the Director-General, in collaboration with the Regional Directors and Assistant 

Directors-General, programme directors and other WHO staff, has embarked on a comprehensive, 
ongoing process of managerial and administrative reform; 

Welcoming the decision of the Biecutive Board in resolution EB93.R13 at its ninety-third 
session to establish a Programme Development Committee; 

Noting with satisfaction the creation by the Director-General of a Global Policy Council and 
Management Development Committee to improve the management of W H O and to implement 
reform, and of development teams to assist the process of reform in six priority areas; 

Noting that the Executive Board will decide at its ninety-fourth session the composition, 
objectives and work programme of its Programme Development Committee; 

Convinced that reform of the Organization in response to global political, social and economic 
change should result in improved health in all Member States, particularly those in greatest need, 

1. C O M M E N D S the action of the Director-General and his staff in their response thus far to 
resolution WHA46.16; 

2. REQUESTS the Executive Board to make full use of the Programme Development Committee 
in implementing the comprehensive plan for managerial and administrative reform endorsed by the 
Health Assembly that should, in the longer term, bring about fundamental improvements to WHO's 
operations; 

3. REQUESTS the Director-General: 
(1) to continue the reform; 
(2) to report regularly to the Board on plans and implications for, progress in implementing, 
and impact of WHO's initiatives in the reform process in response to resolutions WHA46.16 
and WHA46.21; 

4. REQUESTS the Board to report to the Forty-eighth World Health Assembly on progress. 

H e noted that Argentina, China, Italy, Portugal, Republic of Korea and Spain wished to be included 
among the sponsors of the draft resolution. 

Dr PYAKALYIA (Papua New Guinea), Rapporteur, pointed out that, in the last preambular 
paragraph, the word "substantive" should be inserted before "reform". Paragraph 3(1) should be amended 
to read "to continue to pursue the reform process;". 

Mr NASSERI (Islamic Republic of Iran) said that the reform process had been initiated in 
recognition of the need for WHO to become more responsive to the world's health needs. The developing 
countries, in particular, had come to feel that W H O was not doing enough to help them solve their vast 
health problems. However, he doubted whether it would ever be possible for the Organization to emerge 
f rom the zero budget growth in which it had been trapped for so many years. It seemed unlikely that WHO 
could really do much to respond to global change if it was unable to increase its financial assistance to 
Member States. The original intention of the study on WHO's structure had been to streamline 
bureaucracy, and to make the process of assisting Member States simpler. He was not at all sure that that 
would be the effect of the recommendations contained in document A47/16, or that Member States, and 
particularly developing countries, would be in a better position once they had been implemented. A number 
of them were somewhat trivial, and even the most significant ones were concerned chiefly with 
redistributing decision-making powers on the basis of a system of checks and balances. There seemed to 
be no recommendation of any substance that would really help W H O to attain its objectives. 

The implications of the recommendations for WHO's internal structure seemed to be the creation 
of a large number of new policy, managerial or development-oriented committees with large and diverse 
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memberships and unknown membership mechanisms. The terms of reference of those bodies were 
generally broad, rather than clear and operationally viable, and there was a lack of strong follow-up 
mechanisms to ensure that implementation, at least, was efficient. It would be very difficult to tell, by 
following up each individual recommendation, whether the objectives as originally set forth were really being 
achieved and whether a better organization would eventually emerge. While conceding that the exercise 
would not be easy, and perhaps somewhat subjective or interpretative, he felt that it would be useful to have 
as a basic point of reference a global assessment of the impact of the recommendations on WHO. He 
therefore suggested that the Executive Board should be requested to include such an assessment in its 
report to the Health Assembly in 1995. The Health Assembly, in taking note of document A47/16, should 
emphasize that all the recommendations within the context of the response to global change should be 
implemented in such a way as to avoid unnecessary bureaucracy and cost, while facilitating WHO's work, 
further promoting its objectives and actively enabling developing countries, in particular, to receive the 
public health assistance that they required. 

Dr ТАРА (Tonga), referring to section IV，paragraph 12 of document A47/16, inquired about the 
identity of the two Member States that had provided financial support for the implementation of the 
recommendations on global change. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) conceded that some of the 
recommendations on WHO's response to global change were more significant than others. She recalled 
that the reforms had in some cases been reinstated in their W H O management context and that the area 
covered had been broadened to allow more comprehensive treatment. The terms of reference of the 
various mechanisms were clear and had been summarized in the documentation. Further clarification could 
be provided if required. Most of the mechanisms had been in place for several months and were already 
operating in a fairly unbureaucratic and efficient manner. It was true that additional costs might accrue, 
though not necessarily as a direct result of the mechanisms. For example, the publication, translation and 
distribution of reports and other such activities, whether to strengthen the existing information system or 
create a new one, would inevitably entail additional costs. The cost of implementing the various 
recommendations and the studies that they entailed would be substantial over the coming two or three 
years. Thereafter, however, there should be a reduction in costs as the Organization became increasingly 
efficient and better able to support the development of health programmes in Member States, in accordance 
with the aims of the reforms and restructuring process. 

The global assessment of the impact of reforms on the Organization as a whole, proposed by the 
delegate of the Islamic Republic of Iran, would be the more interesting, since the first world health report 
would be submitted to the Health Assembly in 1995，thus furnishing a combined Member States and W H O 
overview. 

In reply to the delegate of Tonga, she named the United Kingdom and Japan as the two countries 
that had provided financial support for the implementation of the recommendations. 

Dr ТАРА (Tonga) expressed concern about the future pace of progress given that only two countries, 
which he commended, had contributed financially to the implementation of the recommendations. 

The CHAIRMAN then drew the Committee's attention to the Director-General's report on 
implementation of the special report of the External Auditor (document A47/33). 

Dr VIOLAKI-PARASKEVA (Greece) expressed her opposition to paragraph 1 of the guidelines 
regarding contractual relations and employment of Executive Board members, contained in Annex 1 to 
document A47/33. It was self-evident that a person could not be at the same time a member of the Board 
and a staff member. Moreover, the paragraph was tantamount to a penalty imposed on Board members 
and insinuated that they were susceptible to corruption. If they were, when did their possible corruptibility 
cease - when they ceased to serve on the Board? In any case, the Health Assembly, as the supreme 
governing body, enabled Member States to overrule any Board decisions they considered wrong. She 
stressed that her opposition was not founded in any personal interest. 

Dr DLAMINI (Swaziland), recalling her statement at the first meeting of the Committee, reiterated 
that, while it would be inappropriate for persons serving as members of the Executive Board to enter into 
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contractual relations with WHO, once their term of office had expired, the experience they had gained on 
the Board might actually serve to enrich the Organization. 

Dr CLINTON (United States of America) welcomed the reported improvements; document A47/33 
suggested that work was well under way towards addressing all the External Auditor's recommendations. 
However, the External Auditor appeared to take a different view in his report in part II of document 
A47/19, which would be discussed under agenda item 26.1; in paragraphs 24 to 36，he suggested that some 
of his recommendations had not been implemented. For example, as stated in paragraph 35，despite the 
External Auditor's concern that certain staff members had uncontrolled access to live databases, it appeared 
that no improvements had been made in the controls in that important area. Why had no action been 
taken? 

The External Auditor had also raised a fundamental issue in paragraph 36，namely that programme 
managers were not directly accountable to the Assistant Director-General to whom they ostensibly reported. 
If Assistant Directors-General were to exercise their titular responsibilities, they should monitor and 
supervise programme managers. The External Auditor had noted that a restructuring exercise was under 
way, but appeared to have doubts that it would lead to actual change. What was the official poskion? 

The External Auditor had also noted, in paragraph 29 of his report, that there was still no action on 
simplifying the number and type of contracts and no policy for future media needs. Those were also 
significant issues deserving attention. 

H e welcomed the entry into effect of the guidelines regarding contractual relations and employment 
of Executive Board members, alternates and advisers (document A47/33, Annex 1). They failed, however, 
to cover the serious question of the employment of Board members and their advisers shortly after expiry 
of their term of office. In resolution WHA46.21, the Health Assembly had requested the Director-General 
to establish a policy in that regard. The United States Government had welcomed the proposal by the 
Director-General, submitted to the Board in January 1994，that Board members should not be employed 
by W H O for one year after completion of their term. It was regrettable that, after consideration by the 
Board, that one-year limitation had been withdrawn. He shared the concern expressed by the Norwegian 
Minister of Health in the fifth plenary meeting. Pointing out that the governments of many Member States 
had conflict-of-interest regulations for their employees, he believed that the Director-General，s original 
proposal had been made to ensure transparency and explicit clarity and to protect the integrity of all 
components of WHO. Board members should not be seen as having any possible conflict of interest and 
therefore should not be eligible for employment by W H O until at least one full year had elapsed following 
completion of their term on the Board. He requested the Director-General to amend the guidelines to 
restore the wording of paragraph 10 of the provisional guidelines in Annex 1 to his report to the Board 
(document EB93/12) in January 1994. ^ 

Regardless of the question of amending the guidelines, the Director-General could give the provision 
practical effect by refusing to permit his staff to offer employment to Board members or their advisers 
during their service on the Board and for a period of one year afterwards. In order to express the views 
of the Health Assembly, his delegation and several others were sponsoring a draft resolution that would 
be taken up later. 

Mr Ô R T E N D A H L (Sweden) stood firmly behind the original proposal of the Director-General for 
a one-year moratorium on contractual relations with former Board members. He saw no problem of 
recruitment for WHO, since the limitation was only temporary. The provision would be valuable in 
guaranteeing the integrity of the Board. His delegation was cosponsoring the draft resolution mentioned 
by the previous speaker. 

Mr MILLER (Canada) expressed support for the decisions adopted by the Executive Board in respect 
of the special report of the External Auditor. Nevertheless, members of the Board, their advisers and 
alternates should, freely and without any obligations, indicate the absence of any conflict of interests which 
could affect their responsibility. His suggestion was aimed at ensuring that the Board would operate with 
all necessary competence, integrity and transparency. He too would have preferred the Board to accept 
the Director-GeneraPs proposal to prohibit contractual relations between W H O and Board members, their 
alternates and advisers during their term of office and for one year thereafter. Associating himself with 
the remarks of the delegates of Norway, Sweden and the United States of America, he said that Canada 
was also a cosponsor of the draft resolution to which the United States delegate had referred. 
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Mr OKELY (Australia) said his delegation would strongly support any move to reinforce the 
Director-General's attempts in 1993 to introduce guidelines to ensure that the integrity of Board members 
was protected during and for one year following their term on the Board. His delegation would therefore 
support the proposed draft resolution. 

Dr OKWARE (Uganda), associating himself with the views expressed by the delegates of Greece and 
Swaziland, expressed surprise that the current debate appeared to call into question the integrity of Board 
members. In that case, the integrity of the entire Organization was at stake. It seemed unfair and 
unscientific to single out Board members for such treatment. He could not agree with the position of the 
previous speakers. 

Dr ТАРА (Tonga), supporting the views put forward by the delegates of Greece, Swaziland and 
Uganda, said he was strongly opposed to debarring former Board members from entering into contractual 
relations with WHO for one year after the end of their term. That was an affront to Board members as 
individuals and as citizens of their countries, and an intrusion on their privacy. H e wondered whether there 
was any connection between that proposal and the situation in which some Member States designated a 
member for a three-year term, were subsequently unrepresented on the Board for a year, and then 
designated a member for a further term. 

Dr SHAMLAYE (Seychelles) said that Board members must be assumed to be of the highest integrity 
unless the contrary were proved; after all, the Working Group on the W H O Response to Global Change, 
whose recommendations had given rise to such a wide-ranging discussion, was made up of Board members, 
and their integrity was surely unquestionable. In any event, should a member wish to indulge in 
questionable behaviour, a one-year moratorium would be no deterrent. He recalled that there had been 
a suggestion that every chairman of the Board should stay on as a consultant for one year after his or her 
term of office had ended, in order to give the next chairman the benefit of his or her experience; that very 
sensible proposal would not be feasible if the one-year moratorium were introduced. 

Ms LOBBEZOO (Netherlands) said that the External Auditor's recommendations relating to 
contracts between WHO and Board members, alternates or advisers, summarized in paragraph 3 of 
document A47/33, should be implemented in full. In particular, such contracts should be mentioned in 
WHO's published accounts, and not merely in an information paper for the Board, as recommended in the 
revised guidelines (document A47/33, Annex 1，paragraph 9). All Board members should be asked to 
declare any relevant financial interests, and the guidelines should provide for a register of such interests, 
as WHO should be aware of any financial interests of Board members which might conflict with the 
interests of the Organization. 

Dr Z H U Qingsheng (China) welcomed the efforts of the Director-General to implement the External 
Auditor's recommendations. There was no need to amend the guidelines in Annex 1 of document A47/33. 
Executive Board members were health experts and highly knowledgeable about the work of WHO; it was 
just that kind of expertise which developing countries needed. WHO must have faith in Board members 
as individuals, and also in the governments which had designated them. Any application by a former Board 
member for a temporary adviser contract with WHO must be considered solely on its merits. 

Mr WETZ (Germany) agreed with the delegates of Australia, the United States of America and 
others that there must be no possible doubt about the integrity of Board members. He therefore called 
upon the Director-General to restore the one-year moratorium to the guidelines. 

Professor BERTAN (Turkey) said that, while she understood the concerns expressed by the delegates 
of Australia, the United States of America and others, she wondered why such concern about the integrity 
of Board members had never been expressed until now. After all, former Board members had gone on to 
take temporary adviser contracts with WHO on many occasions in the past. They were surely capable of 
overseeing their own conduct. It would be unfair to have special rules for them and not for any other 
category of person with whom WHO had dealings. She therefore agreed with the views expressed by the 
delegates of Greece, Swaziland and Uganda. 
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Mr C H A U D H U R I (India) supported the one-year moratorium because the Executive Board must 
be seen to be above any suspicion. ТЪеге was no suggestion that the integrity of any individual member 
was in doubt. 

Mr NASSERI (Islamic Republic of Iran) said that any decision to prevent former Board members 
f rom taking up temporary adviser contracts with WHO would have far-reaching effects. Even if there had 
been irregularities in the past, it was not right to introduce restrictions which might prevent W H O from 
employing the best experts. Some flexibility should be allowed. 

There was no denying that the external audit carried out in 1993 had taken place in an extremely 
tense and politicized atmosphere. Even now, a year later, senior officials appeared to be afraid to make 
decisions in case some irregularity should occur and cause a scandal. It was essential to recreate an 
Organization that was assured of the support of its Member States. 

He feared that the External Auditor's recommendations had been approved without adequate 
consideration, in an attempt to counter the criticism levelled at the Organization. Only a few delegations -
including his own and that of Zimbabwe - had asked whether there had been any legal foundation for the 
extraordinary external audit. At the Forty-sixth World Health Assembly, he had asked who had requested, 
initiated, authorized and determined the scope of the external audit, since it appeared that the original 
question had been raised by a single Member State.1 He had received no satisfactory answer to his 
questions. In his own opinion, only the Health Assembly was competent to request a special external audit, 
in accordance with Article 12.5 of the Financial Regulations, not the Executive Board or its chairman, and 
even less the representative of the mission of one Member State. It seemed that irregularities had occurred 
and a dangerous precedent had been set; the legal situation must be clarified. All Member States had the 
right to know whether a process which cost W H O thousands of dollars could be initiated at the request of 
just one of them. 

His delegation could not agree to the implementation of the recommendations in document A47/33 
until the very important matter he had raised had been clarified. 

Dr F E E K (New Zealand) said that in an organization such as WHO there must be no question of 
any possible conflict of interest. The integrity of Executive Board members must not only be preserved, 
it must be seen to be preserved. For that reason, his delegation would support the draft resolution to be 
submitted by the United States of America and others. 

Mr BONNEVILLE (France) called upon the Director-General to implement the recommendations 
of the External Auditor and reinstate the one-year moratorium. It was not a question of doubting the 
integrity of any individual Board member, but of a basic principle that must be observed if any national or 
international administration were to remain above suspicion. It was certainly observed in his own country. 

Dr N G O VAN H O P (Viet Nam) said that Board members had a thorough knowledge of both W H O 
and Member States, particularly the developing countries, and he believed that they would do nothing to 
jeopardize the cooperation between the two. Accordingly, he supported the views expressed by the 
delegates of Greece and Uganda. 

Mr AITKEN (Assistant Director-General) pointed out that, although "irregularities" had been referred 
to in the current debate, there had been no statement in the External Auditor's report to the Forty-sixth 
World Health Assembly (documents A46/33 and Согг.1) that any actual financial irregularity had taken 
place. 

The subject of contractual relations between former Executive Board members and the Organization 
had been the subject of considerable debate at the Board's ninety-third session in January 1994. In order 
to reflect the clear and strong views expressed by the Board, the Director-General had deleted the reference 
to a one-year moratorium from the guidelines. It would not be appropriate for him to take part in the 
debate or decision; it was now a matter for the Member States. The proposed draft resolution mentioned 
by the United States delegate would give Member States a further opportunity to decide. 

With respect to the United States delegate's question about measures to improve the security of 
WHO's computer operations, he said that the internal computer security committee mentioned in 

1 See documenL WHA46/1993/REC/3, page 192. 
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paragraph 10 of document A47/33 had been established and would report to him soon, but it had not yet 
been possible to restrict individual staff members，access to the computer system to the extent 
recommended by the External Auditor. If every staff member were to perform only a single task, many 
more staff would be needed, and WHO was naturally anxious to avoid large-scale recruitment. On the 
question of media policy, good progress was being made and a full report would be submitted to the 
Executive Board at its ninety-fifth session in January 1995. As the United States delegate had noted, the 
External Auditor had recommended that WHO should review and simplify the types of contract currently 
in use. Guidelines had been drawn up for the new contractual arrangements, which were currently 
undergoing a six-month trial. In the light of the experience gained, a simplified contract system would be 
introduced throughout the Organization. 

The United States delegate had also referred to the need for senior managers - particularly the 
Assistant Directors-General - to monitor operations more closely. The proposed new management 
information system mentioned in paragraph 11 of document A47/33 was intended to give the Assistant 
Directors-General direct access to operational information, and the Director-General had accorded high 
priority to that. The Executive Board was to consider the new detailed planning for the system at its ninety-
fourth session, directly after the current Health Assembly. 

The delegate of the Islamic Republic of Iran had asked about the legal basis for the external audit 
in 1993. The matter had been brought in the proper way to the attention of the Executive Board; the 
Board had debated it, but had reached no decision. It would be up to the Health Assembly to take any 
further action it wished. In that connection, he drew attention to the Additional Terms of Reference 
Governing the External Audit of the World Health Organization, which appeared as an appendix to the 
Financial Regulations of WHO. 

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

The meeting rose at 18hl0. 



THIRD MEETING 

Monday, 9 May 1994，at 9h00 

Chairman: Dr F. CHÁVEZ PEÓN (Mexico) 

GLOBAL AIDS STRATEGY (REPORT ON THE STUDY ON A JOINT AND COSPONSORED 
UNITED NATIONS PROGRAMME ON HIV/AIDS): Item 21 of the Agenda (Resolutions 
WHA46.37 and EB93.R5; Documents EB93/1994 /REC/1 , Annex 3，and A47/15) 

Professor CHATTY (representative of the Executive Board) said that the Health Assembly would 
take up agenda item 21 in two separate parts. The first part - annual progress report of the Director-
General on activities carried out by the WHO Global Programme on AIDS - would be reviewed by 
Committee A.1 The second part concerned the study, in accordance with resolution WHA46.37 and in 
consultation with five other potential cosponsors of the programme (UNDP, UNICEF, UNFPA, UNESCO, 
and the World Bank), on the feasibility and practicability of establishing a joint and cosponsored United 
Nations programme on HIV/AIDS. The texts of the completed study and of the Director-GeneraFs report 
containing the implications of the preferred option for Member States and WHO appeared in Annex 3 to 
document EB93/1994/REC/1. " 

The Board had recognized the paramount importance of a multisectoral response to the epidemic at 
country level, whiJe continuing to emphasize the major importance of HIV/AIDS as a health problem, 
besides its far-reaching socioeconomic consequences; it was essential that all sectors of government should 
be actively involved in a country's response to the epidemic and that WHO should support ministries of 
health in carrying out their important role. 

The Board had noted that, at the global level of the cosponsored programme, there would be a 
unified, interagency secretariat administered by and located in WHO, which would plan and provide overall 
direction. Consensus among the cosponsors on policy, strategic and technical matters would be ensured 
primarily through the programme's management structure. The programme director would be selected 
through consultation among the cosponsors, nominated by and under the supervision of the Director-
General of WHO, and appointed by the United Nations Secretary-General. The current global mandate, 
functions and resources of the WHO Global Programme on AIDS would be integrated into the joint and 
cosponsored programme. 

At country level, programme coordination arrangements would be consistent with those set out in 
United Nations General Assembly resolutions 44/211 and 47/199 on the restructuring and streamlining of 
the United Nations system at country level. The coordination committees set up at country level in line 
with those resolutions were internal mechanisms of the United Nations system, intended primarily to help 
the system better serve national government authorities and their mechanisms for national coordination. 

The Board had understood that regional arrangements for the programme would be decided upon 
in due course. 

Having discussed the study and the Director-General's report, the Board had adopted resolution 
EB93.R5, which recommended the development and eventual establishment of a joint and cosponsored 
United Nations programme on HIV/AIDS, and requested the Director-General to explore, with the other 
United Nations system organizations involved, ways and means to facilitate the further development of such 
a programme. ТЪе Director-GeneraFs report to the Health Assembly, requested in that resolution, was 
contained in document A47/15. 

The CHAIRMAN requested delegates to confine their remarks to the cosponsored programme, 
leaving questions concerning the pandemic and related technical subjects for discussion by Committee A. 

1 See summary record of the tenth meeting of Committee A. 
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Dr BERNARD (United States of America) supported the establishment of a joint and cosponsored 
United Nations programme on HIV/AIDS as an important developmental effort by the United Nations 
system. Since the Forty-sixth World Health Assembly had requested the Director-General to prepare a 
feasibility study for such a programme, tremendous progress had been made in examining organizational 
options and making specific recommendations. As a result, the Executive Board had endorsed the 
programme, and an interagency working group was considering such matters as "governance", technical and 
financial mobilization, and better coordination among bilateral and multilateral donors. The programme 
would clearly be a move towards a coordinated multisectoral global response to the HIV/AIDS pandemic, 
led by those who knew the pandemic well - the public health community - and it would give global AIDS 
efforts unity and focus in a coordinated and consistent response to the national plans of individual Member 
States. It would enable ministries of health to deal effectively with the disease, rather than weakening them 
as some had feared. The pandemic had commanded attention in sectors not traditionally involved with 
health, including defence, education, agriculture, tourism, and labour. W H O should encourage the 
consideration of HIV/AIDS, together with other health problems, in the international political and financial 
context from which they had been too long excluded, and as a model for future intersectoral cooperation 
in pursuance of health goals. 

Professor KALLINGS (Sweden), speaking on behalf of the Nordic countries (Denmark, Finland, 
Iceland, Norway and Sweden), supported the concept of a cosponsored programme as an important step 
in the continued struggle to bring the HIV/AIDS pandemic under control and in increasing efficiency in 
the use of available resources, strengthening intersectoral approaches, promoting appropriate international 
and national research, and improving external support to countries. As the fatal disease continued to 
spread, there was a desperate need for the political will to increase and coordinate the flow of resources 
as a financial and infrastructural basis for implementing HIV/AIDS control, with a focus on prevention. 
Immediate action so near the beginning of the AIDS pandemic could save tens of millions of people from 
infection. Success could not be achieved by disease-specific measures alone or without worldwide 
mobilization to increase resources and ensure shared responsibilities for action and profound sociocultural 
changes, one of the most important being women's equal status in society, in the family and in sexual life. 

The pandemic could be fought within the framework of a global strategy, but only if there was close 
cooperation between those responsible. At international level, the first goal of a cosponsored programme 
would be to coordinate United Nations activities. The programme could also assist in improving 
cooperation between bilateral and multilateral organizations for a more equal and rational distribution of 
external resources according to needs. At country level it could achieve more balanced and coherent 
support in the planning, implementation, monitoring and evaluation of national control activities. 

Thus the success of the programme would depend upon the degree of commitment of all parties 
involved, and it would be useful to have an indication of that level of commitment. The Nordic countries 
urged Member States and the Director-General to take full responsibility for making the programme 
operational. 

Mrs JEAN (Canada) strongly supported the establishment of a cosponsored programme as a response 
to the need, unanimously recognized by the Forty-sixth World Health Assembly, for a more effective way 
to face up to the HIV/AIDS pandemic and to find a better means, within the United Nations system, of 
intervention and support to countries. She welcomed the efforts made by the six agencies concerned to 
reach agreement at 坦obal and regional level in order, ultimately, to define the most appropriate response 
to the problems of each country; consensus should not be seen as implying centralization, the primary 
objective being on the contrary to respond better to the individual needs of countries. The regional 
structure of WHO should be respected in a way that reflected the fundamental values of its Constitution, 
and special arrangements should be made - without modifying the programme as a whole with respect to 
the other regions - to take account of the particular situation in the Region of the Americas, where WHO's 
programme was implemented by an organization that was not part of the United Nations system. 

Progress had perhaps exceeded e^ectat ions, but much remained to be done, with due regard to the 
sovereignty and particular conditions of countries. 

Dr NAKAMURA (Japan) fully supported the decision of the Executive Board to recommend the 
development and establishment of a joint cosponsored United Nations programme on HIV/AIDS, to be 
administered by WHO. The disease had multisectoral consequences, and the consensus option offered clear 
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advantages in fighting it using WHO's expertise. He welcomed the action taken for the further 
development of the consensus option, and hoped that WHO would continue to lead in bringing the 
programme into operation. 

Professor KOREWICKI (Poland) said that the low HIV prevalence in Poland could be attributed, 
among other factors, to preventive measures, including information, education and communication among 
the general population and for vulnerable groups, with wide promotion and increased production of 
condoms, and appropriate blood donor selection and screening of donated blood for HIV. An effort had 
also been made to prevent and bring curable sexually transmitted diseases under control in order to reduce 
H I V transmission. AIDS prevention and control were included in the training of medical professionals, and 
technical support was provided to nongovernmental organizations active among specific population groups, 
especially drug users, sex workers, homosexual men, and youth in general. Despite the successful 
prevention of many potential HIV infections transmitted sexually or through donated blood, concern 
remained, especially regarding intravenous transmission among drug users, 70% of all AIDS cases in Poland 
being transmitted in that way in spite of syringe or needle exchange programmes. He hoped that close 
cooperation with W H O would continue. 

As a cosponsor of resolution WHA46.37, his country welcomed the initiative of a cosponsored 
programme. It was important that there should be consistency among the bodies of the United Nations 
system with regard to strategic policy and technical matters, as well as a reduction in duplication of their 
efforts. At country level, the initiative might also bring governmental and nongovernmental bodies together 
in a new way for the promotion of health, and reinforce public health activities with ministries of health. 

Dr R O D R I G U E S (Brazil) welcomed the initiative; interagency efforts were particularly necessary 
if limited regular and extrabudgetary resources were to be used with greater efficiency and synergy in 
cooperation with national programmes. The transformation of the Global Programme on AIDS with WHO 
as lead agency could serve as a model, preventing duplication of efforts, management conflicts, and 
contradictory external influences on national programmes. External cooperative efforts should complement 
national plans and support the continuous strengthening of national capacity, and interagency coordination 
should resist bureaucratic over-centraiization which impeded such direct cooperation. Flexible mechanisms 
rather than rigid structures were needed to respond to the differing epidemiological, social and other 
conditions in countries. External cooperation could not replace national responsibility, nor could it restrict 
national sovereignty. 

Resolution WHA46.37 specifically stated that the programme was designed to "strengthen 
governments，capacity to coordinate activities to combat HIV and AIDS at country level". The regional 
decentralization of W H O was a positive factor, insufficiently stressed in the proposal. She supported the 
policy for external cooperation set out in the Director-General's report (document A47/15), in particular 
in paragraph 13. Discussion of the consensus option, as mentioned in paragraphs 16 and 21，should take 
place in the context of that policy. For example, fund-raising for a national AIDS plan should only be 
undertaken if the government requested it; the role of the World Bank should be clarified accordingly. 
The part of W H O regional offices and W H O Representatives in the cosponsored programme should also 
be clarified. 

Dr G E O R G E (Gambia) said that, following Gambia's experience of an AIDS programme supported 
by both W H O and UNDP, he saw the new approach as a positive step to rationalize resources in controlling 
the pandemic. W H O should keep its technical and strategic role in protecting health, particularly that of 
women and children. The primary objective, to "strengthen governments，capacity to coordinate activities 
to combat HIV and AIDS at country level", should not be lost sight of; cosponsors should help meet the 
needs of countries where governments had primary responsibility. Furthermore, the new approach should 
not result in funds badly needed for programme activities being used to sustain supranational 
infrastructures. Where management and infrastructure for the consensus option cost more than present 
arrangements, it must be reconsidered. In view of the large number of cosponsors of the programme, he 
hoped that monitoring and evaluation would be built into the programme to ensure greater efficiency. 

Dr O K W A R E (Uganda) said that considerable efforts were needed to combat the AIDS pandemic; 
he commended W H O for its leadership of collaboration with governments and agencies. 



COMMITTEE В: THIRD MEETING 143 

Countries often lacked effective coordination and proper resources for their programmes. The joint 
and cosponsored programme would expand scope and capacity. Uganda supported the consensus option, 
option A, as arrangements described under В and С in the report of the interagency group1 had already 
been tried and many problems encountered. 

Past arrangements had produced conflicting advice, duplication and unhealthy competition for 
resources, and had wasted time and effort. The new programme, building as it did on existing infrastructure 
and experience with no major additional expenditure, while recognizing the potential benefit of 
contributions from other sectors, was promising. The consensus option should make the programme more 
approachable - an aspect lost in the largely socioeconomic basis of the past - and should be helpful in 
promoting the adjustment of social and sexual behaviour. It should provide for the individual, the family 
and the community with action at country level, for which governments would have overall coordinating 
responsibility - the authority on which many speakers had insisted. It provided also for streamlining and 
coordination at country level, and an improvement in accountability. 

The six agencies deserved support; patience was required for their complex task, as the control of 
AIDS would take time. There had to be long-term planning which took into account overall development 
and primary health care programmes. 

WHO might be criticized for the slow working of such a large partnership, but agencies and 
governments must move forward in unison. There would be difficulties in implementation at regional level, 
for the agencies had different regional structures; the merits of the systems in each country should be 
examined and the best adopted for use in each region, building on regional infrastructures and experience 
at little or no extra cost. 

He fully supported the joint cosponsored programme, which he was confident would provide a lasting 
solution. 

Dr EMIROÔLU (Turkey) said that the joint and cosponsored programme would enhance the 
consistency and efficiency of HIV/AIDS control and use resources more effectively. International agencies 
providing technical assistance should be represented in local structures, with national and local authorities 
determining needs in a specific area and the best use of local resources. WHO's e^e r i ence should help 
to ensure its leadership of the joint programme. 

The role of regional offices remained to be described in detail. The Turkish delegation endorsed the 
main principles of option A and the provisions of resolution EB93.R5. 

Dr OCHOA (Colombia) welcomed the proposed joint programme, which provided the opportunity 
for mobilization of external resources in support of the health sector as well as the coordination of agencies 
at national level, some of which acted independently of the United Nations system coordinators and of 
governments. He supported the consensus option. 

The participation of regional offices was not "potential" as stated in paragraph 18 of document 
A47/15, but essential, not only in preparing the programme but in carrying it out. 

While recognizing the importance of the resident United Nations coordinator at country level, he 
believed that ministries of health, with support from WHO, should determine policy and play a leading role 
in the programme. Conditions in regions and countries differed widely, and therefore flexibility was 
required in determining functions, standards and resources. Implementation of the programme should be 
as decentralized as possible to avoid unnecessary bureaucracy and increase accountability in each sector. 

Dr VANDENBULCKE (Belgium) gave his wholehearted support to the joint and cosponsored 
programme; he hoped that similar coordination would ensue in bilateral and other activities. Meanwhile 
it was important to ensure that donor commitment to AIDS control did not weaken: Belgium would 
increase its financial contribution to the Global Programme. Efforts should be intensified and national 
activities should remain a priority of the cosponsored programme, including control of sexually transmitted 
diseases. 

Mr VAN REENEN (Netherlands) said that, in principle, his country favoured the adoption of the 
consensus option for the establishment of a joint and cosponsored programme. However, that option had 
not yet been elaborated in sufficient detail for a decision to be taken. The proposed programme was an 

1 Document EB93/1994/REC/1, Annex 3, part 2. 
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ambitious one which might easily fail to reach its objectives. It should be developed with care, as 
precipitate and uncoordinated action by one or more of the agencies could have negative effects. The GPA 
Management Committee's Task Force on HIV/AIDS Coordination should be closely involved in order to 
ensure effective communication between donor and recipient countries. An independent external expert 
should be given the task of guiding programme development. 

Dr STAMPS (Zimbabwe), while appreciating the work involved in drawing up the programme 
proposal, was concerned about the role of UNDP, an agency not principally concerned with health 
ministries, in liaison at country level. In some countries, including Zimbabwe, responsibility for AIDS 
activities had shifted to the ministries for economic planning and development. With the development of 
quasi-scientific economic concepts, such as "disability-adjusted life years", financial support for successful 
programmes might be diverted to other activities. Of particular concern was the integration of AIDS 
prevention activities with primary health care where, because they could not be quantified, they might 
become fragmented. Effective but expensive activities such as blood screening, which saved lives by 
preventing iatrogenic transmission, might also be endangered. 

There must be a clear line of command for the core programmes from WHO, through the regional 
offices, to the ministries of health. In that regard, UNDP's role should relate to economic activities with 
the ministries concerned in order to maximize cost-effectiveness and resolve conflicts of interest. 

It was essential that cultural, behavioural and religious norms were respected and included in both 
country and central planning. He supported Gambia's call for close monitoring and reporting of the 
programme's effectiveness and efficiency, as well as its responsiveness to input and change. The 
performance of certain United Nations agencies, for example, in the area of medical education, had not 
been encouraging. H e hoped, however, that with the participation of the World Bank, real progress might 
be made. 

Dr ALLEN (Bahamas) supported the proposed joint and cosponsored programme, for which she 
expected W H O would be the focal point at international level. At country level effective coordination 
would require strong political will and commitment. The Bahamas pledged its full commitment to 
cooperation with the various agencies at country level in order to ensure the effective delivery of the 
programme. 

Ms CASEY (Australia) said that, in view of the seriousness of the pandemic, she strongly supported 
efforts aimed at coordination of AIDS programmes within the United Nations system and at global level 
and the establishment of the joint and cosponsored programme according to option A. 

Many aspects of the proposal required rapid action, although before the consensus option could be 
fully implemented details of administrative arrangements, including the budget, proposed methods of 
financing and degrees of financial independence, had to be worked out. In particular, Australia sought 
assurance that the programme would not entail financing of administrative measures in excess of that 
currently available to agencies. 

The involvement of nongovernmental organizations at all stages was crucial to the success of the 
programme, yet there had not been a clear statement on the role of those organizations nor on the 
mechanisms for consultation and involvement. 

She was concerned that the joint programme should improve on the current situation and was anxious 
that action at country level would not be compromised because of prolonged decision-making processes in 
agencies. She urged them to cooperate in its support. 

Mr YANTAIS (Greece) welcomed the efforts in recent years to combat HIV and AIDS. WHO had 
to take the lead for it was primarily a health problem, although one which had multisectoral consequences, 
particularly in scientific and technical terms. Under the proposed joint programme, W H O would continue 
to play a coordinating role in international health matters, and at the same time act in close consultation 
with the other agencies both within and outside the United Nations system. While agreeing on the need 
to determine the involvement of regional offices under option A, Greece fully supported the proposal. 

Professor GIRARD (France) said that 1994 would prove to be a decisive year in terms of the 
development of AIDS-related policy. AIDS was clearly a disease with grave and more far-reaching 
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consequences than could usually be expected; it threatened the very fabric of society, destabilizing already 
fragile economies in developing countries. 

Response to such a challenge required the commitment of all to W H O and other organizations of 
the United Nations system. France gave its support to the cosponsored programme and to its rapid, precise 
and controlled implementation. The difficulties were great and the concern of delegates, in particular that 
AIDS would be removed from the domain of health and managed by other organizations, was legitimate. 
Such a move could be avoided if WHO showed itself capable of understanding all the related issues, 
including ethical issues. There was also a fear of coordination between agencies proving cumbersome. 
Practical measures were required both between agencies and at country level to facilitate cooperation and 
joint financing of programmes, which would be a mark of the programme's success and lead to efficiency 
in the field. With the proper support, the programme would represent a major turning point in health 
work, also within the United Nations system. 

A second initiative was the convening of a summit of the heads of government of both developing and 
developed countries in Paris on 1 December 1994，the aim of which was to inspire further practical, 
concerted action in response to AIDS; it would follow the Tenth International Conference on AIDS in 
Japan in August 1994. 

Dr FEEK (New Zealand) supported the rationalization and coordination of the agencies，response 
to HIV/AIDS at global level. A united approach was essential if action was to be effective in combating 
the disease. Managerial efficiency was a concern, however. The footnote referring to option A in Annex 3 
on page 179 of document EB93/1994/ REC/1 described the staff costs of the programme as remaining 
essentially the same, but indicated that there might be opportunities for economies of scale. A more 
accurate determination of staff needs would be made by the interagency working group. That group's 
report should be made available at the following Health Assembly so that it could be determined what 
measures had been taken to ensure efficiency. 

Dr DANIELS (United Kingdom of Great Britain and Northern Ireland) emphasized the importance 
of improving the response of the United Nations system to the HIV/AIDS pandemic and drew attention 
to the efforts already made to strengthen coordination between the agencies. Those efforts had been 
evident in the full participation of agencies in the interagency working group meetings and the support role 
played by the Task Force on HIV/AIDS Coordination. Reinforcement of the links between governments, 
organizations of the United Nations system and bilateral agencies at country level was essential to the 
establishment of the new joint programme. He fully supported the emerging consensus on coordination 
within the framework of United Nations General Assembly resolution 47/199. The interagency working 
group, with support from the Task Force, should be encouraged to continue to explore the best options for 
the programme at country and at global level. Governance, financing, country-level coordination and 
content needed more attention; in particular, more detail should be given of financing. Time was needed 
to achieve the best result and genuine consensus between agencies for a truly "co-owned" programme. 

Dr ТАРА (Tonga) recalled that his delegation had supported resolution WHA46.37 at the Forty-sixth 
World Health Assembly because of its conviction that better coordination and greater resources were 
required to fight the HIV/AIDS pandemic. 

He noted with satisfaction the report of the study and the three options considered, and endorsed 
resolution EB93.R5. 

He commended the efforts of the Director-General and the Executive Director of the Global 
Programme on AIDS, and reaffirmed his confidence in their future work within the new joint and 
cosponsored programme. 

Dr KORTE (Germany) supported the proposed programme, which he trusted would lead to improved 
coordination within the United Nations system and between agencies and nongovernmental organizations 
and, in particular, to better country programmes and more efficient and effective use of resources. Progress 
towards those goals should be monitored with a sense of urgency. 

He recognized that the proposal did not aim to establish a new agency, but to improve the use of 
resources through restructuring. Care should be taken that the changes did not result in a loss of focus. 
The overall management costs should be kept stable or reduced. 
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Germany looked forward to close cooperation in the joint and cosponsored programme, both with 
regard to its national programme and its activities for international development and disease control. 

Dr HAN Tieru (China) stated that the spread of HIV/AIDS had become a serious social problem 
of global concern. Both the health system and other sectors and organizations had participated in 
government programmes against AIDS. China fully supported the joint and cosponsored United Nations 
programme on HIV/AIDS. The strengthening of coordination and management at regional and national 
levels was extremely important to deal with the specific problems faced by different regions. Guidance and 
work plans suited to different local approaches would be needed if the objectives defined were to be 
realized. 

WHO's leading role in the programme had already been provisionally established. The different 
participating organizations had different purposes; WHO should make the most of its technical superiority 
during the determination of priorities and the formulation of practical and feasible measures. The 
cosponsors should be encouraged to play a coordinated role in the work. 

Finally, attention should be paid to the effective and rational use of resources, and every effort should 
be made to mobilize financial support leading to the implementation of the programme. Developing 
countries with high H I V prevalence should receive priority, and support to developing countries with low 
HIV prevalence should be strengthened, so that they did not join the former group. 

Dr DLAMINI (Swaziland), commending WHO's swift response to resolution WHA46.37, expressed 
support in principle for option A, with certain reservations. As HIV was primordially a health problem, 
W H O should continue to take the lead in supporting countries in combating the pandemic while at country 
level ministries of health played the leading role. Key international and government agencies, bilateral and 
nongovernmental organizations sought involvement, and WHO should continue to hold sway in that area. 
In spite of the formation of a working group to examine the global, regional and country-level mechanisms 
for support to AIDS prevention and control programmes, much more work was needed for actual 
implementation of such programmes. The role of regional offices was not clear; they should be properly 
involved in implementing the joint and cosponsored programme. 

The involvement of too many parties slowed down implementation of the programmes in countries 
because new structures with inevitable bureaucracy were created. Detailed consideration of mechanisms 
for integration of support to national programmes was therefore needed, not forgetting primary health care. 

Clarification was also sought concerning the mobilization of increasingly scarce resources. Were the 
resources to be transferred initially to the ministries of economic planning? The proposal that the resident 
United Nations coordinator should coordinate activities at country level should be considered carefully, 
since that might delay the implementation of national programmes. 

Dr H A M D A N (United Arab Emirates) emphasized the role of religion and ethics in limiting the 
effects of the AIDS pandemic in his country. H e described the collaboration with regional authorities, for 
example, in the exchange of information and health plans. A blood screening programme had been 
introduced with priority for AIDS control. There was concern over the situation in other countries, and 
a high level of incidence had been detected among foreign nationals. Concentrated efforts in combating 
the pandemic were therefore required. The need for more coordinated work was clear, and his 
Government supported the establishment of a joint and cosponsored programme financed through a special 
budget. The varying needs of individual countries should be taken into account and regional programmes 
coordinated by W H O regional offices. A global programme would only prove to be effective with the 
cooperation of all States through W H O regional offices. 

H e agreed with the remarks of the delegate of the Netherlands. 

Dr A B E D N E G O (Indonesia) expressed thanks to all the countries and donor agencies that had 
assisted Indonesia in its HIV/AIDS programme. With a population of 185 million people it was far from 
easy to cover the 12 000 inhabited islands in Indonesia. The country had a national HIV/AIDS committee 
coordinated by the Minister of People's Welfare and representing more than 17 ministries, particularly the 
Ministry of Health, and nongovernmental organizations. Indonesia fully supported resolution WHA46.37 
recommending the development of a joint and cosponsored United Nations programme on HIV/AIDS to 
be administered by WHO. Meetings were already taking place between the Ministry of Health, the WHO 
Representative and representatives of all donor agencies. 
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Dr IYAMBO (Namibia) said that, in a small and young country, such as Namibia prevention of AIDS 
as a public health problem called for the full participation of government as well as the private sector and 
nongovernmental organizations. With the much appreciated support provided by organizations of the 
United Nations system and bilateral donors, the biggest challenge facing the Government was to ensure 
coordination, minimize overlaps, and meet the many demands for programme review. He supported the 
new programme initiative and the aim of improved coordination. Bilateral donors should follow the 
commendable example of W H O and other agencies to maximize the benefits, especially for smaller 
countries. Regular global evaluation of the programme should be maintained and the Health Assembly 
should be kept informed of its progress. 

Dr MILAN (Philippines) said that the growing HIV/AIDS problem and scarce, if not shrinking, 
resources were compelling reasons for all concerned to work in a coordinated manner on the basis of an 
agreed set of policies and strategies. Effective use should be made of both internal and external resources. 
However, the establishment of the joint and cosponsored programme only constituted a first step. 
Cosponsoring agencies and Member States should continue to work together in a spirit of cooperation and 
collaboration. She supported the suggestions for early monitoring and evaluation of the implementation 
of the programme in respect of the needs of individual countries and regions. 

Dr SIDHOM (Tunisia) said that AIDS had several facets. First, it was a health issue which had been 
the subject of study by a number of sectors. Its social, political and economic aspects had also been 
considered. Coordination at both country and international level was indispensable, and the joint and 
cosponsored programme, in which WHO should play the leading role, should ensure it. Member States and 
other international organizations were called upon to play their important part in its continued application 
with no geographical limits. The responsibilities of W H O regional offices should be spelt out in view of 
the specific characteristics of the different regions. 

Mrs HAYNES (Barbados) expressed support for the measures taken to apply resolution WHA46.37 
on the joint and cosponsored programme. In the face of the burgeoning AIDS pandemic a unified response 
was crucial. The preferred option stressed a highly centralized programme with a large secretariat at global 
level; it would be appropriate to agree upon a policy and technical direction, as well as a unified fund-
raising effort, the better to mobilize resources at the global level. 

In order to increase programme efficiency, more emphasis must be placed on coordination at regional 
and country levels. WHO should take the lead in any coordinated programme of this kind and in 
management at regional and country levels. 

A review of some aspects of the proposed programme was needed, particularly in respect of a greater 
degree of decentralization. WHO should play the leading role at every level and regular reports on its 
activity should be made to the Health Assembly. 

Mrs TINCOPA (Peru) expressed support for the establishment of a joint and cosponsored programme 
which should be more successful in controlling the AIDS pandemic. However, deeper analysis of strategies 
and activities would be needed to ensure they matched realities. A guarantee was sought for active 
participation of ministries of health and W H O regional offices in order to ensure that the programme was 
successful. 

Dr KALUMBA (Zambia) said that although the Director-Generars report constituted a synopsis of 
core policies and administrative issues, the complex problems facing the agencies in reaching consensus, in 
particular the constraining effects of their existing mandates and interests were not wholly evident. It was 
perhaps ironic that while the AIDS pandemic was causing so much havoc in the African Region, global 
institutions set up to combat the disease were beset by uncertainty; the process of coordinating them 
should not extinguish the possibility of the programme's achieving the desired results. The capacity of 
governments to manage national development continued to be hampered. The AIDS pandemic challenged 
scientific methods, political theories, constitutional mandates and theological doctrines. A collective will 
should be asserted to give impetus to consensus-building based upon rational judgement. Complex 
operational procedures did not always offer the most cost-effective or user-friendly approach. The views 
of Member States were the "acid test". The new superstructure should be capable of adapting to changing 
experiences at country level. Greater responsiveness than that currently evident was necessary. 
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Dr ABELA H Y Z L E R (Malta) commended the consensus on collaboration in the joint and 
cosponsored programme, and endorsed the coordinated efforts and increased cost-effectiveness. The 
Special Programme for Research and Training in Tropical Diseases had led to excellent results, and it was 
hoped that a similar outcome would be achieved in the new venture and that the model would be followed 
in other health areas. 

The countries of the European Region did not have W H O Representatives, and additional 
responsibility would fall to the Regional Office. The existing coUaborative links with other 
intergovernmental organizations would have to be taken into account in the implementation both of the 
cosponsored programme and the structural and managerial reforms resulting from the recommendations 
of the Executive Board Working Group on the W H O Response to Global Change. 

Professor FIKRI BENBRAHIM (Morocco) endorsed resolution EB93.R5. He thanked W H O and 
other organizations for their support to the Eighth International Conference on AIDS and Sexually 
Transmitted Diseases in Africa. Countries and regions should have the necessary flexibility to take into 
account specific characteristics in order to implement the initiative in the best possible way; coordination 
at all levels was indispensable as part of that exercise. 

Dr JAMIL (Syrian Arab Republic) expressed support for the joint and cosponsored programme, 
which would enable all countries to benefit f rom material and technical cooperation. H e stressed the 
importance of coordination at country level and hoped that the outcome of the current reform process in 
the United Nations system, especially with respect to regional coordination, would be positive. He 
emphasized the need to take account of the demographic and cultural particularities of each country when 
designing and implementing programmes and projects. Centralization was bound to lead to failure in the 
long term. The regional offices should therefore play a key role in the programme's implementation. 

Professor MTULIA (United Republic of Tanzania) endorsed resolution EB93.R5 and expressed full 
support for option A which, in the new framework, would enhance at the local level the benefits accruing 
from W H O and the ministries of health. He agreed with previous speakers that regional offices must be 
given a place in the process, and that at country level the ministry of health must be the lead agency. 

He was concerned that in regions with a higher prevalence of HIV/AIDS than others, financial 
support was not distributed in proportion. If such discrepancies were not rectified, the programme would 
not bear fruit. Again, some countries could not afford HIV/AIDS test kits in all transfusion centres, nor 
did they have the necessary nursing capacity. In some regions a large number of productive young people 
had been incapacitated by the disease, resulting in a shrinking workforce and a collapsing economy; the 
numbers of orphans and other dependants left behind by victims of the disease was a major problem in 
Africa. In both those areas the support of the international community was urgently required. Finally, with 
regard to human resources, he hoped that the programme would deploy only well-trained and experienced 
staff. � 

Mr MANDANI (Qatar) asked for clarification of the role of the regional offices in the 
implementation of the programme. 

Professor L O U K O U (Côte d'Ivoire) supported the joint programme. Given the success of the 
Onchocerciasis Control Programme in West Africa, which was also cosponsored, he believed the HIV/AIDS 
programme, if well managed, could also prove effective. Like the delegates of France and China, he hoped 
that W H O would retain leadership of the programme throughout its duration; that cumbersome procedures 
detrimental at the country and regional level would be avoided; and that coordination would reduce a 
disparity in results by means of support commensurate with the local situation. 

Mr Q U T U B (Saudi Arabia) stressed the need to introduce flexibility into the cosponsored 
programme, not least in terms of cost, which should be subject to a threshold in view of the need to tackle 
other problems, such as the resurgence of malaria and tuberculosis. Considerable importance should be 
given to education, especially religious education, and to improving personal conduct. He emphasized the 
important role of the regional offices and units specializing in AIDS control, which were in a better position 
to adapt to the specific cultural, geographical, demographic and other conditions of each country. Regional 
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responsibilities should be reflected in WHO's management of the programme and should be spelled out 
in the resolution. 

Mr TAMER (Libyan Arab Jamahiriya) said that any action enhancing global coordination to control 
HIV and AIDS was to be welcomed, and coordination should affect all sectors, at national and regional 
levels, where intensified support to programmes was needed. The problems varied considerably from 
country to country with the pattern of transmission of the disease. 

His country had set up a programme with WHO cooperation. The centre for AIDS control in Africa 
had assisted it greatly. 

Mr NASSERI (Islamic Republic of Iran) observed that coordination in a variety of fields among the 
organizations of the United Nations system had become a popular concept now that resources had become 
scarce and the tasks so immense. At the same time there were calls to streamline bureaucracy and simplify 
procedure. In the field of humanitarian assistance, for example, a person had been designated by the 
Secretary-General of the United Nations to oversee and coordinate on a temporary basis the activities of 
the many bodies of the United Nations system and nongovernmental organizations involved. The 
experience had been a qualified success and it had been decided to set up the United Nations Department 
of Humanitarian Affairs. However, the wisdom of that decision was now widely questioned. Inertia rather 
than initiative appeared to have resulted, and it was now generally thought that it would have been better 
to place responsibility for coordination with the body most active and most responsive in that area, the 
Commission on Human Rights, or, failing that, simply to designate a coordinator. 

The situation with respect to HIV/AIDS activities was similar. He therefore cautioned against adding 
to problems by creating, with the best possible intentions, a new institution having its own bureaucracy, 
procedures, decision-making system and apparatus. While commending the report and the proposals put 
forward, he foresaw problems with all the options. Options A and В would lead inevitably to wastage of 
resources, delay and confusion. He would favour something simpler than option C. 

It would be better for WHO to take responsibility for coordination among all the agencies, since by 
virtue of its mandate it was most heavily involved at global, regional and country levels. Failing that, the 
United Nations Secretary-General should simply be asked, in consultation with WHO, to appoint a 
coordinator with a few assistants. 

If, however, a new institution was to be created, decision-making bodies (the "programme coordinating 
board" proposed under option A and the "joint coordinating boards" proposed under options В and C) with 
their extensive terms of reference should not delegate responsibility to just a few donor countries and 
agencies, and possibly one or two recipient countries, but should be subject to the same democratic rules 
as were applied throughout the United Nations system. It was not a balance between donors and recipients 
that was required, but equitable geographical distribution. 

He agreed with previous speakers on the importance of the regions. It was at the regional level that 
countries usually determined a common approach to shared problems; it was therefore appropriate that 
the regional offices should have a major role in coordination. 

Dr AL-SAIF (Kuwait) said that the role of WHO, its regional offices and all Member States should 
be clearly set out in the programme. As the AIDS pandemic was social in nature, and societies differed 
widely, coordination within the United Nations system and the participation of all Member States would 
be enriching. 

Dr DESSER (Austria) expressed support in principle for option A. There were still a number of 
administrative details to be resolved, for example, concerning governance at the global level and the need 
for flexibility at the national level to respond to local conditions. In view of its good work thus far, W H O 
should continue to lead global action against the pandemic, although the disease had implications in many 
other sectors. He was confident that the joint programme, which it was hoped would be established at the 
forthcoming session of the United Nations Economic and Social Council, would help to achieve overall cost-
effectiveness, and improvements in health, social conditions and human rights. 

Dr NO VELLO (United Nations Children's Fund) paid tribute to the other organizations and bodies 
of the United Nations system seeking consensus in the coordination of an immense but timely and 
necessary undertaking. UNICEF would continue to be an active participant in the continuing negotiations 
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on the establishment by 1995 of the proposed programme. UNICEF had enjoyed strong working relations 
with the other agencies, U N D P and W H O in particular, and, for the preceding two years, had been an 
active participant in the negotiations to improve collaboration and coordination on HIV/AIDS within the 
United Nations system. It currently chaired the Inter-agency Advisory Group on AIDS. Over the previous 
two years U N I C E F had substantially increased its country-based activities relating to the health of young 
people, including HIV/AIDS prevention and care, family and community care, and other subjects of 
strategic planning in over 30 countries. 

The U N I C E F Executive Board had recently endorsed the joint and cosponsored programme and 
suggested that the principal objective must be to strengthen the capacity of organizations of the United 
Nations system and to intensify their efforts in a coordinated and collaborative manner at country level 
within the framework of United Nations General Assembly resolution 47/199. More important, to the 
extent feasible, the programme should build upon the existing operational capacity of the United Nations 
system in the field and avoid unnecessary duplication of effort, particularly in view of the increasing scale 
of the H I V / A I D S pandemic and the relatively modest level of resources available. 

UNICEF, with W H O and other partners, sought to define further: (1) the overall mission of the 
programme, stating the specific goals and clear operational objectives for regular monitoring and evaluation; 
(2) the relation of the governance of the programme to the UNICEF Executive Board and to the governing 
bodies of the other sponsoring agencies and the United Nations Economic and Social Council; (3) the basis 
on which it was to accomplish specific objectives, i.e., a time-limited or a permanent structure; (4) the 
manner in which HIV/AIDS prevention and care activities of bilateral donors might be better coordinated 
with those financed and supported through multilateral agencies in support of countries and in accordance 
with national priorities; (5) the manner in which substantially greater technical and financial resources from 
the donor community might be mobilized to support HIV/AIDS prevention and care once improved 
coordination and integration of the activities of organizations of the United Nations system and bilateral 
agencies was assured; and (6) the manner in which the joint programme should be monitored and 
evaluated. 

U N I C E F was ready to expand and intensify its efforts in the joint programme, in which 
nongovernmental organizations would also have an important part, and in which UNICEF would continue 
to work for the benefit of women and children, the health sector and the affected communities. 

Dr MERSON (Global Programme on AIDS) thanked delegates for their support, suggestions and 
comments, which would be considered in depth in the further planning of the joint and cosponsored 
programme. The process was still in its early stages and guidance would continue to be needed. 

Responding to the delegates of Canada and Sweden, he reported that cooperation among the agencies 
had been good. The interagency working group had met eleven times since May 1993 to prepare the study 
report and to plan the new programme. Its meetings had been marked by a spirit of partnership and a full 
commitment to dealing with the pandemic. The Executive Boards of UNICEF and UNESCO had endorsed 
their agencies' participation in the programme. The World Bank had clearly indicated its intention to join 
the programme and the U N D P and UNFPA executive bodies would consider participation shortly. He was 
optimistic that a report could be presented to the Economic and Social Council in July 1994 in the form 
of a work plan for the establishment of the programme by the end of 1995. The report would include some 
of the additional information on the programme requested by Austria, the United Kingdom and others. 
Until the launch of the new programme, efforts would continue at the current level of commitment. 

H e appreciated the cautionary words of the delegates of Australia, Netherlands, and others regarding 
the start of the programme, and would ensure that agency efforts remained unified. The Secretariat was 
continuing to work closely with the GPA Management Committee's Task Force on HIV/AIDS 
Coordination to ensure an input f rom Member States into the process of programme development. 

The delegate of Brazil had referred to the role of the World Bank, which currently provided support 
to national AIDS programmes, mainly through loans. The cosponsored programme would not interfere in 
any way with the administrative procedures of such loans; that had been a clear understanding between 
the Bank and other cosponsors from the beginning. However, all five other cosponsors, including WHO, 
had been keen to have the World Bank as a cosponsor in view of its expertise and influence in various areas 
and sectors, including the private sector. World Bank cosponsoring of the programme was consistent with 
its long-standing partnership with W H O and could be of great importance in motivating ministries of 
finance to provide sufficient national resources to national AIDS programmes and ensuring a multisectoral 
response. 
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He assured the delegate of the Islamic Republic of Iran that the study had considered many examples 
of coordination in the United Nations system, including the Department of Humanitarian Affairs. The 
United Nations Secretary-General had been consulted; the option proposed was not similar to that 
Department; rather, it designated one agency, WHO, to administer the programme. It did not propose 
the setting-up of a new agency or department in the United Nations system. ТЪе proposed governance was 
very similar to that of WHO's special programmes and the participation of developing countries would, in 
his view, be equitable. 

Expressing appreciation of the concern of many delegates that the new programme must support 
national efforts first and foremost, he observed that it was ultimately the national government that was 
responsible for overall coordination of such efforts, while the programme must strengthen the government's 
response. As with the current Global Programme however, the technical and strategic advice must be 
adapted to the epidemiological, social and cultural situation in each country. 

The programme would fully involve activities for sexually transmitted disease control, since they were 
now seen as a key component of almost all national AIDS control programmes. 

Many delegates had raised the issue of the programme's regional structure, a matter that was being 
considered by the interagency working group and the Director-General's working group. All the 
cosponsoring agencies appreciated the need for regional and intercountry activities, which would be included 
in the programme and its budget. The regional mechanisms of each of the cosponsors, including WHO, 
would be utilized to meet the needs of the programme. He assured delegates that the specific 
characteristics of each region would be taken into account. 

In clarification of the role of the resident coordinators, he stressed that it was their responsibility to 
ensure coordination at country level, though not necessarily to coordinate. The decision on who chaired 
"theme groups" was to be made in each country and not dictated by any global or regional structure; he 
thought the WHO Representative would be asked. For that and other reasons the programme should 
strengthen the role of WHO country offices in supporting national AIDS control efforts. 

On the role of nongovernmental organizations in the programme, he informed the delegate of 
Australia that the interagency working group was considering the matter carefully and was seeking a way 
to involve them, perhaps also in its governance. 

Every possible effort would be made to minimize the administrative costs of the programme, which 
he did not expect to be higher than current spending by the six agencies. Information on the programme 
budget and costs would be included in the report to the Health Assembly in 1995, as requested by New 
Zealand. 

In his view, the programme was likely to be less rather than more bureaucratic, and less centralized, 
because at a global level there would be one rather than several sources of strategic, technical and policy 
advice, and because at country level the theme groups should ensure less duplication of effort and more 
efficient use of resources. One of the main goals was to raise more resources to meet national needs. He 
believed the programme would have a real opportunity to increase the resource base from governments, 
the private sector and other financing agencies and institutions. The programme would be monitored 
closely, especially in the early stage, and the Health Assembly would be kept well informed. 

He assured delegates that WHO and ministries of health would retain their essential role in AIDS 
prevention and care. As W H O would be administering the programme, and the programme would 
strengthen national coordination mechanisms already in place - which in many countries were chaired by 
ministries of health - it should reinforce the role of health ministries as "key actors" in the development and 
coordination of the multisectoral national response. 

Responding to the delegate of Swaziland, he said that financial and technical support currently 
provided under the Global Programme on AIDS to ministries of health would continue through the joint 
programme. WHO and ministries of health must play their essential role in the health field while working 
closely with their partners in other sectors, whose full participation was needed to deal with the many 
developmental aspects of the pandemic. 

It remained a great challenge to bring together six organizations of the United Nations system, each 
with its own conditions, procedures, priorities and comparative advantages. He was optimistic that the 
programme would be able to offer Member States far more than was currently being provided by the six 
organizations individually, and he believed that it would deal better with the issues referred to by the 
delegate of the United Republic of Tanzania and with the other issues the pandemic would no doubt face 
it with in the years ahead. 
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The CHAIRMAN said he was sure he could speak for all present in wishing W H O and other 
organizations success in the further elaboration of the joint programme and in opening new doors and 
increasing the capacity of countries to fight the AIDS pandemic; progress would be reported to the Forty-
eighth World Health Assembly. 

The meeting rose at llh55. 



FOURTH MEETING 

Monday, 9 May 1994，at 14h30 

Chairman: Dr F. CHÁVEZ PEÓN (Mexico) 

1. BUDGETARY REFORM: Item 24 of the Agenda (Resolutions WHA46.35 and EB93.R13; 
Document A47/17) 

Professor CHATTY (representative of the Executive Board) recalled that in May 1993 the Forty-sixth 
World Health Assembly had adopted resolution WHA46.35 on budgetary reform, requesting the Director-
General to report on its implementation to the ninety-third session of the Executive Board in January 1994 
and to the Forty-seventh World Health Assembly. The Board had received detailed reports from the 
Director-General, as requested by the Health Assembly, in particular, on the procedural guidance issued 
by the Director-General to his senior staff on the preparation of the proposed programme budget for 1996-
1997，and reports from the Board's Programme Committee, which had also considered the matter during 
its sessions in 1993. 

The status of implementation of resolution WHA46.35 and the appropriate cross-references to the 
Board documentation contained in EB93/1994/REC/1 were provided in document A47/17. The 
Programme Committee had noted the importance of ensuring that the new arrangements would have 
positive consequences for WHO activities at the country level. The heightened focus on national and 
regional targets was of particular relevance, making the programme budget docmnent itself a more efficient 
tool for the evaluation process. The Programme Committee had also taken note of the four global 
priorities established by the Director-General for the 1996-1997 biennium: human health in a changing 
environment; proper food and nutrition; integrated disease control as part of overall health care and 
human development; and dissemination of information for advocacy and for education, managerial and 
scientific purposes. Those priorities would, of course, be adapted to regional and national circumstances. 

Overall, the Board was satisfied with the progress made in budgetary reform. As had been requested 
by the Health Assembly, it had also considered the composition, terms of reference and functions of an 
administration, budget and finance committee, based on proposals submitted by the Director-General 
through the Programme Committee. After considerable debate involving a general review of all of its 
subsidiary bodies, the Board had adopted resolution EB93.R13 which, inter alia, established the new 
Administration, Budget and Finance Committee of the Executive Board. Its terms of reference would 
include a review of the proposed programme budget, as well as other administrative issues. The Board 
intended to review, at its session immediately following the closure of the present Health Assembly, the 
harmonization of the work of the Administration, Budget and Finance Committee with that of its new 
Programme Development Committee to ensure that a proper balance was maintained between 
administrative and financial issues and programmatic issues. 

Mr BOYER (United States of America) was pleased with the progress made in budgetary reform 
described in document A47/17, but observed that only partial consideration had been given to the items 
identified by the Forty-sixth World Health Assembly and requested the Secretariat to continue to pay 
attention to them. All Member States were interested in improving the ability of WHO's governing bodies 
to address budgetary and financial issues. Together, they spent a large amount of money on programmes 
funded by both the regular budget and extrabudgetary resources, and wished to be sure that they would 
have access to correct information and be able to express their views appropriately. In that regard, he 
criticized the lateness in the dispatch of the financial report and the report of the External Auditor 
(document A47/19), to be discussed under agenda item 26. The document was complicated and raised 
many issues yet he had received it only on the day that he had left for the Health Assembly, and believed 
that many delegates were not yet even aware of its existence. The financial report and the External 
Auditor's report were always distributed after the January session of the Executive Board; the only possible 
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occasion at which they could be reviewed by any governing body was at the Health Assembly. Timely 
distribution to enable delegates to focus their attention on those documents was therefore important. He 
hoped that delegates would have time to consider them before they came up for discussion, and that in 
future the Secretariat would ensure their earlier distribution as a key aspect of budgetary reform. 

With regard to budgetary levels, resolution WHA46.35 had expressed the interest of the Health 
Assembly in the setting of priorities; for many years delegations had been concerned that governing bodies 
should have the opportunity to express their views when the Director-General was establishing his budget 
for the next budgetary period. If there was to be a change in priorities, at least one governing body should 
have the opportunity to express its views on the subject. That had been the intention of resolution 
EB79.R9, which had requested the Executive Board, the regional committees, and the Programme 
Committee of the Executive Board to become deeply involved in various aspects of budget development. 
In October 1993，the Director-General had issued a document requesting Regional Directors and 
programme managers to give specific emphasis to four different priority areas in the development of the 
next biennial budget; however, neither the Programme Committee of the Board, nor the full Board, nor 
any other governing body had focused on those priority areas. The intention of resolution EB79.R9 and 
of many delegates who had addressed the question of priorities was that Member States should be allowed 
to participate in the priority-setting process; he therefore regretted that no governing body had been given 
that opportunity with regard to the 1996-1997 budget. The situation should be rectified, since that would 
be in keeping with the spirit of budgetary reform requested by the previous Health Assembly. 

Mr MILLER (Canada) commended the Director-General for the considerable effort made to reflect 
the goals of resolution WHA46.35 in document CDG/93.1, "Procedural guidance for the preparation of the 
proposed programme budget for the financial period 1996-1997",1 circulated to the Programme Committee 
and to the Executive Board, which would facilitate the establishment of realistic and measurable targets in 
accordance with each health priority established. He also welcomed the emphasis on the description of 
existing evaluation mechanisms and on the need for presenting programme information so as to facilitate 
their future evaluation. Although the report to the Health Assembly in document А47/17 was admirably 
concise, it gave little information on the progress accomplished to date and might be confusing for delegates 
who had not attended the meeting of the Programme Committee or the Board. His delegation and those 
of Australia, Austria, China, Denmark, Fiji, Finland, France, Germany, Greece, Guyana, Hungary, Ireland, 
Netherlands, New Zealand, Nigeria, Norway, Papua New Guinea, Poland, Russian Federation, Samoa, 
Solomon Islands, Spain, Switzerland, United Kingdom of Great Britain and Northern Ireland, United States 
of America and Vanuatu had tabled a draft resolution entitled "Budgetary reform: Administration, Budget 
and Finance Committee", the first of two draft resolutions intended to reaffirm commitment to ongoing 
budgetary reform, which read as follows: 

The Forty-seventh World Health Assembly, 
Having considered the Director-General's report in document A47/17 on progress achieved in 

implementing resolution WHA46.35 on budgetary reform; 
Welcoming the decision of the Executive Board in resolution EB93.R13 at its ninety-third 

session to establish an Administration, Budget and Finance Committee to assist the Board and, 
through it, the Health Assembly in their deliberations on budgetary matters; 

Noting that the Executive Board will decide at its ninety-fourth session the composition, 
objectives and work programmes of its Administration, Budget and Finance Committee, 

REQUESTS the Executive Board: 

1. to take whatever steps are necessary to guarantee the effectiveness of the Administration, 
Budget and Finance Committee by ensuring that its members have specific expertise in 
administrative, budgetary and financial matters, and that it is given sufficient meeting time to fulfil 
the expectations of its role; 
2. to assign to the Administration, Budget and Finance Committee the tasks previously assigned 
to the Programme Committee under resolution EB79.R9; 
3. to make full use of the Administration, Budget and Finance Committee: 

1 Document EB93/1994/REC/1, Annex 2，part 3, Appendix 2. 
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(1) to assist the Director-Generars continuing efforts to simplify and clarify the programme 
budgeting process; 
(2) to monitor the impact of administrative and budgetary measures introduced so far on the 

(3) to recommend as necessary further measures to improve the efficiency of the budget 
preparation process; 
(4) to advise the Member States on the administrative, budgetary and financial implications 
of proposed biennial programme budgets; 
(5) to advise the World Health Assembly on the process for selection and appointment of the 
External Auditor in 1995 and on subsequent appointments; 

4. to report to the Forty-eighth World Health Assembly on progress. 

The second draft resolution, entitled "Budgetary reform", proposed by the delegations of Australia, 
Austria, Belgium, Botswana, Bulgaria, Canada, Chile, Denmark, Fiji, Finland, France, Germany, Greece, 
Hungary, Ireland, Italy, Japan, Luxembourg, Mexico, Namibia, Netherlands, New Zealand, Norway, Papua 
New Guinea, Samoa, Slovakia, Slovenia, Solomon Islands, Sweden, Thailand, Tonga, United Kingdom of 
Great Britain and Northern Ireland, United Republic of Tanzania, United States of America, Vanuatu and 
Venezuela read: 

The Forty-seventh World Health Assembly, 
Recalling resolution WHA46.35 which set out a number of matters of concern to Member 

States relating to budgetary reform; 
Reiterating its request to the Director-General in the operative paragraphs of that resolution; 
Reiterating, also, the obligation of all Member States to pay their assessed contributions in full 

and on time; 
Considering the Director-GeneraPs report to the Executive Board in Annex 2 to document 

EB93/1994/REC/1 and his report to the Health Assembly in document A47/17 on the steps taken 
to develop improved budget and accounting procedures; 

Welcoming the measures taken since the Forty-sixth World Health Assembly to simplify and 
clarify the budget, to reduce the lead time for its preparation, and to take into account the United 
Nations common accounting standards; 

Recognizing that other aspects of resolution WHA46.35 remain to be addressed, 

REQUESTS the Director-General: 

1. to continue and accelerate the development and implementation of an improved budget and 
accounting process by: 

(1) determining the resources required and reallocating them as necessary to meet priorities 
and targets; 
(2) establishing a process of regular evaluation of progress towards agreed targets; 
(3) including data on actual cost increases during the last complete financial period and 
comparing these with forecasts; 
(4) taking measures to achieve a more appropriate ratio of staff and staff-related costs to all 
other programme costs; 

2. to report to the Executive Board at its ninety-fifth session in January 1995 and to the Forty-
eighth World Health Assembly on progress achieved in implementing resolution WHA46.35 and this 
resolution. 

The draft resolutions noted the positive steps already taken towards a simpler and clearer budget and 
a shorter budget process. However, a reduction of two months in the lead time in the budget process was 
not as much as some delegations had wished. Although adequate time was needed for consultations with 
countries and consideration by regional committees, the Secretariat should investigate the possibilities of 
re-examining the overall schedule of governing body meetings with a view to adopting the biennial 
programme budget somewhat closer to the beginning of the biennium, bearing in mind that other 
organizations, namely UNESCO, FAO, IMO and the United Nations itself, all adopted programme budgets 
within a two-month period. 



156 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

Discussion of budgetary reform at the Executive Board in January 1994 had focused almost exclusively 
on the establishment of an Administration, Budget and Finance Committee. In order to guarantee its 
effectiveness, that Committee should have access to specific expertise in administrative, budgetary and 
financial matters; Board members should therefore delegate officials with an appropriate background to 
represent them on it. In his view, the Committee had a mandate to address issues related to staff 
administration, which had major implications for the management of financial resources and the overall 
performance of the Organization; he asked for that interpretation to be clearly reflected in its reports. 

Since the Board's consideration of budgetary reform had concentrated on only one issue, it was 
important to draw attention again to elements on which work was continuing and where important progress 
remained to be achieved: the determination of resources required and their reallocation to meet priorities 
and targets; the establishment of a process of regular evaluation of progress towards agreed targets; and 
measures to achieve a more appropriate ratio of staff and staff-related costs to all other programme costs. 
In the longer term, it should be possible on the basis of clear data to examine the relationship between 
budgetary and extrabudgetary expenditures and the implications of extrabudgetary activities for the regular 
budget. 

It would not have been reasonable or realistic to expect a significant change in the way that WHO 
used its budget to implement its strategic priorities to be fully achieved within a single year, and it was in 
that light that the cosponsors of the two draft resolutions sought to offer guidance to the Director-General 
in the areas on which they believed that he should concentrate his attention in the coming year. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland), after commending the positive 
and progressive steps taken to give effect to resolution WHA46.35 reiterated the United States delegate's 
point that, if budgets were to be transparent, it was fundamental that delegations should receive relevant 
documentation before leaving their capitals and in good time to reach decisions. His delegation had not 
received the financial report and External Auditor's report (document A47/19) until it arrived in Geneva. 

H e welcomed the emphasis given in the Director-General's memorandum to Regional Directors1 on 
the need to focus on priority-setting and on the capacity to reduce or discontinue programmes and activities 
that had outlived their usefulness. As recognized in the memorandum, there was a need for budget 
documentation to include a brief narrative giving an up-to-date evaluation of past and ongoing activities. 
The concept of a "rolling plan" to provide a medium-term perspective across a number of bienniums would 
enhance the evaluation process. Further, the information to be included in the budget documentation on 
activities funded by extrabudgetary resources, in particular, on how they complemented programmes under 
the regular budget, would give a more rounded picture than in the past, when the only readily available 
information had been on the amount of extrabudgetary funding as a whole. 

The instruction to regions that the 1996-1997 budget proposals should be expressed in terms of 1994-
1995 costs was also most welcome. It would allow the straightforward comparison of past and future 
activities without the distortion that cost increases and currency adjustments could create. Nevertheless, 
it should not be assumed that all cost increases necessary to support the proposed level of activity would 
be met; a clear ranking of activities within programmes was still needed, and it should be understood that, 
where local inflation was particularly high, there might have to be some curtailment of programme activity. 

The 1996-1997 draft budget documentation prepared recently by the Regional Office for Europe, and 
on which Member States had been consulted, had taken those matters into account; it was gratifying to see 
that the advice f rom headquarters was having an effect. 

His delegation was cosponsoring the two draft resolutions on budgetary reform before the Committee. 

Mr OKELY (Australia), welcoming the progress in budgetary reform since the Forty-sixth World 
Health Assembly, urged the Director-General to proceed quickly with further financial and budgetary 
reform. The draft resolution entitled "Budgetary reform" drew attention both to the progress made and 
what still remained to be done; in that regard, he endorsed the comments made by the delegates of the 
United States of America, Canada and the United Kingdom. Several delegations had expressed strong 
interest in the process for the selection and appointment of the External Auditor in view of the need to 
appoint an External Auditor at the 1995 Health Assembly. A detailed explanation of the process and 
timetable for such selection had been promised; his delegation welcomed that initiative and accordingly 

1 Document EB93/1994/REC/1, Annex 2，part 3, Appendix 2. 
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proposed the deletion of paragraph 3(5) of the draft resolution on the Administration, Budget and Finance 
Committee. 

Dr ТАРА (Tonga) commended the work done so far to implement resolution WHA46.35 and 
endorsed resolution EB93.R13. His delegation was in general agreement with the draft resolution on the 
Administration, Budget and Finance Committee, but had reservations concerning subparagraphs (4) and 
(5) of paragraph 3. He supported the Australian delegate's proposal to delete paragraph 3(5), and asked 
for the words "Member States" in operative paragraph 3(4) to be replaced by "Health Assembly", in keeping 
with the functions of the Executive Board as laid down in Article 28 of the Constitution. 

Mr AUGUSTSSON (Sweden), speaking on behalf of the Nordic countries (Denmark, Finland, 
Iceland, Norway and Sweden), recognized the efforts made to apply resolution WHA46.35 but found that 
the report (document A47/17) was not sufficiently specific about a number of topics. 

First, he was concerned about integration and coherence in overall strategic planning, and strongly 
recommended that, before completion of the new budget, there should be further development of the Ninth 
General Programme of Work and criteria for determining strategic and financial priorities. Secondly, there 
was the need for a mechanism to analyse priorities thoroughly，which took account of the conclusions of 
WHO，programmes as well as its governing bodies. Priority-setting was problematic for several reasons; 
the Organization's resources were dominated by funding from extrabudgetary sources, and coordination with 
regard to such funding was essential for the harmonization of overall priorities. Thirdly, transparency in 
budget programme presentation was essential, in addition to its adjustment in line with the comments made 
during the final discussions on the matter. Fourthly, analysis of the ratio of staffing and administrative costs 
to activities was essential. Finally, the consequences of various alternatives in reforming the budget must 
be looked into; the question of shortening the lead time must be considered again later. He looked 
forward to the further progress of the reform process. 

Dr DEVO (Togo) said that despite the progress made in responding to the recommendations, he was 
surprised at the haste with which the new Administration, Budget and Finance Committee was being 
required to undertake certain tasks. For some 12 years, the Organization had had a zero growth budget; 
a major effort to rationalize resource use was necessary, and reforms would enter into effect mainly in the 
1994-1995 biennium. In a climate of suspicion, prudent financial management was needed; the new 
Committee should therefore be allowed time to appreciate the situation before applying budgetary reform 
measures. He would therefore prefer that the Forty-ninth World Health Assembly, not the Forty-eighth, 
should examine the report on the activities in question. 

Furthermore, both the Executive Board and the Health Assembly would benefit f rom clear 
information on the procedure used for appointing the External Auditor. 

While appreciating the provisions of the draft resolution on the Administration, Budget and Finance 
Committee, he endorsed the views of previous speakers regarding the deletion of paragraph 3(5) at the 
present stage of the budgetary reform process and, on the same lines, considered that, in paragraph 3(4), 
the Executive Board should be requested to "inform" Member States rather than to "advise" them prior to 
the Health Assembly which would examine the matter. 

Dr FEEK (New Zealand) welcomed the initial steps towards budgetary reform. One hallmark of 
recent reforms in his country was the notion of accountability for public money. He therefore wished to 
see the same concept introduced in WHO. The presentation of a timely and digestible budget was crucial 
for the Organization, and he therefore supported the two draft resolutions on budgetary reform. 

Dr PAVLOV (Russian Federation) said that resolution WHA46.35 was of great importance to all the 
activities of the Organization. He therefore welcomed the useful work done by the Director-General to 
implement its provisions. In the proposed new form of programme budget the description of the 
programmes made assessment clearer and easier. The information on new programmes, such as those on 
the quality of medical care and humanitarian operations, was both interesting and up to date. 

He commended the Director-GeneraPs intention to continue in 1996-1997 the policy of zero growth 
of the regular budget in real terms and to seek possibilities for increased financing of the programmes of 
highest priority. At the same time, more information was needed on the search for a more rational and 
effective ratio between expenditure on staff and other programme expenditure. A successful solution to 
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that problem would greatly enhance the effectiveness of the Organization's work at a time when its 
resources were limited. 

Mr NASSERI (Islamic Republic of Iran) suggested that, since the two draft resolutions before the 
Committee were on the same subject, their sponsors should consider combining them to simplify their 
consideration and save time. H e generally supported the content of both but was in favour of deleting 
paragraph 3(5) of the draft resolution on the Administration, Budget and Finance Committee as the Health 
Assembly did not require advice on appointing an External Auditor. 

Professor DAI Zhicheng (China) welcomed the progress made pursuant to resolution WHA46.35. The 
budgetary reforms, including the establishment of an Administration, Budget and Finance Committee, were 
important both to safeguard programme priorities and to improve implementation. They should also have 
a positive impact on effective technical cooperation with Member States. He therefore hoped that the 
reform process would be maintained without problems. He stressed that the definition of financial priorities 
and strategies was an important link in the chain; the Executive Board should ensure that there was a 
proper balance between financial and programme priorities. Further, understanding and communication 
between budget and finance services and programme services should be strengthened during programme 
development and implementation. Finally, study of the relationship between staff expenditure and other 
programme expenditure must continue, so as to ensure a more rational ratio between the two, and more 
reasonable use of human resources must be made so that allocation to programme activities could be 
increased. 

Mr C H A U D H U R I (India), commending the steps taken to implement resolution WHA46.35, said 
that considerable progress had been achieved, which he hoped would continue. As his delegation had 
indicated at the previous Health Assembly, it would not support any attempt to restrict the Executive 
Board's mandate by the establishment of the Administration, Budget and Finance Committee; it was 
designed to assist the Executive Board and should have an advisory role. The inclusion of personnel matters 
within the Committee's mandate would dilute its focus on budgetary reforms. 

Regarding the draft resolution on the Administration, Budget and Finance Committee, he felt that 
certain aspects should be clearer; he did not understand the significance of the words "to make full use of ' 
in paragraph 3 and suggested they should be amended to read "avail itself as appropriate of the assistance 
of1. H e supported the proposed deletion of paragraph 3(5) of the same resolution. 

Dr DLAMINI (Swaziland) commended the Secretariat on the speedy response to resolution 
WHA46.35. However, the Director-General's report (document A47/17) did not enable readers to 
appreciate precisely what progress had been made in the implementation of the resolution, particularly, as 
mentioned by a previous speaker, for those who were not members of the Programme Committee. Much 
as she appreciated brevity, it was essential that key information enabling Member States to participate in 
the discussion should not be omitted. 

With regard to the draft resolutions before the meeting, she also thought that a single resolution 
would state the case more strongly, and agreed with those previous speakers who had recommended the 
deletion of subparagraph 3(5) of the draft resolution on the Administration, Budget and Finance 
Committee. 

Dr N A K A M U R A (Japan) welcomed the achievements made in applying resolution WHA46.35. He 
supported the deletion of paragraph 3(5) of the draft resolution as proposed by the Australian delegation. 

Professor FIKRI BENBRAHIM (Morocco) welcomed the establishment of the Administration, 
Budget and Finance Committee as well as the progress made in implementing resolution WHA46.35. He 
supported the draft resolution relating to the Committee, but suggested that, in the French version, in 
paragraph 1，the word "voulues" should be replaced by "nécessaires", in line with the English and Spanish 
texts. 

Mr AITKEN (Assistant Director-General), replying to questions raised by delegates, said that the 
Health Assembly was held early in the biennium as compared with the governing bodies of other 
organizations of the United Nations system, and problems often arose with respect to the timeliness of the 
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accounts. An enormous effort was made to produce the accounts in time. On the present occasion there 
had been special problems with regard to the Regional Office for Africa. The utmost would continue to 
to be done to produce the accounts in a timely manner. 

Regarding the matter of ensuring that Member States had an early opportunity to express their 
opinions on budget planning, the written guidance of the Director-General the previous year had been 
submitted to the Programme Committee to provide such an opportunity. 

The draft resolution requested the Executive Board to give to the Administration, Budget and Finance 
Committee those tasks previously assigned to the former Programme Committee under resolution EB79.R9; 
the Programme Committee had had tasks in both the administrative and programme fields. When the 
Executive Board considered that question it would be appropriate first to review the balance between the 
work to be done by the new Administration, Budget and Finance Committee, on the one hand, and the new 
Programme Development Committee, on the other. It was important to ensure that the programme aspects 
were looked at by the latter, not the former. 

The delegate of Canada had asked whether personnel administration would be considered by the 
Administration, Budget and Finance Committee. The Committee would take up all personnel matters, such 
as salary scales for professional staff, that the plenary Board dealt with. It was not the intention that the 
Administration, Budget and Finance Committee should take up items in other areas, such as staff 
management, which was the prerogative of the Director-General. 

In regard to the deletion of paragraph 3(5) relating to the appointment of the External Auditor, he 
recalled that, on the last occasion that the Health Assembly had considered the appointment, it had been 
suggested that more Member States be given the opportunity to show an interest in putting forward a 
candidate. Most institutions in the United Nations system had adopted a more open approach. He had 
undertaken that WHO would do likewise. All planning had been done on the basis that the Health 
Assembly would take that decision. The process envisaged was to invite, in the month of July 1994, all 
Member States which so wished to submit applications from a candidate giving details of how he or she 
intended to carry out the task of External Auditor of WHO. Six months would be allowed for applications. 
At the end of that period, all submissions would be consolidated in a single document in February 1995 for 
the Health Assembly. No short list or recommendation would be made, and it would be for the Health 
Assembly in May 1995 to decide. 

In regard to the suggestion of the delegate of Tonga regarding paragraph 3(4), the words "the 
Member States" could be replaced either by "the Executive Board" or "it". 

On the question of merging the two draft resolutions, raised by the delegates of the Islamic Republic 
of Iran and Swaziland, he pointed out that time was short and that approval of the resolutions that 
afternoon would ease the situation somewhat. 

Turning to the question of the analysis of the ratio of staffing and administrative costs to activities 
in the programme budget, he confirmed that matter would be reviewed. It should be borne in mind that 
there was no ideal ratio of staff to activity for the budget as a whole. Some programmes required staff to 
provide advice, whereas in others it was more appropriate to concentrate on activity. In the new 
programme budget it would be possible to identify those divisions more clearly than previously. 

The French version of the draft resolution on the Administration, Budget and Finance Committee 
would be amended as proposed by the delegate of Morocco, to bring it into line with the English and 
Spanish versions. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General), responding to the question that had 
been raised concerning priorities and evaluation, said that priorities had been defined in the guidelines 
reviewed by the Programme Committee and discussed by the Executive Board. Priorities for the years 
ahead would be closely monitored and the related activities carefully evaluated so as to determine which 
should, or should not, be pursued. The budget was both a financial control mechanism and a 
communication tool. Feedback from the Organization's Member States on a draft programme budget was 
therefore essential. A new approach to the presentation of the programme budget had thus been worked 
out; following its submission in draft to the Executive Board in January 1995, and to the following Health 
Assembly, the approved budget would be modified in the light of the discussions and printed in final form 
later in July or August 1995. 

The CHAIRMAN invited delegates to approve the two draft resolutions before the Committee. He 
understood that the delegates of Swaziland and the Islamic Republic of Iran had agreed that the two 
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resolutions could be approved separately rather than combined to form a single resolution, as they had 
previously proposed. 

Dr DLAMINI (Swaziland), confirming her agreement that the two draft resolutions should be 
approved separately, suggested that to save time in future resolutions similar in nature might perhaps be 
combined. Swaziland wished to cosponsor both draft resolutions. 

Mr NASSERI (Islamic Republic of Iran) stated that although it would have been preferable to have 
had a single resolution on the subject - which would have been possible had the two delegations mainly 
concerned collaborated at an early stage - he realized that combination of the two texts would have involved 
considerable efforts in drafting. He therefore confirmed his agreement to consideration of the two draft 
resolutions separately. 

The CHAIRMAN invited the Committee to approve the draft resolution entitled "Budgetary reform: 
Administration, Budget and Finance Committee". Two amendments to that draft resolution had been 
proposed, the first to paragraph 3(4), where the words "to advise the Member States" should be replaced 
by "to advise it" . The second was the deletion of paragraph 3(5) in its entirety. 

Mr BOYER (United States of America), referring to the replies given earlier, said that there was a 
need to concentrate on priorities. The replies to questions on the organization of priorities had not 
changed for the past 10 years. It was very difficult for the Member States to become directly involved in 
the setting of priorities; there were many tiers within the decision-making hierarchy, not least the regional 
offices, the country offices, the Executive Board, the Health Assembly and the Programme Committee. 
Nevertheless, if there was sufficient determination to ensure that priority-setting involved Member States 
more directly, ways and means could be devised to ensure that that happened. Moreover, the Programme 
Committee, at its meeting in the summer of 1993，had not addressed itself to priorities in the accepted 
sense but to orientations in the budget. As the report of the Programme Committee showed, it had not 
reached agreement on priorities. Each programme in the WHO programme budget had its champions, and 
it was very difficult for the Organization and for Member States to decide which elements of the 
programme should be deleted and which should be expanded. It was imperative however, that that should 
be done. The Director-General had an ideal perspective of the overall WHO budget; he knew which 
programmes could be sacrificed, which could be severely cut and which required enhancement. The 
Director-General could therefore put proposals to the governing bodies so that they could be discussed. 
Across-the-board percentage cuts often occurred, regardless of programme priorities. He therefore 
appealed to the Director-General and to the governing bodies to assist Member States in balancing the 
need for cutting the budget against that for pursuing priorities. With determination and energy, acceptable 
compromises could be achieved. 

More than one country had now expressed an interest in submitting applications for the position of 
External Auditor. Although it had been stated that the selection process would be conducted in a spirit of 
openness, he could foresee difficulties. For example, applications and documentation relating to the 
qualifications of each candidate would need to be distributed to approximately 190 countries, and a short 
list would need to be drawn up. Furthermore, the External Auditor performed a vital function for the 
Organization and it would be essential to ensure that selection for the position was not influenced by 
political considerations. H e would accept the deletion of subparagraph 3(5) from the draft resolution but 
wished the record to reflect his concern. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General), responding to concern over priorities 
in the programme budget, said that the procedures for 1996-1997 were different from those in previous 
years, but that the overall framework for laying down priorities had been given by the Director-General in 
his introductory statement at the ninety-third session of the Board and when he had prepared the guidelines 
for the programme budget in September 1993. The framework was based on the Ninth General Programme 
of Work. Within that general framework, there were two quite separate headings: one for funds spent by 
W H O in Member States and for regional expenditure, the other for expenditures at the global level. 
Priorities for the former were laid down in consultation with Member States and regional offices through 
the W H O Representatives, and reflected established programme budget policies for the regional 
programme budgets which were evolving to follow up new approaches. At the global level, the 
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Director-General, assisted by the Assistant Directors-General, had done exactly what had just been 
advocated by the delegate of the United States of America. She stressed that the Director-General had 
concentrated on activities that had become obsolete, rather than programmes. Possible regrouping of 
activities and deletion of programmes had also been considered, which could result in savings of posts and 
funds. New programmes had been created or expanded where necessary, for example, humanitarian 
assistance, which had previously consisted of just a few activities but had now taken on the size of a true 
programme. The Director-General had consulted widely on the priorities and had decided on the 
development of certain programmes and substantial reductions in others. A highly imaginative presentation 
of the programme budget was being formulated where essential priorities would be identified in the 
introduction to each chapter. 

The draft resolution, as amended was approved.1 

The CHAIRMAN then invited the Committee to approve the draft resolution on budgetary reform. 
The delegations of Islamic Republic of Iran, Lithuania, Malawi, Nigeria, Qatar, Republic of Korea, Spain, 
Sweden, Swaziland, Switzerland, and Tunisia has asked to be included among the sponsors. 

The draft resolution was approved.2 

2. W H O RESPONSE TO GLOBAL C H A N G E ( I M P L E M E N T A T I O N OF 
RECOMMENDATIONS OF THE EXECUTIVE BOARD WORKING GROUP AND OF THE 
SPECIAL REPORT OF THE EXTERNAL AUDITOR): Item 23 of the Agenda (Resolutions 
WHA46.16, WHA46.21，and EB93.R1; Documents A47/16, A47/33 and A47/INF.DOC./6) 
(continued from the second meeting) 

The CHAIRMAN invited the Committee to consider the draft resolution on WHO response to global 
change: Programme Development Committee, noting that the delegations of Guyana, Israel, Malawi, 
Swaziland, the Syrian Arab Republic, Togo, Tonga and the United Republic of Tanzania also wished to be 
included among the sponsors. 

Mr NASSERI (Islamic Republic of Iran) suggested that since the phrase "particularly those in greatest 
need" in the seventh preambular paragraph might have a number of different meanings, it should be 
replaced by "particularly developing countries". 

Dr ТАРА (Tonga) pointed out that two amendments to the draft resolution had been proposed at 
the second meeting of the Committee. In the last preambular paragraph, the word "substantive" should 
be inserted before "reform" and operative paragraph 3(1) should be amended to read: "to continue to 
pursue the reform process". 

The draft resolution as amended，was approved.3 

The CHAIRMAN invited the Committee to consider a draft resolution entitled "WHO response to 
global change: guidelines regarding contractual relations and employment of Executive Board members, 
alternates and advisers at the World Health Organization", proposed by the delegations of Australia, Brazil, 
Canada, Denmark, Finland, Germany, Ghana, Iceland, Lithuania, New Zealand, Norway, Sweden, United 
States of America and Zimbabwe, and of which the delegation of the Netherlands also wanted to be a 
sponsor. The draft resolution read as follows: 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA47.7. 
2 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA47.8. 
3 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA47.6. 



162 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

The Forty-seventh World Health Assembly, 
Recalling resolution WHA46.21, which requested the Director-General to establish a policy 

regarding contractual relations and employment of Executive Board members, alternates and advisers 
with the Organization, and to enforce that policy; 

Noting that the Director-General developed such a policy and presented it in document 
EB93/12 to the Executive Board for discussion; 

Expressing sincere appreciation to the Director-General for complying with the request of the 
Assembly, and for putting into effect the guidelines set forth in Annex 1 of document A47/33; 

Concerned, however, that one paragraph of the Director-GeneraFs original guidelines was 
deleted following his consultation with the Executive Board, 

REQUESTS the Director-General to reinstate in the guidelines in Annex 1 of document 
A47/33, with effect from the date of adoption of this resolution, paragraph 10 of his original proposal, 
reading as follows: 

10. All of the above provisions shall apply equally to former Executive Board members, alternates 
and advisers for a period of one year after they cease to be Executive Board members, alternates 
or advisers. 

Dr ТАРА (Tonga) emphasized his full support for the guidelines contained in Annex 1 of document 
A47/33, which had been drawn up following consultation between the Director-General and the Executive 
Board. The latter was a collective body whose integrity and credibility should be valued by all Member 
States and, in particular, by those which had been elected by the Health Assembly to designate persons to 
serve on it. The guidelines should be applied to Executive Board members, alternates and advisers only 
during their term of appointment, and should cease at its expiration rather than be extended for a further 
period of one year. He could not support the draft resolution. 

Dr DLAMINI (Swaziland) said that the guidelines were acceptable up to paragraph 5，but that the 
exclusion of Executive Board members, alternates and advisers from participating in any contractual 
arrangements or agreements with WHO for up to a year following the expiration of their term of office, 
was unacceptable. She could not accept the resolution. 

Mr NASSERI (Islamic Republic of Iran) was unable to see why WHO could not recruit former Board 
members, since they could give valuable service to the Organization. His delegation opposed the resolution. 

Dr OKWARE (Uganda) saw no need for such a resolution, since WHO had functioned efficiently 
for the past 48 years without it, and was unclear why it was necessary at the present time. The draft 
resolution was politically motivated and questioned integrity. Its effect would be to prevent competent 
people with experience and knowledge of the Organization from offering their services in the future. 
Furthermore, it was unfair to treat Board members, alternates and advisers exactly the same; some advisers 
did not even attend the Health Assembly, while others came from ministries which had nothing to do with 
health matters. The draft resolution took too narrow a view of the issue and failed to take into account 
important aspects. He would have preferred the setting up of a committee of inquiry to tackle the issue. 
It was unwise to act solely on the recommendations of the External Auditor, whose role had been magnified 
and equated with that of the Executive Board itself. The role and functions of the External Auditor should 
be made absolutely clear. While he endorsed the Board，s recommendations as set out in Annex 1 to 
document A47/33, he could not support the draft resolution. 

Mr ADAM (Seychelles) opposed the draft resolution. It would be unfortunate if the impression was 
created that there was an irreconcilable division on the issue between some countries which stood for 
integrity and transparency and others which did not value those principles to the same extent. In fact, all 
delegations fully supported those principles. He called for transparency, and agreed that a one-year 
moratorium on employment in certain organizations or businesses was an entirely appropriate measure in 
the right context. There were, however, other factors: the most appropriate and qualified persons should 
be recruited; all Member States must participate fully in WHO's work; and greater participation by the 
developing countries was crucial, if WHO was to help those countries and peoples, and especially those in 
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greatest need. Furthermore, developing countries, especially the smaller ones, had few human resources 
and few experts available to offer their services to WHO. It was therefore not unusual for those countries 
to designate their few experts as members of the Executive Board. Those experts might also be the most 
appropriate and perhaps the only ones available to act as temporary consultants for WHO. It might 
perhaps be the experience on the Board that qualified a person to make a contribution to the work of 
WHO as a consultant. He therefore doubted whether the one action proposed in the draft resolution was 
so vital and so important as to override those other important principles. 

Dr STAMPS (Zimbabwe) said that his delegation wished to withdraw its support for the draft 
resolution under discussion, which it had originaUy cosponsored because its purpose was to ensure 
transparency, good governance, and the removal of any doubt as to the probity of people taking up 
contracts after serving on the Executive Board. It now considered the draft resolution to be too broad, in 
the light of the changes in the ratios of staff to activities which would come about as a result of global 
change, and the impossibility of determining by edict the suitability of some candidates for certain tasks. 
The application of the draft resolution was potentially biased, not so much against the smaller countries as 
against WHO itself, which might wish to secure the services of people of high calibre. It was also unfair 
in that some former employees of W H O were not covered by the restrictions in question. Furthermore, 
it might deprive the developed world of much needed e ^ e r t i s e from small countries. 

Mr OKELY (Australia) said that, in the course of the debate, the words "principle" and "integrity" 
had been liberally invoked to justify alternative proposals. Surely W H O should not be frightened to deal 
openly and effectively with matters of accountability and transparency in the broader context of the 
Organization's response to reform emerging from global change. It was in the interest of individuals serving 
on the Board and of their countries of origin to be able to demonstrate conclusively that there was 
absolutely no conflict of interests in their serving as Board members. Furthermore, it was far more 
important that the integrity of the Board itself and thus of the Organization should be thoroughly protected. 
The world's perception of W H O would depend increasingly on its being seen to be prepared to address such 
issues of principle and integrity. His delegation therefore supported the approach taken in the draft 
resolution, although it considered that the matter of the provision by Board members of statements of 
interests to WHO had not yet been adequately dealt with. 

Professor FIKRI BENBRAHIM (Morocco) said that it was unnecessary to restate the principle laid 
down in paragraph 1 of Annex 1 of document A47/33, since it was obvious that one could not at one and 
the same time be a staff member of W H O and a member, alternate or adviser of the Executive Board. He 
opposed the reinstatement of paragraph 10 because it involved a question of credibility and of confidence 
with regard to outgoing Board members, their alternates and their advisers and because it would deprive 
developing countries of expertise. 

Mr BONNEVILLE (France) said that his delegation wished to be included among the sponsors of 
the draft resolution in the form originally proposed. 

Dr BAATH (Syrian Arab Republic) said that it should not be forgotten that members of the 
Executive Board, although serving in a personal capacity, had nevertheless been designated by their 
respective countries. The draft resolution cast doubt not only on the integrity of Board members, but also 
on the wisdom of the countries which had appointed them. It was not only unjust, but might well have the 
effect of preventing competent persons from serving on the Board, thus having a negative effect on its work. 
His delegation therefore opposed the draft resolution. 

Mrs OLLILA (Finland) said that it was of vital importance that the working methods of an 
organization such as WHO should be based on sound principles. A one-year moratorium on the 
employment of Board members would strengthen the soundness of the Board's working practices, as well 
as those of WHO in general. The moratorium should be seen as an improvement which would enable the 
Organization to respond better to global change, and not as a reflection on the integrity of Board members. 
There should be no reason to link the question of the work of Board members with, for example, the 
recruitment of staff in the Organization. Her delegation was therefore cosponsoring the draft resolution. 
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Professor MTULIA (United Republic of Tanzania) recalled that the Director-General had clearly 
stated that the t ime had come to consider changing the situation whereby 70% of WHO's staff were 
recruited f rom developed countries; however, the draft resolution before the Committee would have the 
effect of excluding developing countries such as his own from competing for posts. He was not aware that 
there had hitherto been any lack of transparency in the awarding of contracts, or that there had been 
wrong-doing of any kind. The resolution was biased, and he could not support it. 

Dr SHRESTHA (Nepal) opposed the draft resolution, since he saw no reason why Board members, 
alternates and advisers should be penalized even after they had ceased to be members of the Board. 

Dr D E V O (Togo) said that, since the publication of the report of the External Auditor, he had heard 
arguments which appeared to cast doubt on the dignity, integrity and capability of Board members. In his 
view the draft resolution was inopportune and would have the effect of destroying the trust that persons 
working together in the same organization needed to have in one another. In any case it was not clear what 
was intended by the reinstatement of paragraph 10 of the original proposal in the guidelines. Was the risk 
of conflict of interest so great as to detract from the value of the work done by members or former 
members of the Board? His delegation opposed the resolution, and would prefer the text of the guidelines 
as it appeared in Annex 1 of document A47/33 to be retained. 

Mr B O Y E R (United States of America) said that it should have come as no surprise to the 
Committee that the question under discussion should have arisen. The External Auditor had concluded 
in his report that there had been a continuing risk of conflict of interest arising from the awarding of 
contracts to individuals who were members of the Board. Apparently, the Director-General had endorsed 
that conclusion, and had proposed guidelines to the Board, which had originally included paragraph 10. 

The draft resolution was not an attack on the integrity of the countries which had been elected to 
designate members of the Board, nor did it constitute a ban on the recruitment of staff members from 
developing countries or deprive W H O of any appreciable expertise, let alone being seen as a punishment 
or a violation of human rights. A total of 31 countries served on the Board, of which one-third were rotated 
yearly. The proposed provision would mean that, if advisers were taken into account, a maximum of 30 
persons could be banned f rom employment by WHO for a period of one year. 

W H O could afford to wait a year in order to ensure that its work was seen to be conducted with 
integrity, and the individuals concerned could afford to wait a year before being employed. The provision 
was in line with conflict of interest rules that existed in many other countries; if the draft resolution was 
not adopted, WHO's public image would suffer. 

Professor BERTAN (Turkey) said that she was confident that W H O would apply all the necessary 
measures, even to its own administrative bodies, to protect its dignity and that of its Member States. She 
hoped that the draft resolution would be withdrawn and that the Health Assembly could, as usual, reach 
a conclusion by consensus. 

Dr SANI (Nigeria) said that it was obvious that no member of the Board could enter into any 
contractual agreement with the Organization while in office. However, to extend that ban for one year after 
members had left the Board would not only deprive the Organization of their expertise, but would also cast 
doubt on their integrity and transparency. If Board members lacked those qualities, they should not have 
served on the Board in the first place. Despite the explanations that had been put forward, his delegation 
could not support the draft resolution. 

Dr PAVLOV (Russian Federation) considered that to impose a moratorium of one year on Board 
members amounted to discrimination. His delegation therefore opposed the draft resolution. 

Mr MILLER (Canada) said that it was a fundamental feature of his national administration that 
elected public officials and civil servants should not only be above reproach, but should be seen to be so. 
In the present case, the price of providing that evidence of probity was that W H O was deprived of the 
services of 10 or 11 people, and of those of their alternates and advisers, for one year. It seemed to have 
been overlooked in the debate that the ban was not permanent, but was for a short period only. Such a 
ban was surely a small price to pay for the benefits that it would bring to the functioning of the 
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Organization and to its reputation. Under the Director-General's original proposal, WHO and its Member 
States could still benefit from the expertise of Board members as temporaiy advisers. 

Mr CHABALA (Zambia) considered that the draft resolution would be against the interests of the 
Organization, particularly in respect of the requirement that it should recruit persons of the highest integrity 
and competence. If the draft resolution was adopted, competent and well-qualified younger candidates, 
particularly from underprivileged and underrepresented Member States, might reject the possibility of 
serving on the Board, and would thus be prevented from gaining the e ^ e r i e n c e which would make them 
better able to serve the Organization and its Member States. 

The situation could hardly be described as a "level playing field" if, as had been pointed out, 70% of 
the Organization's employees were from the developed countries. The draft resolution was therefore not 
in conformity with the interests of the Organization or its Member States. If W H O wished to promote 
human rights, transparency, and the equitable distribution of resources, it should adopt measures which 
would correct the situation, and not perpetuate injustice. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution. 

The draft resolution was rejected by 37 votes to 25，with 15 abstentions. 

The meeting rose at 17h45. 



FIFTH MEETING 

Tuesday, 10 May 1994，at 9h00 

Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

1_ FIRST REPORT OF COMMITTEE В (Document A47/50) 

Dr PYAKALYIA (Papua New Guinea), Rapporteur, read out the draft first report of Committee B. 

Mr VIGNES (Legal Counsel) pointed out that an editorial change was required in paragraph 3(4) 
of the French version of the draft resolution on budgetary reform: Administration, Budget and Finance 
Committee to bring it into line with the English version, since it had been agreed that the phrase "to advise 
the Health Assembly" should be replaced with "to advise it". 

The report was adopted.1 

2. W H O R E S P O N S E TO GLOBAL CHANGE ( I M P L E M E N T A T I O N OF 
RECOMMENDATIONS OF THE EXECUTIVE BOARD WORKING GROUP AND OF THE 
SPECIAL REPORT OF THE EXTERNAL AUDITOR): Item 23 of the Agenda 
(Resolution EB93.R1) (continued from the second meeting) 

The CHAIRMAN invited the Committee to consider the draft resolution on WHO response to global 
change: Health Assembly resolutions recommended in resolution EB93.R1. The delegations of Australia, 
Brazil, Canada, Cuba, Islamic Republic of Iran, Morocco, United Kingdom of Great Britain and Northern 
Ireland and United States of America, members of a drafting group, had proposed a number of 
amendments to paragraphs 1-5，the revised text of which read as follows: 

1. REITERATES the general principle that, in order to ensure the Health Assembly has sufficient 
information before considering proposals, resolutions should be considered by the Executive Board 
before being considered by the Health Assembly; 

2. AUTHORIZES the Executive Board, in coordination with the Director-General, to establish 
a routine procedure for prior review of resolutions designed to ensure that sufficient information is 
available to the Health Assembly in line with recommendation 5 of the Working Group on Global 
Change; 

3. REQUESTS: 
(1) the Director-General to ensure that the necessary background information, including 
information about the implications of adopting resolutions proposed, is provided as a matter 
of routine to the Executive Board and subsequently transmitted in an appropriate manner to 
the Health Assembly; 
(2) the Chairman of the Executive Board, supported by the Director-General, to help to 
ensure that, when appropriate, draft resolutions that are first introduced in the Board clearly 
set out a realistic time-limit for validity of the resolution and an appropriate mechanism and 
interval for following up and reporting on implementation; 

1 See page 218. 
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4. RECOGNIZES nonetheless that the Health Assembly may decide to consider a resolution not 
transmitted to it by the Executive Board; in such a case, the Director-General shall provide a 
statement of its programme and b u ^ e t in^icatio»» before the adoption of the resolution in 
Committee; 

5. REQUESTS, when a resolution is first initiated and presented at the Health Assembly without 
prior review by the Executive Board, that: 

(1) the Chairmen will consult the officers of Committees A and В of the Health Assembly, 
supported by the Director-General, and depending on whether the Committee concerned has 
sufficient information, refer the matter to the General Committee or request the Committee 
concerned to consider the resolution directly; 
(2) the General Committee in such cases, and in consultation with the Director-General, 
make a recommendation as to whether the draft resolution should be considered by the Health 
Assembly and what further information (if any) would be needed or whether any other 
appropriate course of action should be taken; 
(3) the Chairmen of Committees A and В endeavour to ensure that, when appropriate, draft 
resolutions that are introduced in their committees clearly set a realistic time-limit for validity 
of the resolution and establish an appropriate mechanism and interval for following up and 
reporting on implementation; 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) pointed out that the French version 
and in particular paragraph 5(1) required editorial amendment to correspond to the English version. 

The draft resolution recommended by the Executive Board in resolution EB93.R1, as amended，was 
approved.1 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 26 of the 
Agenda 

Financial report on the accounts of WHO for the financial period 1992-1993, report 
of the External Auditor, and comments thereon of the Committee of the Executive 
Board to Consider Certain Financial Matters prior to the Health Assembly: Item 26.1 
of the Agenda (Resolution EB93.R21; documen t s A47/19, A47/19 Add.1, and A47/42) 

The CHAIRMAN drew attention to documents A47/19 and A47/19 Add.l which contained the 
financial report and audited financial statements for the period 1 January 1992 to 31 December 1993. The 
Committee to Consider Certain Financial Matters prior to the Forty-seventh World Health Assembly had 
been established by the Executive Board to examine the two reports and its comments could be found in 
document A47/42. 

MrAlTKEÑ (Assistant Director-General) reminded the Committee that, after adoption of resolution 
WHA30.20 establishing the two-year programme budget cycle, it had been decided that at the end of each 
two-year period both the Director-General and the Erternal Auditor would submit a report covering the 
financial period. The reports for the period 1992-1993 were therefore before the Committee 
(document A47/19), and he outlined the contents of each part. The Annex to the report (document 
A47/19 Add.l) provided substantial information on extrabudgetary resources, including a summary of 
contributions made by governments and other sources to various funds and the details required by donors 
for financial reports of e^enditures incurred against contributions made by them. 

As part of the reform process in presenting accounts, a series of charts had been drawn up to 
illustrate various financial trends in 1992-1993 in comparison to earlier financial periods. In line with the 
new accounting processes of the United Nations, the charts would be added to subsequent sets of accounts. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA47.14. 
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The first chart illustrated how money had been spent, by appropriation section, in 1992-1993 and in 
comparison with the previous four bienniums. The largest component of regular budget expenditure, 32%, 
had been for health system infrastructure, followed by programme support and health promotion. The 
second chart showed that 43% of extrabudgetary resources had been spent on disease prevention and 
control. It was not possible, however, to gain a clear picture of the Organization's activity without looking 
at both forms of expenditure together. The third chart, combining both regular budget expenditure and 
extrabudgetary resources showed that the largest item of expenditure had been disease prevention and 
control, US$ 528 million. The fourth showed that 1992-1993 was the first biennium in which regular budget 
expenditure had fallen behind extrabudgetary expenditure, a difference of some US$ 60 million. In view 
of the pat tern of zero real growth in the regular budget, ways of improving the integration of expenditures 
would be studied closely in coming years. The last two charts provided details on unpaid contributions at 
the end of the biennium and their effect on the management of the Organization. The current figure of 
US$ 106 million was the largest in many years and there was a growing amount owed from the first year 
of the biennium. The last chart showed how the Organization had operated with that deficit. The problem 
had been solved in three ways: the Working Capital Fund had been borrowed completely; there had been 
internal borrowing to the extent of US$ 44 million; and overall programme reductions had been made to 
the amount of US$ 55 million. 

The charts had demonstrated the need for an increase in the Working Capital Fund. The standard 
United Nations formula of approximately one month's expenditure had been proposed and, he hoped, would 
be approved by the Health Assembly under agenda item 28. 

An exchange rate facility of up to US$ 31 million had been approved by the Health Assembly in 
resolution WHA44.14. The extent to which that fund was drawn on depended on the stability of the 
currency markets; that year a total of US$ 8.8 million had been used. 

Administrative costs during the biennium had been slightly lower than in the previous biennium: 
12.6% of all obligations had gone towards administrative costs. 

The External Auditor 's "scope limitation" in respect of the Regional Office for Africa was the first 
such limitation in WHO's 45-year history. Various measures might have been adopted to avoid it, including 
taking advantage of opportunities to visit the Regional Office at other times, using the possibility of 
consultation at headquarters, or using computer data in Geneva, visits to Geneva by staff of the Regional 
Office for Africa or transmittal of the documents by pouch. The internal auditor had recently visited 
Brazzaville and his report was available to delegates. The External Auditor had acknowledged that the 
problem was not the fault of W H O staff. The final decision on the matter rested fully with the External 
Auditor and his staff. 

Sir John B O U R N (External Auditor) emphasized his strong commitment to providing independent 
and impartial scrutiny of the accounts and operations of WHO. He outlined the format of his report on 
W H O ' s accounts for the 1992-1993 biennium. As the report showed, it was his opinion that the financial 
statements gave a fair presentation of the financial position and operations of WHO, with the exception 
of a "scope limitation" with regard to the Regional Office for Africa. He had been unable to obtain all the 
information necessary to give a full audit opinion because unrest in Brazzaville in November 1993 had 
prevented coittpletion of his work. Staff at headquarters or the Regional Office were，he stressed, in no 
way at fault. As he had been unable to see the control process in operation, he had limited the scope of 
his audit report. H e proposed to carry out an audit of the operations of the Regional Office for Africa as 
soon as circumstances permitted, and had undertaken to report on that to the next Health Assembly. The 
report would provide a considered view of the operation of the African Region. 

H e noted with pleasure the action taken in response to the recommendations made in his report 
covering the 1990-1991 biennitim. Clear efforts had been made by the Global Programme on AIDS to 
improve the planning and financial control of programme activities. Further, almost all the 
recommendations made in respect of the possible financial irregularities in 1992，with particular regard to 
contract letting and monitoring and accountability of programme managers, had been adopted. 

In the report for 1992-1993 four issues were of particular importance. First, he had previously 
commented on deficiencies arising f rom uncontrolled access to live computer accounting data. The 
establishment of a computer security oversight committee by W H O had gone some way to meeting the need 
for a proper access and approach policy to computer data. Secondly, with regard to personnel matters, 
particular reference was made to the practice of giving former staff members short-term contracts of more 
than one year's duration. Although the value of their contributions should be acknowledged, it was difficult 



COMMITTEE В: SEVENTH MEETING 169 

to justify their being remunerated at rates in excess of the Orgaoization's own guidelines. Thirdly, as a 
result of the comments made in the report on the 1990-1991 biennium on the merging of internal auditing 
and administrative management services, W H O had reinstated a separate internal audit office, thereby 
eliminating a possible conflict of interests. Collaboration between the internal and external auditors was 
welcomed. However, three of the internal audit office posts remained to be filled and a need still existed 
for that office to institute a programme of continuing education. Fourthly, the importance of management 
of the fellowship programme was underlined by the US$ 41 million spent on it in the 1992-1993 biennium. 
The progress made thus far could be further enhanced by placing more emphasis on the utilization of 
fellowship training, which should be more closely aligned with the training needs of individual countries and 
WHO programme and policy objectives. In some cases, study objectives were very broad and did not 
correspond to WHO's primary health care strategy. Furthermore, the duration and nature of the 
fellowships changed with the course of time. For example, in South-East Asia attention was focused on 
short-term study courses and tours for groups of people. Although that constituted a helpful way of looking 
at the development of skills and the accretion of knowledge, it did not always lead to formal training related 
to recognized qualifications. He recommended that W H O should review the balance between long- and 
short-term fellowships. Fellowship reports were not always made available to W H O headquarters and the 
dividends obtained from the programme could be more widely distributed. W H O had now recognized the 
need for the evaluation of fellowship training. 

He greatly appreciated the valuable assistance and support provided by the Director-General, and his 
staff. 

Professor CHATTY (representative of the Executive Board) presented the first report of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Forty-seventh World 
Health Assembly (document A47/42), and drew attention to the draft resolution recommended by the 
Committee, contained in paragraph 15. 

Mr BOYER (United States of America) shared the concern of the Director-General about the 
absence of payments by many countries in the past year. The chart presented by Mr Aitken, Assistant 
Director-General, on nonpayment of contributions in the past two years was a warning to Member States 
and the Secretariat. He was also concerned by the continuing practice of operating on a high level of 
borrowed funds. At the end of the 1992-1993 biennium, WHO had had an income deficit of approximately 
US$ 51 million，financed by drawing down the balance in the Working Capital Fund by US$ 7 million and 
by borrowing US$ 44 million from internal resources. During the past two years 40 countries had made 
no contribution whatsoever and 15% of the money had not been collected. Although Member States had 
talked for many years about establishing priorities, cutting back or eliminating programmes and activities 
of lesser importance, it was clear that WHO needed to focus its activity on a smaller list of programmes, 
so that it could have a genuine impact on the programmes it did implement, and live within the resources 
it expected to receive. 

The pie charts presented to document A47/19 showed the difference between expected expenditure 
in 1992-1993 and what had actua办 been spent. For example, 25.5% of the regular budget had been 
budgeted for programme support, whereas the proportion actually spent had been 27.8%. Furthermore, 
the proportion spent on the substance of WHO programmes - health science and technology and assistance 
to Member States - had been reduced from 30.6% as budgeted, to aft actual figure of 28.7%. The sum of 
US$ 2.6 million more than budgeted had been spent on the Health Assembly and Executive Board, whereas 
the amount disbursed on health programmes in individual countries had dropped from US$ 267 million to 
US$ 239 million. To illustrate further the general trend, 35% of the budget, as opposed to the 33% actually 
allocated, had been spent on W H O headquarters. Spending on the six W H O regions had been reduced by 
about 10% from the original allocation. In spite of a statement to the Executive Board by Mr Aitken in 
January 1993，to the effect that an across-the-board cut of 10% would be made because of an unexpected 
shortfall in contributions, it was unclear why expenditure had been reduced in those regions where W H O 
activity was most important. An explanation should be given to the Health Assembly. It was not clear why 
budget and finance had overrun its expected expenditure by several million dollars, whereas relative 
expenditure in dealing with health problems in Member States had been reduced. 

Several matters raised in the External Auditor's report for the 1992-1993 biennium were also of 
concern to all WHO Member States. As his delegation had noted in the past, it would be useful for the 
Health Assembly to have a written response by the Director-General to the recommendations of the 
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External Auditor in advance of its discussions. Referring to paragraph 44 of the report, he noted that 
W H O had employed 80 former staff members on more than 200 short-term contracts, some individuals 
being employed almost continuously for periods up to four years. Questions of judgement and good 
management were clearly relevant. The simultaneous receipt of contract remuneration and pensions was 
undesirable. Some employees had been rehired at their previous grade and step in spite of the specification 
of a lower level in the contract terms of reference, while others had been paid "significantly in excess of the 
appropriate rate for short-term contracts". He asked why that was considered to be a reasonable and 
appropriate management decision. Paragraph 42 of the report questioned the wisdom of WHO's voluntary 
separation scheme under which it had paid about US$ 4.85 million in separation payments to achieve a 
saving for the biennium of only US$ 4 million. Furthermore, a number of supposedly frozen posts of those 
separated under this scheme had subsequently been refilled. A sound cost-benefit analysis should be 
undertaken before the Organization embarked on such schemes. 

Despite an earlier report critical of WHO's involvement in the Special Health Fund for Africa, and 
a recommendation by the External Auditor that W H O should take steps to regularize any continued 
involvement, the Regional Director for Africa had continued to serve as executive secretary for the Fund, 
according to the External Auditor's latest report. What was the nature of the agreement reached on the 
interim management of the Fund? What changes had been made? Did the Director-General agree that 
it was appropriate for W H O to be associated with the Fund in that way? 

On the subject of fellowships, the report noted, in paragraphs 52 to 65, the absence or inadequacy 
of national selection committees, apparent noncompliance with W H O policy objectives, procedural 
irregularities and a lack of evaluation. There were significant differences among the regions in the number 
of fellowships awarded in 1992-1993, and some fellowships had been awarded to people too old to make 
use of them. Under those circumstances, was the programme really working and, even if it was, did it 
constitute the highest priority for the use of the limited resources? Implementation of the Auditor's 
recommendations was absolutely essential, and a progress report should be submitted to the Executive 
Board in January 1995. 

Paragraph 38 of the report noted that withdrawals from the Working Capital Fund in the 1990-1991 
biennium had never been fully repaid. While the proposed expansion of the Working Capital Fund might 
help to solve part of the problem, it was more important to respect the principle that the Working Capital 
Fund must be replenished as soon as money became available. 

On the question of stolen equipment and fraud, the incidence of financial irregularity involving senior 
W H O officers, which W H O had chosen not to classify as fraud, was particularly disturbing and clearly 
indicated the need for more adequate internal control. He was in full agreement with the External 
Auditor 's recommendations on those issues. 

H e also endorsed the recommendation made in paragraph 47 that vacant posts in the internal audit 
operation be filled as soon as possible. Many of the problems cited in the report might have been avoided 
by the presence of a more vigilant internal audit mechanism. 

H e commended the External Auditor's most detailed report and, in particular, his determination to 
pursue matters covered in previous reports. It was disappointing to find that there appeared to be 
significant differences between the External Auditor's comments on action taken to implement his earlier 
recommendations and the information provided by the Director-General in that regard. 

It was very difficult for Member States to serve as constant watchdogs of such a huge organization 
as W H O . In fact, Member States should not need to examine every managerial act of WHO, but should 
be able to rely on the elected leadership to carry out the desires of the Member States, the internal and 
external auditors to pinpoint shortcomings, and the administration to make corrections. Increasingly, 
however, it appeared that problems persisted despite those mechanisms. He hoped that resolutions adopted 
in relation to agenda items 23 and 24 would ensure appropriate attention to the matters raised. 

Dr STAMPS (Zimbabwe), while agreeing with many of the comments of the previous speaker, 
expressed optimism that significant improvements would result from the changes in internal audit noted 
by the External Auditor. 

On the distribution of expenditure, he was concerned that more funds would be dedicated to the 
secretariat of the new joint and cosponsored programme on AIDS. He doubted the assurances that there 
would be less expenditure at W H O headquarters, and feared that the amount of money available through 
W H O at country level for AIDS activities would continue to shrink, as it had done in Africa for the past 
two bienniums. 
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He shared the concern felt about the functional capacity of regional offices, especially the Regional 
Office for Africa. As highlighted in paragraph 67 of the External Auditor's report, communication with 
Brazzaville was extremely difficult, but the fact that the audit had not been carried out despite all the 
documents having been sent from Brazzaville to Geneva at great expense was a further source of disquiet. 

Africa's health needs were very considerable, including its fellowship requirements. Yet Africa 
seemed to have had fewer fellowships per nation than any other region. The amount of well over 
US$ 1 million spent on trying to improve telecommunications with the Regional Office and the relining of 
water pipes in the Djoué compound might prove to have been wasted as WHO needed to review very 
carefully the appropriateness of the Regional Office's current location, regardless of the current 
disturbances. 

He inquired whether an answer was forthcoming regarding the irregular authorization of the 
extraordinary audit for the Forty-sixth World Health Assembly, in particular concerning the costs of the 
audit, the way in which it had been financed, and the areas that would suffer as a consequence. 

Dr MWANZIA (Kenya) expressed concern about the implications of the External Auditor's 
qualification in relation to the Regional Office for Africa. He agreed with the Committee of the Executive 
Board to Consider Certain Financial Matters prior to the Forty-seventh World Health Assembly that the 
Organization should not have to wait until the Forty-eighth World Health Assembly to review the outcome 
of an external audit visit. Either the External Auditor should accept the work of the internal auditor, or 
the Health Assembly should accept the report of the External Auditor together with the work of the 
internal auditor in relation to the Regional Office for Africa. In that case the draft resolution set out in 
paragraph 15 of document A47/42 should be amended to the effect that the internal audit carried out in 
April 1994 in respect of the Regional Office for Africa was accepted. 

On the Special Health Fund for Africa, he too would appreciate clarification from the Director-
General on the role of WHO and of the Regional Director. 

Mr OKELY (Australia) shared the concern already e^ re s sed over the late payment or nonpayment 
of assessed contributions, the differences between the amounts appropriated and those spent, and the fact 
that cuts appeared to have fallen on health programmes at the regional and country level, where support 
and resources were most urgently needed. 

A budget of US$ 735 million had been approved for 1992-1993. According to the information 
supplied in the financial report, a shortfall of US$ 106 million had resulted from unpaid contributions, 
US$ 55 million of which had been met by programme cuts. There appeared to have been no reductions 
in headquarters activities with regard to the Health Assembly, the Executive Board or global and 
interregional activities, and the pie charts at the end of part I of the report showed that support services 
had even grown. Furthermore, the Regional Office for the Western Pacific had apparently had to bear a 
disproportionate share of the across-the-board cuts, which meant not only managerial and operational 
problems for the Regional Director, but also that countries in the Region were not receiving the assistance 
they urgently needed. 

He therefore asked whether the 10% across-the-board cut planned for 1993 had actually been 
implemented and, if so, whether it had been applied equally to all programmes, countries and regions and 
to headquarters. Was it appropriate to cut funding at country level, given that the current General 
Programme of Work stressed action at precisely that level? Further, why had the largest cuts been imposed 
on country programmes, and why was the largest area of growth in support services? 

He was also concerned about the External Auditor's "scope limitation" with regard to the Regional 
Office for Africa and asked what steps had been taken to obtain the necessary information. 

Dr OKWARE (Uganda) regretted that, for the first time in 45 years, the External Auditor had 
qualified his report with respect to the African Region. The qualification could have been avoided if the 
Exteraal Auditor had used copies of Regional Office documents available at headquarters, rescheduled the 
audit, or sought alternative methods. Poor communication was a result of lack of infrastructure throughout 
the Region, not of problems at the Regional Office. The "scope limitation" was bound to give rise to 
uncertainty which, in turn, would lead to a loss of confidence and was detrimental to WHO's programme 
in the Region through no fault of the staff; it would undermine efforts towards health for all. The External 
Auditor could have made a greater effort; he was well paid to serve all the regions. The report of the 
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internal auditor on the Regional Office for Africa, which appeared to be satisfactory, should be accepted 
by the External Auditor, who would then be in a position to give an unqualified opinion. 

Dr F E E K (New Zealand) endorsed the comments made by the delegates of the United States of 
America and Australia. Referring to the discussion on global change and restructuring of WHO, he 
reiterated his comment that the Organization should define its vision before undertaking reform. If that 
vision were, for example, to be a primary health care strategy, then it would have to be matched with 
budgetary expenditure. The pie charts on pages x and xi of document A47/19 indicated that, rather than 
the expected pattern of decentralized expenditure at country level, expenditure at global level was some 
35%, which was excessive. In his view the Organization should be streamlined; budgeting should respond 
to the needs of countries, not those of WHO, and the forthcoming Health Assembly should be informed 
of how the Organization intended to do that. A recent major reform in New Zealand had separated 
donors, providers of services and purchasers, with the aim of producing a decentralized system. 

Mr AUGUSTSSON (Sweden), speaking on behalf of the Nordic countries (Denmark, Finland, 
Norway and Sweden), supported the comments made by the United States delegate and expressed particular 
concern at the disproportionate budget cuts at regional and country levels. Although some Member States 
clearly faced difficulties in meeting their obligations, the rising level of unpaid contributions at the end of 
each biennium, the large amount unpaid, and the high number of Member States which had made no 
payment at all were serious problems which not only adversely affected the daily activities of the 
Organization but also undermined confidence in W H O by giving the impression that countries did not value 
its work. The Nordic countries wished to reiterate their appeal to all Members to take the necessary steps 
to ensure the payment of their financial contributions in full, on time and without specific conditions. 

Mr C H A U D H U R I (India) expressed deep concern at the qualified audit opinion presented by the 
External Auditor because of difficulties in visiting the Regional Office for Africa. The qualification would 
create uncertainty and adversely affect WHO's efforts in the developing countries of the Region. He shared 
the views expressed in the first report of the Comnûttee of the Executive Board to Consider Certain 
Financial Matters prior to the Forty-seventh World Health Assembly (document A47/42) and noted with 
satisfaction that an internal audit had been carried out for the Regional Office for Africa. The matter 
should be settled as soon as possible. 

Dr NGO VAN H O P (Viet Nam) endorsed the first report of the Committee of the Executive Board 
to Consider Certain Financial Matters prior to the Forty-seventh World Health Assembly and regretted that 
the External Auditor had qualified his opinion. The External Auditor should have found a way to complete 
the task for which he was responsible and well remunerated. As stated in the Committee's report, the 
Organization should not have to wait until the next Health Assembly to review the outcome of an external 
audit visit. Two courses of action were open: either the External Auditor could accept the internal audit; 
or the Health Assembly could accept the internal audit report. Lastly, he requested information on the 
percentage of staff costs in extrabudgetary programmes. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) stressed that important 
documents, especially financial reports such as document A47/19 and its addendum, should be made 
available early enough to enable delegates to study them and seek expert advice where necessary. The 
overall financial situation of the Organization continued to give rise to concern. A growing number of 
Member States failed to pay their regular budget contributions or paid them late, and internal borrowing 
to cover income deficit appeared to be becoming the norm. Unless that trend was reversed, there would 
ultimately be no contingency funding and the proposed increase in the Working Capital Fund might even 
worsen the situation. The Organization should encourage Member States to meet their liabilities and take 
action, under Article 7 of the Constitution, to suspend the voting rights of persistent defaulters. Further, 
W H O should align proposed programme expenditure more closely with a realistic expectation of income. 
Activities should be more sharply prioritized and more resources should be allocated at the regional and 
country levels and less to headquarters. He sought confirmation that the surplus of nearly US$ 55 million 
in the effective working budget was being used, to the extent necessary, to repay borrowing from the 
Working Capital Fund. 
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The high level of extrabudgetary financing reflected the esteem in which W H O was held and was a 
tribute to its efforts to secure funding. In view of the imbalance between regular and extrabudgetary funds, 
it was essential to ensure that overall policy was not distorted and that activities continued to reflect the 
wishes of the Health Assembly. To that end, the Executive Board should work more closely with the 
programme management committees. 

He endorsed the view of the United States delegate that the Director-General should submit to the 
Health Assembly a written response to the criticisms of the External Auditor. As a major recipient of 
WHO fellows, the United Kingdom was particularly concerned at the External Auditor's remarks on 
national selection processes. He looked forward to the Organization's proposed evaluation of the fellowship 
scheme, and asked what steps were being taken to implement the Auditor's recommendations to improve 
selection processes and to set up national selection committees. 

Mr VAN REENEN (Netherlands) endorsed the comments made by the delegates of the United 
States of America, Australia and the United Kingdom and hoped that the External Auditor's 
recommendations would be fully implemented. He expressed concern about arrears in the payment of 
contributions, noting that the 1992-1993 biennium had been one of the worst in the history of the 
Organization in that respect; it was imperative to improve payment discipline among Member States. The 
practice of internal borrowing to cover income deficits was also worrying. 

Dr SHAMLAYE (Seychelles) supported the request for more details on the changing pattern of 
budgetary expenditure, as indicated on pages x and xi of document A47/19. He was concerned by over-
expenditure on such items as Health Assembly and Executive Board sessions. Was there any mechanism 
for indicating how much of the work undertaken at headquarters was of direct benefit to Member States? 

The qualified opinion of the External Auditor did not imply blame, nevertheless it was a cause for 
concern. What criteria had been applied to determine that it had not been possible to visit the Regional 
Office for Africa? He understood that during the period concerned the Regional Office had continued to 
operate, staff members had travelled to and from the Office and the internal auditors had been able to 
make a report. 

Mr MILLER (Canada) endorsed the remarks made by the delegates of the United States of America, 
the United Kingdom and the Netherlands. The professional judgement of the External Auditor as to the 
work required to complete his audit should be accepted without question, as should his statement that the 
"scope limitation" was a professional matter not imputing blame. He noted that the External Auditor 
planned to carry out the delayed audit of the Regional Office for Africa soon. 

He expressed concern over the practice of across-the-board cuts, which he considered ran counter to 
the priority-setting function of the governing bodies. As implementation of resolution WHA46.35 
continued, the Director-General should put before the Executive Board, in the first instance, more targeted 
proposals for priority-setting. 

Noting the large number of recommendations made by the External Auditor that still remained to 
be implemented, he drew particular attention to the need to make up staff shortages in internal audit, to 
apply WHO's own guidelines on short-term employment to former staff members, and to clarify the position 
with respect to the Special Health Fund for Africa. In addition, W H O should adopt the External Auditor's 
stringent interpretation of the Financial Regulations with respect to advances made from the Working 
Capital Fund. 

Dr SHRESTHA (Nepal) endorsed the views of the Committee of the Executive Board to Consider 
Certain Financial Matters prior to the Forty-seventh World Health Assembly on the report of the External 
Auditor, and considered that alternative methods should have been found for auditing the Regional Office 
for Africa. He proposed that the resolution recommended to the Forty-seventh World Health Assembly 
appearing in paragraph 15 of document A47/42 should be amended to state that the Health Assembly 
accepted the internal auditors，report on the Regional Office for Africa. 

The meeting rose at llh05. 



SIXTH MEETING 

Tuesday, 10 May 1994，at 14h30 

Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 26 of the 
A g e n d a (continued) 

Financial report on the accounts of WHO for the financial period 1992-1993，report of the 
External Auditor, and comments thereon of the Committee of the Executive Board to 
Consider Certain Financial Matters prior to the Health Assembly: Item 26.1 of the Agenda 
(Resolution EB93.R21; Documents A47/19, A47/19 Add.1 and A47/42) (continued) 

Dr VON WISSELL (Swaziland) endorsed the expressions of concern at the previous meeting 
regarding arrears in contributions; it was unfair that small countries which did pay should be penalized as 
a result of such arrears. 

He criticized the growing bureaucracy in WHO, especially with regard to the cosponsored programme 
on HIV and AIDS. To counteract that tendency, it should be specified annually what proportion of the 
budget had been spent on personnel and related costs. 

Mr AITKEN (Assistant Director-General), referring to differences in expenditure at headquarters 
and regional and country levels, said that WHO was a sin^e entity dedicated to the service of its Member 
States which provided the funds for its activities. He urged that no sharp distinctions should be made in 
the way in which it used its resources; much of the work at headquarters was of direct benefit to regions 
and countries. Resolutions passed in the late 1970s had asked WHO to allocate its resources to 
headquarters and regional activities in a ratio of 40:60. In fact, in recent years, the ratio had been 35:65. 
WHO would continue to consider how to modify that ratio still further in favour of regional and country 
levels. With regard to reducing expenditure to help to meet the expected shortfall in contributions, WHO 
had been able to achieve the 10% target at regional and country level, but not at headquarters, where 
spending had been reduced by US$ 7 million, or 3%. The matter was complicated by the uncertainty of 
the timing of the payment of contributions, and WHO was never quite sure of the exact amount of 
resources at its disposal. Consequently, the first cuts had been made in the so-called marginal items, those 
items which could easily be restored if and when arrears were paid up. In addition, voluntary staff 
redundancies had totalled approximately 50，resulting in a saving of about US$ 5 million. To achieve the 
10% target at headquarters would have required more than 100 staff members to leave. Yet overnight, such 
staff might have been kept on if the necessary contributions had been forthcoming. It was more difficult 
to reduce expenditure at headquarters given the far greater proportion of fixed items as compared with 
operational activities. WHO fully intended to give priority to restoring spending at regional and country 
levels during the 1994-1995 period as the financial situation improved. Exchange rate fluctuations and 
unexpected salaiy increases, especially for general service staff, had been one of the reasons for the 
relatively high cost of support services, which were heavily staff-oriented. There would be a more detailed 
breakdown of spending in that area in the 1996-1997 budget. Support staff accounted for about 12% of 
total WHO expenditure, which was not excessive by global standards. 

Some concern had been expressed in relation to the re-employment of staff members who had retired. 
However, former staff members were one of WHO's major resources to meet short-term needs and he 
could not recommend giving up the practice. Some had had to be employed for considerable periods of 
time, especially when it was impossible to fill established posts because of budgetary constraints. 
Additionally, there was a saving in pension contributions, education grants and other benefits. As part of 
the response to the External Auditor's report, a full and detailed analysis of WHO policy regarding former 
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staff members would be submitted to the Executive Board and subsequently to the Forty-eighth World 
Health Assembly. The new Administration, Budget and Finance Committee would have the opportunity 
to review that analysis and perhaps go into greater detail. 

The voluntary separation scheme at headquarters had contributed some US$ 4 or 5 million to the 
US$ 7 million savings that had been made. The scheme itself had cost almost US$ 5 million in redundancy 
payments, but that money had come from a separate account and had not been charged to the regular 
budget. In the long term, the voluntary separation scheme would result in further savings. 

He hoped that the technical details of the reimbursement of the Working Capital Fund could be dealt 
with by the Executive Board and later by the Forty-eighth World Health Assembly. 

The role of headquarters in WHO's fellowships was one of overall guidance and help for evaluation 
at country level. 

It was the firm intention of WHO to ensure that the cosponsored programme on AIDS did not lead 
to further bureaucracy. 

Internal borrowing had been reduced compared with preceding bienniums but at the price of not 
releasing those funds for such purposes as regional and country-level operations. Internal borrowing would 
continue to be necessary so long as some Member States failed to meet their financial obligations. It would 
be counterproductive to reduce expenditure fully to the expected level of income since that would encourage 
some Member States to default on their contributions in the belief that WHO would nevertheless still 
function effectively. The US$ 55 million budget surplus was purely theoretical, arising from accounting 
procedures regarding savings made, and it would remain so until all arrears were paid. 

Staff costs in relation to the total cost of any programme should be viewed in the light of the 
programme's effectiveness: in many cases it was the staff, their advice and cooperation that ensured 
success. To lay down precise ratios of staff to operational costs was the wrong approach. 

The cost of the Health Assembly and Executive Board had been higher than forecast, but that 
reflected the general problem of underbudgeting. The full cost increases had not been taken into account. 
Other causes were the admission of new Member States and additional meetings. In the 1996-1997 budget, 
the full costs would be identified and quantified. 

Mr TOPPING (Office of the Legal Counsel) said that WHO had required the conclusion of a formal 
agreement with the Special Health Fund for Africa to govern relations between it and the Fund and the 
management of the money made available by the African Development Bank to assist the Fund's activities. 
A 12-month project agreement had been signed providing secretarial assistance, it being emphasized that 
the WHO staff in question would not undertake fund-raising activities or assume executive administrative 
duties. That agreement had been signed on behalf of the Fund by the Secretary-General of the 
Organization of African Unity, who was the chairman of the Board of the Fund. 

Dr MONEKOSSO (Regional Director for Africa) said that the Organization of African Unity and 
the ministers of health of the African Region had considered that it would be useful to have a Special 
Health Fund for Africa to help the increasingly large number of communities and districts that were 
organizing their own self-help health schemes. The Fund was to be essentially an independent 
nongovernmental organization, and responsibility for seeing that it came into being was given to five African 
personalities acting in their private capacity until the Fund became operational. When the Secretary-
General of the OAU had launched the Fund four years earlier, the public had begun making contributions 
to a special account from which there had not been any withdrawals; the Fund was still not yet operational. 
The matter had come to the attention of the auditors because the Presidents of some African countries, 
in their enthusiasm, had organized fund-raising activities. A few WHO officials, in the belief that they had 
a mandate from the Regional Office, had taken part in that fund-raising, and some of the money raised had 
passed through WHO accounts. Some of that money was non-convertible, and those WHO officials had 
assisted in making it convertible. That was the only time when there had been any link between W H O 
accounts and the Fund. In fact, those funds fell outside the scope of W H O finances. Two years earlier, 
when the first agreement between the Fund and WHO had been signed, he had given up all responsibility 
for the Fund. An agreement was yet to be concluded which would enable W H O to act as executive agency 
and to take the necessary measures to ensure that the Fund became operational. Now that an agreement 
had been reached after two years of lengthy correspondence between W H O and OAU, it would be possible 
to recruit a person to launch and run the Fund. 
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He welcomed the report of the External Auditor on the fellowship programme, as it would be helpful 
in persuading governments to make greater efforts in that field. However, he was disappointed in the 
sample that had been selected. The Member States of the African Region had carried out a full and 
detailed study of every single fellowship that had been awarded, which had shown that 70% of them had 
been for public health, fewer than 30% for medical sciences and fewer than 20% for clinical specialties; 
yet, on the basis of the sample examined, the External Auditor had said that the majority of fellowships had 
been in clinical specialties. According to the report, one person had obtained five fellowships in the space 
of seven years. That was not so. In fact, the person in question had been awarded only one fellowship; 
the other so-called fellowships referred to workshops lasting only a week or two. A number of other areas 
had not been covered; ministers had accepted the idea of study grants which were scaled down and cheaper 
than fellowships, so that many more could be given. That might explain why there were fewer fellowships. 
Some countries still insisted on awarding fellowships, but that was being discouraged as high payments had 
an effect on the budgets of subsequent bienniums. A great deal of in-country training was also being done. 
Those issues notwithstanding, the External Auditor's findings would be used in improving the programme. 

He regretted that the External Auditor's qualification had arisen from a failure to audit the accounts 
of the Regional Office for Africa. In view of the security problem in Brazzaville, he had offered to convey 
the External Auditor's staff to the safety of the Regional Office campus - where all the staff and files were 
located - so that they could perform the audit. They had not accepted and had returned to the safety of 
Europe. At the Executive Board meeting in January 1994，the importance of carrying out the audit had 
been re-emphasized by more than one Board member and he had hoped that it would be possible to carry 
out the work before the Health Assembly. He accepted no responsibility for the fact that the audit had not 
yet been carried out and was pleased that the External Auditor had indicated that his qualification had no 
bearing on the functions and capabilities of the Regional Office. The internal audkor had since issued a 
report, which was satisfactory. Nevertheless, he would welcome the External Auditor's staff to Brazzaville 
to complete their examination during the current year. 

As the person charged with running WHO's most difficult region, he pointed out that the African 
Region was the Region that had almost always shown the greatest improvement in any given year. Board 
members were impressed by the series of initiatives organized by the health ministers of Africa and by the 
Regional Office and by the way in which work and resources were being channelled to meet global changes. 

Sir John B O U R N (External Auditor), recognizing that his qualification had naturally given cause for 
concern, explained that it did not imply blame or criticism. Qualification could occur, first, when the 
accounts were defective and, secondly, when there were difficulties of access in carrying out the audit. His 
qualification fell into the second category; problems had prevented proper examination of the operations 
of the Regional Office for Africa and he had therefore limited the scope of his audit opinion in that 
respect. 

Replying to questions raised by delegates, he said that the audit approach was the same for all regions 
of W H O and the same standards were applied. 

A number of delegations apparently believed that the auditors had not gone to Brazzaville at all. It 
was true that the visit planned for June 1993 had been cancelled on the advice of WHO, but the auditors 
had travelled to Brazzaville in November of that year, and the cooperation of the Regional Office had been 
excellent. Unfortunately, they had encountered practical difficulties in reaching the Regional Office from 
where they were staying and had eventually returned home without completing the necessary examination 
on the spot. It would not have been feasible to carry out the audit earlier as the essential information 
would not have been available, but the auditors would return to Brazzaville and make a special report on 
the matter. Resources had indeed been available for the audit in Brazzaville, and would be used for that 
purpose when circumstances permitted. 

On the question of carrying out an audit based on documentary information only, he stressed that 
an external audit required the auditor to see the work in situ in order to make a professional assessment. 
Further, although the internal audit report was valuable, it could not replace an external audit as the 
responsibilities were different, and W H O and the United Nations system in general provided for both. 

He hoped that he had given delegates the reassurance that they needed, and looked forward to 
carrying out the external audit in Brazzaville. 

He welcomed the comments made by Dr Monekosso on fellowships; the sample used for the audit 
had been taken at random, on a professional and statistical basis, but results were sometimes surprising. 
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As he had pointed out before, it would be a great advantage to the auditors if they could be provided 
with a United Nations laissez-passer when performing their work so that they could be seen clearly to be 
working for the United Nations. 

He emphasized that the function of the External Auditor was to assist and advise the Organization. 

Mr BOYER (United States of America) requested clarification on a number of points. 
First, with reference to the 10% across-the-board cut in the budget, he asked why it seemed to have 

been applied to the regional offices and country programmes but not at headquarters. He had understood 
from Mr Aitken that staff at headquarters had been asked to accept reductions voluntarily and that lack 
of a positive response meant that the budget had been maintained at the same level. He suspected that 
the reduction demanded of the Regional Directors had not been voluntary. Was the rationale that it was 
easier to cut country programmes than bureaucracy at headquarters? That was not comforting to Member 
States, whose main concern was the delivery of health care programmes at country level. 

Secondly, he failed to understand why the allocation to the headquarters Division of Budget and 
Finance had been exceeded, particularly as the overspending had not been related to programme 
implementation. The 1994-1995 programme budget document showed the allocation for headquarters as 
US$ 14.6 million, whereas the financial report showed the amount spent as US$ 18.3 million. 

Thirdly, Mr Aitken had referred to the question of paying full salaries to people already in receipt 
of a retirement pension. It seemed to Member States that one salary should be enough for an employee 
and that, if those individuals were valuable enough to be employed by the Organization after retirement, 
some special arrangement should be made so that they were paid one salary rather than two, in the 
interests of WHO finances. 

Finally, his understanding was that implementation of the fellowship programme was in the hands of 
the regional offices. That was not in the best interests of Member States, and headquarters should have 
some influence on fellowship programme design, goals, rules, implementation and evaluation. Although 
he realized that WHO was decentralized and that it was not easy to impose conditions on Member States, 
he hoped that the Director-General would be able to benefit from the External Auditor's comments in 
order to make the programme operate effectively. 

Mr NASSERI (Islamic Republic of Iran) requested further clarification from the External Auditor. 
His principal concern related to the special audit carried out in 1993，the findings of which had been 
presented to the Health Assembly. According to Financial Regulation 12.5, the Health Assembly was 
empowered to request the External Auditor to perform certain specific examinations, yet Mr Miller, the 
representative of the External Auditor, had clearly stated in 1993 that the decision to undertake the special 
audit had been taken by the External Auditor. In view of Sir John's impeccable professional background 
and integrity, he hoped that he would agree that it should not have been his decision to mount that special 
inquiry. 

A further concern was the fact that approximately US$ 200 000 had been paid to the External Auditor 
as a fee for carrying out the special audit, while the value of the approximately 43 contracts investigated 
had amounted in total to less than US$ 250 000. Would the Health Assembly have favoured such an 
approach, except perhaps in the interests of integrity? The W H O Manual stipulated that it was mandatory 
to require bids from at least three competitors for any contract above US$ 15 000，and the External Auditor 
had rightly called for strict observance of that rule. He would welcome further information on the last 
special audit. 

He reminded the Committee that a decision would have to be taken in 1995 regarding the 
appointment of the External Auditor. No attempt had been made in the past to invite Member States to 
propose candidates for that post. It had also hitherto not been possible to determine the precise cost of 
the external audit because fees had been included under the heading of common services. He hoped that, 
in future, the External Auditor would identify such fees clearly and make suggestions as to how 
transparency with regard to his contractual relations with W H O could be increased, and also that he would 
provide information on the cost of the special audit. He requested that when Member States were 
informed of the forthcoming vacancy for the post of External Auditor, it would be pointed out that 
candidates should provide an estimate of the fees that they would charge. 

With regard to the qualification in respect of the African Region, some questions still remained 
unanswered. Was it really essential to travel to Brazzaville in order to conduct an external audit? If so, 
had all possible efforts been made to visit Brazzaville for that purpose? Had the undue emphasis given to 
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the mounting of the special audit referred to earlier been the main reason why the external audit team had 
been unable to perform its normal duties? 

More important, the publication of a qualified audit report generated feelings of uncertainty which 
had a direct effect on programmes; he was concerned, for example, that some extrabudgetary funds would 
thereby be compromised. It was therefore important that the reasons why the external audit report could 
not be completed were fully explained. 

H e proposed that in the final paragraph of the draft resolution contained in document A47/42, after 
the words "Health Assembly", the words "and accepts the audit report of the internal auditors on the 
Regional Office for Africa" should be inserted. He requested that a copy of the internal audit report 
should, exceptionally, be provided to all Members for reference in order to ensure that a formal audit 
report was made available, thus avoiding uncertainty and minimizing any detrimental effect that that could 
have on programmes in the Region. 

Mr SATA (Zambia) said that the explanation given by the External Auditor for the failure to cover 
the Regional Office for Africa was unacceptable because Regional Office staff had been available and ready 
to cooperate with the External Auditor's staff in Brazzaville. The acceptance of a report on an internal 
audit would not constitute an appropriate solution. The Financial Regulations expressly required the 
preparation of a report by the External Auditor. If access for that purpose was problematic, the suitability 
of the location of the Regional Office should be reviewed. 

Dr G E Z A I R Y (Regional Director for the Eastern Mediterranean), referring to a question previously 
raised by the delegate of the United States of America, said that the 10% cut in the budget had not been 
voluntary and the reductions had already occurred. There had also been a suggestion from the 
administration at headquarters that some reinstatement of the budget allocation would be feasible if funds 
became available centrally, but that promise had not so far been fulfilied. He hoped that savings on 
regional budgets would not be used in the future to meet financial commitments at headquarters since there 
were still many needs to be met in the field. He stressed that any further budgetary cuts would directly 
affect country programmes. 

Dr ASVALL (Regional Director for Europe), responding to the same question, said that the Director-
General had been fully supported in his decision to impose a 10% cut both in regions and at headquarters. 
The European Region had borne an additional 5% cut due to cost-absorption initiatives. 

In applying the 10% reduction he had decided that there would be no cuts in country funds. 
Intercountry programme funds had been cut by 10%. The remaining reduction had been made in the area 
of human resources, principally by abolition of posts, staff transfers and reorganization. In spite of those 
efforts, it had proved necessary to negotiate the termination of service of a considerable number of staff, 
sometimes against their will. 

Detailed costings for every area of expenditure had been drawn up and budget holders had compared 
actual with forecast expenditure at regular monthly meetings. That activity had had the additional benefit 
of achieving greater cost consciousness among all staff. Together with the Director of Programme 
Management, and the Director of Support Programmes, he had reviewed figures for actual versus forecast 
expenditure every two months (monthly during the last six months of the biennium) to ensure financial 
solvency. 

Professor FIKRI BENBRAHIM (Morocco) said that the decision to cut the regular budget had made 
it necessary on two occasions to completely revise programmes in Morocco, thereby seriously disrupting 
the implementation of action plans. Any further cuts in the budget should be announced before the 
programme budget process for each biennium was started. 

Mr AITKEN (Assistant Director-General), replying to the delegate of the United States of America, 
said that the painful impact of financial reductions had been felt at headquarters. Established posts had 
been frozen; provision for temporary staff and other discretionary expenditure had been severely reduced, 
and between 50 and 60 staff had been eased out. Because of the nature of the financial profile at 
headquarters, the full 10% target had not been reached. The Director-General had to exercise discretion 
in such matters. The higher expenditures of the Division of Budget and Finance had been caused not only 
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by the exchange rate but also by salary increases for general service staff. Lastly, increases in costs had had 
to be included for computer systems to run the central accounting and finance systems. 

The double income problem was currently being considered. Some former retirees had rejoined the 
Organization and no longer received their pensions. Consideration was being given to whether that 
arrangement should be extended, and to its effect on the budget. 

He reiterated that, while the fellowships programmes was decentralized, overall policy and guidance 
and evaluation of the programme were coordinated from headquarters. 

He assured the delegate of the Islamic Republic of Iran that when applications for the position of 
External Auditor were called for it would be pointed out that they should include estimates of the costs of 
providing the external audit service. 

Sir John BOURN (External Auditor) welcomed the opportunity of replying to the important points 
raised by the delegate of the Islamic Republic of Iran, who had challenged the justification for the carrying 
out of a special audit, basing his arguments on Financial Regulation 12.5. His office had been given a brief 
by the Chairman of the Executive Board and the Director-General to examine specific questions. 
Moreover, under Financial Regulation 12.3, the External Auditor could make observations with respect to 
the efficiency of financial procedures, the accounting system, the internal financial controls and, in general, 
the administration and management of the Organization. 

In looking at the relation of the cost of the special audit to the value of the contracts investigated, 
it should be remembered that the investigation had covered not only the value of contracts but also 
important matters of principle. 

The fees paid to the External Auditor by the Organization had also been mentioned. In future, he 
would be very willing to identify his fees as a separate item in the External Auditor's report. 

The need to travel to regional offices in order to conduct external audits had been questioned, but 
it was an essential feature of the task if the robustness of procedures and systems at the operational level 
was to be assessed. 

While the security situation in Brazzaville had not constituted a risk in 1992，there had been 
difficulties in the last few months of 1993 - the crucial months from the point of view of completing the 
external audit. The work that had not been completed at that time would, however, be done in due course. 

Concern had been expressed that the special audit had depleted resources intended for the regular 
audit; he was pleased to assure the Committee that that was not the case. 

Delegates had suggested that a qualified report might compromise WHO's programme, in that it 
might make donors less willing to continue to support its work. He stressed that there was nothing in the 
report which cast any blame on the Organization. There was also no question of the External Auditor's 
report being discretionary; the Financial Regulations required an independent external audit to be held 
regularly, and there had in fact been such aucüts since the beginning of the Organization's history. An 
organization with an independent external audit would always be able to maintain and enhance the 
commitment of its supporters, because the audit ensured that nothing was concealed. 

Mr NASSERI (Islamic Republic of Iran) thanked Mr Aitken and the External Auditor for then-
explanations. 

The External Auditor had referred to Financial Regulation 12.3, and had cited the same regulation 
the previous year as justification for his decision to make a separate report on certain specific financial 
matters. At that time, the representative of the Office of the Legal Counsel, in reply to the question of 
whether the External Auditor's investigation had been properly initiated, and in particular whether the 
Board or anyone else had the authority to call for such a review, had explained that, under regulation 12.5, 
the Health Assembly could request the External Auditor to perform a specific examination. The 
representative had gone on to say that the Board did not normally instruct the External Auditor to carry 
out an audit but, as the executive organ of the Health Assembly, it was reasonable for it to call attention 
to a particular situation; the Director-General, or an individual Member State, was also entitled to take 
such action. He had then gone on to justify the decision to make the special report by invoking Financial 
Regulation 12.4, which related to the independence of the External Auditor. While his delegation fully 
agreed that the External Auditor should be independent, it could not accept that regulation 12.3，which was 
general in scope, could be invoked as justification for a special report examining specific matters. If that 
were the case, there would be no need for regulation 12.5. 
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Some delegates had urged that, since the report was now past history, nothing more needed to be said 
about it. However, a question of principle was involved; Member States needed to know precisely what 
their rights were, and how they could be exercised. The facts of the matter were that on 15 December 1992 
a certain Member State had written to W H O requesting urgent information about expenditure on travel 
by the Director-General and his staff. The External Auditor had then replied to the Member State 
concerned, confirming that the areas of expenditure in question would be examined, and eventually a report 
had been issued. Some delegates were of the view that, if a major donor country drew the External 
Auditor's attention to a particular situation, it was only natural that the latter should respond. What his 
delegation was seeking was an assurance that should any Member State, whether or not it was a major 
donor, draw the External Auditor's attention to a specific matter, and request an examination to be carried 
out and a separate report issued, regardless of any fees that might be incurred, the External Auditor would 
comply with that request. If he received that assurance, he could agree to let the matter rest, although he 
was still concerned about the way the Financial Regulations were being interpreted. 

In case his comments might seem unduly negative, he commended the work of the External Auditor, 
and in particular his assessment of WHO's fellowship programmes, which had been very useful to his 
country. 

Sir John B O U R N (External Auditor) confirmed that he would give any requests made to him by any 
delegation the fullest consideration. H e was always glad to hear the opinions of Member States on his 
reports, and welcomed suggestions as to how they could be further improved. 

Mr NASSER! (Islamic Republic of Iran) reiterated his question as to whether, should the External 
Auditor again be asked for a special audit, he would again be prepared to go to the lengths of preparing 
a report on a specific question, even though such action might incur additional financial costs. 

Mr VIGNES (Legal Counsel) said that he had the impression that there was some confusion in 
regard to responsibilities in the matter of external audits. His own interpretation of the texts on the 
subject - the Financial Regulations and the Appendix thereto, since the Constitution contained no provisions 
on the matter - was that there was only one regulation under which the External Auditor could be required 
to make a special report, namely regulation 12.5. That was what had been stated by the External Auditor 
himself. He did not think that, as had been suggested earlier, regulation 12.3 could be used as a basis for 
such a request; on the other hand, the External Auditor might perhaps have mentioned paragraph 1 of the 
Appendix, which provided that the Auditor could perform such audit of the accounts as he deemed 
necessary in order to satisfy himself on certain points. 

Thus, the position in law was that the Health Assembly was authorized to request a specific 
examination under regulation 12.5. Independently of that provision, however, a Member State, the 
Director-General, the Executive Board, or even its Chairman might draw the attention of the External 
Auditor to a certain matter, but it would be for the Auditor himself to decide whether or not to take any 
action. 

Mr SATA (Zambia) said that it was obvious that any point raised by a Member State would be dealt 
with on its merits. It was irresponsible to expect officers of the Organization to give specific undertakings 
in reply to requests f rom individual delegations in the course of a meeting, since such undertakings were 
bound to be difficult to interpret. 

The issue had already been thoroughly dealt with and full explanations given. He proposed that the 
Committee should proceed to the next item on its agenda. 

Mr NASSERI (Islamic Republic of Iran) said that he was dismayed that his request should be 
described as irresponsible. On the contrary, the comments by both the External Auditor and the Legal 
Counsel had shown that correct interpretation of the Financial Regulations was an important issue. 

He welcomed the statement by the Legal Counsel that regulation 12.3 could not be invoked as 
justification for a special report; that statement was important for WHO's future work. The fact that the 
External Auditor had initiated his report on the basis of that regulation suggested that some irregularity 
had been involved. As he saw it, paragraph 1 of the Appendix was applicable to the regular audit, not to 
separate reports on specific issues. 



COMMITTEE В: SEVENTH MEETING 181 

The CHAIRMAN invited the Committee to consider the draft resolution contained in paragraph 15 
of document A47/42. 

Mr AITKEN (Assistant Director-General) said that a number of delegations, in order to avoid the 
need to set up a drafting committee, had asked him to propose certain amendments to the draft resolution. 
In the third preambular paragraph, the words "with regret" should be deleted. A new first operative 
paragraph should be added, reading: 

NOTES the report of the internal auditors on the WHO Regional Office for Africa. 

A new third operative paragraph should be added reading: 

REQUESTS the Director-General to report to the ninety-fifth session of the Executive Board and 
to the Forty-eighth World Health Assembly on progress made in the implementation of the 
recommendations of the External Auditor. 

The draft resolution contained in document A47/42, as amended，was approved.1 

Report on the implementation of the recommendations of the External Auditor (financial 
period 1990-1991): Item 26.2 of the Agenda (Document A47/20) 

Professor CHATTY (representative of the Executive Board) said that, as part of the routine process 
of follow up of the recommendations of the External Auditor on the financial report of WHO, a report had 
been presented to the Executive Board in January 1994 recording progress on those recommendations since 
the Forty-sixth World Health Assembly. The report had covered four issues: the Special Health Fund for 
Africa, meritorious and long-service salary increases, review of computer applications, and common 
accounting standards. The External Auditor had also made recommendations with respect to certain 
management matters in the Global Programme on AIDS. The Board had taken note of the information 
provided to it. 

Mr AITKEN (Assistant Director-General) said that the purpose of document A47/20 was to explain, 
as Dr Monekosso had done earlier, that the project agreement had been signed on the Special Health Fund 
for Africa, using funds provided by the African Development Bank. Since the agenda item had already 
been discussed at length, the Committee might wish to conclude its consideration of the subitem. 

It was so agreed. 

(For continuation of the review of the overall financial situation see summary record of the seventh 
meeting, section 3.) 

2. CONSIDERATION OF THE SITUATION OF CERTAIN MEMBER STATES FALLING 
UNDER THE PURVIEW OF ARTICLE 7 OF THE CONSTITUTION: Item 25 of the Agenda 

Arrears of contributions of South Africa (Document A47/38) 

Dr NTSALUBA (South Africa) reiterated his delegation's gratitude to Member States for the way 
in which the restoration of South Africa's voting privileges had been handled. He reaffirmed his country's 
wish to make a worthy contribution to the development of WHO as a representative, responsive global 
Organization providing a platform for the constructive interaction of Member States. In his view, South 
Africa's arrears of contributions should be dealt with by the new democratically elected Government of 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA47.14. 
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South Africa; he therefore proposed that the matter be held over for consideration by the Forty-eighth 
World Health Assembly to give adequate time for consultation with the new Government. 

Dr STAMPS (Zimbabwe), pointing out that South Africa had never been ejected from the Health 
Assembly, asked that, out of consideration for the difficulties that that country would undoubtedly face 
owing to the distorted economy that it had inherited, some other formula should be devised to deal 
equitably with the situation. Many delegates did not accept that there was any precedent for depriving 
South Africa of its vote in the Health Assembly; many considered it strange that those who had suffered 
for so long under the yoke of apartheid, the majority of whom had been deprived of reasonable health 
services, should now be called upon to pay debts accrued by their former oppressors. From the purely 
financial standpoint, although South Africa's economy was significantly larger than that of most African 
States, it was still smaller than that of the State of Maryland in the United States of America, yet it had 
10 times the population and very little of the necessary infrastructure to reach it. Six million people were 
currently estimated to be unemployed in South Africa; nine million were technically destitute; 10 million 
had no access to running water; and 22 million had no access to modern sources of power. As a result of 
apartheid, millions had had a very limited or distorted education, usually in a language other than their 
mother tongue. Those matters should be considered in fixing the penalty that the new Government would 
have to pay for its readmission: ethics, common morality and fair play should be taken into account in 
setting the amounts that might be due. If those sums were liberated they would surely be put to good use 
by the new Government. He had been informed that 10 million rands had been deducted from the current 
health budget to finance the extension of the election period by one day. The situation of South Africa was 
unique: notwithstanding document A47/38, there was nothing with which it could be compared. He 
therefore wholeheartedly supported South Africa's plea that the question should be dealt with between it 
and the Director-General, and that the appropriate solution should be found by the Executive Board in due 
course. 

Mr SATA (Zambia) said that it was surprising that South Africa was being compared with other 
countries when its situation was unique. The Health Assembly was being asked to rejoice in the restoration 
of full rights and privileges to South Africa yet at the same time to punish its Government for deeds for 
which it was not responsible. It was not out of a desire to prolong the feelings of joy at the restoration of 
South Africa's full rights and privileges of WHO membership that his delegation endorsed the remarks 
made by the delegates of South Africa and Zimbabwe, but from a total appreciation of the complex 
phenomenon of South Africa as a former apartheid regime. It was surely unnecessary to indicate the 
constitutional and political imperatives that distinguished South Africa's case from that of others. 
President Mandela's new democratic and multiracial Government had to be given time to examine its own 
situation before being asked to make serious commitments; WHO should set an example by allowing South 
Africa to consult with the Director-General. 

Mr VIGNES (Legal Counsel) said that there had been a formal motion by the South African delegate 
to postpone consideration of the issue of South Africa's arrears until the Forty-eighth World Health 
Assembly in 1995. Consequently there was no need at present to discuss the substance of the question; 
the Committee should simply be asked if it agreed to postpone the matter to the next Health Assembly. 
If so, that would not prevent consultations from being held during the year. 

The CHAIRMAN asked the Committee whether it wished to recommend that the matter should be 
considered by the Forty-eighth World Health Assembly in 1995. 

It was so decided. 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: second report of the Committee of the Executive 
Board to Consider Certain Financial Matters prior to the Forty-seventh World Health 
Assembly (Document A47/18) 

Professor CHATTY (representative of the Executive Board) said that in January 1994 the ninety-third 
session of the Executive Board had appointed a Committee entrusted, inter alia, with the task of examining 
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the subject of Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution and to submit appropriate findings or recommendations to the Health 
Assembly. The Committee had met on 2 May 1994 to consider the matter. 

The Director-General，s report to the Committee listed the 25 Members which at 22 April 1994 were 
in arrears in payment of their contributions in amounts which equalled or exceeded the amounts for the 
preceding two full years, as shown in the Annex to the report. There were three groups of Members: the 
first consisted of 11 which, in accordance with previous Health Assembly resolutions, had already lost their 
voting privileges as from previous Health Assemblies; the second consisted of five Members which were 
to have their voting privileges suspended as from the opening of the present Health Assembly; the third 
consisted of nine Members which might lose their voting privileges as f rom the Forty-eighth World Health 
Assembly, in accordance with the principles of resolution WHA41.7. The voting privileges of the 
11 Members in the first group remained suspended, since the arrears of contributions due from them still 
equalled or exceeded the contributions due for the years 1992 and 1993. The Members concerned were 
Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican Republic, Equatorial Guinea, Iraq, 
Liberia, Niger and Somalia. 

With regard to the second group, as a result of a payment made by Romania since 22 April 1994，the 
date of preparation of the Director-General，s report, that country was no longer affected by the provisions 
of Article 7 of the Constitution. The voting privileges of the remaining four Members in that group, namely 
Chad, Guinea-Bissau, Haiti and Zaire, were suspended in accordance with resolution WHA46.10, with effect 
from the opening of the present Health Assembly on 2 May 1994. 

Regarding the third group, consisting of nine Members - Burkina Faso, Central African Republic, 
Cuba, Guatemala, Senegal, Suriname, Ukraine and Yugoslavia - liable to lose their voting privileges as from 
the Forty-eighth World Health Assembly, the Committee had noted that, as a result of payments made by 
Cuba and Suriname since the date of preparation of the report, those Members were no longer affected 
by the provisions of Article 7 of the Constitution. The Committee had agreed that, in the interest of 
fairness to all Members, the suspension provisions should be systematically applied, and had concluded that 
no grounds existed for any of the Members still affected for exemption from the suspension of voting rights 
as from the Forty-eighth World Health Assembly. 

A draft resolution recommended by the Committee was contained in paragraph 10 of document 
A47/18. ^ 4 

Mr AITKEN (Assistant Director-General) announced that further payments had been received from 
Central African Republic, Niger and Ukraine which were sufficient to enable the vote of those countries 
to be restored. The draft resolution would be amended accordingly. 

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

The meeting rose at 17h35. 



SEVENTH MEETING 

Wednesday, 11 May 1994，at 9h00 

Chairman: Dr F. CHÁVEZ PEÓN (Mexico) 

1. SECOND REPORT OF COMMITTEE В 

Dr PYAKALYIA (Papua New Guinea), Rapporteur, read out the draft second report of 
Committee B. 

Professor FIKRI BENBRAHIM (Morocco)，referring to paragraph 5(1) in the draft resolution 
entitled "WHO response to global change: Health Assembly resolutions", asked which Chairmen were 
meant. 

The CHAIRMAN proposed that for the sake of clarity paragraph 5(1) might be reworded as follows: 
"The Chairmen of Committees A and В will consult 

It was so agreed. 

The report, as amended，was adopted.1 

2. CONSIDERATION OF THE SITUATION OF CERTAIN MEMBER STATES FALLING 
UNDER THE PURVIEW OF ARTICLE 7 OF THE CONSTITUTION: Item 25 of the Agenda 
(continued from the sixth meeting) 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: second report of the Committee of the Executive 
Board to Consider Certain Financial Matters prior to the Forty-seventh World Health 
Assembly (Document A47/18) (continued from the sixth meeting) 

The CHAIRMAN reminded delegates that at the sixth meeting it had been decided to take into 
consideration recent payments made by certain Member States. The draft resolution contained in 
paragraph 10 of document A47/18 had been amended accordingly and read as follows: 

The Forty-seventh World Health Assembly, 
Having considered the second report of the Committee of the Executive Board to Consider 

Certain Financial Matters prior to the Forty-seventh World Health Assembly on Members in arrears 
in the payment of their contributions to an extent which would justify invoking Article 7 of the 
Constitution;2 

Noting that, at the time of opening of the Forty-seventh World Health Assembly, the voting 
rights of Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican Republic, 
Equatorial Guinea, Iraq, Liberia, Niger and Somalia remained suspended, such suspension to 
continue until the arrears of the Member State concerned have been reduced, at the present or future 

1 See page 219. 
2 Document A47/18. 
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Health Assembly sessions, to a level below the amount which would justify invoking Article 7 of the 
Constitution; 

Having been informed that as a result of a payment received after the opening of the Forty-
seventh World Health Assembly, the arrears of contributions of Niger have been reduced to a level 
below the amount which would justify invoking Article 7 of the Constitution and, as such, the voting 
rights of Niger have been automatically restored; 

Noting that, in accordance with resolution WHA46.10, the voting privileges of Chad, Guinea-
Bissau, Haiti and Zaire have been suspended as from 2 May 1994, such suspension to continue until 
the arrears of the Member State concerned have been reduced, at the present or future Health 
Assemblies, to a level below the amount which would justify invoking Article 7 of the Constitution; 

Noting that, since Romania had made payments prior to the opening of the Forty-seventh 
World Health Assembly which reduced its unpaid arrears of contributions to a level below the amount 
which would justify invoking Article 7 of the Constitution, the decision taken with respect to Romania 
by the Forty-sixth World Health Assembly in resolution WHA46.10 is no longer applicable and the 
suspension of its voting rights has not taken effect; 

Noting that Burkina Faso, Central African Republic, Guatemala, Senegal, Ukraine, Yemen and 
Yugoslavia were in arrears at the time of the opening of the Forty-seventh World Health Assembly 
to such an extent that it is necessary for the Health Assembly to consider, in accordance with 
Article 7 of the Constitution, whether or not the voting privileges of these Members should be 
suspended at the opening of the Forty-eighth World Health Assembly; 

Having been informed that as a result of payments received from the Central African Republic 
and Ukraine after the opening of the Forty-seventh World Health Assembly, the arrears of 
contributions of these Members have been reduced to a level below the amount which would justify 
invoking Article 7 of the Constitution, 

1. EXPRESSES serious concern at the large number of Members that have been in arrears in the 
payment of their contributions in recent years to an extent which would justify invoking Article 7 of 
the Constitution; 

2. URGES the Members concerned to regularize their position at the earliest possible date; 

3. FURTHER URGES Members that have not communicated their intention to settle their 
arrears to do so as a matter of urgency; 

4. REQUESTS the Director-General to approach the Members in arrears to an extent which 
would justify invoking Article 7 of the Constitution, with a view to pursuing the question with the 
governments concerned; 

5. REQUESTS the Executive Board, in the light of the Director-GeneraFs report and after the 
Members concerned have had an opportunity to explain their situation to the Board, to report to the 
Forty-eighth World Health Assembly on the status of payment of contributions; 

6. DECIDES: 

(1) that in accordance with the statement of principles in resolution WHA41.7 if, by the time 
of the opening of the Forty-eighth World Health Assembly, Burkina Faso, Guatemala, Senegal, 
Yemen and Yugoslavia are still in arrears in the payment of their contributions to an extent 
which would justify invoking Article 7 of the Constitution, their voting privileges shall be 
suspended as from the said opening; 
(2) that any suspension which takes effect as aforesaid shall continue at the Forty-eighth and 
subsequent Health Assemblies, until the arrears of the Member concerned have been reduced 
to a level below the amount which would justify invoking Article 7 of the Constitution; 
(3) that this decision shall be without prejudice to the right of any Member to request 
restoration of its voting privileges in accordance with Article 7 of the Constitution. 
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He reminded the Committee that under Rule 72 of the Rules of Procedure of the Health Assembly, 
a two-thirds majority was required for the adoption of that resolution. However, a vote by consensus would 
be valid, it being understood that explanations of vote would be recorded. 

Mr AITKEN (Assistant Director-General) explained that the third preambular paragraph, referring 
to the restoration of Niger's voting rights, was new. In the last preambular paragraph, a change had been 
made to take into account payments made by Central African Republic and Ukraine. In paragraph 6(1), 
the names of countries no longer subject to the provisions of resolution WHA41.7 and whose voting rights 
were not threatened by suspension had been deleted. 

The draft resolution，as amended，was approved.1 

Iraq's request for restoration of voting rights (Document A47/34) 

Mr AITKEN (Assistant Director-General) said that the Director-General's report on Iraq's request 
for restoration of voting rights (document A47/34) was self-explanatory, and it was for the Health Assembly 
to decide whether it should take action. 

Mr AL-JAFAR (Kuwait) believed that the matter was one which primarily concerned the Security 
Council and the United Nations Sanctions Committee. WHO should therefore abide by Security Council 
resolutions and apply Article 7 of the Constitution, making no exception. 

Mr AL-KHERO (Iraq) explained that his country's request was that it be allowed to use part of its 
frozen assets in foreign banks to pay its arrears in contributions to WHO, thereby retrieving its rights. That 
request was entirely in the interest of WHO, both from a technical and a financial point of view. 

The CHAIRMAN said that the Health Assembly could only decide on the restoration of voting rights; 
economic aspects ought to be dealt with elsewhere. 

Mr AITKEN (Assistant Director-General) said that it was up to Committee В to make a 
recommendation to the Health Assembly, and to decide whether it intended to take further action, or 
merely to note the request. 

Mr BOYER (United States of America) suggested that as no new information was available, 
Committee В should merely take note of the request. 

Mr YANTAIS (Greece), speaking on behalf of the European Union, supported the suggestion of the 
United States delegate. 

Committee В took note of Iraq's request in document A47/34. 

Cambodia's request for restoration of voting rights and waiver of arrears (Document 
A47/37) 

Mr AITKEN (Assistant Director-General) introduced document A47/37 containing the request 
submitted by Cambodia for restoration of voting rights and waiver of arrears. 

Mr SIMMONS (United Kingdom of Great Britain and Northern Ireland) welcomed the restoration 
of a legitimate representative government in Cambodia. His delegation noted the request of that 
government for waiving of its arrears, but did not agree that the arrears should be written off. It was by 
no means unusual for new forms of government to replace old ones; indeed, that had frequently occurred 
in the past five years, but it had not resulted in arrears being waived, and he did not feel that they should 
be in the present instance. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.19. 
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Committee В took note of document A47/37, as well as of the comments of the United Kingdom 
delegate. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 26 of the 
Agenda (continued from the sixth meeting) 

Status of collection of assessed contributions and status of advances to the Working 
Capital Fund: Item 26.3 of the Agenda (Resolution EB93.R14; Document A47/21) 

Professor GRILLO (representative of the Executive Board) informed the Committee that after 
reviewing the Director-General's report at its ninety-third session, the Executive Board had expressed deep 
concern at the level of outstanding contributions due from the Member States and its effect on the 
programme of work approved by the Health Assembly, noting in particular the following matters. First, 
as at 31 December 1993，the rate of collection of 1993 contributions in respect of the effective working 
budget had amounted to 79.03%, resulting in a shortfall of US$ 74 517 451. Secondly, only 95 out of the 
186 Members contributing to the effective working budget had paid their 1993 contributions in full. Thirdly, 
71 Members had made no payment whatsoever towards their 1993 contributions. Fourthly, the unpaid 
contributions to the effective working budget in respect of the financial period 1992-1993 amounted to an 
unprecedented level of US$ 106 million，in spite of the incentive scheme (resolution WHA41.12) by which 
Members paying their assessed contributions early in the year in which they were due would have their 
contributions payable for a subsequent programme budget reduced appreciably, whereas those paying later 
would see their contributions payable for that programme budget reduced only marginally or not at all. 

The Board had noted that despite budget cuts and delays in programme implementation, the Director-
General had been obliged to borrow a substantial amount from internal sources owing to the inability of 
the Working Capital Fund to meet the extraordinary shortfall in contributions. In that connection, the 
Board had fully endorsed the Director-GeneraPs proposal to increase the level of the Working Capital Fund 
by an amount of US$ 20 million; that would be discussed by the Committee later under agenda item 28. 

The Board had adopted resolution EB93.R14, containing a text for the Health Assembly's 
consideration. Document A47/21 gave the contribution status as at 30 April 1994. 

Mr AITKEN (Assistant Director-General) said that since the preparation of document A47/21, 
approximately US$ 1.6 million had been paid by 13 Members during the first 11 days of May, which raised 
the collection rate to approximately 33%. ТЪе situation was still worrying, in that the corresponding 
percentage in 1993 had been 43%. 

The countries that had paid their 1994 contributions in part or in full were: Austria, Barbados, Belize, 
Botswana, Egypt, Guyana, Lao People's Democratic Republic, Mozambique, Nepal, Paraguay, Samoa, 
Singapore and Uganda. 

Furthermore, since 30 April, payments totalling US$ 196 890 in arrears of contributions had been 
received from Dominica, Guatemala, Niger, Nigeria, Seychelles, Suriname and Ukraine. 

He drew the Committee's attention to the text recommended for adoption by the Health Assembly 
in resolution EB93.R14. 

Dr REINER (Croatia) said that as a result of Serb aggression, Croatia's gross domestic product was 
half what it had been five years earlier as part of former Yugoslavia. The scale of assessment should have 
been adjusted using a more rapid statistical indicator to reflect that situation, and the United Nations 
General Assembly should be consistent in that respect: to fix contributions at a rate higher than the country 
was able to pay was certainly not a way of facilitating its recovery, which the General Assembly had resolved 
to do. The situation was similar in many other countries in transition, particularly developing ones. It 
would be fairer and more appropriate to relate contributions to current status as assessed by the World 
Bank. 

He suggested that a proposal should be made to the competent United Nations Committee on 
Contributions accordingly. 
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Mr MILLER (Canada) said that the duty to pay assessed contributions in full and on time was a 
treaty obligation, under the terms of WHO's Financial Regulations. It was therefore a matter of 
considerable concern that the number of States which had made no payment whatever to the 1993 regular 
budget was, even in percentage terms, the highest in ten years, and it was cold comfort that collections were 
up slightly in 1993 by comparison with the previous year. The distinction had often been drawn between 
States unable to pay contributions and those unwilling to do so. The Executive Board and Health Assembly 
were always sympathetic to requests from Members who were unable to pay their contributions; the United 
Nations scale of assessments made allowance for high external debt levels, low per capita income and 
exchange rate problems, all of which might lower a State's capacity to pay. Exceptional circumstances were 
also taken into consideration. 

The greater problem was with States unwilling to pay, many of them large contributors; whatever 
economic recession they might be suffering, they were infinitely better off than many of the least developed 
countries, which paid conscientiously. The obligation to pay contributions on time was a duty that 
governments had freely assumed, and it was their responsibility to bring their domestic cycle into conformity 
with international obligations, not the other way round. 

The documents before the Health Assembly provided no information on cash flow calculations; he 
sought confirmation that efforts would continue to collect outstanding contributions. As there was no 
general budget item on the agenda under which he could raise that point, he asked whether information 
could be provided on the projected cash flow for the biennium. 

Dr PAVLOV (Russian Federation) stated that his country had begun to liquidate its arrears in 1993 
and had continued to do so in 1994. They had already been reduced by US$ 32 million and it was intended 
to continue to reduce them. 

Mr AITKEN (Assistant Director-General) said that the comments of the delegate of Croatia would 
be passed on to the Secretary of the United Nations Committee on Contributions. That Committee would 
be in session until the end of 1994 to determine the United Nations three-year contribution scale for the 
period 1995-1997. 

To the delegate of Canada he explained that constant contact was maintained with Member States 
in order to judge the cash flow situation for the current biennium. Measures had been taken to reduce 
potential programme expenditure. A shortfall of 4%-5% was now expected. However, the figure was 
subject to frequent revision as increasing contributions from Member States made the possibility of full 
implementation of the 1994-1995 programme and the reduction of the 1992-1993 internal borrowing greater. 

The draft resolution recommended by the Executive Board in resolution EB93.R14 was approved.1 

4. REVIEW OF WORKING CAPITAL FUND: Item 28 of t h e A g e n d a (Resolution EB93.R16; 
D o c u m e n t E B 9 3 / 1 9 9 4 / R E C / 1 , Annex 8) 

Professor GRILLO (representative of the Executive Board) recalled that in response to a request by 
the Forty-sixth World Health Assembly (resolution WHA46.9) the Director-General had reviewed the 
implications of an increase in the level of the Working Capital Fund and reported to the Executive Board 
at its ninety-third session (document EB93/1994/REC/1, Annex 8)，proposing first, that the level of the 
Fund be increased by US$ 20 million by transfer of funds from the casual income account，as and when 
arrears of contributions for 1992 and 1993 were credited to that account; secondly, that the advances to 
Part I of the Fund be recalculated in accordance with the 1994-1995 scale of assessment with effect from 
1 January 1995; and thirdly that the capability to meet unforeseen or extraordinary expenditures and the 
cost of emergency supplies be discontinued in view of the budgetary and financial mechanisms now in place. 

The Board had endorsed the proposals for the following three main reasons. First, in a recent study 
of practices in the United Nations system the United Nations Joint Inspection Unit had recommended that 
the level of the Fund should represent one month's expenditure, whereas the current level of some 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.19. 
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US$ 11 million represented only 10 days' expenditure in WHO. The increase of US$ 20 million would bring 
the established level of the WHO Working Capital Fund into line with the Joint Inspection Unit's 
recommendation. 

Secondly, the rate of collection of contributions in W H O had declined substantially in 10 years: in 
1983 W H O had collected 95% of its contributions for that year, in 1992, 78%, while unpaid biennial 
contributions at the end of each financial period had been rising sharply from US$ 14 million at the end 
of 1983 to an unprecedented US$ 106 million at the end of 1993. Thus, the current Fund level of some 
US$ 11 million was clearly inadequate and unrealistic in terms of the current level of unpaid contributions. 

Thirdly, the Fund could not serve the purpose for which it was intended since cash withdrawals to 
finance cash deficits in one financial period were not fully reimbursed by the end of the next. 

The Board emphasized that no additional assessments would be required from Member States in 
respect of the increase of US$ 20 million, which would be financed entirely by transfers of funds from the 
casual income account when arrears of contributions for 1992-1993 had been credited to that account. 
However, some Member States would be required to pay relatively small amounts to adjust the advance 
previously made by them to correspond to a higher rate on the scale of assessments. 

The Board recommended a text for consideration in its resolution EB93.R16. 

Mr WETZ (Germany) agreed with the proposal to increase the Fund to US$ 31 million in accordance 
with the recommendations of the Joint Inspection Unit, giving the Director-General enough flexibility to 
balance eventual shortfalls in income, and the proposal to finance the Fund from casual income. The 
Health Assembly should use the opportunity of the proposed changes to simplify the rules and regulations 
as well as the structure of the Fund. The provision for the financing of Part I from the assessed advances 
of Member States and replenishment of Part II from casual income should be modified, since the 
proportion provided for by Member States' assessed advances would play a much less important role as the 
total amount increased. Assessed advances from Member States should be dispensed with in favour of 
financing the Fund from casual income, and advances should be refunded. Consequently, the text 
recommended in resolution EB93.R16 should be amended, by deleting A and E; В would become А, С 
would become B, and D would become C, with a new D to read as follows: 

REQUESTS the Director-General to review the implications of abolishing the separation of 
the Working Capital Fund into Parts I and II, refunding the amounts standing to the credit of each 
Member State in Part I with a simultaneous transfer from casual income to the Fund to compensate 
for this refund, and to report to the ninety-fifth session of the Executive Board in January 1995 and 
to the Forty-eighth World Health Assembly. 

Mr MILLER (Canada) perceived the Fund as a means for financing the regular budget pending 
receipt of contributions. The Director-General had recognized other means to meet unforeseen or 
extraordinary expenses and the cost of emergency supplies. An ideal level for the Fund would be one 
month's regular budget expenditure, as recommended by a report of the Joint Inspection Unit in 1989. 
Referring to the judgement of the External Auditor that the approach to replenishment of the Fund was 
"not inconsistent with current financial regulations", he said that the methodology proposed by the External 
Auditor was clearly a sounder and more prudent basis for the management of the Organization's funds. 

Mr SIMMONS (United Kingdom of Great Britain and Northern Ireland) supported the proposal to 
increase the Fund, provided that borrowings were only made to compensate temporary shortfalls due to 
a delay in receipt of assessed contributions; they should be repaid by the end of the financial period in 
question. Although some difficulties in paying assessed contributions were temporary, programmes would 
have to be cut if receipt of contributions continued to fall below the level necessary to implement the 
programme budget. He supported the amendment proposed by the German delegate. 

Dr ТАРА (Tonga) expressed concern at the idea that any increase in the Fund should be borne by 
additional assessments on Member States. He also supported the amendment proposed by the German 
delegate. 

Mr VAN REENEN (Netherlands) advocated payment discipline on the part of Member States to 
limit borrowings from the Fund. He supported the draft resolution, as amended by the German delegate. 
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Mr AITKEN (Assistant Director-General) explained that the amendments proposed by the delegation 
of Germany to the text that had been recommended in resolution EB93.R16 would make the Fund entirely 
dependent on financing by transfers from casual income. The proposal would be studied and a report 
submitted to the Executive Board and the Health Assembly in 1995. 

The draft resolution recommended by the Executive Board in resolution EB93.R16, as amended，was 
approved.1 

5. SCALE OF ASSESSMENTS - ASSESSMENT OF NEW MEMBERS AND ASSOCIATE 
MEMBERS: Item 29 of the Agenda (Documents A47/22, A47/23, A47/46 and A47/47) 

Mr AITKEN (Assistant Director-General) explained that provisional assessment rates had initially 
been assigned to the Czech Republic and Slovakia for the financial period 1994-1995. The United Nations 
General Assembly had later fixed the United Nations rates, resulting in WHO rates of 0.41% for the Czech 
Republic and 0.13% for Slovakia. A draft resolution amending the rates of assessment for those two 
Members from the provisional rates to the definitive rates was contained in document A47/23. The 
amendment would have no bearing on the assessments of any other Member States. 

With regard to the assessment rates of the three new Members of WHO, a minimum rate of 0.01% 
had been proposed for Eritrea, which was also the United Nations rate. The proposed assessment for its 
year of admission was five-twelfths of that figure. A provisional rate of 0.01% was proposed for Niue and 
Nauru until such time as the United Nations rate was established for those States. In accordance with 
United Nations practice, it was proposed that seven-twelfths of the provisional rate should be paid in their 
first year of admission. The Committee was invited to consider the draft resolution contained in documents 
A47/22, A47/46 and A47/47 in respect of those assessments. 

Mr STEPANEK (Czech Republic) expressed reservations concerning the assessed rate and respective 
amount of the Czech Republic's contribution to WHO's regular budget, which was based upon the United 
Nations rate. The establishment of that rate by the United Nations General Assembly was in contradiction 
with the principles of international law, notably those of equity and nondiscrimination, since the rate of the 
Czech contribution to the United Nations budget was not in accordance with that fixed for a new Member 
State. As it did not consider itself bound by the decision of the United Nations General Assembly, the 
Czech Republic was prepared to pay its contributions based on the United Nations scale of assessment on 
a provisional basis only, until such time as the problem was resolved within the appropriate United Nations 
bodies. 

The draft resolutions contained in documents A47/22, A47/23, A47/46 and A47/47 were approved.2 

6. REAL ESTATE FUND: Item 30 of the Agenda (Resolution EB93.R15; Document 
A47/24)3 

The CHAIRMAN pointed out that the draft resolution recommended in resolution EB93.R15 had 
been amended to take account of changes in the figures given in the operative paragraphs; the revised text 
appeared in paragraph 9 of document A47/24. 

1 Transmitted to the Health Assembly in its third report and adopted as resolution WHA47.20. 
2 Transmitted to the Health Assembly in the Committee's third report and adopted as resolutions WHA47.21, 

WHA47.22, WHA47.23 and WHA47.24, respectively. 
3 Document W H A 4 7 / 1 9 9 4 / R E C / 1 , Annex 5. 
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Professor GRILLO (representative of the Executive Board) said that, in considering the report of the 
Director-General on the use of the Real Estate Fund for various building projects (as described in 
document A47/24), the Board had noted the status of implementation of the approved projects for the 
period up to 31 May 1994，including the installation of a new telephone exchange at the Regional Office 
for Africa. Regarding the extension of the building of the Regional Office for the Eastern Mediterranean, 
the Board had also noted that discussions were still continuing with the local authorities over certain legal 
complications. The Director-General had pointed out some pressing needs for financing from the Real 
Estate Fund for the period 1 June 1994 to 31 May 1995, including replacement of the Freon gas in the 
headquarters air conditioning system and reinforcement of the supporting structure below the access road 
to the headquarters building. The proposed resolution recommended that the financing of an estimated 
expenditure of US$ 1 965 250 should be authorized, which would require an appropriation from casual 
income of US$ 1 721 250 to the Real Estate Fund. 

Mr MILLER (Canada) expressed concern at the continued drain on the Organization's funds by the 
extension of the Regional Office for the Eastern Mediterranean without, apparently, work having yet 
started. The host government should therefore be encouraged to expedite approval of the plans. The 
Secretariat was requested to provide an update of progress of work and information on any revised cost 
estimate for the conclusion of that project. 

Mr AITKEN (Assistant Director-General) explained that no expenditure was currently being made 
on the extension to the Regional Office for the Eastern Mediterranean. Previously fees and other items 
had been paid, and discussions were now under way with the host government as to how to proceed. 

approved.1 

7. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 31 of the Agenda 

General matters: Item 31.1 of the Agenda (Resolution EB92.R4; Documents A47/25, A47/26, 
A47/27, A47/28, and A47/INF.DOC./7) 

Professor GRILLO (representative of the Executive Board), reporting on the discussions on the item 
in the Executive Board, highlighted some of the main issues reflected in the Director-Generars report 
(document A47/25). He noted the work of the United Nations General Assembly in human rights and 
peace-keeping, and the continuing restructuring of the United Nations. Field offices of the United Nations 
development system had been established in nine locations. 

The Economic and Social Council had given prominence to health matters, in particular to 
preparations for the World Summit for Social Development (Copenhagen, 1995)，to which WHO was 
making an important contribution. Its work for the Summit added a social dimension to the strategies for 
health and sustainable development. The Council had also requested the United Nations Secretary-General 
to establish, under the auspices of WHO, a focal point for multisectoral collaboration on the economic and 
social aspects of tobacco production and consumption. 

Within ACC, WHO had been given the responsibility of "task manager" for coordinating the health 
aspects of Agenda 21’ adopted by the United Nations Conference on Environment and Development. 

In response to a request from the Executive Board for information on progress made in implementing 
resolution WHA46.20 on the WHO global strategy for health and environment, the report noted that WHO 
was convening, in collaboration with ILO and UNEP, the International Conference on Chemical Safety 
(Stockholm, 1994). The Director-General would submit a report on the Conference, and on the proposed 
intergovernmental mechanism on chemical risk assessment and management to the Executive Board at its 
ninety-fifth session. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA47.14. 



192 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

WHO had significantly expanded its cooperation with regional intergovernmental organizations, 
particularly with the United Nations regional commissions, OAU, the regional development banks and the 
European Union. Those multilateral institutions had become increasingly active in the social sector, which 
included health and health-related issues. WHO was working with them to reinforce health on their agenda, 
and supporting its Member States in making optimum use of their political and economic strength and their 
technical and financial capability. 

The Executive Board had taken note of the Director-Generars report as a whole and of the policy 
orientation of WHO's global and regional collaborative efforts. 

Dr KAWAGUCHI (Division of Interagency Affairs), reporting on recent developments, said that in 
the context of the restructuring and revitalization of the United Nations, the streamlining of the 
composition and work of the new Executive Boards of UNDP and UNICEF was already under way. The 
new Administrator of UNDP had proposed that UNDP should play an integrating, synthesizing and unifying 
role in order to increase the efficiency and effectiveness of the United Nations system in its support to 
countries. UNDP，s major theme was sustainable human development. He welcomed UNDP's new 
direction, which was in line with the WHO goal of health for all. UNICEF's focus was on achieving the 
goals of the World Summit for Children, most of which were health goals derived from those set by the 
Health Assembly. A joint secretariat review of progress had resulted in the establishment of eleven mid-
decade goals. The special session of the UNICEF/WHO Joint Committee on Health Policy (January 1994) 
had made specific recommendations to overcome certain obstacles through complementary UNICEF /WHO 
action in countries. 

The action of the Economic and Social Council with regard to the control of malarial and diarrhoeal 
diseases was of particular importance for WHO. Acting as "task manager", WHO had prepared a follow-up 
report to be considered by the Council in July 1994. He was pleased to note that the subject of tobacco 
or health had captured the full attention of the Council and that an overall plan of action for the United 
Nations system on the economic aspects of tobacco production and trade, and the health dimension, would 
be outlined to the Council in 1994. The Council's action with regard to the control and prevention of 
HIV/AIDS had been discussed under agenda item 21，and the cosponsorship of the United Nations 
HIV/AIDS programme would be discussed at the forthcoming session of the Council in July 1994. In all 
three areas, particularly in its role as task manager, WHO had fully drawn on, and benefited from, the 
United Nations General Assembly resolution covering the operational activities of the United Nations 
system for broadening the base for health work. 

WHO was preparing its contributions to the World Summit for Social Development, and the regional 
offices were working closely with the United Nations economic commissions for the inclusion of a health 
dimension in regional social policies. 

At its meeting in April 1994，ACC had discussed, among other topics, the fiftieth anniversary of the 
United Nations, division of labour and access to resources within the United Nations system, and follow-up 
to Agenda 21. WHO was currently preparing its coordinated, and comprehensive contribution to action 
in the United Nations system relating to African recovery and development, the subject of ACC，s second 
regular session in September 1994. 

WHO had been particularly active in intensifying collaboration with the United Nations regional 
commissions and with OAU. WHO and OAU were collaborating to support African countries in 
emergency preparedness and response and in the implementation of the World Declaration on the Control 
of Malaria and of the World Declaration and Plan of Action for Nutrition. Technical support was being 
provided for the formulation of a protocol on health for the Treaty Establishing the African Economic 
Community, which should be implemented in the near future. WHO had already taken steps towards 
intensifying its collaboration with the four major regional development banks, which in recent years had 
been increasing their flow of resources to the social sector. The Cooperation Agreement between WHO, 
the African Development Bank and the African Development Fund, whose approval by the Health 
Assembly was recommended in resolution EB92.R4, had been approved by the Boards of both the Bank 
and the Fund in May 1993. 

Mrs OLLILA (Finland), speaking on behalf of the five Nordic countries (Denmark, Iceland, Norway, 
Sweden and Finland), observed that health was a cornerstone of social development and that its importance 
for society had been clearly recognized. The Nordic countries welcomed the action taken by WHO in 
preparation for the World Summit for Social Development. However, the Organization should play a more 
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active role, since the action plan for social development, of which health development should form a vital 
part, was now under preparation and would be finalized in summer 1994. It should also ensure that health 
featured prominently on the new global agenda for development which she understood would be formulated 
at the Summit. The Summit would provide, in the context of the United Nations, a social dimension and 
a springboard for further integrated activities that could enhance sustainable, people-centred development. 

The Director-General had indicated earlier that WHO would be formulating action plans for 
consideration at the International Conference on Population and Development (Cairo, 1994) and the 
Fourth World Conference on Women (Beijing 1995). The Nordic countries therefore proposed that WHO 
should urgently prepare a position paper entitled: "Health and social development: an action plan", 
providing information on the positive and preventive health interventions that enhanced sustainable social 
development and addressed the health implications of social problems, for discussion at the Summit. 

Mr MERCIER (Canada), referring to paragraphs 26 and 27 of document A47/25, requested further 
information on the immediate implications for WHO of the establishment within UNCTAD of a focal point 
on multisectoral collaboration on tobacco or health. 

Dr VIOLAKI-PARASKEVA (Greece) recalled the high priority given to human rights and questions 
concerning women by the forty-eighth session of the United Nations General Assembly. Noting that health 
was a basic human right, she welcomed the constitution by the Director-General of a Working Group on 
Human Rights, which would significantly enhance coordination and cooperation between the different WHO 
programme areas and enable greater cooperation with the United Nations Centre for Human Rights and 
other organizations in the implementation of the Vienna Declaration. 

WHO had been asked to assume certain responsibilities relevant to the Fourth World Conference 
on Women; the Organization should do its utmost to ensure that women's health was at the forefront of 
the deliberations. General Assembly resolution 48/106，which encouraged Member States to support the 
efforts of the United Nations and the specialized agencies to raise the percentage of women in high-level 
professional posts, should strengthen the hand of the Director-General in improving women's status in the 
WHO Secretariat in accordance with resolution EB93.R17. 

Health matters were now firmly before the Economic and Social Council and WHO was playing a 
leading role in the discussions. With regard to tobacco or health, she was encouraged by the Council's 
positive response to resolution WHA47.20. Following the establishment of a focal point within UNCTAD, 
she hoped that the economic aspects of the problem would henceforth be dealt with in a coordinated 
manner. WHO had to work together with UNCTAD and ensure that the prevention of health hazards 
posed by smoking continued to be stressed in the international arena. She supported the proposals brought 
before the Health Assembly in that regard. 

Mr Young Sam MA (Republic of Korea) said that since the end of the Cold War such social and 
economic issues as drug abuse, hunger, the state of environment and unemployment had come to the fore. 
Those issues were, however, interrelated and were beyond the scope of one organization. Since health was 
basic to the search for solutions to those problems, the role of WHO was becoming increasingly important. 

The question of health could not be overlooked at the International Conference on Population and 
Development or at the World Summit for Social Development. The latter in particular, which was expected 
to enhance public awareness of such issues as social integration, reduction of poverty and expansion of 
productive employment, would be an excellent forum in which to address health in a broader social context. 
He commended WHO on the work it had already accomplished in that regard, but supported the delegate 
of Finland in calling upon WHO to cooperate more closely with the preparatory committees of both 
conferences in order to ensure that health matters were properly reflected in the discussions. He noted 
with satisfaction that the Regional Offices for the Western Pacific and for South-East Asia were working 
in partnership with the Economic and Social Commission for Asia and the Pacific on the preparation of 
the regional ministerial conference on social development scheduled to take place in October 1994 in 
Manila. 

Mr OKELY (Australia) said that Australia supported effective dialogue and links among agencies 
within the United Nations system so as to avoid duplication of efforts in health programmes and to set 
priorities in full knowledge of related activities. It had given supplementary financial support to 
coordination exercises at central levels, particularly in relation to the HIV/AIDS issue for which it had 
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contributed to UNDP around A$ 300 000 in 1993-1994; the continuation of that support, would depend 
on results. He endorsed resolutions WHA46.18 and WHA46.27, which urged both Member States and the 
Director-General to collaborate on maternal and child health in the International Year of the Family. He 
also endorsed resolution WHA46.6 calling for action in respect of emergency and humanitarian activities. 
The establishment of the United Nations Department of Humanitarian Affairs was one example of 
collaboration at the central level, but the effectiveness of such mechanisms would need to be continuously 
monitored. Appeals and programmes consolidated at the country and regional levels seemed to generate 
a more manageable response, and he suggested that health programmes should increasingly consider that 
avenue. 

Australia was a member of the Preparatory Committee for the World Summit for Social Development 
and was participating actively in the preparations. He regarded the Summit as a major opportunity for the 
world community to address the three key issues on its agenda. Social development and its integral 
relationship with economic development was a crucial matter for examination at the highest level. He urged 
WHO to intensify its work in contributing to the success of the Summit. 

At the Forty-sixth World Health Assembly, the Australian delegation had cosponsored a consensus 
resolution on banning smoking in all United Nations buildings. As success had been only limited so far, 
he would welcome advice on progress in implementation of the resolution. 

Dr ТАРА (Tonga) considered that the Director-General's report (document A47/25) did not deal 
in sufficient depth with human rights in relation to women and requested further information. 

Emphasizing the importance of the World Summit for Social Development and stressing the term 
"social well-being", he pointed out that the Constitution of WHO defined health as a state of complete 
physical, mental and social well-being and not merely the absence of disease. He urged the Director-
General to continue his efforts towards enabling WHO to participate in the Summit and its preparatory 
work, and to concentrate on and emphasize the health aspects of the Summit's three core issues. 

Dr DLAMINI (Swaziland) commended WHO's increased collaboration with other members of the 
United Nations family and joined other speakers in welcoming WHO's involvement in the forthcoming 
International Conference on Population and Development and the World Summit for Social Development. 
The increased collaboration and the two conferences should serve to raise awareness of the contribution 
of health to socioeconomic and sustainable development. 

She agreed with the delegate of Greece that the role of women was very important in sustainable 
development; delegates should recognize that role and translate their commitment into action by raising 
the health and social status of women. 

She was confident that the Director-General would give priority consideration, where qualifications 
were equal, to the appointment of women candidates at the D-2 level and ungraded posts, in 
implementation of resolution EB93.R17. 

She also welcomed the continued involvement of WHO's programme on maternal and child health, 
including family planning in making the International Year of the Family a success; the expansion of 
maternal and child health into the context of family health; and the draft cooperation agreement between 
the African Development Bank, the African Development Fund and WHO. 

Dr MUÑOZ (Chile), noting that a WHO policy paper on health, population and development was 
being prepared for submission to the International Conference on Population and Development, asked 
whether the document was seeking to achieve maximum consensus, particularly on an operational definition 
of reproductive health. He was concerned that some of the concepts that might be included in the 
definition did not accord with his country's position. It was important to achieve consensus in such a 
sensitive area. 

With regard to WHO's contribution to the World Summit for Social Development, Chile had set as 
its national objective the eradication of extreme poverty. From the health sector's point of view, equity 
should be a prime consideration in the allocation of intersectoral resources, with the aim of achieving 
greater justice and efficiency in their use. The experience of health workers in intersectoral work was 
perhaps one of the main contributions that Chile could make to other sectors involved in working with the 
poor at the local level, where that type of action was most effective. 
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Dr SISTO (Argentina), also referring to the policy paper being prepared for submission to the 
International Conference on Population and Development, noted that a working group had been established 
to strengthen and expand WHO's contribution to the Conference. Any form of collaboration, including 
documents which defined substantive concepts, should be subject to the prior consensus of all Member 
States. All Member States, therefore, had to be well informed of the contents of any document that WHO 
intended to submit. He reiterated his statements in earlier meetings concerning the scope of the concept 
of family planning, and suggested that definitions approved at previous Health Assemblies should be 
retained. 

Dr MIRANDA (Nicaragua) agreed with the delegate of Chile that there was a need to reach a 
consensus on definitions contained in the policy paper to be submitted to the International Conference on 
Population and Development. 

Dr ABELA HYZLER (Malta) said that the Director-General had been informed of Malta's 
reservations concerning the WHO policy paper on health, population and development, including its 
possible infringement of Malta's national legislation. 

Dr KAWAGUCHI (Division of Interagency Affairs) said that the United Nations system was in the 
process of restructuring, particularly in terms of social policy, and it was essential for WHO to participate 
in that process. 

As the delegate of Australia had mentioned, working closely with other appropriate organizations 
would avoid the risk of duplication both at global policy-making level and in terms of the practical 
implementation of regional and country programmes. Many delegations had underlined the importance 
of WHO's contribution to the preparation of the World Summit for Social Development and, indeed, WHO 
had already set up an internal working group, in which headquarters and the regional offices collaborated 
closely. The Organization was also working closely with the United Nations Coordinator and an interagency 
meeting was to be held shortly in Geneva. 

In response to the request of the delegate of Finland, he agreed that it would be useful to formulate 
a position paper on health and social development. A committee of experts had been formed the previous 
year and had presented a report to the first session of the Preparatory Committee. In view of the several 
important United Nations conferences to be held shortly, it was essential that the organizations of the 
United Nations system should coordinate their work as a number of areas were interrelated. 

Although he was not responsible for the appointment and promotion of women in WHO, he had 
recently represented WHO at a meeting of the Asian Development Bank, where it had been decided to 
appoint 50 women to senior posts. He wished to be associated with that decision, marking as it did a trend 
that would be of great value to world development, particularly in the social sector. 

Dr HAMMAD (Adviser on Health and Development Policies) informed delegates that WHO had 
prepared a document entitled "Human rights in relation to women's health" for distribution at the World 
Conference on Human Rights. It provided concrete examples of ways in which women's health should be 
protected under existing treaties and information on how WHO could cooperate with United Nations treaty 
bodies in monitoring implementation of the relevant articles. It illustrated the work carried out both within 
the Organization and in collaboration with other agencies. As it had been well received and was the subject 
of many requests, it was being issued as a WHO publication. WHO，s Global Commission on Women's 
Health was also addressing women's health from a human rights perspective. 

Dr FLACHE (Chairman, WHO Working Group on Human Rights) thanked the delegates of Greece 
and Tonga for the interest they had shown in human rights. It was a source of great satisfaction to see 
WHO regain a leading role within the United Nations system on that subject. Contact had recently been 
made with the newly elected High Commissioner for Human Rights to assure him of the Organization's 
continued and future participation in that joint United Nations effort. Health also played a major role in 
the discussions of the United Nations Committee on Economic, Social and Cultural Rights which met in 
Geneva twice a year. The Committee was the focal point of the United Nations system for human rights 
as related to health. 
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Mr COLLISHAW (Division of Health Protection and Promotion) said that the Health Assembly 
should be gratified that one of its initiatives in relation to tobacco or health, resolution WHA45.20, had led 
to the adoption of a resolution by the United Nations Economic and Social Council and the formation of 
a focal point on tobacco in UNCTAD. WHO had provided full technical support to the focal point, 
submitting a WHO workplan, and would provide further support to UNCTAD when it reported to the 
Council meeting in July. He looked forward to continuing close collaboration with UNCTAD and other 
members of the United Nations system in a global and multisectoral approach to the control of tobacco. 

Dr HU Ching-Li (Assistant Director-General), responding to the points raised by the delegates of 
Chile, Argentina, Nicaragua and Malta, said that the International Conference on Population and 
Development represented an opportunity for WHO to reassess its activity in the fields of health and 
population and to emphasize its own priorities for the coming decade. Indeed, population was clearly 
implicated as an important factor in health in the coming century and that had been the substance of the 
paper prepared, which contained a review of headquarters and regional activities in the context of 
population and population change. The paper was based on the theme of health, population and 
sustainable development. It did contain a definition of reproductive health. Taking note of the position 
of the above-mentioned delegates, he stressed that the definition referred to was WHO's technical and 
working definition. Any application of it by countries should be accommodated to recognition of the needs 
of individuals and within the legal, social and cultural context of their so( * 

Referring to paragraph 16 of document A47/27, he said that а Э working group had been 
established to coordinate WHO's contribution to the Conference. 

With reference to the resolution recommended for adoption by the Health Assembly in resolution 
EB92.R4, Mr VIGNES (Legal Counsel) explained that it was not entirely in line with the provisions of 
Article 70 of the Constitution. The Cooperation Agreement with the African Development Bank and the 
African Development Fund had to be first signed, then approved. Since the Agreement had been signed 
by the Director-General on 21 April 1994, paragraph 2 should be deleted, and the Agreement was now 
submitted to the Health Assembly for its approval. 

The resolution recommended for adoption in resolution EB92.R4, as amended was approved.1 

The CHAIRMAN drew the attention of the Committee to the following draft resolution on the 
International Decade of the World's Indigenous People proposed by the delegations of Australia, Brazil, 
Canada, Fiji, New Zealand, Samoa and Sweden: 

The Forty-seventh World Health Assembly, 
Recalling United Nations General Assembly resolution 48/163 of 21 December 1993 which 

proclaimed the International Decade of the World's Indigenous People, commencing on 10 December 
1994，and requested specialized agencies to consider with governments and indigenous people how 
they can contribute to the success of the Decade; 

Recalling also that the resolution appealed to the specialized agencies to increase their efforts 
and, in particular, to take into account the needs of indigenous people in their budgeting and 
programming; 

Noting that a goal of the Decade should be the strengthening of international cooperation for 
the solution of problems faced by indigenous people in such areas as health; 

Mindful of the WHO's Health for All by the Year 2000 objective which seeks to help all citizens 
of the world to attain a level of health that will permit them to lead a socially and economically 
productive life; 

Recalling resolution WHA45.24 which urged Member States to take specific steps to improve 
the health status of the most vulnerable population groups; 

Recalling also the discussion of health and indigenous people which took place in Committee В 
at the Forty-sixth World Health Assembly; 

Concerned that due recognition should be given to the value of indigenous people's knowledge 
and expertise in traditional medicines and practices and that indigenous health care be based on 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.29. 
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practical, socially and culturally acceptable methods and technology made universally accessible to 
individuals and families in their communities; 

Noting the efforts already undertaken by the WHO Regional Office for the Americas; 
Recalling resolution 1994/26 of the Commission of Human Rights of 4 March 1994 urging 

United Nations bodies and specialized agencies to designate focal points to liaise with the Centre for 
Human Rights on activities related to the Decade and to work in partnership with governments and 
indigenous people to develop and improve programmes that are beneficial to indigenous communities; 

Concerned that WHO's expertise should benefit all people, 

1. AGREES that WHO should participate in planning for, and implement the objectives of, the 
International Decade of the World's Indigenous People; 

2. REQUESTS the appropriate regional offices to work interregionally with indigenous people, 
including by establishing a core advisory group of indigenous representatives with special knowledge 
of the health needs and resources of their communities; 

3. CALLS on the Director-General: 
(1) to increase cooperation between WHO and other organizations of the United Nations 
system, including the Centre for Human Rights, to help to meet health needs of indigenous 
people in the context of the Decade; 
(2) to provide Member States with technical support to enable them to accelerate the 
implementation of their programmes for indigenous people; 
(3) to assist governments and indigenous people to address indigenous health needs in a 
culturally effective manner; 
(4) to consider the contribution WHO might make to promoting respect for, and maintenance 
of, indigenous knowledge, traditions and remedies, in particular, their pharmacopoeia; 
(5) to ensure that relevant research projects undertaken by WHO and other specialized 
agencies and organizations of the United Nations system are conducted in consultation with, 
and for the benefit of, indigenous people and communities, such projects being undertaken by 
indigenous people themselves where appropriate; 

4. INVITES Member States with indigenous populations to consider, where appropriate, 
designating a focal point for cooperation with their communities in all health related decisions that 
will impact on indigenous people. 

Inviting comments from delegates, the CHAIRMAN noted that the delegations of Chile, Costa Rica, 
Denmark, Finland, Norway, Peru and Tonga wished to be included among the sponsors of the draft 
resolution. 

Mr KNOTT (Australia) said that in many countries indigenous communities were vulnerable with 
regard to health status, which related to all aspects of their lives and involved not only the provision of 
health services and the well-being of the individual, but the social, emotional and cultural well-being of the 
whole community. The proposed resolution recognized their need and the desirability of using WHO's 
expertise to their benefit. Rejection of traditional medicine and imposition of health service concepts and 
methods which showed no regard for those of the indigenous population provoked resistance and 
misunderstanding. 

WHO should seek to improve cooperation with other United Nations organizations and collaborate 
with the world's indigenous people to ensure that existing resources were more effectively utilized，allowing 
communities to undertake projects themselves where appropriate, in efforts to achieve health for all. 

The draft resolution had been inspired by a desire to ensure indigenous cultural rights and to promote 
an understanding of the true needs of the world's indigenous people. 

Ms HOLLAND (New Zealand) said that in 1840 the British Government had signed a treaty with 
the indigenous people of New Zealand. Her Government had acknowledged the founding nature of that 
agreement and its relevance to Maori health; 150 years later, the health of the Maori had been given high 
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priority after the relatively poor performance of health services on a number of international indicators and 
because of the potential for improvement. 

The Maori shared matters of concern with other indigenous peoples: basic human rights, physical 
and social environment, human development and education were essential to health. WHO should plan 
its contribution to the International Decade of the World's Indigenous People accordingly; health and 
development, the global AIDS strategy and collaboration within the United Nations system should all have 
their place. Related activities of the system included the International Conference on Population and 
Development, the World Summit on Social Development, Agenda 21 and action on women and health. 

It was important to formulate strategies valid for a diversity of cultures: WHO's Ninth General 
Programme of Work would provide an opportunity to plan longer-term measures consistent with the goals 
of the International Decade. 

Mr TIRUMURTI (India) said that while he supported the focus on health for the indigenous 
communities, emphasis should be placed on collaboration with Member States. He therefore proposed that 
in paragraph 2, the phrase "alongside governments of the Member States concerned" should be inserted 
before "interregionally". 

Mrs MARXIDES (Cyprus) supported the amendment proposed by the delegate of India. 

Mrs TINCOPA (Peru) supported the draft resolution, but requested that in the Spanish text, the term 
"poblaciones indígenas" be used throughout, replacing, where necessary, the term "pueblos indígenas", to 
bring it into line with the United Nations General Assembly resolution on the subject. 

Dr MUÑOZ (Chile) agreed: the distinction between "indigenous people" and "indigenous 
populations" was significant; the word "people" or "pueblo" held connotations of nationhood not shared by 
his country. He therefore supported the proposed amendments. 

Dr SISTO (Argentina) shared the views expressed by the delegates of Peru and Chile, requesting that 
the term "poblaciones" be used. 

Mr KNOTT (Australia), in response to a query by the LEGAL COUNSEL on the wording of 
paragraph 2，suggested that the word "interregionally" be deleted, as the amendment proposed by the 
delegate of India, with its reference to governments, successfully conveyed the intended meaning. 

The draft resolution as amended，was approved.1 

(For continuation of the discussion on collaboration within the United Nations system with other 
intergovernmental organizations, see summary record of the eighth meeting, section 2.) 

The meeting rose at llh45. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.29. 



EIGHTH MEETING 

Wednesday, 11 May 1994，at 14h30 

Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB 
TERRITORIES, INCLUDING PALESTINE: Item 32 of the Agenda (Resolution WHA46.26; 
Documents A47/30, A47/INF.DOC./3, A47/INF.DOC./4 and A47/INF.DOC./5) 

The DIRECTOR-GENERAL expressed heartfelt congratulations to all those who had contributed 
to the historic process currently unfolding in the Middle East: to the parties immediately involved, for their 
courage and vision, and to the international community for its generous responses to the appeals already 
made by WHO to pave the way for social and economic development in Gaza and the West Bank. 

Item 32 provided a welcome opportunity to review and coordinate plans and efforts to help the 
interim health authority avail itself of the necessary tools to provide health services to the Palestinian 
people. 

Discussions were taking place at a time of great challenges and opportunities. The whole world had 
rejoiced at the signing of the Declaration of Principles and the Cairo Accord on the implementation of self-
rule in Gaza and Jericho first and the West Bank eventually, and those decisive expressions of political will 
must now be translated into rapid and tangible improvements in the quality of life of the Palestinians. That 
could be achieved. It required the enduring cooperation of all those involved in and supporting the peace 
process. 

The pursuit of progress on the ground was not without risk and difficulties, but the rewards of success 
were incalculable - for the Palestinian people, for all their neighbours, and for the world at large. The 
vision of WHO was "Health for all the Palestinians", the vision of a new social partnership where the health 
needs of all would be met by effective and self-sustaining health services. 

Resolution WHA46.26, adopted in 1993，requested the Special Committee of Experts, established to 
study the health conditions of the Arab population in the occupied territories, to continue its mission. In 
a note verbale from the Permanent Mission of Israel in Geneva, he had been notified that the Government 
of Israel would not be in a position to cooperate with the Committee; consequently, the Committee had 
been unable to carry out its mission and prepare a report for consideration by the Health Assembly in 1994. 

Five months earlier, however, he had been able to visit several health facilities in Gaza, Jericho and 
the Hebron area, with no escort other than staff from WHO and the Interim Palestinian Health Council. 
On the basis of his observations during that visit, he highlighted some of the main features of the health 
services available to the Palestinian people, to help in forming a clearer perception of the role that WHO 
could play in the smooth devolution of health services to the Palestinian interim self-government authority, 
and in planning its further cooperation and technical support for health policy formulation and 
interventions. 

In his view, the first and most urgent priority must be to establish a single integrated health system 
based on primary health care, under the overall authority of the Palestine Health Council. There were 
three different health service systems, operated respectively by the civil administration, UNRWA, and 
nongovernmental organizations. 

The civil administration health system was hospital-based, and financed mainly through taxes levied 
by the Israeli civil administration. The fees were relatively high and not affordable by those who had no 
medical or social security insurance. The high level of unemployment in the territories, together with 
diminishing budgetary allocations, had further reduced access to those health services, and the quality of 
care available was undermined by varying standards in management and recruitment policies. 

The UNRWA-operated system was based on primary health care clinics for refugees. It was very 
efficient and well managed, often by expatriate staff, but no secondary or tertiary care was available. As 
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mother and child health did not include family planning, population growth was likely to become a major 
economic problem for the territories soon. 

Nongovernmental organizations also operated health services including Red Crescent hospitals. That 
third system had been functioning quite well, in spite of increasing financial constraints. But, there again, 
with the setting up of a fully-fledged and autonomous health system, the integration and complementarity 
of structures and interventions would have to be ensured. 

He believed that would be best achieved by focusing on seven major areas: first, mother and child 
health, to include continuous monitoring of all health interventions to control effectiveness and quality, and 
ensure community participation; secondly, rehabilitation services, which would include both physical and 
psychological care; thirdly, environmental health, with special emphasis on the provision and quality control 
of safe drinking water and solid waste disposal - there again, success could be ensured only through 
community participation. Fourthly，an inclusive referral system must be established together with hospitals 
for tertiary care, for which demand could be expected to increase rapidly; fifthly，human resources 
development, particularly of nurses, would be a key to the successful implementation of the WHO strategy 
of health for all Palestinians. In that regard, the importance of training health system managers should not 
be overlooked. Sixthly, ensuring the financing of health care and services was a prerequisite for their 
sustainability and accessibility, and it might be necessary to establish a new health insurance scheme. 
Seventhly, normative activities would be needed, covering such matters as the import of medical supplies 
and health-related materials, and the safety and quality of foodstuff for both the domestic market and 
export. 

In his report, he had outlined the concrete strategies needed to tackle those complex problems; it 
was complemented by the three supplementary information documents prepared for the Health Assembly. 

WHO's plan of action in support of health development for all Palestinians would be implemented 
in stages. First, a policy consultative group established at headquarters and a programme implementation 
committee at field level had been working in consultation with all partners concerned to ensure the best 
possible coordination of WHO's input with overall health and development efforts. Secondly, WHO would 
provide medical supplies and materials to the health institutions which would be managed by the Palestinian 
interim self-government authority, as represented by the Palestine Health Council. Thirdly, WHO would 
provide technical assistance to the Palestinian interim self-government authority. Thus, the services of a 
number of experts would be made available in different fields, such as primary health care, health insurance 
and environmental health. 

The foundation had been laid for a strong partnership with the Palestinian interim self-government 
authority, and cooperation with the Palestine Health Council was gaining momentum. That had all been 
made possible through the courage and generosity of the men and women who, in Oslo, Washington, Cairo, 
and in the areas concerned, were determined to make history, defeat violence and hostility, and bring in 
a new era of peace and respect, through cooperation for the well-being of all peoples in the region. 

The responsibility now lay with everyone. In the end, everyone stood to gain if peace prevailed and 
endured, and there could be no sustainable peace without health and social development. He was confident 
that, during the debate, the Health Assembly would rise to the challenge and meet its responsibilities. He 
hoped that a single resolution could be adopted by consensus under item 32 and that all could agree on the 
general approaches and areas for action he had just highlighted, as well as on the specific priorities 
suggested in the report submitted to the Health Assembly. The consensus must be based on mutual respect 
and understanding; it must express a determination to work together to build a better future for all 
peoples, in a spirit of sharing and solidarity. 

It was essential therefore to agree on common objectives, and to pool means and efforts in order to 
minimize fragmentation. It was also critical that the most urgent financial needs and possible sources of 
funding for health development were identified. 

He called on all WHO Member States to express their commitment and support to the peace and 
development process in the Middle East, by confirming and strengthening WHO's role and involvement in 
this process. He believed that it was owed to the Israeli health authorities, to the Palestine Health Council, 
and to all local entities and nongovernmental organizations which had been active in the field of health, to 
join in and support their efforts. And, first and foremost, it was owed to all men and women of good will, 
to share in their hope for a peaceful future and, in President Clinton's words, help them live again "the 
miracle of normal life". 
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Dr ZAHRAN (Egypt), speaking on behalf of the sponsors, the delegations of Bahrain, Egypt, Syrian 
Arab Republic and United Arab Emirates, introduced the following draft resolution: 

The Forty-seventh World Health Assembly, 
Mindful of the basic principle established in the W H O Constitution, which affirms that the 

health of all peoples is fundamental to the attainment of peace and security; 
Recalling the convening of the International Peace Conference on the Middle East at Madrid 

on 30 October 1991，on the basis of Security Council resolutions 242 (1967) of 22 November 1967 and 
338 (1973) of 22 October 1973，and the subsequent bilateral negotiations; 

Expressing the hope that the peace talks among the parties concerned in the Middle East will 
lead to a just and comprehensive peace in the area; 

Noting the signing in Washington D.C. on 13 September 1993 of the Declaration of Principles 
on Interim Self-Government Arrangements between Israel and the Palestine Liberation Organization, 
which provides for the transfer of authority to the Palestinian people during the interim period and 
in particular the responsibility for health services; 

Recognizing the need for increased support and health assistance to the Arab populations in 
the occupied territories including the Palestinians as well as the Syrian Arab population; 

Recognizing that the Palestinian people will have to make strenuous efforts to improve their 
health infrastructure; 

Aware that health development is difficult under occupation and best promoted in 
circumstances of peace and stability; 

Recognizing the need for providing support and health assistance to the Arab populations in 
the occupied territories including the occupied Golan; 

1. EXPRESSES the hope that the peace talks will lead to the establishment of a just, lasting and 
comprehensive peace in the Middle East so that the Palestinian people can be responsible for their 
health services and develop their health plans and projects in order to participate with the people of 
the world in the achievement of WHO's objective of health for all by the year 2000; 

2. AFFIRMS that the transfer of responsibility for health to the Palestinian people will lead to 
the development of their health system, thereby enabling them to meet their needs by managing their 
own affairs and supervising their health services; 

3. URGES Member States, international intergovernmental and nongovernmental organizations 
and regional and interregional organizations to assist rapidly and generously in the health 
development of the Palestinian people in the West Bank and Gaza and to do so in close cooperation 
with the Palestine Liberation Organization; 

4. THANKS the Director-General for his efforts, and requests him to: 
(1) provide the required technical assistance for facilitating the transfer of responsibility for 
health to the Palestinian people in the interim period, especially in the following: 

(a) the carrying out of a comprehensive survey in order to identify the basic health 
issues to be dealt with; 
(b) the development of an appropriate health system; 
(c) the establishment of a comprehensive health insurance scheme; 
(d) the development and strengthening of programmes for environmental health and 
protection; 

(2) take action and make the necessary contacts in order to provide the required funds from 
various existing and extrabudgetary sources of funding for meeting the urgent health needs of 
the Palestinian people during the transitional period; 
(3) continue his efforts to implement the special health assistance programme, gearing it to 
the requirements of meeting the health needs of the Palestinian people, taking into 
consideration the development of the comprehensive health plan for the Palestinian people; 

1 Document A47/30. 
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(4) strengthen the role of the organizational unit at WHO headquarters on the health of the 
Palestinian people, and to follow up the provision of health assistance in order to improve the 
health conditions of the Palestinian people; 
(5) report to the Forty-eighth World Health Assembly on the topics of the health assistance 
to the populations covered by this resolution; 

5. EXPRESSES its gratitude to all Member States and to international governmental and 
nongovernmental organizations and invites them to provide the necessary assistance to meet the 
health needs of the Palestinian people. 

After expressing his appreciation to the Director-General for his introduction of the item and for the 
efforts he had made to give effect to resolution WHA46.26, he added that a large number of other countries 
had taken part in drafting the resolution and had expressed the wish to be included among the sponsors. 

Positive developments in the Middle East peace process, beginning with the Madrid Conference on 
30 October 1991 and culminating with the agreement between Israel and the Palestine Liberation 
Organization, signed in Cairo on 4 May 1994，had given reason to hope for a just and lasting peace in the 
region and made it possible to find consensus on the single draft resolution before the Committee. He 
thanked all the delegations who had collaborated in drafting the text and the Director-General for his 
efforts. 

The draft resolution was based on the preamble to the WHO Constitution, according to which health 
was fundamental to the attainment of peace - a principle of particular significance in the Middle East at 
the present stage. Drawing attention to the operative paragraphs, he urged all delegations to support the 
text and to approve it by consensus. 

The CHAIRMAN announced the revised list of delegations wishing to sponsor the draft resolution 
on health conditions of the Arab populations in the occupied Arab territories, including Palestine, as 
follows: Algeria, Austria, Belgium, Cuba, Democratic People's Republic of Korea, Denmark, France, 
Ireland, Italy, Jordan, Kuwait, Luxembourg, Malaysia, Maldives, Morocco, Oman, Portugal, Qatar, Saudi 
Arabia, Spain, Sri Lanka, Sweden, Tonga, Tunisia, United Republic of Tanzania. He invited the Committee 
to approve the draft resolution by consensus, it being understood that, following such approval, the floor 
would be given to any delegate wishing to speak in explanation of vote, in accordance with Rule 77 of the 
Rules of Procedure. 

The draft resolution was approved by consensus.1 

Mr LIOR (Israel) said that the text of the resolution had been negotiated very cordially between the 
delegation of Israel and the observers for Palestine, supported by the three sponsoring countries of the 
peace process in the Middle East, Norway, the Russian Federation and the United States of America. The 
delegate of Egypt had made a significant contribution to those efforts and invaluable help had also been 
given by the Secretariat. 

The peace process itself had been the focus of Israel's attention and aspirations in recent times, and 
it had been against this background that the resolution before the Committee had been drafted. 

Following the signing of the Declaration of Principles by Israel and the Palestine Liberation 
Organization in Washington, D.C., on 13 September 1993，he had visited WHO to urge the 
Director-General to intensify efforts to provide aid and health care to the Palestinian people as a tangible 
manifestation of the political accord. The Director-GeneraPs visit to the area had been greatly appreciated 
by Israel. 

There had been occasions during the process of negotiating the text of the draft resolution when 
conflicts had arisen between political objectives and health care solutions, some of which remained 
unresolved. He hoped that during the coming year the WHO health programme would be unhampered by 
political constraints. 

Dr ARAFAT (Palestine) said that for the past 20 years he had been bringing to the attention of 
WHO the health care needs of the Palestinian people in the occupied territories. However, perhaps of much 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.29. 
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greater importance than a draft resolution on just one issue had been the achievement of a peace 
agreement between Israel and Palestine, and he thanked all those who had lent their support in achieving 
it. It was in that context that the courageous collaboration between Israeli and Palestinian doctors had 
achieved positive results. Now that a peaceful settlement had been achieved, it was fervently to be hoped 
that the Palestinian people would enjoy the rights expected by all peoples. He hoped that an invitation 
would be forthcoming from his delegation, as well as from the delegation of Israel, to convene a meeting 
in the city of Jerusalem in furtherance of the peace process for the sake of future generations. 

Mr MOINI-MEIBODI (Islamic Republic of Iran) said that, although his delegation would fully 
support any proposal for improving and strengthening the health conditions of the Arab population in the 
occupied Arab territories, that was subject to reservations regarding those parts of the draft resolution 
which referred to peace talks and the peace agreement. He asked for those reservations to be noted in the 
records. 

Mr SKOGMO (Norway) stated that the text of the draft resolution represented a major improvement 
as compared with that adopted in 1993. To a considerable extent, it reflected the breakthrough in the peace 
process achieved in Oslo and Washington in August and September 1993 which had led to the Peace 
Accord, signed in Cairo by the Palestinian Liberation Organization and Israel, on the implementation of 
the Declaration of Principles. That agreement had only been made possible through a process of dialogue 
between the two parties. Norway had tried in various ways to assist in bringing about that dialogue and 
to facilitate the peace process. His delegation wished to thank Israel and the Palestinian Liberation 
Organization, and others involved in the drafting process, for their dedicated effort in negotiating a 
consensus text on the health conditions in the occupied territories - a text which satisfied almost all the 
concerns of both sides. He fervently hoped that in a year's time the peace process would have been so 
much further advanced that the few remaining differences would have been eliminated and that all efforts 
could be concentrated on the vital question of improving the health conditions of the entire population of 
the area. 

Mr BOYER (United States of America) said that the decision just taken was one of several which 
would make the current Health Assembly a historic one. First, it had welcomed back South Africa after 
an absence of 30 years; secondly, it had achieved consensus on the issue of infant feeding; and thirdly, the 
Committee had at last approved by consensus for the first time in 15 years a resolution on the item under 
discussion. Although the draft resolution was not perfect, it was far less politicized than those proposed 
in the past, and he hoped that future resolutions would eliminate all references to political issues and focus 
solely on the health needs of the Palestinian people. In that connection, it was essential that agreement 
be reached as early as possible on the wording of the relevant agenda item for the Forty-eighth World 
Health Assembly. 

Approval of the draft resolution had been made possible by the recent successes in the peace process, 
which all Members should welcome. His delegation saw WHO's role as central to that process, and would 
encourage the Director-General to continue to develop programmes and to seek resources which would 
enable the serious health needs of the Palestinian people to be addressed. 

Mr YANTAIS (Greece), speaking on behalf of the European Union and its Member States, welcomed 
the positive developments which had led to the recent agreement signed in Cairo. The constructive spirit 
of that agreement was reflected both in the text of the draft resolution and in the way that the matter had 
been handled by the parties directly concerned. 

He reiterated the view that the Health Assembly should not be influenced by political considerations, 
and hoped that the issue would soon be resolved in the most satisfactory way possible. 

Dr JÁVOR (Hungary) was happy that, after long years of heated discussion, the Committee had 
finally approved a resolution on the item by consensus. He welcomed the political wisdom shown by the 
delegations participating in the informal consultations which had led to the approval. The success achieved 
was a reflection of the positive spirit of the Middle East peace process, and would undoubtedly contribute 
to the solution of any remaining problems. He reiterated his delegation's view, however, that political issues 
should not be touched on in the resolutions or decisions of specialized agencies such as WHO. 
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Ms WENSLEY (Australia) welcomed the approval of the draft resolution by consensus, which had 
been achieved as a result of considerable efforts. 

The agreed text was markedly more constructive and conciliatory than those put before the 
Committee at previous Health Assemblies. It acknowledged the recent positive developments in the peace 
process, and to a great extent avoided the political references which her delegation had long considered 
inappropriate for a technical agency such as WHO. 

Her Government viewed the approval of the draft resolution as fully consistent with current 
developments in the peace process, and hoped that the Committee's consideration of the issue at the Forty-
eighth World Health Assembly would continue to reflect those developments. 

At the request of the CHAIRMAN, Mr VIGNES (Legal Counsel) clarified the meaning of Rule 77 
of the Rules of Procedure. H e explained that, according to a strict legal interpretation, the provisions of 
Rule 77 did not apply to intergovernmental organizations. However, by virtue of the powers vested in the 
President under Rule 27 of the Rules of Procedure, the representative of UNRWA could be authorized to 
make a statement. 

Dr A B D E L M O U M È N E (Director of Health, United Nations Relief and Works Agency for Palestine 
Refugees in the Near East) said that recent developments in the peace process had provided an opportunity 
for creating a radically different situation, whereby the responsibility for health services would ultimately 
be transferred to the Palestinians. However, the transitional period would not be an easy one. The 
development of a fully integrated, coherent and affordable health care system from the variety of services 
currently provided posed a major challenge. 

If they were to meet that challenge, Palestinians would need the financial and technical support of 
the international community, which could be effective only if it was perceived in the context of WHO's basic 
constitutional principle that the health of all peoples was fundamental to the attainment of peace and 
security, and only if Palestinians could assume full responsibility for their own health. International action 
in support of health development for the Palestinian people would call for coordination between 
organizations of the United Nations system and other bodies. 

U N R W A had succeeded in maintaining its services and developing its programmes in such a way as 
to facilitate the process of change and to contribute to the future development of the health sector. It had 
expanded its infrastructure of health care facilities, and had also embarked on a comprehensive planning 
exercise to improve environmental health conditions in Gaza. With assistance from the W H O Regional 
Office for the Eastern Mediterranean, it had helped to prepare a comprehensive study on a health 
insurance scheme for the Gaza Strip and the West Bank. UNRWA had collaborated closely with the 
Palestinian Health Council since its establishment in 1992. In addition, it had developed a peace 
implementation programme, aimed at improving basic infrastructure. He thanked donors for the support 
that they had given to that programme. 

In 1993，UNRWA had done much to develop its preventive services, in particular in maternal and 
child health and family planning, and had integrated special programmes for the prevention and control of 
noncommunicable diseases within its primary health care programme. Progress had been made in the 
construction of a 232-bed hospital, and the operation of a college of nursing in Gaza. In all those initiatives, 
U N R W A had continued to function as the operational arm of the United Nations in the health sector, and 
its approach to programme development was consistent with WHO's basic concepts. 

U N R W A had the resources and the experience needed to contribute to health sector development 
in the Gaza Strip and the West Bank. Through its expanded network of primary health care facilities, its 
1500 health care workers, and its special programme of environmental health, it could play an important 
role in harmonizing health services within any framework considered appropriate by the Palestinian health 
authorities. 

Recent developments in the peace process should give a new impetus to all parties concerned to build 
a health system that would meet the Palestinian people's needs and aspirations and would be in conformity 
with WHO's policies for health for all. 

Mrs H U Sixian (China) said that the Committee had been discussing the health conditions of the 
Arab population in the occupied territories for many years - an indication of the importance to be attached 
to it. The situation had hitherto seriously affected health care work in the territories, and had been a cause 
of great concern to her delegation. However, with recent developments in the peace process, the situation 
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had entered a new phase. She called on the international community to make great efforts to resolve the 
problems of the Middle East, so that WHO's health-for-all strategy could be implemented. Her 
Government would do its utmost, in cooperation with WHO, to help to improve health conditions in the 
occupied territories. 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 31 of the Agenda (continued from the 
seventh meeting) 

Health assistance to specific countries: Item 31.2 of the Agenda (Resolution WHA46.29; 
Documents A47/29 Rev.1 and A47/29 Add.1) 

Mr MACRIS (Cyprus) introduced a draft resolution entitled "Collaboration within the United Nations 
system and with other intergovernmental organizations: health assistance to specific countries" proposed 
by the delegations of Afghanistan, Algeria, Cyprus, Egypt, Greece, Kuwait, Lebanon, Lesotho, Morocco, 
Qatar, Syrian Arab Republic and Uruguay, which read as follows: 

The Forty-seventh World Health Assembly, 
Recalling and confirming the previous resolutions of the Health Assembly on health assistance 

to specific countries, and the most recent resolution WHA46.29 which includes reference to earlier 
resolutions WHA44.37 (Health and medical assistance to Lebanon); WHA44.38 (Health assistance 
to refugees and displaced persons in Cyprus); WHA44.39 (Assistance to Lesotho and Swaziland); 
and WHA44.43 (Health and medical assistance to Somalia); and also resolution WHA41.33 (Health 
assistance to the people of Afghanistan); 

Noting the increasing number of countries and areas stricken by natural and man-made 
disasters and the subsequent numerous reports submitted for discussion during the Health Assembly; 

Taking note of the United Nations General Assembly resolution 46/182，"Strengthening of the 
coordination of emergency humanitarian assistance of the United Nations"; 

Recalling resolution WHA35.1 on method of work of the Health Assembly, which draws 
attention to the desirability of a full discussion at regional level of all matters dealing with specific 
countries before such items are referred to the Health Assembly, and the recent decision on this 
matter by the Regional Committee for the Eastern Mediterranean (EM/RC39/R.11); 

Having examined the Director-General's report on the action taken by W H O for health 
assistance to specific countries and to drought-affected countries,1 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts to strengthen 
the Organization's capacity to respond promptly and efficiently to country-specific emergencies; 

2. URGES the Director-General to continue to give high priority to countries mentioned in the 
above resolution and to coordinate these and other WHO efforts in emergency preparedness and 
humanitarian assistance with the humanitarian affairs programmes of the United Nations system, 
including mobilization of extrabudgetary resources; 

3. CALLS UPON the Director-General to report to the Forty-eighth World Health Assembly on 
the implementation of this resolution. 

After thanking the Director-General for his efforts in implementing resolution WHA46.29, he 
welcomed the increasing coordination and collaboration between WHO and other organizations of the 
United Nations system. He had also noted the Director-General，s proposals for strengthening collaboration 
and ensuring the rapid flow of emergency assistance. Resources to meet disasters were shrinking alarmingly 
while natural and man-made disasters were growing exponentially. 

1 Document A46/27. 
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He hoped that the draft resolution, like similar resolutions of the Forty-fifth and Forty-sixth World 
Health Assemblies, would be approved unanimously by the Committee. 

Dr AMADHILA (Namibia) thanked the Director-General for the health assistance to specific 
countries provided under such resolutions. 

He noted that the draft resolution under consideration stemmed from resolution WHA46.29, which 
had included a reference to an earlier resolution, WHA44.40, on the reconstruction and development of 
the health sector in Namibia. The omission of that reference from the text seemed to suggest that the 
reconstruction and development of the health sector in his country was no longer needed. In fact, the 
opposite was the case, since apartheid had regulated every aspect of life, including health, and the 
amendment or repeal of the relevant legislation would be a lengthy process. Since WHO was, in fact, 
currently assisting his country in the reconstruction and development of the health sector, his delegation 
strongly urged that a reference to resolution WHA44.40 should be inserted in the text. Namibia wished 
to be included among the sponsors of the draft resolution. 

The CHAIRMAN announced that Bahamas, Democratic People's Republic of Korea, India, Islamic 
Republic of Iran, Solomon Islands, Swaziland, Tunisia and United Arab Emirates also wished to be included 
among the sponsors of the draft resolution. 

Mr MERCIER (Canada) said that, before a final decision was taken on the three proposals contained 
in paragraph 81 of document A47/29 Rev.l, the Health Assembly should await the conclusions of the task 
force set up to examine WHO's role in emergency humanitarian assistance, as mentioned in paragraph 80 
of the report. 

Mr TIRUMURTI (India) thanked the Director-General for his sustained efforts to assist countries 
affected by emergencies to maintain their health services and provide much needed humanitarian relief. 
His delegation endorsed the remarks made by the delegate of Cyprus and urged other delegations to 
support the draft resolution. 

Dr JARDEL (Assistant Director-General), replying to the delegate of Canada, said that the task force 
set up by the Director-General to review WHO's activities of emergency assistance and humanitarian action 
had already completed a large part of its work, but was not yet ready to produce a complete report. The 
Director-General had planned to submit a report to the Executive Board in January 1995. The proposals 
in paragraph 81 document A47/29 Rev.l were only general principles: their acceptance by the Health 
Assembly would allow the task force to continue its activities on a firmer footing. Tliere was no question 
of the formal approval of a report at the present stage. 

In response to the Namibian delegate, he suggested that the draft resolution should be amended to 
include a reference to resolution WHA44.40, "Reconstruction and development of the health sector in 
Namibia", in the first preambular paragraph. 

The draft resolution, as amended, was approved.1 

The CHAIRMAN drew attention to the following draft resolution on Rwanda proposed by the 
delegations of Botswana, Burundi, Cameroon, Ethiopia, Ghana, Kenya, Lesotho, Malawi, Mauritius, 
Namibia, Niger, Nigeria, Senegal, Seychelles, Sierra Leone, Swaziland, Togo, Uganda, United Republic of 
Tanzania, Zambia and Zimbabwe: 

The Fortv-seventh World Health Assembly, 
Noting with the gravest concern the wanton massacre of innocent civilians in Rwanda following 

the tragic deaths of Mr Juvenal Habyarimana, President of Rwanda and Mr Cyprien Ntaryamira, 
President of Burundi; 

Noting the very heavy flow of refugees into neighbouring countries and the burden placed on 
those countries, 

1 Transmitted to the Heal th Assembly in the Committee's third report and adopted as resolution WHA47.29. 
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1. EXPRESSES its concern at the continuing massacre which constitutes a tragedy in terms of 
human suffering and loss of life and health; 

2. EXPRESSES its solidarity with the people of Rwanda and neighbouring countries; 

3. THANKS all governments for the assistance provided and, in particular, the governments of 
the neighbouring countries of Uganda, United Republic of Tanzania and Zaire for the assistance that 
they have provided for the refugees; 

4. THANKS the World Health Organization and other United Nations agencies for their concern 
as well as health and humanitarian assistance, including the support provided to the refugees; 

5. CALLS on Member States, national and international organizations and agencies to provide 
urgent financial, material and technical support to the neighbouring states in their efforts to provide 
emergency help to the refugee populations; 

6. URGES the Director-General of the World Health Organization to bring to the attention of 
the Secretary-General of the United Nations the short- and long-term health effects of this tragedy 
and to request him, through the appropriate organs, to determine and implement effective measures 
to stop the killing and to protect the civilian populations; 

7. REQUESTS the Director-General to mobilize all efforts and resources to succour the civilian 
populations affected and to assist the neighbouring countries in their efforts to provide emergency 
assistance to the refugees; 

8. REQUESTS the Director-General to determine programmes and resources that will assist in 
the re-establishment of health services in Rwanda once peace has been restored; 

9. URGES all parties concerned to bring all efforts to bear in order to ensure an immediate 
cessation to the killing of innocent men, women and children. 

Mr MTANGO (United Republic of Tanzania) proposed two minor amendments, namely to replace 
the word "all" after "to mobilize" in paragraph 7 by the word "adequate", and to insert, after "resources" in 
the same paragraph, "in cooperation with other international organizations and agencies". 

He recalled that the tragic death of President Habyarimana of Rwanda and President Ntaryamira of 
Burundi in April 1994 had set off a torrent of massacres of innocent civilians; up to 200 000 people, 
including women, children and the elderly, had lost their lives, and thousands of children were now orphans. 
The dependants of the deceased had been deprived of bread-winners. As a result, there had been a mass 
exodus of hundreds of thousands of people from Rwanda seeking asylum in the neighbouring countries of 
Burundi, United Republic of Tanzania, and Zaire. That exodus had been described as the largest and 
fastest in the history of mankind and the worst humanitarian tragedy since Cambodia in the mid-1970s. 
The United Republic of Tanzania was perhaps the most seriously affected, having received around 500 000 
refugees between 28 April and 6 May 1994. The flood of refugees from Rwanda was continuing at a rate 
of 1000-2000 per day. Such an unprecedented exodus caused tremendous problems to the host countries, 
and particularly the regions and districts directly concerned. The Ngara district, with a population of 
around 168 000，was currently being compelled to cater for another 200 000 or more persons, imposing 
unbearable pressures on the environment, and on land and water resources. His country's reception of the 
recent influx of refugees from Burundi had resulted in environmental pollution of unprecedented 
proportions, with total depletion of food, water, fuel and medicines, together with epidemics of malaria, 
menin^tis, cholera and dysentery, the last proving resistant to most known drugs. In addition, there was 
an immense problem of shelter, despite efforts to accommodate refugees in old schools, churches, 
community centres and play-grounds. There were two aspects to be considered, the plight of refugees as 
human beings and the difficulties faced by the host country in terms of overstretched resources and 
overwhelmed infrastructure and facilities. 

The Health Assembly should not remain indifferent to the situation in Rwanda but should demand 
an immediate cease-fire. It should call for an emergency humanitarian response, as stipulated in resolution 
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WHA46.6, to ensure that permanent arrangements were made to facilitate the work of WHO and other 
United Nations bodies as well as nongovernmental organizations in strengthening national capabilities for 
response and in providing assistance to meet the health and nutrition needs of the victims. On behalf of 
the sponsors, he asked the Committee to approve the draft resolution, as amended, by consensus. 

Dr MAKUMBI (Uganda) describing the unprecedented scale of the tragedy in Rwanda, said that the 
neighbouring countries were not only bearing the brunt of caring for thousands of wounded and starving 
refugees, but were also having to deal with hundreds of mutilated dead bodies which were being carried 
down the Kagera River into Lake Victoria. The survivors not only had to be sheltered but required a 
healthy environment with safe water, sanitation, and health care. Overcrowding in the makeshift camps, 
which were continually growing in size and in which safe water was scarce and sanitation poor, threatened 
yet another disaster should epidemics break out. The two available sources of water, the Kagera River and 
Lake Victoria, were already unusable, because of the dead bodies. The refugees had resorted to collecting 
water from shallow puddles that were already contaminated by human or animal excreta. The detailed 
short- and long-term effects of water pollution by dead bodies were as yet unknown. 

The appeal made in the draft resolution to stop the carnage was crucial. The neighbouring States 
urgently needed both material and technical support, in dealing with the human tragedy, and a concerted 
effort was needed to ensure that war ceased in Rwanda. 

Dr SOMBIE (Burkina Faso) said that his country was greatly concerned by the situation in Rwanda 
and supported the draft resolution. He urged the international community in general and WHO in 
particular to approve the draft resolution and to take all possible initiatives aimed at improving the situation 
of the Rwandan people and their health. His delegation wished to be included among the sponsors of the 
draft resolution. 

Mr NSABIMANA (Rwanda) asked for Rwanda also to be included in the list of cosponsors. 

Ms WENSLEY (Australia), speaking as the coordinator of the Western European and Others Group, 
said that the Group shared the deep concern over the catastrophic situation in Rwanda. However, the 
second part of paragraph 6，beginning "... and to request him" went beyond WHO's mandate. It would 
therefore be preferable to end that paragraph with "... effects of this tragedy." The Group recognized the 
urgent need to stop the killing of innocent men, women and children, but that was covered in paragraph 9. 
Her proposed amendment in no way reflected any lack of sympathy or concern of the members of the 
Group about the events in Rwanda, and her delegation wished consensus to be reached on the draft 
resolution. 

Mrs NSHIMIRIMANA (Burundi) reiterating her support for the draft resolution, said that no one 
could fail to realize that the disastrous events which had occurred in Burundi since October 1993 and in 
Rwanda for the past several weeks had seriously damaged the health of the peoples of those countries. She 
thanked friendly countries and international and nongovernmental organizations for their help since the 
beginning of the crisis. The needs were immense, but international help could make all the difference for 
the hundreds of thousands of homeless women and children who were needlessly dying of curable infectious 
diseases. She requested the inclusion of Burundi in the list of countries in paragraph 3; its omission was 
no doubt an oversight, since it had received more than 50 000 Rwandan refugees as well as providing for 
the return of 300 000 Burundians who had previously fled to Rwanda. 

Mrs HU Sixian (China) expressed great concern over the situation in Rwanda and hoped that the 
international community would take the necessary action to alleviate the suffering of its people. 

The draft resolution，as amended, was approved by consensus.1 

1 Transmitted to the Heal th Assembly in the Committee's third report and adopted as resolution WHA47.29. 
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3. PERSONNEL MATTERS： CONFIRMATION OF AMENDMENTS TO STAFF RULES -
SALARIES OF STAFF IN THE UNGRADED POSTS AND OF THE DIRECTOR-GENERAL: 
Item 33 of the Agenda (Resolution EB93.R19) 

Professor GRILLO (representative of the Executive Board) said that, following the decision of the 
United Nations General Assembly to revise the salary scales of staff in the professional and higher 
categories, incorporating an increase of 3.6% through the consolidation of post adjustments on the basis 
of the "no loss, no gain" formula, the Executive Board had recommended a text to the Health Assembly in 
resolution EB93.R19 concerning the adoption of new gross and net basic salaries for the posts of Assistant 
Directors-General and Regional Directors, Deputy Director-General and Director-General with effect from 
1 March 1994. 

The resolution recommended by the Executive Board in resolution EB93.R19 was approved.1 

4. UNITED NATIONS JOINT STAFF PENSION FUND: Item 34 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board: Item 34.1 of the Agenda 
(Document A47/31) 

Mr AITKEN (Assistant Director-General) said that document A47/31 was presented to the Health 
Assembly in conformity with the rules of the Pension Fund. It summarized the financial situation of the 
Fund and the action taken by the United Nations General Assembly in 1993 on that matter, and suggested 
that the only action to be taken by the Health Assembly in the present year was to take note of the 
information it contained. 

The CHAIRMAN said that, in the absence of any comment, he would take it that the Committee 
wished to convey the following draft decision to the plenary: 

Decision: The Forty-seventh World Health Assembly noted the status of the operations of the United 
Nations Joint Staff Pension Fund, as indicated in the annual report of the United Nations Joint Staff 
Pension Board, and as reported by the Director-General.2 

Appointment of representatives to the WHO Staff Pension Committee: Item 34.2 of the 
Agenda (Document A47/32) 

Dr ТАРА (Tonga) and Dr LARIVIÈRE (Canada) endorsed the proposal made by 
Dr ABELA HYZLER (Malta) that a special tribute should be paid to Sir John Reid for his outstanding 
services to the WHO Staff Pension Committee for the past nine years, following distinguished service on 
the Executive Board. 

The CHAIRMAN said that that tribute would be included in the records. He invited nominations 
for two representatives to the WHO Staff Pension Committee. 

Mr SIMMONS (United Kingdom of Great Britain and Northern Ireland) proposed 
Professor Béat Andreas Roos to serve on the WHO Staff Pension Committee in a personal capacity for 
an initial period of three years. He was confident that Professor Roos, with his extensive experience as 
Director-General of Public Health of Switzerland from 1970 to 1983，during which time he led the Swiss 
delegation to the Health Assembly, would discharge his responsibilities efficiently. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA47.31. 
2 Decision WHA47(10). 
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Mr SCHEMEL (Germany) and Dr FRITZ (Austria) seconded the proposal. 

Professor ACHOUR (Tunisia) proposed the member of the Executive Board designated by the 
Government of Kuwait to serve as representative on the WHO Staff Pension Committee. 

Mr AL-JABER (Qatar) seconded the proposal. 

The CHAIRMAN said that, in the absence of objections, he would take it that the Committee wished 
to convey the following draft decision to the plenary: 

Decision: The Forty-seventh World Health Assembly appointed Professor Béat Andreas Roos, in his 
personal capacity, as a member of the WHO Staff Pension Committee, and the member of the Board 
designated by the Government of Kuwait as alternate member of the Committee, the appointments 
being for a period of three years.1 

The meeting rose at 17hl0. 

1 Decision WHA47(11). 



NINTH MEETING 

Thursday, 12 May 1994, at 10h00 

Chairman: Dr M. S. E. ASAAD (Saudi Arabia) 

1. THIRD REPORT OF COMMITTEE В (Document A47/54) 

Dr PYAKALYIA (Papua New Guinea), Rapporteur, read out the draft third report of the 
Committee. 

The report was adopted.1 

2. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 10h20. 

1 See page 219. 
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REPORTS OF COMMITTEES 

The text of resolutions and decisions recommended in committee reports and subsequently adopted 
without change by the Health Assembly have been replaced by the serial number (in square brackets) under 
which they appear in document WHA47/1994/REC/1. The verbatim records of plenary meetings at which 
these reports were approved are reproduced in document WHA47/1994/REC/2. Summary records of the 
meetings of the General Committee, Committee A and Committee В appear in this volume. 

COMMITTEE ON CREDENTIALS 

First report1 

[A47/43 - 4 May 1994] 

1. The Committee on Credentials met on 3 May 1994. Delegates of the following Member States were 
present: Bulgaria, Canada, Chile, Côte d'Ivoire, Namibia, Nepal, Netherlands, Portugal, Seychelles, Tunisia, 
United Arab Emirates. 

2. The Committee elected the following officers: Dr M. Hamdan (United Arab Emirates) - Chairman; 
Professor G. Loukou (Côte d'Ivoire) - Vice-Chairman; Dr С. Shamlaye (Seychelles) - Rapporteur. 

3. The Committee examined the credentials delivered to the Director-General in accordance with 
Rule 22 of the Rules of Procedure of the World Health Assembly. 

4. The credentials of the delegates of the Member States shown in the list at the end of this report were 
found to be in conformity with the Rules of Procedure; the Committee therefore proposes that the World 
Health Assembly should recognize their validity. 

5. 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 World 
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: Afghanistan, Bolivia, Bosnia and Herzegovina, 
Djibouti, Georgia, Greece, Japan, Kyrgyzstan, Latvia, Malawi, Mauritius, Pakistan, Papua New Guinea, 
Republic of Moldova, Rwanda, Tajikistan, Vanuatu. 

States whose credentials it was recommended should be recognized as valid (see 
paragraph 4 above) 

Albania; Algeria; Angola; Antigua and Barbuda; Argentina; Armenia; Australia; Austria; Bahamas; 
Bahrain; Bangladesh; Barbados; Belgium; Belize; Benin; Bhutan; Botswana; Brazil; Brunei 
Darussalam; Bulgaria; Burkina Faso; Burundi; Cambodia; Cameroon; Canada; Cape Verde; Central 
African Republic; Chile; China; Colombia; Comoros; Congo; Costa Rica; Côte dlvoire; Croatia; 
Cuba; Cyprus; Czech Republic; Democratic People's Republic of Korea; Denmark; Dominican 
Republic; Ecuador; Egypt; El Salvador; Equatorial Guinea; Eritrea; Estonia; Ethiopia; Fiji; Finland; 

1 Approved by the Health Assembly at its fifth plenary meeting. 
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France; Gabon; Gambia; Germany; Ghana; Guatemala; Guinea; Guinea-Bissau; Guyana; Haiti; 
Honduras; Hungary; Iceland; India; Indonesia; Iran (Islamic Republic of); Iraq; Ireland; Israel; Italy; 
Jamaica; Jordan; Kazakhstan; Kenya; Kiribati; Kuwait; Lao People's Democratic Republic; Lebanon; 
Lesotho; Libyan Arab Jamahiriya; Lithuania; Luxembourg; Madagascar; Malaysia; Maldives; Mali; 
Malta; Mauritania; Mexico; Micronesia (Federated States of); Monaco; Mongolia; Morocco; 
Mozambique; Myanmar; Namibia; Nepal; Netherlands; New Zealand; Nicaragua; Niger; Nigeria; 
Norway; Oman; Panama; Paraguay; Peru; Philippines; Poland; Portugal; Qatar; Republic of Korea; 
Romania; Russian Federation; Saint Kitts and Nevis; Samoa; San Marino; Sao Tome and Principe; 
Saudi Arabia; Senegal; Seychelles; Sierra Leone; Singapore; Slovakia; Slovenia; Solomon Islands; 
South Africa; Spain; Sri Lanka; Sudan; Suriname; Swaziland; Sweden; Switzerland; Syrian Arab 
Republic; Thailand; The former Yugoslav Republic of Macedonia; Togo; Tonga; Trinidad and Tobago; 
Tunisia; Turkey; Tuvalu; Uganda; Ukraine; United Arab Emirates; United Kingdom of Great Britain 
and Northern Ireland; United Republic of Tanzania; United States of America; Uruguay; Uzbekistan; 
Venezuela; Viet Nam; Yemen; Zaire; Zambia; Zimbabwe. 

Second report1 

[A47/45 - 9 May 1994] 

1. The Committee on Credentials met on 6 May 1994，under the Chairmanship of Dr M. Hamdan 
(United Arab Emirates). Dr С. Shamlaye (Seychelles) was Rapporteur. Delegates of the following 
Members were present: Canada, Namibia, Netherlands, Samoa, Seychelles, Tunisia, United Arab Emirates. 

2. The Committee examined the formal credentials of the delegates of Afghanistan, Bosnia and 
Herzegovina, Georgia, Greece, Japan, Kyrgyzstan，Latvia, Malawi, Mauritius, Pakistan, Papua New Guinea, 
Republic of Moldova and Vanuatu who had been seated provisionally in the World Health Assembly 
pending the arrival of their formal credentials. These credentials were found to be in conformity with the 
Rules of Procedure, and the Committee therefore proposes that the World Health Assembly recognize their 
validity. 

3. The Committee also examined the formal credentials of Liberia and Saint Lucia which were found 
to be in conformity with the Rules of Procedure, and the Committee therefore proposes that the Health 
Assembly recognize their validity, thus enabling the delegations of Liberia and Saint Lucia to participate 
with full rights in the World Health Assembly. 

4. Lastly, the Committee examined the credentials submitted by Nauru and Niue, whose applications 
for membership were accepted during the eighth plenary meeting of the World Health Assembly. These 
credentials were found to be in conformity with the Rules of Procedure. The Committee therefore 
proposes that the Health Assembly recognize their validity, thus enabling these delegations to participate 
with full rights in the World Health Assembly as soon as the memberships of Nauru and Niue become 
effective upon deposit of their instruments of acceptance of the WHO Constitution with the Secretary-
General of the United Nations. 

1 Approved by the Health Assembly at its eleventh plenary meeting. 
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COMMITTEE ON NOMINATIONS 

First report1 

[A47/39 - 3 May 1994] 

The Committee on Nominations, consisting of delegates of the following Member States: Angola, 
Australia, Bangladesh, Barbados, Bolivia, Ecuador, Fiji, France, Iceland, Jordan, Kenya, Kyrgyzstan, 
Morocco, Mozambique, Myanmar, Oman, Pakistan, Panama, Philippines, Russian Federation, Senegal, 
Swaziland, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania and 
United States of America met on 2 May 1994. Mr A. Diop (Senegal) was elected Chairman. 

In accordance with Rule 25 of the Rules of Procedure of the Health Assembly and respecting the 
practice of regional rotation that the Assembly has followed for many years in this regard, the Committee 
decided to propose to the Assembly the nomination of Mr В. K. Temane (Botswana) for the office of 
President of the Forty-seventh World Health Assembly. 

Second report1 

[A47/40 - 3 May 1994] 

At its first meeting, held on 2 May 1994，the Committee on Nominations decided to propose to the 
Health Assembly, in accordance with Rule 25 of the Rules of Procedure of the Assembly, the following 
nominations: 

Vice-Presidents of the Health Assembly: Dr A. L. Pico (Argentina), Dr A. Abdel Fattah El 
Makhzangi (Egypt),2 Dr В. Voljc (Slovenia), Dr A. Ourairat (Thaüand), Professor V. Rajpho 
(Lao People's Democratic Republic); 

Committee A: Chairman - Dr N. K. Rai (Indonesia); 

Committee B: Chairman - Dr M. S. E. Asaad (Saudi Arabia). 

Concerning the members of the General Committee to be elected under Rule 31 of the Rules of 
Procedure of the Assembly, the Committee decided to nominate the delegates of the following 17 countries: 
Bahrain, Burkina Faso, Cape Verde, China, Cuba, France, Gabon, Guatemala, Guinea, Iran (Islamic 
Republic of), Israel, Japan, Nigeria, Russian Federation, United Kingdom of Great Britain and Northern 
Ireland, United States of America and Venezuela. 

1 Approved by the Health Assembly at its second plenary meeting. 
2 Having noted that Dr El Makhzangi had to return to his country, the Health Assembly, at its fourth plenary 

meeting on 3 May, decided that Dr M. Zahran should replace him as Vice-President. 
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Third report1 

[A47/41 - 3 May 1994] 

At its first meeting, held on 2 May 1994，the Committee on Nominations decided to propose to each 
of the main committees, in accordance with Rule 25 of the Rules of Procedure of the Health Assembly, the 
following nominations for the Offices of Vice-Chairmen and Rapporteur: 

Committee A: Vice-Chairmen: Mr D. Van Daele (Belgium) and Dr В. Vaithinathan (Singapore); 
Rapporteur: Dr N. H. A. Al-Shabandar (Iraq); 

Committee B: Vice-Chairmen: Dr F. Chávez Peón (Mexico) and Mr A. C. Zane-Fe Touam-Bona 
(Central African Republic); Rapporteur: Dr T. Pyakalyia (Papua New Guinea). 

GENERAL COMMITTEE 

Report2 

[A47/44 - 6 May 1994] 

Election of Members entitled to designate 
a person to serve on the Executive Board 

At its meeting on 5 May 1994 the General Committee, in accordance with Rule 102 of the Rules of 
Procedure of the Health Assembly, drew up the following list of 10 Members, in the English alphabetical 
order, to be transmitted to the Health Assembly for the purpose of the election of 10 Members to be 
entitled to designate a person to serve on the Executive Board: Cuba, China, Finland, France, Kuwait, 
Pakistan, Russian Federation, Thailand, United States of America, Zambia. 

In the General Committee's opinion these 10 Members would provide, if elected, a balanced 
distribution on the Board as a whole. 

1 See summary records of the first meetings of Committees A and В (pp. 5 and 119). 
2 See document W H A 4 7 / 1 9 9 4 / R E C / 2 , verbatim record of the eleventh plenary meeting, section 3. 
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COMMITTEE A 

First report1 

[A47/48 - 9 May 1994] 

On the proposal of the Committee on Nominations,2 Mr D. Van Daele (Belgium) and 
Dr В. Vaithinathan (Singapore) were elected Vice-Chairmen, and Dr N. H. A. Al-Shabandar (Iraq) 
Rapporteur. 

Committee A held its first five meetings on 3，4，5 and 7 May 1994 under the chairmanship of 
Dr N. К. Rai (Indonesia). 

It was decided to recommend to the Forty-seventh World Health Assembly the adoption of 
resolutions relating to the following agenda items: 

18. Ninth General Programme of Work covering a specific period (1996-2001 inclusive) [WHA47.4] 
19. Implementation of resolutions (progress reports by the Director-General) 

Infant and young child nutrition [WHA47.5]. 

[A47/49 - 10 May 1994] 

Committee A held its sixth and seventh meetings on 9 May 1994 and decided to recommend to the 
Forty-seventh World Health Assembly the adoption of resolutions relating to the following agenda item: 

19. Implementation of resolutions (progress reports by the Director-General) 
Maternal and child health and family planning: quality of care [WHA47.9] 
Maternal and chüd health and family planning: Traditional practices harmful to the 

health of women and children [WHA47.10] 
Revision and amendment of WHO's Good Manufacturing Practices for Pharmaceutical 

Products [WHA47.11] 
Role of the pharmacist in support of the WHO revised drug strategy [WHA47.12] 
Rational use of drugs; and the WHO's Action Programme on Essential Drugs 

[WHA47.13]. 

1 Approved by the Health Assembly at its eleventh plenary meeting. 
2 See the Committee's third report, above. 
3 Approved by the Health Assembly at its twelfth plenary meeting. 



218 FORTY-SEVENTH WORLD HEALTH ASSEMBLY 

Third report1 

[A47/51 - 11 May 1994] 

Committee A held its eighth and ninth meetings on 10 May 1994 and decided to recommend to the 
Forty-seventh World Health Assembly the adoption of resolutions relating to the following agenda item: 

19. Implementation of resolutions (progress reports by the Director-General) 
WHO Ethical Criteria for Medicinal Drug Promotion [WHA47.16] 
Safety, efficacy and quality of pharmaceuticals [WHA47.17]. 

[A47/53 - 11 May 1994] 

Committee A held its tenth meeting on 11 May 1994 and decided to recommend to the Forty-seventh 
World Health Assembly the adoption of a resolution relating to the following agenda item: 

20. Onchocerciasis control through ivermectin distribution [WHA47.32]. 

COMMITTEE В 

First report3 

[A47/50 - 10 May 1994] 

Committee В held its first and second meetings on 4 and 6 May 1994 under the chairmanship of 
Dr M. S. E. Asaad (Saudi Arabia). On the proposal of the Committee on Nominations,4 Dr F. Chávez 
Peón (Mexico) and Mr A. C. Zane-Fe Touam-Bona (Central African Republic) were elected Vice-Chairmen 
and Dr T. Pyakalyia (Papua New Guinea) Rapporteur. The Committee's third and fourth meetings were 
held on 9 May 1994 under the chairmanship of Dr F. Chávez Peón (Mexico). 

It was decided to recommend to the Forty-seventh World Health Assembly the adoption of 
resolutions relating to the following agenda items: 

23. WHO response to global change (implementation of recommendations of the Executive Board 
Working Group and of the special report of the External Auditor) 

WHO response to global change: Programme Development Committee [WHA47.6] 

1 Approved by the Health Assembly at its thirteenth plenary meeting. 
2 Approved by the Health Assembly at its fourteenth plenary meeting. 
3 Approved by the Health Assembly at its twelfth plenary meeting. 
4 See the Commit tee ' s third report, above. 
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24. Budgetary reform 
Budgetary reform: Administration, Budget and Finance Committee [WHA47.7] 
Budgetary reform [WHA47.8]. 

Second report1 

[A47/52 - 11 May 1994] 

Committee В held its fifth and sixth meetings on 10 May 1994 and decided to recommend to the 
Forty-seventh World Health Assembly the adoption of resolutions relating to the following agenda items: 

23. WHO response to global change (implementation of recommendations of the Executive Board 
Working Group and of the special report of the External Auditor) 

WHO response to global change: Health Assembly resolutions [WHA47.14] 
26. Review of the financial position of the Organization 

26.1 Financial report and audited financial statements for the financial period 1 January 1992 -
31 December 1993 and report of the External Auditor to the Health Assembly 
[WHA47.15]. 

Third report2 

[A47/54 - 12 May 1994] 

Committee В held its fifth, sixth, seventh and eighth meetings on 10 and 11 May 1994 under the 
chairmanship of Dr M. S. E. Asaad (Saudi Arabia) and Dr F. Chávez Peón (Mexico), and decided to 
recommend to the Forty-seventh World Health Assembly the adoption of resolutions and decisions relating 
to the following agenda items: 

25. Consideration of the situation of certain Member States falling under the purview of Article 7 
of the Constitution [WHA47.18] 

26. Review of the financial position of the Organization 
26.3 Status of collection of assessed contributions and status of advances to the Working 

Capital Fund [WHA47.19] 
28. Review of the Working Capital Fund [WHA47.20] 
29. Scale of assessments - Assessment of new Members and Associate Members 

Assessments of the Czech Republic and Slovakia [WHA47.21] 
Assessment of Eritrea [WHA47.22] 
Assessment of Niue [WHA47.23] 
Assessment of Nauru [WHA47.24] 

30. Real Estate Fund [WHA47.25] 
31. Collaboration within the United Nations system and with other intergovernmental organizations 

31.1 General matters 
Cooperation Agreement with the African Development Bank and the African 

Development Fund [WHA47.26] 
International Decade of the World's Indigenous People [WHA47.27] 

1 Approved by the Health Assembly at its thirteenth plenary meeting. 
2 Approved by the Health Assembly at its fourteenth plenary meeting. 
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31.2 Health assistance to specific countries 
Collaboration within the United Nations system and with other intergovernmental 

organizations: Health assistance to specific countries [WHA47.28] 
Rwanda [WHA47.29] 

32. Health conditions of the Arab population in the occupied Arab territories, including Palestine 
[WHA47.30] 

33. Salaries for ungraded posts and the Director-General [WHA47.31] 
34. United Nations Joint Staff Pension Fund 

34.1 Annual Report of the United Nations Joint Staff Pension Board [WHA47(10)] 
34.2 Appointment of representatives to the WHO Staff Pension Committee [WHA47(11)]. 
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