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PREFACE 

The Fifty-first World Health Assembly was held at the Palais des Nations, Geneva, from 11 to 16 May 
1998, in accordance with the decision of the Executive Board at its I OOth session. Its proceedings are issued 
in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions, annexes - document WHA51/1998/REC/l 

Verbatim records of plenary meetings, list of participants - document WHA51/1998/REC/2 

Summary records and reports of committees - document WHA51/1998/REC/3 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday, 11 May 1998, at 13:05 

Chairman: Or F.R. AL-MOUSAWI (Bahrain) 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA, PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 
AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Documents A51/1, 
A51/GC/1 and A51/GC/2) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in Rule 33 of the 
Rules of Procedure of the Health Assembly, its first task was to 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 A5 Ill. The Committee would also consider the programme of work of the 
Assembly, including the addition of a supplementary agenda item, for which five proposals had been made. 

Deletion of agenda items 

The CHAIRMAN indicated that, if there was no objection, three items on the provisional agenda would 
be deleted, namely, item 11 (Admission of new Members and Associate Members), item 23.4 (Transfers between 
appropriation sections for 1998-1999), and item 24.2 (Supplementary budget for 1998-1999). 

It was so agreed. 

Proposed supplementary agenda item 

The CHAIRMAN drew the Committee's attention to a proposal for inclusion of a supplementary agenda 
item, in accordance with Rule 12 of the Rules of Procedure of the Health Assembly, from the Governments of 
Gambia, Grenada, Nicaragua, Senegal and the Solomon Islands "inviting the Republic of China (Taiwan) to 
participate in the World Health Assembly as an observer".' It should be noted that the same proposal had been 
made the previous year and had been rejected by the Assembly. 

The delegate of CHINA emphasized that the request made regarding Taiwan's participation in the Health 
Assembly as an observer was merely a repetition of the previous year's failed attempt. At that time, the issue 
had been debated and the Assembly had upheld by an overwhelming majority of 128 votes the decision of the 
General Committee not to include the item on its agenda. By asking certain Member States to raise the issue 
once again, the Taiwanese authorities were clearly motivated by political considerations. They were trying to 

1 Contained in document A511GC/2. 

- 1 -



2 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

create "two Chinas" or "one China, one Taiwan" in the Organization, thus undermining China's sovereignty and 
territorial integrity. 

As acknowledged by the international community, Taiwan was a province of China. The matter of 
China's representation in both the United Nations and WHO had long been resolved by United Nations General 
Assembly resolution 2758(XXVI) and resolution WHA25.1. As a specialized agency of the United Nations, 
membership of WHO was open only to sovereign States. As a province of China, Taiwan was in no way entitled 
to be either a member or an observer. The General Committee therefore should uphold its decision and that of 
the previous Assembly, rejecting inclusion on the agenda of the issue under discussion, and recommend adoption 
by the Assembly, without a vote, of that decision. 

The delegate of SENEGAL (observer) requested, in accordance with Article 44 of the WHO Constitution, 
the inclusion of an additional agenda item relating to the invitation to the Republic of China (Taiwan) to 
participate in the work of the Health Assembly. Such a request was explained above all by concern for the fate 
of the 21 million inhabitants of the Republic of China (Taiwan), who were currently deprived of the support to 
which they were entitled from WHO. They had the right to enjoy the highest attainable level of health, as did 
all human beings, irrespective of race, religion, political beliefs or social or economic conditions. The 
contribution of any State to health promotion and protection was beneficial to all. Health problems should be 
distinguished clearly from any political considerations. Great challenges were faced in the health field which 
did not pay respect to borders, political obstacles or racial or ethnic considerations. Such challenges should be 
met by international endeavours based on solidarity, in particular from countries such as the Republic of China 
(Taiwan), whose willingness and capacity to play an active part in the struggle to provide health for all was well 
known. The participation of the Republic of China (Taiwan) in the Health Assembly as an observer was 
particularly important at the time of WHO's fiftieth anniversary, which had been reached thanks to the principles 
of solidarity, tolerance and common interest. 

Dr GUZMAN-MARCELINO (Dominican Republic) (Vice-Chairman), speaking on behalf of her 
Government, endorsed the proposal made by the delegate of Senegal. All people had a fundamental right to 
health, irrespective of the country in which they lived. Populations could not be deprived of the universal right 
to life. 

The delegates of UGANDA, BURUNDI, NIGER and SRI LANKA (Observer) maintained that the issue 
under discussion was clearly a political matter. Such an issue should be resolved within the United Nations 
system rather than in the current forum. The status quo should be preserved and the request made to allow the 
Republic of China (Taiwan) to participate as an observer should be rejected. 

The CHAIRMAN, noting the consensus on rejection of the proposal to include a supplementary agenda 
item to invite the Republic of China (Taiwan) to participate in the World Health Assembly as an observer, 
proposed that a recommendation should be made to that effect to the Health Assembly at its plenary meeting 
that afternoon. 

It was so agreed. 

Allocation of items to the main committees and programme of work of the Health Assembly 
(Documents A51/1 and A51/GC/1) 

Referring to the agenda items to be considered in plenary, namely items I to 15, the CHAIRMAN noted 
that the Health Assembly had already dealt with items 1 to 7 that morning. The Committee was at present 
dealing with item 8 and would transmit its recommendations to the plenary meeting that afternoon. The 
remaining items (9 to 15) would be taken up in plenary as scheduled. 

He further noted that the Executive Board had allocated the items on the provisional agenda between 
Committees A and B, based on their respective terms of reference. 
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He also drew attention to the preliminary daily timetable for the Health Assembly,' prepared by the 
Executive Board, in accordance with which Committee B would discuss item 23.2 (Status of collection of 
assessed contributions, including Members in arrears in the payment of their contributions to an extent which 
would justify invoking Article 7 of the Constitution (resolution WHA41.7)) and would consider the proposal 
made by the Executive Board that as an exceptional case for the year 1998 only, all Member States should be 
allowed the right to vote during the Fifty-first World Health Assembly. Owing to time constraints, it had been 
impossible to make the relevant document available 48 hours before discussion of that item, in accordance with 
Rule 15 of the Rules of Procedure. He therefore invited the Committee to consent to suspend the application 
of Rule 15 in the present circumstances, to allow consideration of the proposal by Committee B that afternoon. 

It was so agreed. 

The CHAIRMAN noted that the plenary meeting on Thursday 14 May- when agenda item 15 (Fiftieth 
Anniversary of WHO) would be dealt with in the presence of four Heads of State and other dignitaries - should 
start at 10.00 a.m. He reminded the Committee that in decision EB101(17) the Executive Board had decided 
that the Fifty-first World Health Assembly should close no later than Saturday 16 May, and outlined the schedule 
of work of the Assembly for the remainder of Monday 11 May. 

He concluded that the Committee wished to recommend to the Health Assembly that it accept the 
allocation of the items to the main committees as set out in the provisional agenda, as amended, and that it agree 
with the preliminary timetable, as amended, on the understanding that certain items might subsequently be 
transferred from one committee to the other, depending on their workload. 

It was so agreed. 

Referring to the list of speakers for the debate on agenda item 10 (Review of The world health report 
1998), the CHAIRMAN suggested that, in accordance with established procedure, the order of speakers on the 
list, which already contained 74 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 or to the Officer responsible 
for the list of speakers. If the Committee had no objection, he would inform the plenary of those provisions. 

It was so agreed. 

2. CONSIDERATION OF AGENDA ITEM 27.2 (REVIEW OF THE CONSTITUTION AND 
REGIONAL ARRANGEMENTS OF THE WORLD HEALTH ORGANIZATION) 

Mr THINLEY (Bhutan) (Vice-Chairman), speaking on behalf of the countries of the South-East Asia 
Region, requested that the Committee should recommend deferral of the discussion on resolution EB10l.R10 
under item 27.2 of the agenda, for further consideration by the Executive Board before submission to a future 
Health Assembly. Resolution EB10l.R10 recommended that the Health Assembly should approve a model for 
the regional, intercountry and country allocation from the regular budget which, if applied, would result in a 50% 
reduction in the regular budget allocation for the South-East Asia Region. The countries of South-East Asia 
considered that the model, based mainly on UNDP's Human Development Index, was inappropriate for use by 
WHO and would have drastic effects on the sustainability of efforts made in a large number of countries in such 
areas as reproductive health, human resources development and development of health systems in general. 
Further time should be devoted to discussing the matter in greater depth in order to avoid any decisions that 
might preempt those of the Director-General elect in establishing her policies and strategies. 

The delegate of SRI LANKA (Observer) strongly endorsed those views. 

1 Document ASIIGC/1. 
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The CHAIRMAN reminded the Committee that the agenda, which included discussion of that item in 
Committee B, had already been approved. 

The delegate of the UNITED STATES OF AMERICA said that even if certain delegations did not support 
a specific resolution that was not sufficient grounds for deferral of the corresponding agenda item. He therefore 
proposed that the item should be retained on the agenda of Committee B. 

The proposal was supported by the delegate of SPAIN and by the delegate of the UNITED KINGDOM 
OF GREAT BRITAIN AND NORTHERN IRELAND, who stressed its major importance for the redistribution 
of resources to Africa. 

The CHAIRMAN suggested that the issue should remain on the agenda of Committee B, which could then 
make recommendations to the plenary, with the indication that some countries had made reservations concerning 
discussion of the matter. 

It was so agreed. 

The meeting rose at 13:50. 

SECOND MEETING 

Tuesday, 12 May 1998, at 17:55 

Chairman: Dr F.R. AL-MOUSAWI (Bahrain) 
President of the Health Assembly 

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

The CHAIRMAN reminded members of the Committee 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 indicating the present composition of the Executive Board by 
region, on which were underlined the names of the 12 Members whose term of office would expire at the end 
of the Fifty-first World Health Assembly and which had to be replaced, and a list, by region, of Members of the 
Organization which were or had been entitled to designate persons to serve on the Executive Board. Vacant 
seats, by region, were: Africa, 2; the Americas, 3; South-East Asia, 1; Europe, 2; Eastern Mediterranean, 2; 
and Western Pacific, 2. A third document contained a list of the 12 Members that it was suggested should be 
entitled to designate a person to serve on the Executive Board. 

As no additional suggestions were made by the General Committee, he noted that the number of 
candidates 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. 

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 12 Members to the Health 
Assembly for the annual election of Members entitled to designate a person to serve on the Executive Board: 
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Bangladesh, Cape Verde, Central African Republic, Chile, China, France, Lao People's Democratic Republic, 
Qatar, Russian Federation, Trinidad and Tobago, United States of America, Yemen. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Dr DURHAM (New Zealand), Chairman of Committee A, 
and Mr de SILVA (Sri Lanka), Chairman of Committee B, on the progress of work in their committees. The 
CHAIRMAN of Committee B indicated in his report his intention to schedule discussion of item 27.2 (Review 
of the Constitution and regional arrangements ofthe World Health Organization) to 9:00 on Friday, 15 May, 
after completion of the Committee's other work, in order to give time to discuss the two draft resolutions which 
had been submitted thereon. 

The delegate of JAMAICA, expressing concern that the discussion on the key issue of regionalization 
should have been deferred until 15 May, requested that more time should be allowed for a full review of the 
matter. The delegate ofthe UNITED STATES OF AMERICA suggested that the Chairman of Committee B 
might make arrangements to set up a drafting group for preliminary discussion of the matter prior to the debate 
in Committee B. 

After further discussion, the CHAIRMAN suggested that the Chairman of Committee B might arrange 
to set up a drafting group on item 27.2 which would hold a meeting on Wednesday, 13 May, at an appropriate 
time which would be indicated in the Journal. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Tuesday, 12 May, Wednesday, 
13 May, Thursday, 14 May, Friday, 15 May and Saturday, 16 May, on the understanding that the Chairman of 
the General Committee, in consultation with the Chairmen of Committees A and B, would amend the timetable 
of work as required, on the basis of progress of work in the committees. 

The CHAIRMAN noted that it would not be necessary to hold a third meeting of the General Committee. 

3. CLOSURE 

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

The meeting rose at 18:20. 





COMMITTEE A 

FIRST MEETING 

Tuesday, 12 May 1998, at 11:00 

Chairman: Dr G. DURHAM (New Zealand) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR (RULE 36): Item 18 of the Agenda 
(Document A51/30) 

The CHAIRMAN warmly welcomed the members of the Committee and acknowledged the honour of 
being elected. The Executive Board had nominated four of its members to attend the meetings of Committees A 
and B of the Health Assembly, and of those she greeted particularly Or Sanou Ira and Or Morel, who would be 
attending the meetings of Committee A. She drew attention to the third report on the Committee on 
Nominations (document A51/30), 1 in which Dr E. Krag (Denmark) and Mr B.R. Pokhrel (Nepal) were nominated 
for the offices of Vice-Chairmen of Committee A and Professor G.H. Ayub (Pakistan) for that of Rapporteur. 

Decision: Committee A elected Or E. Krag (Denmark) and Mr B.R. Pokhrel (Nepal) as Vice-Chairmen 
and Professor G.H. Ayub (Pakistan) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN asked delegates to limit their statements to approximately three minutes. She suggested 
that the normal working hours of the Committee should be from 9:00 to 12:30 and from 14:30 to 17:30. 

It was so agreed. 

3. HEALTH-FOR-ALL POLICY FOR THE TWENTY -FIRST CENTURY: Item 19 of the Agenda 
(Resolution EB101.R22; DocumentA51/5) 

The DEPUTY DIRECTOR-GENERAL ad interim, introducing the agenda item, said that the health-for-all 
policy for the twenty-first century (document A51/5) belonged to the whole community of Member States as 
well as to WHO. It was the result of a wide-ranging process of consultation with Member States through country 
or regional meetings, regional committees and the Executive Board. Other partners had provided input, giving 
the document as solid a basis as possible: nongovemmental organizations, United Nations bodies, international 
financial institutions including Bretton Woods institutions, and scientific and professional bodies throughout the 
world. The document was for the achievement of health throughout the world, in which WHO would play a 
leading role. It summarized the values and mission of the Organization and the principles on which future policy 

1 See page 146. 

2 Decision WHA51(4). 
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could be based, but did not lay down absolute rules about what should be done. The next step was to draw up 
detailed strategies for implementing the policy at global and country level, with a clear definition of the role at 
regional level. 

Section I ofthe policy covered the underlying factors leading to major changes both within and outside 
the health sector, and thus the main challenges which needed to be faced. At the time of the International 
Conference on Primary Health Care (Alma-Ata, I978), the Organization had had no real database against which 
it could measure progress. There was presently a whole body of evidence on which major policy changes for 
the future could be based. 

Section 11 dealt with the core values established, the future responsibilities of partners and the need for 
commitment from all, with a focus on action. The consultation among all partners was a dynamic process, which 
had led to the new policy and would continue to support its implementation. 

Section Ill examined the fundamental and universal values of health for all, namely, health as a basic 
human right including ethical considerations, solidarity, equity and gender sensitivity. 

Dr SANOU IRA (representative of the Executive Board) reported that the new global health policy 
represented the culmination of nearly three years of consultations with Member States and other partners for 
health at global, regional and national levels as required by resolution WHA48.I6. It incorporated the key 
recommendations made by the Executive Board at its I 0 I st session, with a stronger emphasis on: communicable 
diseases and childhood conditions; WHO's role in supporting countries to build sustainable health systems; the 
importance of investing in health and the need for WHO to work closely with its international and regional 
partners. The linkage between health and human rights was also clarified. Core values included commitment 
to the attainment of the highest level of health as a fundamental human right and the need for health policies and 
strategies to be based on equitable, gender-sensitive and ethical principles. Ten global health targets that built 
upon previous health-for-all achievements and had specific desired health outcomes had been identified, as had 
the health policies and systems required to achieve them. The policy underlined the importance of acting on 
health determinants and building sustainable health systems, and emphasized, in that respect, the role of primary 
health care and of public health. A global approach to public health that complemented and supported national 
actions was needed. The roles of WHO, governments and other health partners were defined, as well as the 
approach that translated policy into action. The Executive Board recommended a draft resolution on the health
for-all policy for the twenty-first century which contained a World Health Declaration in resolution EB I 0 I.R22. 

Professor ORDONEZ (Cuba) said that, although the process of renewing the commitment to health for 
all by the year 2000 had taken place in all the regions and Member States of the Organization, a large number 
of countries would not achieve that goal. In celebrating WHO's fiftieth anniversary, President Dr Fidel Castro 
had said that without a new international economic order and the elimination of external debt, the health-for-all 
strategy would remain no more than an unheard expression of hope. The information presented to the 
Committee demonstrated the clear need for improved health in the twenty-first century. The new health policy 
should be oriented towards consolidating and developing primary health care, with emphasis on equity and 
access to health services, solidarity and community participation in developing primary health care activities, 
bearing in mind the constantly growing number of people in the world living in absolute poverty. Each country 
would find its own individual way to overcome poverty and implement the new policy; yet for all it would be 
important to take a practical rather than a theoretical approach and to ensure that political will became practical 
reality. The role of government in establishing and implementing health policy was of prime importance 
regardless of what stage of economic and social development a country had reached. Although Cuba was a 
small country, and despite the economic blockade, it had attained WHO's health-for-all indicators in 1983. The 
mortality of children less than one year of age had further decreased from 19 per I 000 live births in I983 to 7.2 
per 1000 live births in I998 and under-five mortality in I998 was 9.3 per 1000 live births. 

Mr VOIGTLANDER (Germany) commended the latest health-for-all policy document, which was a great 
improvement on earlier versions. He particularly welcomed the input from the task force on health in 
development with its strong emphasis on making health central to development: that effort would be of crucial 
importance for the future. He also welcomed the statements in Box 5 which placed the right to the highest 
attainable standard of health in the context of existing international human rights instruments. 
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Several references were made to the changing role of the State in health-care delivery. According to 
paragraph 98, when the government had the major mandate for, or was the main funder of, health systems, there 
was more likely to be equitable access, cost containment and a strong emphasis on preventive and promotive 
services. However, there was no evidence that a State-run system was more effective in that respect than an 
insurance-based system, of which there were many excellent examples throughout the world; that fact should 
be reflected in the document. Furthermore, there seemed to be some contradiction between the statement in 
paragraph 98 and the reference in paragraph 28 to erosion of public confidence in many governments as a result 
of corruption and even collapse of the structure of government in some countries; it was difficult to see how, 
under such circumstances, there could be any confidence in a State-run health system. 

Subject to those comments, his delegation welcomed the document and fully endorsed the vision for the 
future it outlined. 

Dr VIOLAKI-PARASKEVA (Greece) joined in commending the efforts made to improve the document 
and in welcoming the high quality achieved. It was clear that although life expectancy was increasing globally, 
there were still considerable disparities between countries and regions in terms of public health achievement and 
economic growth; the number of people living in absolute poverty was steadily increasing. 

Although the document reported positive results in the implementation of primary health care, progress 
had been slow. If primary health care was to contribute to the achievement of health for all in the twenty-first 
century, it would need to adapt to the new trends listed in Box 4. Health-for-all policies should be based on 
ethics, with emphasis on equity and justice in access to health care and on the quality of health systems and 
services. More attention should be paid to the quality of life and the health security of adolescents and the 
elderly, population groups which had hitherto been neglected, as well as to the promotion and protection of the 
health of women, who were unable to protect their interests in many regions of the world, and of the family. 
Mental health problems, which affected not only adults but also children and young people, should not be 
overlooked. She welcomed the explanatory remarks on global health targets contained in Annex A. 

Although technological developments in the health field had been an important tool for reducing morbidity 
and mortality in the present century, many people had not benefited from such developments because of lack 
of access, problems of cost, or legal difficulties. In the twenty-first century, surveillance of technology for health 
implications would become increasingly complex and challenging, since advances in such areas as 
biotechnology and biomedical engineering had legal, social and moral consequences which could not easily be 
predicted. It was now increasingly recognized that the benefits of development went beyond economic growth 
and encompassed social justice, respect for human rights and freedom and ecological stability for future 
generations. However, more than any other scientific advance, the prospect of human cloning was arousing 
alarm both among scientists and among the public generally. It was a highly complex and controversial issue 
both technically and in terms of ethics and public policy. Although WHO could not halt progress, it would need 
to reflect how far such interference with nature was in accordance with medical ethics. 

Lastly, in the twenty-first century there would be a need for more concrete measures to link global, 
regional and national action with programme budgeting and programme activities. 

Mrs PI CARD (Canada) warmly welcomed the new policy - nearly three years in preparation - for health 
for all in the twenty-first century, which set out a system of values and guidelines for health development 
underpinned by solidarity, equity and social justice. The new policy would be an inspiration to Member States, 
multilateral organizations and all those concerned in promoting health as a fundamental right of all peoples of 
the world. 

Her delegation proposed that the Director-General should accelerate the follow-up process to the policy 
document within the Organization and recommended: first, that WHO capabilities at the level of development 
and analysis of health policies be strengthened; secondly, that its ability to respond to the technical needs of 
Member States that wished to translate global policy into national strategies and programmes be increased; and 
thirdly, that steps be taken to facilitate the ongoing dialogue on global health policies that should exist between 
WHO and the international community. Lastly, the good work which had produced the policy should continue, 
so that WHO could move on to the phase of effective implementation. 

Mr ORTENDAHL (Sweden), speaking on behalfofthe five Nordic countries, said that the global and 
regional health-for-all strategies had been of considerable value in each of those countries, helping to bring about 
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an important conceptual shift in the medical profession. However, although the Nordic countries had made 
steady progress, many others had been held back by an adverse economic situation and a growing debt burden. 
The key goal of the health-for-all policy for the twenty-first century should therefore be to transform the 
principle of equity into action. To achieve that, global health interdependence needed to be acknowledged, 
mutual learning enhanced and joint action taken to close the gap between rich and poor. In the interests of 
promoting more equitable health development, the Nordic countries would continue to contribute to WHO and 
engage in bilateral collaboration. 

The new health-for-all policy provided a good framework both for application of currently available 
solutions and for meeting new needs. The emphasis it laid on the gender perspective was welcome, since 
progress would depend on the removal of gender-related barriers to health and recognition of the needs of all. 
The attention paid to the essential functions of a sustainable health system was useful in that most countries were 
involved in reforming their systems to meet new needs and improve financial management. Further, the fact 
that many WHO programmes, although individually cost effective, failed to produce optimum results was known 
to stem from fragile health infrastructures. It was therefore crucial for WHO to pay more attention to health 
systems development at headquarters, in regional offices and in countries. There was a need for more joint 
programming and planning and for disease-specific action to be integrated into health systems. 

To give health a more central role in development, the 10 targets mentioned in the document needed to 
be taken very seriously by Member States and WHO, which had without fail to commit itself to the planning 
and execution of action programmes to attain them. Success would depend not only on resources but also on 
evaluation of activities and prompt action to adapt them as necessary. A mere aspiration to succeed was not 
enough. 

An important challenge for both Member States and WHO was to engage the support of international 
networks, the health professions, other international agencies and society at large. The Nordic countries were 
confident that the Organization, under its new leadership, would translate the policy document into real action. 
Progress would depend on putting the principles into practice, on testing, adapting and improving the various 
strategies and programmes and, most importantly, on strengthening national capacities. 

The Nordic countries fully endorsed the proposed World Health Declaration and the policy document on 
health for all in the twenty-first century. 

Or ZEIDDAN (Sudan), welcoming the document, said it summed up the concerns and challenges facing 
health care in the coming century and suggested a number of solutions, measures and expected results. The 
action being taken in his own country was basically along traditional lines, but, in the coming century, new 
weapons would be needed to confront new diseases. If countries were not in a position to meet such new 
challenges, the document would be of purely theoretical interest. The available weapons for health needed to 
be improved and new ones invented. 

With regard to primary health care, the document noted that the results hoped for had not been fully 
achieved. To achieve the objectives, coordination among the various health sectors was needed, as was greater 
involvement of society at large. New measures were required to facilitate practical implementation of the action 
proposed; the Organization itself should make every effort to that end. 

Or KOULAKSAZOV (Bulgaria) said that the document, in renewing the health-for-all strategy, had made 
it more precise, concrete and operational for Member States. Global priorities and targets for the first two 
decades of the twenty-first century had been based on experience gained in health-for-all implementation and 
on a new vision of changes in political, socioeconomic and cultural spheres. The new global and holistic health 
policy emphasized human rights, ethics and gender sensitivity in a conceptual framework of equal rights and 
solidarity and concrete responsibility for the health of individuals, families and society. The renewed health-for
all philosophy would make it possible to overcome a number of global and local threats by improved 
management and technology and stronger partnerships between the private and public sectors. The new targets 
were both fewer and in some ways better than those of the previous strategy: their epidemiological basis had 
been broadened, their structure made more precise, concrete and operational, and consideration had been given 
to an integrated approach to changing trends in morbidity and mortality and their impact on health. However, 
success would depend on proper allocation of resources. National and local strategies required precise analysis 
of health status and future trends in order to avoid unrealistic goals. Existing possibilities connected with 
research, technological progress, economic resources and other factors should not be ignored. Criteria for 
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assessing progress towards the targets should be developed, which would require suitable indicators to be 
determined at both national and local level. Bulgaria fully supported WHO's leading role in developing 
international guidelines for the promotion of global health and endorsed the proposed World Health Declaration. 

Dr THIERS (Belgium) said that the document continued to be too long, with the impact of vital points 
diluted by inessentials. Sharing the view expressed by Professor Girard at the forty-seventh session of the 
Regional Committee for Europe that the health-for-all targets for the twenty-first century should be 
comprehensible to all, from young children to politicians, he failed to find that transparency and simplicity in 
the definition of the roles and functions of WHO in the twenty-first century given in Box 9. Furthermore, there 
was considerable overlap among the various items in the Box and little distinction made between the 
Organization's role and the means for implementing it. He proposed that Box 9 be simplified and restructured 
to start with an overall objective, corresponding to the first and sixth items, followed by a listing of the various 
means of implementation. 

Dr VAN ETTEN (Netherlands) said that the revised document was well-structured and presented a clear 
strategy for the coming two decades. The four key values on which health for all was based were important new 
elements, which had been contributed by the task force on health in development. The document presented a 
good balance between health promotion, prevention and health-care services and systems. The number of targets 
had been limited to an acceptable minimum, and the targets appeared to be realistic. He appreciated the need 
for an evidence-based health policy. He commented that although paragraph 31 of chapter 3 listed the four key 
values on which the health-for-all vision was based, a separate paragraph had not been dedicated to health as 
a fundamental human right. Furthermore, chapter 7 was entitled "Essential functions of sustainable health 
systems"; however, the chapter and Box 10 covered both essential public health functions and individual health
care services. Their titles should be made uniform. He endorsed the document as the basis for the 
Organization's work and supported draft resolution EB101.R22 containing the draft World Health Declaration. 

Ms BENNETT (Australia) said that she fully supported the document, which provided the policy 
framework for assisting people worldwide to reach and maintain the highest attainable level of health. She 
welcomed the emphasis on building capacity in policy development and research, on further multidisciplinary 
research into health promotion and protection through intersectoral action and on research into health policies 
and systems. She concurred with the affirmation of the role of primary health care as the cornerstone of 
comprehensive health care and of the need to build partnership with families and communities for sustainable 
health care. Although she supported the broad thrusts of the document, pursuance and implementation ofthe 
goals and targets remained critical to achieving the vision. She was confident that the new WHO leadership 
would further develop the framework for concerted action, particularly at the regional and country levels, by 
enhancing linkages between global and regional targets and programme budgets and activities. She supported 
adoption of the World Health Declaration, which was a succinct, strategic statement that would be useful in 
building support for a broad-ranging reform of health care. 

Professor GRANGAUD (Algeria) welcomed the efforts that had been made for the best possible 
deployment of resources to improve global health. He endorsed draft resolution EB 10 l.R22. The global trends 
described in document A5115 reflected the situation in his country, where life expectancy had increased from 
40 years in 1962 to 69 years in 1996, and the eradication of poliomyelitis and the elimination of neonatal tetanus 
and measles had become realistic objectives. The health of mothers, children and adolescents remained a 
priority, and his government was now focusing its attention on noncommunicable diseases and the environment. 
The importance had been recognized of societal communication and of the participation of all sectors of society 
in improving the health status of the country. Nonetheless, the document left a sense of frustration because of 
the lack of clear guidelines for achieving the proposed targets and for mobilizing the international community 
to assist countries in greatest need. In his country, certain programmes, such as that to overcome tuberculosis, 
suffered from a lack of so-called "orphan drugs", which were not developed by pharmaceutical companies 
because they were considered to be unprofitable. He said that, traditionally, a fiftieth anniversary was one for 
reflecting on one's past, waiving the debts of the poor and ensuring equitable distribution of resources. 
Particularly from the point of view of countries affected by blockades, he hoped that the next Director-General 
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would lead WHO in its efforts to ensure that health for all was attained by all countries at the beginning of the 
twenty-first century. 

Dr SATCHER (United States of America) supported draft resolution EB10l.R22 and commended 
document A51/5, which would undoubtedly serve as a useful framework for the next Director-General, the 
regional committees, Member States, other concerned United Nations agencies and stakeholders. It captured 
new trends and current and anticipated issues in health and set forth common values, principles and ideals. He 
concurred with the delegate of the Netherlands about the importance of balance. He recommended that the 
Committee note document A51/5, rather than approve it in its totality, to allow the next Director-General to 
make appropriate input. It was important to set realistic targets for which measurable objectives could be 
identified within country-specific strategic plans, and to build strategic alliances at the global and country levels. 
He welcomed the emphasis placed on sustainable health systems and public health approaches. 

Dr SHONGWE (Swaziland) said that his delegation was concerned at the growing disparities between rich 
and poor countries and particularly at the poor health indicators in developing countries. Thus, infant mortality 
and maternal mortality rates remained high, especially in African countries. His delegation was also concerned 
at the high prevalence and incidence of infectious diseases, such as HIV I AIDS, tuberculosis and malaria. He 
welcomed the policy set out in the document "Health for all in the twenty-first century" and fully supported draft 
resolution EB I 0 l.R22 and the proposed World Health Declaration. The new policy would provide a framework 
for implementing health programmes throughout the world. If the proposed goals were to be attained, however, 
an equitable distribution of resources was required, and he hoped that implementation ofthe policy would be 
accompanied by allocation of more resources to countries in greatest need. The capacity of developing countries 
should be strengthened if health for all was to become a reality. 

Dr KIEL Y (Ireland) noted that document A 51/5 had undergone a long, detailed review; it was the product 
of wide consultation with interested parties at various levels. He complimented the Secretariat on its 
responsiveness to the many suggestions made for substantive or drafting changes, which had resulted in an 
excellent document. The exercise was now largely complete, and it was time to accept and support the substance 
of the document, which provided a coherent framework within which WHO could act positively and 
constructively. At the same time, it contained a degree of flexibility to allow discretion in bringing the initiative 
to practical fruition at regional and local levels. 

The document reflected clearly the stark realities of global health and particularly the disparities between 
peoples and regions. It emphasized the need for equity and for tackling poverty as the major determinant of ill 
health and premature mortality. It positioned the Organization within the framework of the renewal of health 
for all at a time of significant change in WHO, offering a springboard for a constructive but firm assertion of 
WHO's leadership in world health. The goals and targets set out in the document were generally realistic and, 
although he had certain reservations about the scale of ambition of some targets, the very expression of such 
ambition could serve as an impetus for the achievement of health for all. The document also emphasized the 
need for investment in health, its potential economic benefits and the use of imaginative mechanisms to build 
and maintain broad new partnerships for health at various levels with a variety of partners. He commended the 
document and the associated Declaration and hoped that, having undergone long consideration and reflection, 
it would soon find expression in practice. 

Or MAL YCHEV (Russian Federation) also commended the document, which he considered was now 
correctly structured and, in the main, reflected the problems facing the international community in achieving 
health for all. The targets and objectives for the renewal of the strategy were well presented and indicated the 
directions necessary for implementation of the policy; he approved the reduction in the number of global targets. 
He noted that a number of the statements in the document were not formulated sufficiently clearly. Some were 
merely pious wishes, and some of the mechanisms proposed for achieving outcomes in, for instance 2005 or 
2020, were unrealistic. Chapter 5 did not include data on real outcomes, which would reflect the efficiency of 
programmes carried out over the previous 20 years and could be used to assess how new programmes would 
achieve the proposed targets. The boxes and tables contained in the document were not always clearly 
commented upon in the text. Although his delegation fully supported the concepts outlined in the document, 
it required further editorial work. The Executive Board had proposed adoption of the World Health Declaration 
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at the same time as the renewed health-for-all policy; however, if the Declaration was to be adopted, it should 
clearly reflect the mechanisms by which the goals of health for all in the twenty-first century would be achieved. 

Professor AKIN (Turkey) commented that the 10 targets described in the document covered all the 
important aspects of health and the main strategies for achieving those targets. While the theoretical descriptions 
were excellent, both WHO and Member States would now have to fulfil their responsibility to adapt global 
targets and strategies to the regions and to identify the actions that were needed to prepare and implement 
specific plans at country level. 

Time was passing quickly: 20 years had elapsed since the International Conference on Primary Health 
Care in Alma-Ata, five years since the International Conference on Population and Development and three years 
since the Fourth World Conference on Women. Looking back, it had to be acknowledged that less had been 
accomplished than had been promised. The lessons that had been learnt should be used in implementing the 
health-for-all policy at national level. The Member States expected WHO to continue its leadership role, 
especially in publicizing the health-for-all policy and its advocacy activities, in order to attract the attention of 
policy-makers. Partnerships should be encouraged not only with governments but also with other sectors, 
including nongovernmental organizations. Governments should also increase communication and collaboration 
with private and voluntary organizations for implementation of health-for-all activities. One means of 
publicizing the policy at the global level would be to hold a world health summit for the twenty-first century, 
at which world leaders could be asked to sign an agreement on health for all, to be ratified at the country level. 
Such an approach would increase the commitment of policy-makers, which was vital for successful 
implementation of the policy. It was also essential to establish effective follow-up mechanisms to facilitate 
timely monitoring of progress and of failures in implementation of health for all at both national and global 
levels. She endorsed document ASl/5 and supported the draft resolution containing the proposed World Health 
Declaration. 

Mr ADEL (Egypt) considered that the provision of health care to every citizen was an investment in the 
future of humanity, and WHO had a significant role to play in that context. The document "Health for all in the 
twenty-first century" was one of the most important items on the agenda. It constituted an attempt to formulate 
a long-term policy to upgrade the global health situation and made WHO responsible for coordinating efforts 
to that end. He was confident that WHO would prove capable of implementing those objectives. 

Health and development were high priorities for the Egyptian Government; he agreed with the emphasis 
in the document on the importance to health of development at all levels. He called on WHO to redouble its 
efforts to highlight the link between those two factors, and to follow up recommendations adopted at recent 
international conferences relating to the roles of the public and private sectors in the field ofhealth, their impact 
on the cost of treatment and medication for the poor, the effect of structural adjustment programmes on health 
for all and the provision of medical services at an affordable cost. 

In view of the fact that the measures adopted as an outcome of the Uruguay Round would shortly be 
implemented and that, furthermore, the period of grace accorded to developing countries in that connection was 
coming to an end, a rise in the prices of services, medical equipment and medicines was imminent. He feared 
that a combination of those factors was likely to have a negative impact in developing countries. 

Dr KILIMA (United Republic of Tanzania) welcomed the philosophy of health for all in the twenty-first 
century and was confident that that goal would be attained during the early years and sustained throughout the 
century. There were still considerable disparities in health status, however; it was to be hoped that, under the 
proposed programme, such disparities would be reduced and global equity in health care promoted by targeting 
the specific priorities identified by the countries concerned. No single system would be in a position to bring 
about the desired goals on its own. Joint partnerships of the public and private sectors would be required, 
involving governments, nongovernmental organizations, international agencies and private providers in 
complementary rather than competitive relationships. He called upon WHO to continue its leadership in 
promoting equity in public health and endorsed the proposals contained in the document. 

Dr AST ANEH (Islamic Republic oflran) said that although a great deal would have been achieved in the 
field of public health by the year 2000, much remained to be done to reach WHO's goals during the coming 
century. His country had been successful in establishing an extensive primary health care network covering over 
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85% of the country, including remote rural areas, which had made a substantial contribution towards achieving 
the health-for-all objectives. 

He considered that the document under discussion had been well prepared, but that certain points required 
greater emphasis. There was still a huge disparity, not only between countries but also within specific areas and 
groups. Neither the private sector nor health professionals were fully involved in implementing health-for-all 
policies. In the twenty-first century, those policies should be geared to the priorities defined by the regions, 
subregions and countries, which should be grouped by WHO according to the progress achieved by them in 
attaining the health-for-all goals. Certain advanced countries with experience in public health might be called 
upon to support less-favoured countries within a group; similarly, intercountry cooperation should be 
encouraged at every level. The appropriate technology essential to primary health care should be defined on 
the basis of the resources available to each such group of countries, and the access of poorer countries to new 
technologies should be facilitated by WHO, whose leadership role would continue to be crucial during the 
twenty-first century. 

His delegation fully supported the draft resolution recommended for adoption by the Health Assembly in 
resolution EBIOI.R22 and endorsed document A51/5 in principle. 

The meeting rose at 12:35. 



SECOND MEETING 

Tuesday, 12 May 1998, at 14:30 

Chairman: Dr G. DURHAM (New Zealand) 

1. HEALTH-FOR-ALL POLICY FOR THE TWENTY -FIRST CENTURY: Item 19 of the Agenda 
(Document EB101/1998/REC/1, Resolution EB101.R22; Document A51/5) (continued) 

Professor PICO (Argentina) commended document A51/5, which updated the Organization's strategy, 
with its emphasis on maintaining the balance between equity, solidarity, efficiency and quality. Health was a 
fundamental right. It was associated with sustainable development and was an integral component of 
democracy. New partnerships had been identified that would allow achievement of goals after the year 2000. 
The most noteworthy aspect of the document was its emphasis on ethics as the basis for policy, whereby pride 
of place could be given to the human being and the family. He also welcomed the clear definition of leadership 
on health promotion and sustainable development offered by WHO. There were aspects of primary health care, 
however, which had not yet been implemented; that was perhaps why the successes expected over the past two 
decades had not been attained. 

His delegation favoured social participation and the mobilization of resources. Links and complementarity 
between the public and private sectors should therefore be promoted. In his country, a good mixture of the two 
had been attained. Effectiveness and reliability would be improved with better management techniques. He 
commended the document, which provided a firm, realistic foundation for meeting the challenges of the twenty
first century. 

Or MAHJOUR (Morocco) emphasized the importance of respect for the basic values of equity, ethics and 
solidarity, which were essential to meet the challenges of the next century, including poverty and the 
deterioration of the environment. Health should remain at the heart of any development project, whose only 
reason for existing was to improve the well-being and health of peoples. His country had attempted to integrate 
the principles of health for all into its health policy since the International Conference on Primary Health Care 
in Alma-Ata, and encouraging results had been obtained. His delegation supported the document and the draft 
resolution contained in resolution EB I 0 l.R22 but considered that provision should be made for regular follow
up of the Health-for-all policy for the twenty-first century. 

Or KAN Xuegui (China) said that document A5l/5 objectively summed up the achievements and the 
remaining issues in implementation of the health-for-all strategy since the Declaration of Alma-Ata on Primary 
Health Care in 1978 and at the same time posed challenges for the future. It laid the foundations for the coming 
work of WHO and Member States. He generally supported the document; however, since economic and social 
development differed from country to country, implementation of the objectives would also show differences 
in emphasis. In China, for example, most of the population lived in rural areas, and its priorities were naturally 
set accordingly. Furthermore, traditional medicine was not mentioned in the document, yet its importance in 
primary health care was such, in his own country and elsewhere, that it must be hoped that the omission would 
be rectified. His delegation approved and supported the draft resolution contained in resolution EB I 0 l.R22, 
containing the proposed World Health Declaration, and would make every effort to put it into practice. 

Or KY A W Myint (Myanmar) said that his Government was committed to the all-round development of 
the country's health, which was pivotal to its sustainable development. It sought to ensure equity, social justice, 
the widespread dissemination of health information, the promotion of a healthy way of life and empowerment 
of communities to participate in health development. Its policy was to make health central to human 

- 15-



16 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

development and to generate sustainable health systems that would meet the needs of the people. Ensuring 
equity of access to essential health services had been made a priority, and legislation had been enacted to support 
the effective functioning of health systems. A gender perspective had been incorporated in planning and 
implementing health activities, ethical standards for health professionals had been reinforced and ethical norms 
had been set for research. Given the need for knowledge and skills, a key strategy was the widespread 
dissemination of health information and education in rural areas, which was being carried out by government 
departments, national and international nongovernmental organizations and the community. 

WHO had a crucial role as the world's conscience, and its support was essential in developing 
international instruments to promote global health, engaging in technical cooperation with Member States, 
strengthening global surveillance and alert systems, fostering the use of innovation in science and technology 
and providing leadership for the eradication or control of selected diseases. He endorsed document A51/5 and 
looked forward to its implementation under the new WHO leadership. 

Or LEF AIT -ROBIN (France), while praising the clear presentation of document A51/5, regretted the lack 
of forward vision. Some delegations would have preferred a stronger document that put greater pressure on 
decision-makers, by confronting them with, for instance, the rates of morbidity and mortality that would pertain 
if no specific action were taken against diseases such as malaria, tuberculosis and AIDS. Although the targets 
were clearly identified, the document gave no indication of how they were to be attained or how countries could 
be helped to attain them, for example by promoting and improving health systems. 

Her delegation supported the suggestion ofthe Belgian delegate that, in view of the leadership role of 
WHO in achieving health for all and in ensuring the right to health, the word "advocate" in Box 9 at the 
beginning of chapter 5 should be replaced by a more dynamic, aggressive word. Her delegation also believed 
that paragraph 51 as it stood ran counter to the spirit of flexibility and cooperation that had always prevailed 
within WHO. She therefore suggested that the first sentence of the paragraph be deleted. 

Or VARGA (Hungary) noted that the 10 targets set out in document A51/5 were clearly feasible. The 
mission of WHO was to close the widening gaps within and between countries. The development and use of 
new technologies would result in a conflict not only of resources but also of ethics, since they had a direct impact 
on equity and on the health of both individuals and countries. Well-organized technology assessment, guided 
by WHO and taking into account professional, economic, social and ethical factors, could help establish the 
optimum balance. An evidence-based technology policy clearly required close cooperation between members 
of the United Nations family, and such cooperation should be urgently developed. 

She proposed that target 5 in Annex A of document A 51/5 be amended by adding the phrase "and towards 
the management of risks arising from chemical, physical and biological hazards" at the end of the first sentence, 
after the words " ... quantity and quality". Her delegation warmly supported the proposed World Health 
Declaration. 

Or TAHA BIN ARIF (Malaysia) welcomed the emphasis in the document on health as an essential 
component of development. Since attaining independence, Malaysia had conducted poverty-eradication 
programmes, which had increased the standard ofliving and improved the population's health status and quality 
oflife. Strong political commitment and leadership at the national level were crucial to ensuring that health-for
all policies were translated into action. Document A5115 served to clarify the health-for-all vision for the 
twenty-first century and provided the necessary policy guidance for governments. Governments, indeed, had 
a crucial role to play in ensuring equity in development, access to health and mobilization and use of resources. 
He supported the draft resolution contained in resolution EBIOI.R22, the proposed World Health Declaration 
and document A51/5. 

Or CACHIA (Malta) welcomed WHO's shift in attention from policy formulation to policy 
implementation, which would benefit countries in furthering their health policies. It was encouraging that most 
countries either already had a national health policy or were in the process of drafting one. Proper use should 
be made of combined knowledge and resources to avoid isolation. To that end, WHO should serve as a clearing
house for information on health care reforms and health service operational research. Countries could then 
interact to tackle common problems and ensure timely and successful interventions. Malta would continue to 
collaborate with WHO to address global health care needs. 



COMMITTEE A: SECOND MEETING 17 

Mr THOMPSON (Malawi) commended the document, which provided a new message of hope. He 
assumed, however, that a proper postmortem had been conducted of the abandoned Global Strategy for Health 
for All by the Year 2000. Document A51/5 highlighted the link between economic development and health: 
Figure I 0 showed clearly that the mortality rate of children under five varied according to gross national product 
per capita. Economic development liberated resources for investment in health, provided that the necessary 
health policies were in place. The economies of many developing countries were, however, fragile and subject 
to climatic variables. Even though Malawi devoted 16% of its national budget to health, the funds available 
were still inadequate to meet the needs of its population. His Government thus looked forward to the timely 
review of the Constitution and regional arrangements of WHO (Agenda item 27.2). The African Region, and 
sub-Saharan countries in particular, needed more resources to deal effectively with communicable dise.ases such 
as malaria. Document A51/5 complemented the main points of resolution EBIOI.RIO (Regular budget 
allocations to regions). 

Dr PIATKIEWICZ (Poland) supported document A51/5, which set global priorities for the first two 
decades of the twenty-first century and identified 10 global targets to be used as a basis for regional and national 
decisions, reflecting the diversity of needs. Governments should indeed focus on health as the major determinant 
of human development and on designing health systems adapted to people's needs. As stipulated in the policy 
document, actions must be based on equity and solidarity and be guided by ethical principles, involving not only 
equal access to health care, but also improved health equity within and between countries. New basic ideas for 
action had been identified, such as ensuring quality care throughout life and incorporating a gender perspective. 
More emphasis should, however, be laid on family health. 

Health was not merely a commodity to be dispensed, and the battle for health could not be waged by 
health professionals alone; people themselves must want it and must fight for it. Primary health care was thus 
defined as essential health care made accessible at a cost the community could afford and which made use of 
practical, scientifically sound and socially acceptable methods. Even well-formulated, globally accepted health 
policies faced threats, however, from growing pressure on public resources for addressing disease and the 
provision of health services, including essential public health. Those pressures included the combination of 
costly new technologies and new disease patterns, reflected in longer lifespans, increased prevalence of chronic 
diseases, the emergence of new diseases and the re-emergence of diseases once considered well under control. 
Therein lay the challenges for the twenty-first century. The document provided a balanced overview of common 
problems and indicated that health care had become a multisectoral, multidisciplinary and multi-professional 
exercise. Although a State could provide effective protection against many dangers, individuals had a 
responsibility to cultivate a healthy lifestyle, and that depended as much on education as on socioeconomic 
conditions. 

Although fully endorsing the draft resolution contained in resolution EB 1 0 l.R22 and document A51/5 in 
principle, he agreed with previous speakers that further editorial work was required. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the document under 
discussion was of the utmost importance, since it concerned the heritage to be bequeathed to future generations. 
The action proposed for reducing health inequalities between and within countries was fully in line with his 
Government's priorities, as was that for elimination of the health consequences of poverty. The increase in 
maternal mortality rates in some countries and a number of other issues relating to gender inequality were 
matters of grave concern which required action. The document did well to point out that environmental health 
issues would only gain in potency in the twenty-first century. His delegation supported many of the proposed 
actions for building sustainable health systems but joined with others in proposing that document A51/5 should 
be noted and welcomed in principle, but its adoption should be postponed to leave room for future amendments. 

Dr WASISTO (Indonesia) praised the democratic and systematic manner in which the document had been 
drafted and in which the difficulties had been resolved. As a policy tool, it would have a greater impact if more 
of the information contained in graphs, tables, diagrams and boxes were summarized in textual form to enhance 
accessibility. He proposed that the sentence "The original HF A 2000 targets set in 1981 were not supported by 
baseline data." in paragraph 38, although perhaps correct, should be deleted. 
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Dr MELON! (Peru) welcomed the revised health-for-all policy which, despite the need for certain 
refinements, provided an appropriate framework for assessing the historical background of the Organization's 
work and projection of its activities into the twenty-first century. Chapter 3 in particular provided useful 
guidance for governments and international organizations with direct or indirect responsibility for health. As 
had been mentioned by previous speakers, goals set 50 years previously had not, however, been attained: health 
for all by the year 2000 had not yet been achieved, and primary health care had not met with the expected results, 
not for technical reasons or as a result of errors in the documents provided at that time, but through lack of 
political will. There must, therefore, be renewed commitment to health for all, not just on the part of WHO and 
governments but in the form of a new, shared vision. Renewal of the strategy was thus of fundamental 
importance. Peru supported the substantive aspects of document ASl/5 and the draft World Health Declaration 
contained in resolution EB 10 l.R22. The document was to be commended for providing encouragement and 
inspiration for the future. 

Mr KRIEBLE (New Zealand) also noted the important conceptual shift in the document and the emphasis 
on the principle of sustainability. It was vital for WHO to pay more attention to the role of governments in 
health systems development in terms of securing finance, allocating resources, service delivery, regulation and 
leadership, thus providing Member States with robust, sustainable systems that would take them into the twenty
first century. The challenge would now be to move from policy to implementation. Although he was pleased 
with the overall thrust of the document, he suggested that the Health Assembly should be asked to note it rather 
than adopt it, so that the incoming leadership would have an opportunity to reflect on its content. 

Dr ROMUALDEZ (Philippines) observed that his country's commitment to health for all had been 
rewarded by significant improvements in the health of the population, and his Government hoped to sustain 
those health gains into the twenty-first century. As was perhaps appropriate to such a document, it did not 
specifically address certain threats to health. In an age of free markets and globalization, there was a danger that 
economic and commercial considerations would encroach on the core values promoted in the document, 
particularly in the area of the development and dissemination of health technology. One of the key roles of 
government was to ensure a balance between the competing values that affected health. He endorsed the 
document. 

Dr SIKOSANA (Zimbabwe) supported the draft resolution contained in resolution EB101.R22 and 
document ASl/5. The document would have been more useful, however, if it had included an analysis of why 
most countries and developing countries in particular had failed to achieve and build on the goals of health for 
all by the year 2000. Whilst acknowledging the limited success of community participation and intersectoral 
action for health, the document made little mention of strategies to overcome previous shortcomings in the 
implementation of health for all. In particular, some developing countries were facing pressure to add 
community-based care for AIDS patients to their already heavy burden of dealing with the disease. The 
document should not merely provide a theoretical framework but should be flexible enough to give the incoming 
Director-General a free hand to implement her vision of health for all in the twenty-first century. 

Dr AUSTIN (Guinea) said that her country had concentrated on primary health care, especially for the 
mother and the child, in order to attain health for all, obtaining substantial results at every level of health 
coverage. The health services were characterized by strong community participation; a health insurance system 
was envisaged for the poorest. She welcomed the new vision of health for all in the twenty-first century and 
hoped that it would lead to concrete results. In May I997, Guinea had organized a national health forum to 
evaluate the country's primary health care programme. The forum had approved a sectoral health policy for the 
period I998-20 I 0 and had recommended that a I 0-year health development plan be drawn up based on the 
principles of equity, solidarity and sustainability, and on an integrated approach designed to improve the 
planning and management of health services and to define an appropriate framework for priority-setting and 
decision-making. She supported the draft resolution. She concurred with the delegate of China on the 
importance of traditional medicine and treatments, which were used in African countries to complement 
conventional health care. 
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Mr POSANAI (Papua New Guinea) said that the document was precise in its content and futuristic in its 
approach. Although it envisaged a global community with far more advantages as the new millennium dawned, 
it raised concerns that WHO and its health partners could not ignore. Member States should use the experience 
of the past 50 years to safeguard the substantial gains made, to complete unfinished tasks and to enhance health 
potential in the twenty-first century. The chance of making progress was more predictable than it had been 
50 years previously. He supported the call for Member States to mobilize global, regional and national resources 
to alleviate poverty and narrow the gap between rich and poor. In order to safeguard advances in health and life 
expectancy, to complete the task of eradicating diseases such as polio, tuberculosis, leprosy, malaria and 
filariasis and to combat newly emerging diseases and antimicrobial resistance, the globe must share health and 
medical knowledge, expertise and experience, and pool its efforts to provide affordable methods and drugs. 
Investment in training for health professionals and implementation of integrated, disease-specific interventions 
embracing health promotion, prevention, diagnosis, treatment and rehabilitation were especially important in 
the context of decentralization and limited resources. During the twenty-first century, humanity must make a 
collective effort to address poverty, disease, insecurity and fear. If all that were not done, current gains would 
be lost and with them the opportunity for collaboration and positive development. His delegation fully endorsed 
the document and supported the draft resolution. 

Dr EDW ARDS (Trinidad and Tobago) said that his Government was implementing health care reforms 
based on decentralization and primary health care. The Ministry of Health had delegated its authority and the 
responsibility for the day-to-day management of health care facilities to the peoples and communities of defined 
geographical regions, thus encouraging community participation. Health care promotion and other preventive 
measures would ensure the delivery of high-quality health care in an equitable, sustainable manner. He 
supported document A51/5, as the principles and direction it embodied were congruent with the strategies used 
in his country for ensuring health for all in the twenty-first century. He also supported the draft resolution. 

Dr BRYANT (CIOMS), speaking at the invitation of the CHAIRMAN, described the document as an 
excellent policy statement which represented a considerable challenge for WHO and all international and 
nongovernmental organizations directly or indirectly concerned with health. The sections on ethics and equity 
alone would test their resources, ingenuity and commitment. Currently, some 1300 million people were living 
in absolute poverty. Those people and many more were exposed to health risks which they were largely 
powerless to avoid. Their situation illustrated the disparity between the vision of health for all and the reality. 
The factors undermining their health- poverty, social injustice, lack of education, environmental degradation, 
the negative effects of multinational industrial and market forces and the global economy - were mostly 
manmade and, as such, had a moral dimension. They were directly related to the issue of ethical and equitable 
health policies and practices, and efforts to implement such policies and practices were therefore an expression 
of solidarity with those living in deprivation. 

CIOMS had played an important role in bringing ethics to the fore in health policy. It had contributed to 
the relevant aspects of the document before the Committee and was sponsoring activities in developing countries 
aimed at making ethics and equity operational in health. It hoped to continue its long association with WHO 
and to work with the NGO Forum for Health and other nongovernmental organizations, as well as other partners 
such as the pharmaceutical industry, towards the implementation of the health-for-all policy. 

Ms OUL TON (International Council ofNurses), speaking at the invitation of the CHAIRMAN, explained 
that she was also speaking on behalf of the Health Professions International Chief Executive Officers' Network. 
She commended the document and, in particular, its emphasis on social justice, equity, ethics, gender and human 
rights. The attainment of the goals of health for all would require a renewed partnership between the health 
professions and WHO, based on shared vision and leadership, characterized by transparency and accountability 
and driven by clearly defined principles and specific mechanisms for action. The health professions' 
associations must be closely involved in policy making within WHO and in the Organization's work, since their 
members were uniquely placed to implement the health-for-all policy through their work with individuals and 
communities. The complementary role and contribution of those associations to WHO should be maximized. 
They played a crucial part, in particular, in ensuring equitable access to health care. 

It was vital that health professionals possessed health promotion and leadership skills; that need must be 
addressed. Governments, training institutions and associations, as well as WHO, must enhance their human 
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resources planning, for example, by using new technology to provide additional opportunities for distance 
learning. Also, regulation of the health professions must be strengthened if high standards of ethical and 
professional conduct were to be maintained. 

While all health professionals supported reforms consistent with ethical health care standards and such 
principles as the universal right to health, they were concerned that some reform measures might curtail the 
access of disadvantaged and vulnerable groups, such as children, adolescents, women, the elderly and indigenous 
peoples, to essential health services. One of the roles of health professionals was to ensure that the needs of 
those groups were addressed. 

The challenge for all those involved in health was to identify and address needs at the local and regional 
levels which would have to be met in order to attain the global goals set by WHO. Health professionals and their 
organizations would be critically important in that regard. The Council and the Health Professions Chief 
Executive Officers' Network remained committed to the ideal ofhealth for all and hoped to become more active 
partners in bringing that vision to life. 

Dr RAM (World Vision International, NGO Forum for Health), speaking at the invitation of the 
CHAIRMAN, commended the Director-General on the open and participatory approach adopted by WHO 
during the preparation of the policy document and its efforts to involve nongovernmental organizations in that 
process. He welcomed, in particular, the emphasis in the document on social justice, ethics, human rights and 
the gender perspective, and applauded the Organization's commitment to advocacy for health equity both 
between and within countries and to the identification of policies and practices that either supported or harmed 
health. If the policies and strategies outlined in the document were to be properly implemented, it would be vital 
to develop adequate infrastructures so that problems encountered in providing preventive, curative and 
rehabilitative health services, including health promotion, could be addressed. He favoured the creation of a 
global health watch to monitor compliance by governments, nongovernmental organizations and WHO with their 
responsibilities as set out in the document, so that health for all would be not merely a slogan but a reality. He 
noted with satisfaction the Executive Board's recommendation in resolution EB 10 l.R2 that the Assembly should 
include a spiritual dimension in the WHO definition of health. 

Partnership between WHO and nongovernmental organizations would be crucial to the attainment of the 
goal of health for all. He therefore advocated the establishment of a mechanism within WHO for regular 
dialogue with nongovernmental organizations at the global, regional and national levels. Also, WHO needed 
to forge partnerships with a wider range of those involved in health, particularly multisectoral nongovernmental 
organizations whose activities had an impact on health, since many of the determinants of health lay outside the 
scope of the formal health sector. The criteria on which such organizations qualified for entry into official 
relations with WHO should be reviewed and an annual progress report should be prepared on the development 
of links between WHO and nongovernmental organizations. WHO should work with nongovernmental 
organizations towards the full implementation of international instruments as they related to health. 

Although globalization might stimulate economic growth, it was adversely affecting the health of the poor 
of both North and South. WHO should undertake a study on that question and share the results. He hoped that 
WHO would become a voice for those deprived of health. It was important to remember, as the international 
community celebrated the fiftieth anniversary ofthe adoption ofthe Universal Declaration of Human Rights, 
that health was a prerequisite for the full enjoyment of all other human rights. Accordingly, progress must be 
viewed as encompassing improvements both in the material aspects oflife and in quality of life. Finally, there 
was a need for the organizations of the United Nations system to be closer to ordinary people. The NGO Forum 
on Health stood ready to work closely with WHO in partnerships at the global, regional, national and grassroots 
levels to accomplish this. 

Dr SANOU IRA (representative of the Executive Board) welcomed the many positive contributions by 
delegates and their various proposals to enhance the document under discussion. The consensus around the 
health-for-all policy augured well for its implementation. 

The DEPUTY DIRECTOR-GENERAL ad interim observed that delegates seemed to regard the document 
under discussion as a useful framework for the development of global, regional and national strategies for the 
implementation of the health-for-all policy. He was most encouraged by their positive response. It was a hard 
task, in a relatively short document, to incorporate every viewpoint, but WHO was ready to respond to delegates' 
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suggestions. While he could not comment on every point raised during the meeting, two matters required an 
immediate response. It had been suggested that the document neglected the role of traditional medicine. There 
was deep respect within WHO for cultural diversity, including traditional medicine, and the reference in 
paragraph 46 to the importance oftaking into account the variety of systems ofhealth and healing was intended 
to convey that concept. He agreed that sustainable health systems would be a key element in the future success 
in implementing health for all, and chapter 7 was devoted to that question. The main challenge for WHO and 
its partners lay next in putting into practice the ideas contained in the document. He was sure that it would 
provide the future Director-General with a useful framework for implementing the health-for-all policy, without 
preventing her from bringing her own ideas to the process. Given that a framework document, by its very nature, 
must deal with policies, values and principles, it was not possible to elaborate within it on the question offollow
up and implementation, particularly at country level. It was for Member States themselves to decide how they 
would apply and implement the health-for-all policy outlined in the document. 

Dr THYLEFORS (Secretary) observed that there had been universal support from the floor for the draft 
World Health Declaration contained in resolution EBIOI.R22 as it stood. Many positive comments and 
endorsements had been made regarding the adoption of document A51/5, however, a need had also been 
expressed for improvement in its presentation and content. A few delegations had suggested that the document 
should be noted as a framework rather than formally adopted at the present stage. Others had raised the need for 
a clearer link between the draft resolution and the policy document. In an effort to maintain consensus, the 
Secretariat, in consultation with the Chairman, proposed an amendment to the draft resolution by the addition 
of a second preambular paragraph to read: "Recognizing the policy for Health for all in the twenty-first century 
as an enabling framework for implementation," (accompanied by a footnote referring to document A51/5). 

The CHAIRMAN invited delegates to comment on the draft resolution contained in resolution EB 10 l.R22 
as amended. 

Mr BOYER (United States of America) considered the language of the proposed amendment to be too 
decisive and to imply endorsement by the Assembly of the document as the enabling framework for 
implementation. That would deprive it of the openness required for the future Director-General to make her own 
impact on the development of policy. He suggested a delay in resuming the discussion to give delegates time 
to ponder the issue. 

The CHAIRMAN suggested postponing the discussion until the next meeting and invited delegates' 
comments. 

Mr TSUDA (Japan) considered a long discussion to be unnecessary. While the document might not be 
perfect, many delegations had expressed their views and the majority were apparently in favour of endorsing 
it. He therefore hoped that a compromise acceptable to the majority could be reached. 

Dr W ASISTO (Indonesia) wondered whether the Assembly could legally deviate from the agreed agenda 
by postponing the discussion. He supported the comments made by the delegate of Japan. 

Dr STAMPS (Zimbabwe) supported the view expressed by the delegates of Japan and Indonesia, 
considering that a slight amendment to the draft resolution would not restrict the future Director-General's 
freedom of movement. There was no need to postpone the decision, since the document was largely a situation 
report, containing few directives or firm proposals for implementation. 

Mr KERKER (Switzerland) felt that the problem could be solved through a prompt informal discussion, 
rather than the establishment of a formal drafting group. 

Mr LOPEZ BENITEZ (Honduras) expressed the view that, since Member States and the Executive Board 
had participated broadly in the preparation of the document, WHO should not be seen as imposing constraints 
on the future Director-General. The document should, rather, be seen as a general guideline for the health efforts 
of the Organization, the regions and, more particularly, the countries. 
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Mr RAMSDEN (United Kingdom of Great Britain and Northern Ireland) suggested that the second 
preambular paragraph in the draft resolution might be further amended to read: "Recognizing the report Health 
for all in the twenty-first century as an enabling framework for the development of future policy," (footnoted 
to document A5115). This would provide an opportunity for future development of policy based on the 
document and other matters that might emerge subsequently. 

Mr LOPEZ BENiTEZ (Honduras) seconded the proposal made by the delegate of the United Kingdom. 

Mr BOYER (United States of America) supported the delegate of the United Kingdom's proposed 
amendment but suggested substituting "reference point" for "enabling framework". 

Mr TSUDA (Japan), supporting the proposal by the delegate of the United Kingdom, stressed that there 
was no intention to restrict the new management. 

The CHAIRMAN said that, following discussion, a proposal had been made to amend the draft resolution 
contained in resolution EB I 0 l.R22 by the addition of a second preambular paragraph to read: 

"Recognizing the report Health for all in the twenty-first century as a framework for the development of 
future policy" with a footnote to refer to document A 51/5. 

The CHAIRMAN invited the Committee to comment on the proposed amendment. 

There being no comments, the draft resolution contained in resolution EB101.R22, as amended, was 
approved.1 

2. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Documents A51/6, A51/6 Add.1, A51/INF.DOC./2 and 
A51/INF.DOC./3). 

Task force on health in development (Resolution WHA50.23) 

Dr MOREL (representative of the Executive Board) said that Board members had been pleased that many 
task force recommendations had been incorporated into the policy document on health for all in the twenty-first 
century (document A51/5), including the positioning of health within the human rights context, and the 
understanding that investments in health were critical to the development of human resources. The Board had 
been informed that WHO would continue to heed task force recommendations in areas relevant to its policy 
directions. A working group meeting of experts in health and peace initiatives had been held in October 1997. 
WHO was making efforts to demonstrate the relationship between health and human rights as a powerful means 
of revealing underlying inequities and discrimination which often led to differences in health status. Task force 
deliberations in that area had led to an informal consultation on health and human rights in December 1997, 
which had recommended ways for WHO to build or strengthen partnerships and to promote the realization of 
the right to health as well as the progressive realization of other human rights affecting health status and quality 
of life. Board members had been informed that a plan of work was in preparation for the task force and that the 
provision of financial and human resources referred to in resolution WHA50.23 was being explored. 

Dr MAL YCHEV (Russian Federation) praised the activity of the task force in attracting international 
attention to achieving peace through strengthening health, and establishing the concept of the leading role to be 
played by WHO in global health issues. The work of the task force in reinforcing the concept of health as a 
central pivot of human rights and of social and economic development was deserving of full support. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA51.7. 
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Professor OROONEZ (Cuba) said that the task force's work was of the utmost importance for Member 
States and WHO. That could also be said of the work done jointly with the Office of the United Nations High 
Commissioner for Human Rights in the development of a programme on health and human rights for the period 
1998-2000. Health was a key component of development, being a resource, an objective, and an indicator of 
success in development of health systems and policies which met the needs of people throughout their lives. 
The aim should be to guarantee equality of access for all to health services. The goal of health for all should 
be achieved through two policy objectives: whereby health was regarded as a central element of development; 
and a sustainable health system was developed to meet the needs of populations. Health promotion, prevention, 
timely diagnosis and suitable treatment should take account of the social, cultural, political, legal and spiritual 
circumstances in which people lived and worked. That view went beyond a narrow interpretation of the scope 
of the health sector, requiring participation from all sectors. The development of health policy in Cuba was 
directed at strengthening municipalities and several other social and administrative areas at local levels to bring 
about an appropriate broad response to health needs, and lend support to those strategies at provincial and 
national levels. 

Or SA TCHER (United States of America) welcomed the report of the task force, including its focus on 
public health and human rights. He also welcomed the fact that its recommendations had influenced Health for 
all in the twenty-first century (document ASl/5). In the light of its evolving human rights orientation, it was 
important to ensure that the task force's work was coordinated with or received input from the Office of the 
United Nations High Commissioner for Refugees. His delegation urged the task force to include an emphasis 
on participation and community involvement in its health advocacy work, and looked forward to having an 
opportunity to review and comment on its proposed plan of action and to receiving information on its status. 

Mr KHAN (Pakistan) said it was encouraging to note that health was being given increasing importance 
in the development process. His delegation considered that the basic minimum needs approach to the alleviation 
of poverty was the most appropriate mechanism for addressing health as the central element of socioeconomic 
development. The approach had already produced remarkable results in many countries including Pakistan. 
It had been made an important component of Pakistan's national health policy with substantial funding. The 
task force might consider that approach as fundamental in the evolution of the health and development strategy 
for the twenty-first century. The task force might consider launching a concerted initiative to make health a 
central part of the development process; helping Member States to draw up plans of action emphasizing health 
as a women's right; assisting Member States in renewing health-for-all strategies for the twenty-first century; 
reducing inequities in health through health reforms; and increasing collaboration to strengthen cross-border 
activities for control of diseases such as malaria and poliomyelitis. 

Or <;AKMAK (Turkey) expressed support for the crucial role of the task force and welcomed the progress 
made in establishing a link between health and human rights in the development process, and also the 
preparation of a plan of action for the future work of the task force. 

Professor GRANGAUO (Algeria) wanted to draw the task force's attention to the fact that not all Member 
States were at the same levels of technological development, which had increasingly important repercussions 
in terms of the level of technologies used, therapeutic procedures and budgetary choices. The task force should 
take that into account when drawing up its plan of action. 

Mr AOEL (Egypt) expressed support for the task force's work, which he said was of the utmost 
importance for his country. 

Or MOREL (representative of the Executive Board) said that the observations made had been very much 
in line with the comments expressed by the Executive Board in terms of commending the role and work of the 
task force and stressing the role of health in development and the importance of human rights and peace in 
health. 
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Dr HERRELL (Health Policy in Development) thanked the Committee for their comments and 
suggestions, which would be taken into consideration in future work. She assured the Committee of the task 
force's commitment to implement the recommendations, and further, to evaluate that implementation. 

The CHAIRMAN took it that the Committee wished to note the report on the activities of the task force 
on health in development contained in document A51 /6. 

It was so decided. 

Prevention of violence (Resolutions WHA50.19 and EB1 01.R23) 

Dr MOREL (representative of the Executive Board) reported that following the Treaty on the Prohibition 
ofLandmines signed in Ottawa in December I997, WHO had defined priority areas for its intervention. Those 
proposals had subsequently been approved by the Executive Board and were now submitted to the Health 
Assembly for endorsement. The draft resolution contained in resolution EB I 0 1.R23 gave WHO the mandate 
to provide guidance on public health-related matters with particular reference to contributions to the United 
Nations consolidated action of peace-keeping operations. 

Regarding the implementation of the WHO plan of action on violence and health which had been endorsed 
by the Fiftieth World Health Assembly under resolution WHA50.19, steps had been taken to establish and 
strengthen institutional networks through WHO collaborating centres. The specific activities of the plan had 
been developed under the aegis of those centres. Financial resources had still to be mobilized in order to give 
full effect to the plan. He invited the Health Assembly to consider the draft resolution contained in resolution 
EB 10 1.R23 on concerted public health action on anti-personnel mines. 

Mr KERKER (Switzerland) said that anti-personnel mines jeopardized the lives of men, women and 
children in more than 70 countries. Given those circumstances, the international community had a responsibility 
to take action, and the impetus so to do had been considerably strengthened in recent months. Governments and 
nongovernmental bodies alike, supported by public opinion, had managed to make remarkable progress in 
control measures against those weapons, giving rise to fresh hope. However, it had not been possible to achieve 
uniform progress; the adoption of the Ottawa Convention on the Prohibition of the Use, Stockpiling, Production 
and Transfer of Anti-Personnel Mines and on their Destruction, in September 1997 had represented a significant 
step forward. He urged all Member States to ratify that important instrument. He stressed that the momentum 
of the Ottawa Convention must be kept alive. To that end, close cooperation within the international community 
was essential and Switzerland was ready to play its part. There were steps that could be taken, in the meantime, 
such as assistance to victims of landmines and de-mining projects. Switzerland would be pleased to share its 
experience, specifically in relation to humanitarian assistance to victims of landmines by way of immediate 
emergency assistance, intermediate medical treatment and, in the longer term, social and economic reintegration 
of victims. Those aspects would involve many diverse elements being brought together for the good of the 
injured party. 

Mr ADEL (Egypt), focusing his remarks on the plan of action, said that, in the view of his delegation, the 
draft resolution failed to incorporate one of its most important goals: de-mining. In that area, prevention was 
one ofthe most important objectives for securing public health. The plan of action should include advocacy by 
WHO in relation to de-mining. Prevention would preclude having to deal with the human suffering that anti
personnel mines inflicted as well as the need for the treatment and rehabilitation of victims. 

Mr SILBERBERG (Germany) said that his Government attached great importance to the problem of anti
personnel mines and the respective public health action. It therefore fully supported the public health aspects 
of the draft resolution contained in resolution EB I 0 l.R23 whilst regretting that it had not been possible to 
formulate operative paragraph 5 in a way that would be acceptable to all. As paragraph 5 of the resolution dealt 
with a controversial problem of international law, his delegation was of the view that WHO was not the 
appropriate body to debate that issue. Germany could not therefore associate itself with operative paragraph 5 
of the draft resolution. 
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Mr RAMSDEN (United Kingdom of Great Britain and Northern Ireland) associated his delegation with 
many of the concerns of the cosponsors of the draft resolution in relation to the need for concerted public health 
action on anti-personnel mines. The proposed text of the resolution was badly flawed in one important respect: 
the provisions of operative paragraph 5 regarding landmine clearance. Furthermore, landmine clearance was 
not a matter on which WHO should take a lead; policy in that area was the responsibility of other parts of the 
United Nations system better technically qualified for the task. For the same reasons, his delegation warmly 
welcomed the way in which the plan of action described in document A51/6 concentrated on those areas where 
the Organization could add value. The concerns expressed in paragraph 5 on landmine clearance had been fully 
dealt with in the Ottawa Declaration of 1996, its text having been fully elaborated by experts in Iandmine 
clearance of 120 Member States. 

The language of the Ottawa Declaration which could have commanded consensus among delegations at 
the Health Assembly, should have been included in the draft resolution in paragraph 5; the current language had 
been the result of an amendment adopted by a narrow majority in the Executive Board. He noted that many of 
those countries who had been most active in promoting the amendment had not been signatories of the Ottawa 
Convention. His delegation urged those countries, and all Member States, to sign and ratify the Convention as 
the basis for effective action. 

Although the United Kingdom fully supported the aims of the resolution, it would not be able to support 
the text while paragraph 5 remained and his Government would not be bound in any way by its provisions. It 
would continue to work with the United Nations, and with other Member States to combat the worldwide 
scourge oflandmines. Its strategy would be to focus its support on clearance-related activities in low-income 
heavily mine-polluted countries, thereby helping to reduce the social and economic impact of landmines on 
vulnerable communities. 

Or BLOUNT (United States of America) welcomed the fact that the plan of action regarding prevention 
of violence had been tailored appropriately to public health issues and had confined itself to WHO's sphere of 
competence. His delegation also welcomed the plan of action regarding anti-personnel mines and believed that 
all five categories described in the plan fell within WHO's competence. However, his delegation shared the 
concern expressed by others that operative paragraph 5 of the draft resolution exceeded that remit. While 
landmines certainly had significance for public health, particularly in regard to preventive strategies as well as 
treatment and rehabilitation, it was doubtful whether WHO should address itself to the question of the 
destruction of anti-personnellandmines or the clearance of minefields. 

Ms RINKINEV A-HEIKKILA (Finland) said that her Government was actively contributing to the relevant 
United Nations bodies in order to strengthen the global effort in the field of landmine clearance and warmly 
welcomed the plan of action which addressed the effects of anti-personnel mines. Her delegation would join 
the consensus on the draft resolution with the following amendment to operative paragraph 2: "URGES all 
Member States signatories to the Convention to ratify it as soon as possible". Such clarification was necessary 
because no ratification could take place unless preceded by signature. 

The meeting rose at 17:30. 
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1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (continued) 

Prevention of violence (Resolutions WHA50.19 and EB101.R23) (continued) 

Mrs EMOND (Canada) thanked WHO for the measures it had taken since the previous Health Assembly 
to implement its plan for the prevention of violence, particularly within the Organization and by the creation of 
a network of centres working with WHO. The publication of information documents on the prevention of 
violence in schools and against women, two areas of priority, deserved mention. If Montreal were chosen to host 
the international conference on injury prevention to be held in 2002, Canada would extend a welcome to all. 
In implementing its plan for concerted public health action on anti-personnel mines, WHO should work very 
closely with other partners such as the International Committee of the Red Cross and UNICEF. In a spirit of 
consensus, Canada endorsed the draft resolution recommended by the Executive Board in resolution EB 10 l.R23. 

Dr KAN Xuegui (China) observed that his Government had always attached great importance to 
humanitarian concerns about anti-personnel mines. China was willing to participate in international de-mining 
efforts, by offering training in mine clearance and by supplying equipment and would ratify the amended 
Convention on Prohibitions or Restrictions on the Use of Certain Conventional Weapons which May Be Deemed 
to Be Excessively Injurious or to Have Indiscriminate Effects, which referred to anti-personnel mines, as soon 
as possible. His country would continue to work with others to find appropriate solutions. 

Mr HUBERT (Israel) expressed Israel's support for international efforts to prevent the use of anti
personnel mines, the victims of which included United Nations peacekeeping forces and humanitarian aid 
workers. WHO's extensive experience was indispensable for helping countries in the rehabilitation of mine 
victims and in education for injury prevention and control. Since 1996, Israel had provided financial aid and 
personnel for UNICEF's mine awareness project in Angola, focusing on community education, surveillance of 
accidents on the basis of information supplied by health facilities and monitoring awareness. Cooperation was 
continuing, and mine awareness programmes were reaching an increasing number of people through UNICEF's 
existing infrastructure in the field. Israel was willing to increase its involvement at the international level in the 
rehabilitation of landmine victims, drawing on its own experience, and in the form of training and scientific 
research collaboration. 

Mr SCHIA VONI (Italy) expressed doubts about the advisability of including operative paragraph 5, since 
that paragraph was of a political nature and did not fit the purpose of the resolution. In a spirit of consensus, 
however, he endorsed the draft resolution. 

Dr ROSALES (El Salvador) reported that his country had set up a programme for preventing violence 
against women and children within the family. With the assistance of the Government of Sweden it was tackling 
organized youth violence in the heavily populated areas of San Salvador and in the northern provinces ofthe 
country, which had been badly affected by armed conflict. He endorsed the draft resolution. 

-26-
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Professor AKIN (Turkey) congratulated the Director-General on the prompt action that had been taken 
after the Forty-ninth and Fiftieth Health Assemblies on a hitherto neglected problem. The production of an 
information package on violence against women had been of particular assistance to her country. Work should 
continue to raise sensitivity to the issue. The media had a major role to play in preventing violence. With 
community support, Turkey had recently initiated a campaign to discourage violence in the media, especially 
on television. It was a sobering thought that, 50 years after the Declaration of Human Rights, a subject of such 
fundamental importance was only just being tackled. In order to combat violence, which affected the vulnerable 
groups of women and children in particular, multisectoral, integrated approaches were desirable. More data 
were needed to evaluate the effectiveness of interventions. Health personnel, who had hitherto dismissed 
violence as a problem beyond their remit, were becoming more aware of the problem, in no small part owing 
to the role of WHO. She hoped that WHO would continue its work on the issue. The key was to improve the 
status of women and children in society. 

Dr LEFAIT-ROBIN (France) congratulated WHO on its action in the prevention, management and 
rehabilitation of victims of anti-personnel mines. She also had reservations about operative paragraph 5 of the 
resolution, which did not reflect the mission of WHO but that of other United Nations agencies or other 
international organizations. With the exception of that paragraph, she whole-heartedly endorsed the resolution. 

Mrs NESTERENKO (Russian Federation) supported the basic humanitarian thrust of the resolution; 
however, it contained a political section which was unnecessary, falling as it did within the purview of sovereign 
states. The political aspects of the issue of de-mining were the prerogative of the General Assembly of the 
United Nations, the Security Council and the United Nations Disarmament Conference. Her delegation was 
willing to have the resolution approved by consensus, on condition that operative paragraph 2 be amended to 
read: "URGES all Member States to strive for progress in achieving the target of complete prohibition and 
destruction of anti-personnel mines;". 

Mr KURODA (Japan), whilst fully endorsing the main thrust of the resolution, shared the concern of 
France and other countries about operative paragraph 5. Mine clearing should be dealt with, not by WHO, but 
by a more competent forum. 

Mr KARA-MOSTEPHA (Algeria) noted that, with the support of WHO and UNESCO, in 1997 Algeria 
had hosted an international symposium on contemporary forms of violence and the culture of peace. The final 
declaration of the symposium, the "Declaration of Algiers", stressed the need to establish an international 
network and regional reference points for the collection and analysis of data and the exchange of experience on 
the phenomena of violence, their treatment and prevention. In that context, Algeria hoped to contribute to the 
emergence of a true culture of peace. On the threshold of the twenty-first century, action was required. The only 
possible response was to invest in peace by preventing violence and by ensuring the basic human rights to 
education, access to health care, freedom of thought and the availability of a job and decent housing. He 
reiterated the readiness of his country to work hand in hand with the United Nations and its specialized agencies, 
especially WHO and UNESCO, and with other countries in a universal effort to establish a culture of peace, not 
as an empty declaration of principle but as a tangible reality. 

Dr ALVIK (Norway), whilst supporting the resolution, proposed that operative paragraph 2 be amended 
to read: "URGES all Member States to sign and ratify the Convention on the Prohibition of the Use, 
Stockpiling, Production and Transfer of Anti-personnel Mines and on their Destruction as soon as possible;". 

Mrs RODRiGUEZ DE F ANKHAUSER (Guatemala) observed that the civilian population of her country 
had had first-hand experience of the effects of anti-personnel mines for over 36 years, and her delegation could 
not do otherwise than support the resolution. 

Professor PICO (Argentina) said the issue under discussion should be a permanent concern of WHO and 
of its regional offices. He supported the resolution but nevertheless allied himself with the comments on 
operative paragraph 5 made by the delegates of France and Japan. 
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Mrs CASSAM (UNESCO) said that for more than 50 years her organization had endeavoured to promote 
dialogue, international understanding, human rights, tolerance, non-violence and peace, in accordance with the 
principle that, since wars were born in the minds of men, it was in the minds of men that the defences of peace 
must be created. UNESCO and the entire United Nations system had made 1995 the International Year for 
Tolerance, while the year 2000 had been decreed by the United Nations General Assembly as the year of the 
culture of peace and non-violence. The United Nations should show fresh determination in and devote increased 
resources to its fundamental task of protecting future generations from the scourge of war. If that aim were to 
be achieved, the institutional structures and manifestations of war and the deep roots of the culture of violence 
must be transformed into a culture of peace. 

On the threshold of the twenty-first century, the transition from a culture of war to a culture of peace had 
been given priority by UNESCO at many levels. The culture of peace emphasized values, attitudes and forms 
of behaviour reflecting and promoting solidarity, mutual understanding and sharing, since it was based on the 
principles of freedom, justice and democracy, respect for human rights and tolerance. In rejecting violence, such 
values prevented conflicts at their source by tackling their causes and solving problems by means of dialogue 
and negotiation, while enabling people to exercise their full rights and to participate fully in the development 
of their societies. 

The promotion of a culture of peace was such a broad and ambitious undertaking that it could be achieved 
successfully only if it were given priority by the whole United Nations system. Education, in the broadest sense 
of the term, was the main means of intervention and should be accompanied by action to promote social justice 
and sustainable development. Each agency in the United Nations system would contribute to the preparation 
and conduct of the year of the culture of peace and non-violence. In that regard, UNESCO and WHO had 
established an international centre for the study of the promotion of a culture of peace and research into 
contemporary forms of violence in Algeria, a country that had been ravaged by violence. The important question 
was how to help the victims, how to rehabilitate them and reintegrate them into normal social life and how to 
avoid similar outrages in other countries. Those matters had been raised at an international meeting held in 
September 1997, which had given rise to the project. It had received the support of the Algerian authorities, 
which had approved the international scope of the undertaking, initially focused on the Mediterranean region. 
WHO and UNESCO were currently working with the Algerian authorities to define the future activities of the 
centre, the work of which should benefit not only Algeria and the Mediterranean region but also the entire 
international community, since it represented a form of interagency cooperation against violence and for a 
culture of peace. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the CHAIRMAN on behalf 
of women in the 78 countries affiliated in her organization, said that it was a privilege to be a partner of WHO 
in the promotion of general well-being by raising the awareness of governments, nongovernmental 
organizations, societies and citizens of the interrelationship between individuals, the environment and 
development and of such issues as gender, the socioeconomic and educational status of women, human rights 
and violence. 

It was difficult to assess the prevalence of violence, largely because ofunderreporting, which was due to 
trauma, shame, feelings of guilt, fear of reprisals and of punishment and to the stigma attached to victims in 
many societies, where they were considered to be the ones to blame. There was nevertheless sufficient evidence 
that violence in general and against women in particular had become a pandemic. The International Council 
of Women was 110 years old, and its records contained resolutions on child labour, the sexual exploitation of 
children, and especially girls, violence against women, including genital mutilation, and on women and 
HIV I AIDS. The growing awareness of violence had resulted in a range of initiatives for dealing with the 
problem at almost every level of society. Nevertheless, each year thousands of women throughout the world 
were tricked, forced and coerced into slavery or into prostitution; tens of millions of children had been forced 
to work in the sex industry, and more than 120 million women had undergone genital mutilation. It was 
extremely difficult to cure violence. Innovative, more effective, outcome-based efforts must be made by 
governments under the auspices of WHO and other United Nations agencies. 

Trafficking in women was a form of human rights abuse and should be declared a crime against humanity 
in all countries. Member States should prove that they had established effective legislation against trafficking 
in women, all forms of violence against women and indeed violence in general. Violence could not be dealt with 
in isolation. In collaboration with nongovernmental organizations, WHO should give priority to the prevention 
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of violence, beginning with the young and then at all levels of society. Children should be taught to listen to 
each other, engage in dialogue rather than argument and to respect one another, be they male or female. Young 
people should be encouraged to participate in appropriate programmes. In the smallest unit of society, i.e. the 
family, emphasis should be placed on the rights and responsibilities of each member, and mutual respect should 
be engendered between spouses, parents and children and children and grandparents. Introduction of human 
rights into daily life could contribute to equality in the future. If young children and adolescents learnt to cope 
with stress within the educational system, they might not seek solutions such as alcohol and drugs, which 
contributed to domestic and other forms of violence. She knew that WHO shared such goals, and her 
organization appreciated the initiatives undertaken to date to support the welfare of women. She pledged 
continued cooperation with WHO. 

Ms BLOKZIJL (International Physicians for the Prevention of Nuclear War), speaking at the invitation 
of the CHAIRMAN, recognized the urgent need for de-mining and commended the draft resolution on anti
personnel mines. Physicians and health care workers were committed to protecting life and promoting health; 
the Organization's social and moral responsibility thus extended to the prevention of injury and death caused 
by instruments of war. Anti-personnel mines were a particular affront to physicians, as they caused the most 
terrible, painful, complex injuries imaginable. In addition, most countries affected by mines did not have the 
medical resources to provide the necessary care and treatment; provision of such capability was not simply 
desirable but was desperately needed. She commended WHO on its plan to strengthen the capacity of mine
plagued countries to survey and assess mine incidents, to promote awareness and education and to provide 
treatment and rehabilitation, as well as for its plan to establish an integrated database on the public health aspects 
of the use of mines. Surveillance, data collection and analysis must go hand-in-hand with direct action. The 
International Physicians for the Prevention of Nuclear War wished to join WHO in urging all Member States 
to ratify the Convention on Prohibitions or Restrictions on the Use of Certain Conventional Weapons which May 
Be Deemed to Be Excessively Injurious or to Have Indiscriminate Effects, to incorporate mine-injury prevention 
and victim assistance as a priority in their national health plans and to offer immediate support to the proposed 
plan of action. The road to eliminating anti-personnel mines was long and treacherous; action should be taken 
as a matter of urgency, since with each hour the death toll rose in more than 70 countries around the world. 

Dr JORGENSEN (Medical Women's International Association), speaking at the invitation of the 
CHAIRMAN, said that violence against women was a serious health risk to both the victims and their families, 
and the WHO public health approach to violence should be congratulated. The many forms of violence against 
women violated their human rights, impeded their development and ensured their position as subordinates. 
Women were abused in the streets, at work and in many other places, but, although society condemned such acts, 
it ignored or even condoned violence within the home, of which 95% of the victims were women. Such cases 
were often hidden: women did not dare break their silence because of shame or fear and the mistaken belief that 
the violence would not recur. It occurred in all cultures and across all social classes and levels of education; 
it had been estimated that one in every three to four women were victims of domestic violence, although the 
actual number might be higher as incidences were underreported and too little research was being done. It 
affected both physical and mental health, including sexual and reproductive health, causing serious morbidity 
and even mortality. 

Children who witnessed domestic violence suffered from increased anxiety and psychosomatic illnesses 
and performed less well in school. They could in fact become the next generation of violent individuals or 
victims. Too often, health problems resulting from violence in the home were not recognized, and the 
unidentified victims became repeated users of their countries' already overburdened health systems. They often 
received inappropriate treatment, as they dared not reveal the true cause of their health problems. A study in 
the United States had shown that when health professionals were trained to talk to women, identification rose 
from 5% to 30%. 

Urgent action was therefore required in all Member States, which should include increasing the awareness 
of health care professionals, policy-makers and legislators of the serious health consequences of violence to 
women and their children; training and education of health care professionals to recognize, care for, support 
and refer victims of domestic violence; research to establish the incidence and causes of domestic violence; 
development of guidelines to identify victims of domestic violence for use in primary health care, emergency 
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units and gynaecological departments; collaboration between nongovemmental organizations, WHO and other 
relevant United Nations agencies; and programmes to counsel, educate and reorientate abusers. 

Dr THYLEFORS (Secretary) noted that although reservations had been expressed regarding operative 
paragraph 5 of the draft resolution, all of the speakers had said that in the interests of achieving a consensus they 
were willing to adopt the draft resolution. The delegate ofNorway had proposed that operative paragraph 2 be 
amended to read "URGES all Member States to sign and to ratify the Convention on the Prohibition of the Use, 
Stockpiling, Production and Transfer of Anti-personnel Mines and on their Destruction as soon as possible". 
The delegate of the Russian Federation had proposed that the entire paragraph be replaced by the following: 
"URGES all Member States to strive for further progress in the implementation of the goal to complete the 
prohibition and liquidation of anti-personnel mines". That wording would slightly amend the commitment 
expressed. 

Ms HUTTU-JUNTUNEN (Finland) proposed a further amendment to operative paragraph 2 to clearly 
distinguish Member States that were signatories of the Convention. The paragraph would thus read "URGES 
all Member States signatories to ratify the Convention on the Prohibition of the Use, Stockpiling, Production 
and Transfer of Anti-personnel Mines and on their Destruction as soon as possible". She suggested that the 
proposal of the Russian Federation be placed as a preambular paragraph to the resolution. 

Dr AL VIK (Norway) considered that the amendment proposed by the delegate of Finland would weaken 
the text, as it would address only those countries that had signed the Convention. Her original proposal also 
sought to address those countries which had not signed it. She therefore maintained her amendment. 

Ms MAZUR (Office of the Legal Counsel) said that, in accordance with Rule 67 of the Rules of Procedure 
of the World Health Assembly, the Committee should proceed first to vote on the amendment that was furthest 
removed from the original text, and so on, until all the amendments had been put to the vote. Only after all of 
the proposed amendments had been considered should the Committee address the proposed resolution as a 
whole. 

The CHAIRMAN invited the Committee to vote by show of hands on the amendments. 

The proposal by the delegation of the Russian Federation to replace operative paragraph 2 was 
rejected by 61 votes to two, with 10 abstentions. 

The proposal by the delegation of Finland to amend paragraph 2 was rejected by 63 votes to four, 
with seven abstentions. 

The CHAIRMAN invited the Committee to vote by show of hands on the amendment proposed by the 
delegation of Norway, which sought to add the words "sign and" after the words "URGES all Member States 
to". 

The proposal by the delegation of Norway was adopted by 64 votes to four, with eight abstentions. 

Mrs NESTERENKO (Russian Federation) stated that, although her delegation could not agree with the 
proposed wording of operative paragraph 2 of the draft resolution, it was prepared to approve the resolution as 
a whole in order to achieve consensus, subject to the reservation that the Russian Federation would not consider 
itself bound by the provisions of paragraph 2. 

The draft resolution, as amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA51.8. 
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Mr SILBERBERG (Germany) and Mr HUBERT (Israel), explaining their votes, reiterated their 
reservations with respect to operative paragraph 5. 

2. FIRST REPORT OF COMMITTEE A (Document A51/35) 

Professor A YUB (Pakistan), Rapporteur, read out the draft first report of Committee A. 

The report was adopted.1 

Or Krag took the Chair. 

3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (resumed) 

Health systems development (Resolution WHA50.27) 

Dr SANOU IRA (representative of the Executive Board) said that implementation of resolution 
WHA50.27 consisted largely of collaboration with establishments carrying out research on health systems in 
developing countries and those providing training to countries in the Non-Aligned Movement. A previous 
resolution (EBlOO.Rl) had called for a global initiative for health systems development to increase awareness 
at the country level, to elicit appropriate support from WHO and other international bodies and to strengthen 
partnerships with other multilateral and bilateral agencies active in the field of health systems development. 

The Executive Board had expressed satisfaction that the health-for-all strategy accorded great importance 
to sustainable health systems. It had emphasized the need to consider the global initiative as an Organization
wide effort in which many programmes would participate at different levels. As many organizations and 
institutions were now involved, a common policy should be developed for inter-institutional cooperation under 
the leadership of WHO, to ensure that the contributions of the various bodies and donors at the country level 
corresponded to the health systems development strategies of the countries and their health-for-all policies. The 
Executive Board had noted, however, that headquarters did not have the resources to implement a coherent 
programme in this field. The major health sector reforms being implemented in many countries should be taken 
into account. The Board had proposed that a report should be submitted at its next session describing the global 
initiative for health systems development and containing a detailed plan of action for its implementation. 

Dr c;AKMAK (Turkey) said that in order to meet health and other needs in a rapidly changing world, 
governments had to restructure their health systems; health reforms were thus on the agendas of most countries. 
Those responsible for health systems development must be able to identify problems and evaluate alternative 
solutions. Improving the institutional capacity for reform management at country level increased the efficiency, 
effectiveness, accessibility and equitability of available health services. WHO must provide guidance to 
countries undertaking health reform in the face of challenges such as globalization and privatization. He 
supported WHO's programme on health systems development. 

Commenting upon the statement in the report to the effect that the Organization had been providing 
support to countries "on demand", he said that WHO should not wait until demands were received; it must be 
proactive in its approach. In that respect, WHO was lagging behind other international agencies. Close 
collaboration with external agencies and nongovernmental organizations was needed. 

Mr HUBERT (Israel) concurred with the statement in the report that health systems development 
encompassed many aspects. Finding a definitive model for health systems management would therefore be 

1 See page 147. 
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difficult. Cooperation and collaboration were important, and establishing a database at the Regional Office for 
Europe seemed to be an appropriate approach. If WHO were a major clearing-house for information, it would 
have access to all relevant data for use in collaboration with other research facilities and policy-makers. By 
participating in information exchange and research collaboration, the Organization and Member States would 
be in a position to develop strategies, plans of action and generic national policies that could be used by Member 
States to achieve efficient organization and management of all medical, ancillary and support services whilst 
maintaining high-quality resources and low-cost services. He supported resolution WHA50.27. 

Dr AKHTER (United States of America) said his delegation had been encouraged by the remarks of the 
Director-General elect in her acceptance speech and believed that under her guidance WHO could formulate a 
health systems development initiative, with strategic roles for headquarters, regions and country programmes, 
recognizing the need for a data-sharing mechanism. WHO must recognize and address the need for changes in 
culture and attitude, including attention to changes in staff profiles that would enable the Organization to address 
health systems development, such as a departure from the focus on single diseases. Technical capacity was 
needed at WHO to advise countries in the fields of quality of care, quality assurance, assessment of health care 
technology, financing of health care and other areas as health systems changed throughout the world. Health 
systems development was essential, not only for carrying out public health functions, but also to realize the goal 
of health for all in the next century. 

Dr MAL YCHEV (Russian Federation) said that his delegation had long emphasized the need for health 
systems development. A series of resolutions had been adopted on the question since the Thirty-first World 
Health Assembly in 1978, but health reforms being carried out in many countries made it an even more pressing 
priority for WHO. His delegation noted with satisfaction the work done by WHO during the past year, including 
the activities of the external advisory group and the orientation of future work proposed in resolution 
WHA50.27. It would be important to analyse the effectiveness of the Organization's efforts in the field. 

Dr MELONI (Peru), said that the orientations described by the Director-General elect would lend 
momentum to work in the field ofhealth systems development. In the context ofthe reforms of national health 
systems being carried out in many countries in the Region of the Americas, both the financing ofhealth systems 
and services and institutional aspects should be emphasized. Action must be accompanied by analysis and 
further development in specific areas, for example, the operational implementation of national and vertical 
programmes. The importance of those initiatives within the framework of sustainable systems had been 
underscored on previous occasions. New ways of working should be considered, based on local and national 
experience, which would reflect national differences in, for example, available resources. 

Ms W ANGMO (Bhutan), commended the work being carried out in regard to health systems development, 
which cut across all programmes. Her delegation had yet to scrutinize the proposal and recommendations of 
the external advisory group, but it appreciated the steps being taken to strengthen partnerships with other 
organizations. Further consultation might be needed, and concrete proposals with regard to regional and global 
conferences would be welcomed. 

Dr VIOLAKI-P ARASKEVA (Greece) said that it was well-known that the development of health systems 
in different countries depended largely on their capacity to do so. The role of WHO should therefore be to 
support countries by offering substantial assistance at all levels. Health systems development was essential, and, 
in that respect it would be important to establish a global reference centre. 

Mr KANEKO (Japan) said that WHO should develop health systems appropriate for developing countries 
in cooperation with bilateral and multilateral aid agencies, development banks and donor countries. His 
Government would be willing to share with WHO its experience with an initiative to promote development of 
the essential systems and human resources for health and welfare. Under that initiative, a meeting on social 
policies had been held among countries of East Asia, and seminars on health and welfare policies had been held 
in Egypt, Ghana and Mongolia. He stressed the need for close information exchange between health ministries 
and endorsed the approach proposed in document A51 /6. 
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Mr THIERS (Belgium) stated that his Government intended to give significant support to the centre for 
the analysis of health policies that had been mentioned by the delegate oflsrael, which he anticipated would be 
created within the European Region. 

Or MALEFOASI (Solomon Islands) said that his delegation wished to join other speakers in supporting 
resolution WHA50.27. His country and other Pacific nations were young in most aspects of their development, 
experiencing numerous constraints in many areas of health systems development, particularly the national 
capacity to cope with internal and external health challenges. Partnership in health systems development was 
essential in developing countries. 

Or MAJOOR (Network of Community-oriented Educational Institutions for Health Sciences), speaking 
at the invitation of the CHAIRMAN, recalled that the Forty-eighth World Health Assembly had urged Member 
States to support efforts to improve the relevance, quality and cost-effectiveness of medical educational 
programmes and the contribution of medical schools to the implementation of changes in health care delivery, 
and to reform basic education to take account of the contribution made by general practitioners to primary health 
care oriented services. The way in which health professionals were trained could have a considerable impact 
on health service delivery, provided functional partnerships were built between educational institutions, health 
care providers and the communities to be served. Consequently, educational institutions for health professionals 
must be prepared to adapt their training programmes to the changing needs of health systems, and to sensitize 
undergraduates to the necessity for social accountability in health systems. Programmes should be reoriented 
towards interdisciplinary and community-based training, and health staff should be trained for new functions, 
such as health education. 

His organization had accumulated useful experience in that respect over the past 20 years and was ready 
to advise governments, health education officials, health providers and health training institutions on how to 
adapt their programmes to current needs and future demands. It was time to plan concrete actions to implement 
resolution WHA50.27. 

Or KONE-DIABI (Assistant Director-General), thanking delegations for their interest in the development 
of health systems, said that the impetus given by the Director-General elect would place WHO in a position to 
respond creatively to the development of an equitable, sustainable national health systems that would benefit 
those in greatest need. 

The CHAIRMAN asked whether he might take it that the Committee wished to note the report of the 
Director-General. 

It was so decided. 

Cross-border advertising, promotion and sale of medical products through the Internet 
(Resolutions WHA50.4 and EB101.R3) 

Or SANOU IRA (representative of the Executive Board) said that in accordance with resolution WHA50.4 
the Director-General had convened an ad hoc working group to review the implications of the resolution and 
report back to the Executive Board. The working group had met in Geneva on 3-5 September 1997, and its 
report and draft resolution had been considered by the Executive Board in January 1998. The Board had 
recognized that the cross-border nature of the Internet created considerable problems with regard to medical 
products, since the relevant Jaws could differ from one State to another, and products could be classified 
differently. In most cases, the law required that the quality, safety and effectiveness of such products be 
evaluated by a health authority before they were put on the market. With the advent of the Internet, however, 
information on all kinds of medical products, whether scientifically evaluated or not, had become accessible to 
the public, even in countries where direct promotion of prescription medical products was not permitted. The 
information on the Internet covered a very wide range of medical products, ranging from fraudulent or 
counterfeit goods offered by charlatans to nutritional supplements, medicinal (including biological) products, 
medical equipment and diagnostic and veterinary products. The Board had therefore decided to use the general 
term "medical products" in the draft resolution. 
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Dr AKHTER (United States of America) said that his delegation fully supported the draft resolution, 
which contained useful recommendations for governments, consumers, health professionals, industry and WHO. 
Its implementation by various groups should help reduce the inappropriate and fraudulent sale, promotion and 
advertising of medical products on the Internet and serve to educate the public on using the Internet most 
effectively. 

Dr HUR (Republic of Korea) noted the many barriers to use of the Internet in global health. Account 
should be taken of differences in regulations and customs duties on imported medical products among Member 
States and differences in guidelines on electronic commercial transactions. In his country, whereas 
electronically ordered industrial products costing less than US$ 3500 could be imported with permission from 
the regional governor, all medical products - including drugs, whether generic or prescription - required such 
permission in the interests of safety, whatever their cost. It was becoming clear to them, however, in view of 
the enormous increase in electronic transactions, that their guidelines should be modified. 

Regulation was not the answer for the advertising and promotion of medical products. Searching for such 
advertisements on the Internet was extremely difficult, and it was not a cost-effective way of finding those which 
violated the regulations governing the press in most countries. It might be legal to advertise a generic drug in 
one country and illegal in another. Existing laws or regulations could, to a certain extent, cope with the import, 
export and domestic consumption of medical products ordered on the Internet, but more detailed guidelines on 
the advertising of medical products, given concerns over safety and over drug abuse, should be included in the 
draft resolution. 

Dr KORTE (Germany) said that his delegation supported the draft recommendation elaborated by the ad 
hoc working group, which had adopted a comprehensive cross-border approach to controlling the dangers arising 
from the Internet. Owing to the fact that the laws of Members States applied only to their own territory, 
however, the Executive Board had felt obliged to amend the resolution drafted by the working group by deleting 
proposals that would be effective beyond national borders. That was a regrettable development, since it diluted 
the original draft resolution. Although his delegation would have preferred the original draft, it would support 
the amended draft resolution, since all Member States had been requested to cooperate closely. The need for 
intensive cross-border cooperation was adequately reflected in the draft resolution, even if only in general terms. 

Dr LEVENTHAL (Israel) said that the Internet gave the individual a sense of entering a huge library or 
a global medical product supermarket; the latter constituted a threat: the draft resolution underestimated the 
capacity of people to use the Internet for unethical or illegal purposes. Cyberspace did not exist; the data 
contained on the Internet in fact existed on a hard drive, and computers were transportable; the issue therefore 
arose of when and how cross-border advertising occurred. He suggested, with reference to operative 
paragraph 3(5), that WHO could publish guidelines on regulatory action to deal with the new challenges that 
had arisen. As every State faced the same problems, uniform guidelines could be formulated. 

Dr VAN ETTEN (Netherlands) said that his delegation was pleased with the outcome of the work of the 
ad hoc working group and fully supported the draft resolution. It was also prepared to take part in follow-up of 
the initiative. 

Professor GRANGAUD (Algeria) said that, although his country had so far little experience of the 
problems of information transmitted by the Internet, it was extremely vigilant in the control ofmedical products 
and was aware of the risks posed by fraudulent advertising. His delegation therefore supported the draft 
resolution. 

Dr SULEIMAN (Malaysia) suggested that WHO should facilitate the development of a standard 
information system to provide global access to accurate, unbiased and authoritative information on medical and 
health products. Member States, meanwhile, should actively educate their people on how to access such 
information. His country intended to seek regional cooperation with fellow ASEAN countries via the ASEAN 
Conference on Technical Cooperation among Developing Countries in harmonizing their policies on the issue. 
His country was reviewing its existing legislation with a view to tightening it. Control measures would also be 
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considered in the newly promulgated "cyber-laws" pertaining to the dissemination of information on medical 
products. His delegation supported the draft resolution. 

Or LEFAIT-ROBIN (France), while welcoming the vigilance of WHO on the use of new communication 
media which allowed greater access to high-quality information, recalled that France, in common with other 
countries, had specific regulations for the import of medical products, which should be reflected in the draft 
resolution. She therefore suggested that in all paragraphs containing the phrase "advertising, promotion and sale 
of medical products"- the fourth, fifth and sixth preambular paragraphs and operational paragraphs 1(1) and (2), 
2(2) and 3(4), (5) and (6)- the word "import" should be inserted after the word "promotion,". In addition, 
paragraph I (3) should be amended to read "to promote the use of the Internet for obtaining scientific information 
about medical products, validated by competent health authorities to ensure the quality of some information;". 

Or AL-JEFRI (Saudi Arabia) said that his delegation supported the draft resolution, to which it had given 
considerable thought. His country had reviewed its legislation in that area and had revised it in keeping with 
the ideas expressed in the draft resolution. 

Or VIOLAKI-PARASKEVA (Greece) suggested the addition of a new subparagraph to operative 
paragraph 2, reading, "to maintain the legal and ethical standards in the advertising and sale of medical 
products;". 

Or IDANPAAN-HEIKKILA (Division of Drug Management and Policies) said that the ad hoc working 
group had decided that despite its sophistication the Internet was simply another information medium, so all 
rules and regulations applying to radio, the press and television should apply equally to the Internet. The 
working group was quite prepared to extend the guidelines on how to obtain reliable information from the 
Internet, as suggested by the delegate of Greece. It had, however, been extremely cautious about imposing strict 
international rules that might inhibit the freedom of information on which the Internet depended. Referring to 
the amendments proposed by the delegate of France, he suggested that the title of the draft resolution should 
similarly include the word "import". 

Mr KANEKO (Japan) suggested that approval of the draft resolution be postponed to allow more time for 
reflection. 

It was so decided. 

The meeting rose at 19:05. 



FOURTH MEETING 

Friday, 15 May 1998, at 8:30 

Chairman: Dr G. DURHAM (New Zealand) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (continued) 

Cross-border advertising, promotion and sale of medical products through the Internet 
(Resolutions WHA50.4 and EB101.R3) (continued) 

The CHAIRMAN drew the attention of the Committee to a revised text of the draft resolution 
recommended by the Executive Board in resolution EB I 0 l.R3, in which the amendments proposed by France 
and Greece were highlighted. In response to a query from Mr ADEL (Egypt), she said that the word "cross
border" was used consistently throughout the resolution to cover both importation and exportation. 

Professor WHITWORTH (Australia) suggested that "trade" or "supply" would be a better generic word 
than "sale". For instance, the proposed operative paragraph 2(3) might read: "to maintain legal and ethical 
standards in the cross-border advertising, promotion and trade of medical products using the Internet;". In 
response to a proposal from the CHAIRMAN that the existing wording be retained, however, the delegate of 
Australia withdrew her suggestion. 

Mr TSUDA (Japan) perceived a contradiction in the use of the word "cross-border" in operative 
paragraph 1(1). National legislation and regulations covered internal advertising, promotion and sale; cross
border matters were the subject of international treaties or binding arrangements and were not within the 
competence of Member States, to which the paragraph was addressed. He therefore proposed deletion, from that 
paragraph, of either the word "cross-border" or the words "legislation, regulations, and". 

The CHAIRMAN asked the delegate ofFrance if she agreed to deletion ofthe word "cross-border" from 
that paragraph only. 

Dr LEFAIT-ROBIN (France) pointed out that the word "cross-border" appeared in operative 
paragraph 1(1) in the English version but not in the French, as her delegation had considered that the word was 
not appropriate to that paragraph. She further noted that in the French text "cross-border" was translated not 
as "transfrontalier" but as the neologism "transfrontiere", which was considered to convey better the many 
different kinds of border that information could cross. She proposed that the current French version be retained. 

The CHAIRMAN proposed that the word "cross-border" be deleted from the English version of the draft 
resolution. She invited the Committee to approve the resolution recommended by the Executive Board in 
resolution EBIOI.R3, with the amendments proposed by the delegates of France and Greece. 

The resolution recommended by the Executive Board in resolution EB101.R3, as amended, was 
approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.9. 
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2. SECOND REPORT OF COMMITTEE A (Document A51/38) 

Professor AYUB (Pakistan), Rapporteur, read out the draft second report of Committee A. 

The report was adopted.1 

3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (resumed) 

Ethical, scientific and social implications of cloning in human health (Resolutions WHA50.37 
and EB101.R25; DocumentA51/6Add.1) 

Dr MOREL (representative of the Executive Board) reported that after resolution WHA50.37 had been 
adopted by the World Health Assembly in May 1997, the Director-General had organized several interregional 
and interdisciplinary meetings at headquarters, which had focused on the issue in relation to reproductive health, 
organ transplantation, biologicals, research and medical genetics. At its 101 st session, the Board had noted the 
Director-General's report on those meetings and related recommendations and had adopted resolution 
EB10l.R25, which reaffirmed the view of the Fiftieth World Health Assembly that use of human cloning for 
reproductive purposes would be ethically unacceptable and contrary to human dignity and integrity. It urged 
Member States to take legal and regulatory steps to prohibit human reproductive cloning and requested WHO 
to support them with the necessary information and advice. 

The Board considered that valuable and responsible scientific work on the biomedical applications of 
cloning for non-reproductive purposes should be allowed to proceed, and that its benefits should be made as 
widely accessible as possible, in accordance with principles of ethics and equity. It had recommended that WHO 
continue to monitor developments and, where necessary, help to define guidelines. The Board had also 
considered a formal proposal to set up a study group to prepare a policy declaration or statement of principles 
to guide the medical and public health applications of genetic knowledge, on the basis of work already carried 
out at WHO and in particular a preliminary statement on ethical issues in medical genetics.2 The Board had 
considered it appropriate to refer back to the Assembly the decision to endorse that proposal. 

Mrs HENRIQUEZ-DE WAAL (Netherlands) advocated more balanced use of the terms "cloning", 
"human cloning", "somatic cell nuclear transfer" and "cloning techniques and other genetic procedures". She 
suggested that the word "cloning" be used only for techniques of embryo splitting and nuclear transplantation, 
as had been done in the first report of the Scientific and Ethical Review Group (April 1997). She advised that 
the word "cloning" excluded nuclear transplantation from egg cell to egg cell, whereas paragraph 2 of document 
ASl/6 Add. I created the opposite impression, in the phrase "that reproductive cloning could be acceptable in 
certain cases, such as ... to avoid inherited genetic diseases." She suggested that the term "human cloning for 
reproductive purposes" be used in place of "cloning and human reproduction", in line with use of the term 
"human cloning for non-reproductive purposes". The phrase she suggested would also emphasize the distinction 
from other techniques such as "cloning and the engineering of animals" and "cloning and medical genetics", 
both of which involved techniques other than embryo splitting and nuclear transplantation. 

She pointed out several omissions in the document. It should mention use of embryonic stem cells for 
creating genetically identical human beings and producing human tissues, cloning of transgenic animals for the 
production of medications (a practice still prohibited in her country) and the medical indications for non
reproductive cloning. The document should include a separate paragraph on legislative aspects of cloning. She 
considered that in a number of respects, the document that had been available to the Executive Board 
(EB101/INF.DOC./3) had been superior to that under discussion. 

1 See page 147. 

2 Statement of WHO Expert Advisory Group on Ethical Issues in Medical Genetics (document 
WHO/HGN/ETH/98.2). 
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She asked what had become of the Scientific and Ethical Review Group and whether it would meet again. 
Had its findings been reflected in other documents? WHO was encouraged to be more active in that area. 

The Netherlands proposed an amendment to the draft resolution contained in resolution EB 10 1.R25. Thus, 
in the fifth preambular paragraph, the phrase "other genetic procedures" should be replaced by a list of specific 
techniques, to read "Recognizing that developments in cloning, the technique of embryonic stem cells, 
xenotransplantation and the techniques to produce genetically identical cells, tissues and organs have 
unprecedented ethical implications and raise serious matters for concern in terms of safety of the individual and 
subsequent generations of human beings,". 

She requested that the Netherlands be invited to participate in the study group mentioned in operative 
paragraph 3(1) and that that paragraph be amended to include representatives of governmental organizations as 
well as technical experts on the subject in the study group. 

Dr BALDWIN (United States of America) observed that the language of the draft resolution was 
somewhat incompatible with that of discussions in the United States and indeed in some WHO documents. She 
recommended that, in the fourth preambular paragraph, the words "would be" before "unsafe procedure" be 
replaced by "is presently", to allow for future scientific developments in the area. Similarly, in operative 
paragraph 2, the words "at this time" should be inserted after "cloning" to reflect general agreement on a 
moratorium rather than a ban on cloning. She was concerned that document ASl/6 Add. I made no reference 
to the advantages of patenting. 

Dr SAARINEN (Finland), speaking on behalf of the Nordic countries, said that progress in knowledge 
of the human genome held both advantages and dangers for the individual and the human species. In order to 
avoid abuse that could compromise human dignity and identity, international regulations against human cloning 
were needed; there was no ethical justification for cloning human individuals, living or dead, and any attempt 
to do so should be banned. On 12 January 1998, the five Nordic countries and 14 other Member States of the 
Council of Europe had signed the Additional Protocol to the Convention on Human Rights and Dignity of the 
Human Being with Regard to the Application of Biology and Medicine, which stated that a "human being 
genetically identical to another human being is defined as a human being sharing with another the same nuclear 
gene set". The World Medical Association, representing over seven million physicians, also opposed the cloning 
of human beings. The creation of human embryos for research purposes was also ethically unacceptable, as 
stated in the Council of Europe's Convention on Human Rights and Dignity of Human Beings with Regard to 
the Application of Biology and Medicine, which the Nordic countries had signed. 

Cloning of cells and tissue for nonreproductive purposes was regarded as a valuable, ethically acceptable 
biomedical technique, although there was disagreement as to the acceptability of cloning undifferentiated cells 
of embryonic origin. The study group proposed in the draft resolution should concentrate on monitoring 
developments in research on nonreproductive cloning, so as to prepare recommendations to governments on 
ethical standards in research. WHO should continue to monitor, assess and clarify, in consultation with other 
bodies, the ethical, scientific, social and legal implications of the use of cloning procedures in human health; 
and should help Member States to take the necessary legal and juridical measures. 

The Nordic delegations were aware of the potential benefits and risks ofxenotransplantation, and urged 
caution in view of the ethical, legal, physiological and psychological aspects of the matter. She welcomed 
WHO's guidance to facilitate international cooperation on xenozoonotic disease prevention and advocated a 
well-organized, informed public debate on the issue. The five Nordic countries supported EB 10 I.R25 and 
welcomed the amendments proposed by the delegate of the Netherlands. 

Dr BRUMMER (Germany) recalled that ethical problems with regard to cloning had been discussed at 
the previous World Health Assembly and that the Director-General had set up a steering group on ethics and 
health. Germany had supported establishment of a group of experts and resolution WHA50.37, which had yet 
to be implemented. An internal group within WHO that sent questionnaires about cloning to Member States was 
not sufficient. Resolution WHA50.37 called for comprehensive participation of Member States. He therefore 
concurred with the delegate of the Netherlands that the draft resolution contained in resolution EB 10 I.R25 be 
amended in operative paragraph 3(1) by insertion of the words "involving also government experts" after the 
words "study group". His Government would be interested in taking part in that working group. 
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Dr VIOLAKI-PARASKEVA (Greece) said that WHO should play the leading role regarding the 
implications of human cloning and transplantation. She proposed that the fifth preambular paragraph of the draft 
resolution be amended by addition of the words "would be contrary to human dignity and" after the word 
"procedures" and by changing the words "and raise" to", raising". 

Professor WHITWORTH (Australia) said that, in spite of a clearly-worded resolution from the Fiftieth 
World Health Assembly, WHO had lagged behind the OECD, the G8 and the Council of Europe on human 
cloning and was in danger of losing the initiative. Her delegation supported the current wording of operative 
paragraph 2, but advocated further informed debate on the boundaries of morally acceptable research which 
entailed cloning to alleviate human suffering. She supported the proposal of the Nordic countries to include 
reference to legal implications in operative paragraph 3(2) and the suggestion of Germany regarding 
participation of Member States in the proposed study group, as Australia had requested previously. 

Professor AKIN (Turkey) reminded delegates that although cloning in human health represented a victory 
for human health, it also had ethical, social and legal implications. Cloning for nonreproductive health purposes 
had potential benefits for all human beings; however, cloning for reproductive purposes should continue to be 
condemned by WHO and other organizations. She supported the draft resolution. 

Professor PICO (Argentina) emphasized the importance of preserving human dignity. Cloning should not 
be used for the replication of human beings, although studies on other uses should be continued. He supported 
the amendment proposed by the delegate of Germany, and expressed his country's interest in participating in 
the proposed study group. 

Dr MOREL (representative of the Executive Board) recalled that the Executive Board, while 
acknowledging the Director-General's report on the issue, had also considered that WHO had not yet taken the 
leading role. UNESCO had issued the Universal Declaration on the Human Genome and Human Rights, while 
WHO had restricted its work to study groups. Accordingly, EB10l.R25 included a request to the Director
General to establish a study group that would report its findings to the Fifty-second World Health Assembly. 
Cloning involved both technical and political issues, and a clear distinction should be made between the two in 
the proposed amendments. Great care was needed in rewording the draft resolution to avoid any possibility of 
misinterpretation. 

In response to delegates' questions, Or V ARET (Assistant Director-General) said that, since adoption of 
resolution WHA50.37, WHO had established targeted working groups to continue work in the area. The 
Scientific and Ethical Review Group of the Special Programme of Research, Development and Research 
Training in Human Reproduction had met twice to discuss human cloning, and broad-based consultations had 
taken place in December 1997 to examine ethical issues in medical genetics, with the participation of various 
Member States from regions in which different religions were represented. 1 The results of that meeting had been 
presented to the Executive Board in January 1998. A further meeting had been held in particular on the risks 
of infection associated with xenotransplantation.2 In addition, the Director-General had designated two 
rapporteurs- Professor Daar, a specialist on the ethical aspects of transplants, and Professor Mattei, a specialist 
on the ethical aspects of gene therapy - to evaluate the available studies performed both within and outside 
WHO, to ensure that the appropriate experts in various fields of genetic recombination would be consulted and 
to prepare a report on: use of transgenic animals for the production of biological products, production of 
transgenic animals to obtain "humanized" organs for transplantation, implications of gene therapy to replace or 
repair defective genes, and aspects of cloning, i.e. the total replacement of a cell nucleus. The ethical, social 
and economic aspects of each of those areas of genetic recombination would be studied, and guidance would 
be provided on evaluating the impact of those techniques on individuals and on public health. The problem of 
genetic recombinations was also taken into account with respect to developing countries, to avoid the 

1 Statement of WHO Expert Advisory Group on Ethical Issues in Medical Genetics. 

2 Xenotransplantation: guidance on infectious disease prevention and management (document 
WHO/EMC/Z00/98.1 ). 
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development of"pirate" research and to ensure that all of the benefits of the new techniques were made available 
to them. Consultations would be held with both intergovernmental and nongovernmental organizations. The 
report would be submitted to a group of experts in autumn 1998, before being submitted to the Executive Board 
in January 1999. That group would include government experts, with equitable economic, social and cultural 
representation. 

Dr THYLEFORS (Secretary) read out the following proposed amendments to resolution EBIOI.R25: 
replacement of"would be" by "is presently", in the fourth preambular paragraph; replacement of"and other 
genetic procedures" by "the technique of embryonic stem cells, xenotransplantation, and the techniques to 
produce genetically identical cells, tissues and organs would be contrary to human dignity, and" in the fifth 
preambular paragraph; in operative paragraph 2, insertion of "at this time" after the word "cloning"; and, in 
operative paragraph 3(1), insertion of"involving also government experts" after the words "study group" and 
replacement of "purposes other than reproducing human individuals" by "nonreproductive purposes". In view 
of the importance of the issue and the number of amendments proposed, he suggested that the Committee might 
wish to see a revised text. 

It was so agreed. 

(For continuation, see page 43.) 

Health promotion (Resolutions WHA42.44 and EB101.R8; DocumentA51/INF.DOC./2) 

Dr SANOU IRA (representative of the Executive Board) summarized the report of the Director-General 
on health promotion (document A51/6). 

Professor WHITWORTH (Australia) said that her country had been at the forefront of concerted efforts 
to improve the health of its population through health promotion. Reductions in the prevalences of smoking and 
HIV I AIDS and mortality from heart disease and motor vehicle accidents had been achieved through 
comprehensive, sustained population approaches, including education, community development and legislative 
reform. She strongly supported the development of health promotion within WHO, urging that it be evidence
based and grounded in appropriate methods. For continued progress in health promotion, research findings 
should be systematically applied to practice. Decision-making should be based on the best available evidence 
on the effectiveness of different strategies and their application in real-life circumstances. Health promotion 
researchers should develop a wide range of relevant, sensitive measures to assess progress in achieving the 
objectives of health promotion programmes. All health systems were under increasing pressure to meet the 
needs of communities with respect to treatment and care and to maintain and enhance their health promotion 
programmes. Resources were limited, and appropriate funding had to be allocated to many legitimate competing 
priorities; decisions on funding ofhealth promotion programmes must therefore be based on evidence of their 
effectiveness. An alliance for global health promotion, such as that proposed in resolution EB I 0 l.R8, could play 
a useful role in supporting the development of appropriate methods of research, evaluation and dissemination 
for an evidence-based approach to health promotion. She proposed three amendments to the draft resolution: 
in the fourth preambular paragraph, deletion of the words "where feasible"; in operative paragraph I, addition 
of a sixth subparagraph that would read "to adopt an evidence-based approach to health promotion policy and 
practice using the full range of quantitative and qualitative methodologies"; and in operative paragraph 4(2) to 
replace "to support the development of health promotion within the Organization" by "to support the 
development of evidence-based health promotion policy and practice within the Organization". 

Dr MALONE (United States of America) welcomed the report and expressed her support for the WHO 
five-year plan of action on health promotion and health education and the principles and priorities of the Jakarta 
Declaration on "Leading Health Promotion into the Twenty-first Century", which empowered people by 
teaching them to promote their own health. All countries could accept the concept of creating supportive 
environments, and could adapt them so that they were socially, culturally and economically acceptable. She 
supported the draft resolution. Health promotion provided a unique opportunity for collaboration between health 
care providers and communities and between providers themselves. As health promotion and disease prevention 
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became more centrally focused in global health care strategies, all health care providers, would have to facilitate 
the development of healthy lifestyles for those they served as well as for themselves. 

Mr VOIGTLANDER (Germany) said that the Fourth International Conference on Health Promotion had 
given fresh impetus to health promotion through the Jakarta Declaration. That Conference had confirmed the 
conclusions of a WHO conference held in Germany in 1996 that health promotion was a key investment for the 
future. It was now important to implement the Declaration in the work of both WHO and Member States. The 
European Committee for Health Promotion Development had been active as a forum for new initiatives in health 
promotion for several years. The Committee included members from public and private authorities and 
organizations in over 20 European countries. At its annual meeting in Brighton, England, in April 1998, the 
Committee had discussed resolution EB 10 l.R8 and had concluded that it should be strengthened by the 
following amendments: in the fifth preambular paragraph, insertion of "the potential of health promotion 
activities to act as a resource for societal development and" after the word "Appreciating"; replacement of 
operative paragraph 1(5) by the words "to strengthen consideration of health requirements and promotion in all 
policies;" in operative paragraph 2(2), insertion of "regional and local" after the word "global"; in operative 
paragraph 3(2), addition of"in order to decrease inequities in health" after "groups"; replacement of operative 
paragraph 4(1) by the words "to implement principles, strategies and actions as stated in the Jakarta 
Declaration"; and addition of a new subparagraph 3 in operative paragraph 4, reading "to report back to the 
105th session ofthe Executive Board and to the Fifty-third World Health Assembly on the progress achieved." 

Dr OTTO (Palau) acknowledged the importance of health promotion in achieving health for all, which 
was widely recognized in the Pacific islands. Health educators, health promoters and public health workers in 
the Pacific island nations had met twice during the past two years to discuss health promotion, in New Caledonia 
in March 1997, when a declaration on health education and health promotion had been issued, and in February 
1998 in Fiji, when details of the strategy had been discussed, including indicators of health promotion. The 
move from a curative to a preventive approach should be followed by a move from a preventive to a promotive 
effort. His delegation supported resolution EB 1 Ol.R8, with the amendments proposed by the delegates of 
Australia and Germany. He proposed one further amendment, to operative paragraph 4(1): to replace "the 
Jakarta Declaration" by "the Jakarta and all other local declarations for health promotion". 

Dr ORDONEZ (Cuba) endorsed resolution EB10l.R8. In a declaration issued by participants at the 
second congress of municipal secretariats of health of the Americas, which had taken place in Cuba in June 
1997, it was stated that millions of people in the Region lacked basic access to health services and systems and 
sufficient income to meet their basic needs. In Cuba, health promotion consisted of strengthening primary health 
care; over 30 000 family doctors and 30 000 nurses now achieved a coverage of 92.8% of the population. 
Health promotion was also achieved through "people's health councils", and the strategy of"municipalities for 
health". 

Dr FERNANDEZ (Philippines) praised WHO for its continuing support to the health promotion movement 
in developing countries. In June 1997, the President of the Philippines had issued an administrative order for 
implementation ofthe nationwide "healthy places initiative". As a result, local government, nongovernmental 
organizations and the private sector were providing additional financial support to the programme, indicating 
the importance of strong political support for the development of health promotion. She strongly supported 
resolution EB10l.R8, with all of the amendments proposed. 

Professor LEVENTHAL (Israel) paid tribute to those responsible for the meeting in Jakarta that had given 
rise to the Jakarta Declaration. He welcomed the emphasis placed by the Director-General elect on reducing 
tobacco consumption, which should be approached within the framework of health promotion. He agreed with 
the amendments proposed by the delegate of Germany. In order to make explicit the importance of health 
promotion, he suggested that operative paragraph 4(2) begin with the words: "to raise health promotion to the 
top priority list of WHO in order". 

Mrs SHONGWE (Swaziland) supported the draft resolution, as her country was renewing its health-for-all 
strategy and was engaged in a variety of health reforms. The Jakarta Declaration should be widely disseminated, 
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and WHO should assist Member States in implementing it. WHO, governments, nongovernmental organizations 
and communities should work together to mobilize and use. resources for health promotion. Countries with 
scarce resources considered health promotion to be vital for reducing adverse health indicators, particularly as 
many causes of mortality and morbidity were related to environment and lifestyle. Health promotion in 
Swaziland had been implemented through community health workers, and the Government was moving towards 
organized partnership with the private sector and nongovernmental organizations, with an emphasis on primary 
health care, which had health promotion as its central theme. In the reorientation of health services, the training 
curricula and further education of all health professionals should be strengthened so that health promotion was 
seen as a major component of health care delivery systems. The gap between theory and practice should be 
narrowed, if not completely closed. 

Or SZATMAN (Hungary) stated that health promotion was a key issue in her country as a result of the 
Jakarta Declaration. The Regional Office for Europe had sent an expert group to her country which had 
provided support in the collection and elaboration of data relevant for health promotion; implementation of their 
recommendations would be monitored and reported on. A hard task that lay ahead would be to spread the 
philosophy that "investment for health" should be changed to "health as investment". She supported the draft 
resolution with the various proposed amendments. 

Or VIOLAKI-PARASKEVA (Greece) noted that the spirit ofthe Declaration of Alma-Ata had been 
carried through into the Ottawa Charter and that health promotion was still an issue. She proposed that, in the 
third preambular paragraph of the draft resolution, point (d), the word "essential" should be replaced by "vital". 

Ms EARP (New Zealand) stressed the importance of basing evaluations of health promotion on evidence, 
so that initiatives and results could be shared and assessed. She supported the draft resolution and the 
amendments proposed by Australia, Germany and Palau. 

Or THORNE (United Kingdom of Great Britain and Northern Ireland) fully supported the draft resolution. 
Its emphasis on partnership, community action and healthy settings was reflected in the new health strategy of 
her country. As her Government was committed to reducing the unacceptable health inequalities within and 
between countries, she proposed an amendment, possibly already mentioned in another form, consisting of the 
addition of a new subparagraph I ( 6), thread "to reduce inequalities in health". 

Ms HASUNEN (Finland), speaking on behalf of the Nordic countries, warmly supported the draft 
resolution on health promotion with the proposed amendments of the German delegation. 

Mr CICOGNA (Italy) welcomed the draft resolution as health promotion represented a key investment 
and a fundamental element ofhealth development. He stressed the importance of supportive environments and 
settings. Intersectoral collaboration had become an essential element of public health, and health determinants 
should be taken into account in health planning and in the reorientation of health services. More research was 
needed on health determinants, lifestyles and social context. The world health report 1998 provided a clear 
picture of lifestyle-related diseases and environmental deterioration. He supported the amendments proposed 
by Germany and Israel. 

Ms NGHA T ANGA (Namibia) welcomed the draft resolution, particularly given its focus on developing 
partnerships to improve and promote health. Her country had recently completed a mid-term plan for 
HIV I AIDS, developed by a multisectoral group including her Government, nongovernmental organizations, 
WHO, UNICEF and UNAIDS. She urged WHO and Member States to involve communities in promoting 
health. Communities lacked information and resources and were therefore unable to participate fully in health 
promotion. She supported the draft resolution and the proposed amendments. 

Or KOULAKSAZOV (Bulgaria) noted that the best approaches to health promotion and disease 
prevention were those that were incorporated into public policy. The five strategies for health promotion 
delineated at the Ottawa Conference and subsequently developed had played an important role in health 
promotion in many countries. In Bulgaria, health promotion was included in many joint programmes, and the 
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Ministry of Health actively supported local health promotion structures. Partnerships for health had been 
established, but there was delay in investments. She recommended that WHO strengthen health promotion in 
its many preventive programmes. She supported the draft resolution and the amendment proposed by the Israeli 
delegation. 

Dr KAN Xuegui (China) endorsed the draft resolution. The last 10 years had proved the importance of 
the five essential strategies on health promotion identified by the Ottawa Charter and confirmed in the Jakarta 
Declaration. China was part of the mega-country health promotion network, which involved the 10 most 
populous countries, representing 60% of the world's population. The network would play an important role in 
reaching the goal of health promotion and health for all by the twenty-first century. His delegation proposed 
addition of a penultimate preambular paragraph to the draft resolution reading "Noting the efforts made by the 
10 countries with a population of over 100 million to promote the establishment of a network of most-populous 
countries for health promotion;". 

Ms HAUPTER (International Alliance of Women), speaking at the invitation of the Chairman, said that 
the report of the forty-second session of the United Nations Commission on the Status of Women stated that 
"The rights of the girl child to the realization ofher human potential should be put at the forefront of action at 
all levels of society." Despite almost universal ratification of the Convention on the Rights of the Child and calls 
for greater adherence to the Convention on the Elimination of All Forms of Discrimination Towards Women, 
the rights of the girl child were far from being addressed. Recognition and fulfilment of the girl child's right 
to social, mental and physical health were crucial to her well-being and indivisible from her other human rights. 
Health ministers should be conscious of the opportunities within education systems for enhancing women's 
health and for promoting the introduction of gender perspectives of greater relevance to health into the training 
of health and education personnel. Progress had been made in improving nutrition and reproductive health, but 
sexual violence remained a problem in many Member States, leading, with illiteracy, to high levels of adolescent 
pregnancy and sexually transmitted diseases. 

Some progress had been made in reducing the prevalence of female genital mutilation, but preference for 
sons and child marriage continued to be detrimental to the quality of life of millions of girls. Lack of access to 
education for girls was a great concern, as it deprived them of social and educational advantages and access to 
immunization, periodic examination by school nurses and food supplements. Sex education at school was of 
vital importance to both girls and boys. A system that took gender into consideration would favour the 
introduction of preventive strategies to equip girls to exercise their right to health. 

Dr SANOU IRA (representative of the Executive Board) welcomed the interest in health promotion since 
the Jakarta Declaration, which had no doubt stimulated delegates to make relevant amendments to the draft 
resolution. 

Dr LI Shichuo (Assistant Director-General) thanked delegates from both developed and developing 
countries for their comments, recommendations and support for the draft resolution. Health promotion was an 
essential approach for meeting the health challenges of the twenty-first century and should receive multisectoral 
collaborative support. The Jakarta Conference had been the first on the subject to be held in a developing region, 
and the Declaration had confirmed the relevance of health promotion for both developing and developed 
countries. Its implementation would be carefully followed up. There was increasing evidence of the 
effectiveness of a comprehensive approach to health development; settings for health offered practical 
approaches for implementation of health promotion. WHO would continue to foster and strengthen the networks 
for comprehensive health promotion strategies. 

(For approval of the draft resolution, see summary record of the fifth meeting, page 60.) 

Ethical, scientific and social implications of cloning in human health (Resolutions WHA50.37 
and EB101.R25; Document A51/6 Add.1) (resumed) 

The CHAIRMAN read out the amendments that had been proposed to the draft resolution recommended 
by the Executive Board in resolution EB10l.R25. The first preambular paragraph would read: "Recalling 
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resolution WHA50.37 and its condemnation of human cloning for reproductive purposes as contrary to human 
dignity;", and the final preambular paragraph would read: "Recognizing that developments in cloning have 
unprecedented ethical implications and raise serious matters for concern in terms of safety of the individual and 
subsequent generations of human beings,". Operative paragraph 2 would be amended to read: "URGES 
Member States to foster continued debate on these issues and to take appropriate steps, including legal and 
juridical measures, to prohibit cloning for the purpose of replicating human individuals;". Operative 
paragraph 3(1) would read: "to establish a study group, involving also government experts, with the aim of 
clarifying concepts and developing guidelines relating to the use of cloning procedures for non-reproductive 
purposes;", operative paragraph 3(2) would read: "to continue to monitor, assess and clarify, in consultation 
with other international organizations, national governments and professional and scientific bodies, the ethical, 
scientific, social and legal implications of the use of cloning in human health;". 

Dr THYLEFORS (Secretary) suggested that, in order to leave maximum freedom to the Director-General 
with respect to the composition of the group proposed in operative paragraph 3(1), the word "study" should be 
deleted. 

The draft resolution, as amended, was approved.1 

Infant and young child nutrition (Resolutions WHA33.32 and EB97.R13; Document 
A51/INF.DOC./3) 

Dr TURMEN (Family and Reproductive Health) noted that while there was slow and steady improvement 
in the global infant-feeding situation, one-third of the world's children were still suffering from at least one of 
the major forms of malnutrition, resulting in death or disability. There was also a rapidly emerging global 
epidemic of childhood obesity, which represented a serious public health and economic problem because of its 
contribution to heart disease, stroke, hypertension and diabetes later in life. 

The activities of WHO and Member States with respect to nutritional problems among infants and young 
children were described in documents ASl/6 and ASl/lNF.DOC./3; a third report had been prepared, on 
implementation of the International Code of Marketing of Breast-milk Substitutes/ which gave detailed 
information about action taken by 63 Member States during the last four years to give effect to the principles 
and aim of the Code, although 33 Member States had taken no action or at least had not reported on their actions 
to the Director-General. A section of the report was devoted to the work of non governmental organizations, 
which were valuable in raising public awareness about violations of the Code and thereby provided support to 
governments. The work of the International Baby Food Action Network, La Leche League International and 
the International Lactation Consultant Association was summarized. 

At the 10 I st session of the Executive Board, a number of initiatives related to infant and young-child 
feeding had been announced. In response to the Joint WHOIUNICEF/UNAIDS Policy Statement on HIV and 
Infant Feeding, two sets of guidelines had been prepared/ and, in April I998, WHO in collaboration with 
UNAIDS and UNICEF had convened a technical consultation on implementation of those guidelines in countries 
that were most affected by the HIV epidemic. The aim of WHO was to protect, promote and support 
breastfeeding for most infants whose mothers were HIV -negative or of unknown HIV status, while ensuring that 
the nutritional needs of infants whose mothers were HIV-positive were appropriately met. Governments were 
urged to prevent the spread of artificial feeding to infants of healthy mothers, since such infants would continue 
to benefit from breastfeeding. Infant feeding was only one component of a comprehensive strategy of prevention 
and care in relation to mother-to-child transmission ofHIV. 

The Executive Board at its I 01 st session had agreed that the global commitment to proper infant and 
young-child nutrition, and in particular breastfeeding, should be revitalized, and a global technical consultation 
had been planned for late 1999 to review current feeding practices, the status of and trends in breastfeeding and 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.1 0. 

2 International Code of Marketing of Breast-milk Substitutes (document WHO/NUT/98.11). 

3 HIV and infant feeding: guidelines for decision-makers (document WHO/FRH/NUT/98.1) and HIV and infant 
feeding: a guide for health care managers and supervisors (document WHO/FRH/NUT/98.2). 
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complementary feeding and indicators of growth, development and nutritional status. Progress in meeting the 
targets of the Innocenti Declaration on the Protection, Promotion and Support of Breastfeeding was being 
assessed. WHO was collaborating with interested parties to identify, analyse and overcome obstacles to the 
implementation by all countries of the International Code. In this respect, in April 1998, WHO had held 
preliminary discussions with groups representing infant-food manufacturers and consumers. Nongovernmental 
organizations facilitated the work of WHO and helped keep it informed of activities at the grass-roots level. 
Manufacturers and distributors of foods intended for infants and young children had an important, constructive 
role; they also had a responsibility to monitor their marketing practices in respect of the principles and aim of 
the Code and related resolutions ofthe Health Assembly. 

Dr MOREL (representative of the Executive Board) said that, in introducing the subject of infant and 
young-child feeding at the I 01 st Executive Board, Dr Tiirmen had noted that reports had been presented on that 
topic biennially since 1982, and the Health Assembly had adopted no fewer than I 0 resolutions urging Member 
States to take specific action, indicating an abiding interest in infant and young-child feeding, and in the 
International Code of Marketing of Breast-milk Substitutes. Members of the Board had commented on the 
importance to the work of WHO of infant and young-child nutrition and feeding practices and progress in 
reducing iodine deficiency disorders, and had commended the Director-General's initiatives in that respect. 

Mr TORPEGAARD HANSEN (Denmark) encouraged WHO to continue to work with interested parties 
to identify, analyse and overcome the main obstacles to implementation by all countries of the International 
Code of Marketing of Breast-milk Substitutes and related resolutions. His country looked forward to 
participating in the global technical consultation mentioned by Dr Tiirmen; all interested parties must be 
involved in the preparation of that consultation. 

Mr XUEREB (Malta) urged WHO to intensify its work to develop a growth reference for infants, children 
and adolescents. His country had a high percentage of obese adults and was concerned about an increase in the 
number of obese children. As the problem of obesity was no longer limited to a few countries but was becoming 
a problem of global importance, WHO should continue to support work in that area. 

Dr LUETKENS (Germany) strongly supported efforts to improve infant and young-child nutrition. 

Mr BENAGIANO (Italy) said that his delegation wished to add its voice to those who had praised WHO's 
work in the field of infant and young-child nutrition. He underlined the importance his country gave to the 
promotion of breastfeeding, not only to combat commercial interests but also to counteract a trend against 
breastfeeding which was developing in industrialized parts of the world. 

Dr KILIMA (United Republic of Tanzania) said that tangible success had been achieved in promoting 
exclusive breastfeeding of infants up to the age of four months, and his Government had fully implemented the 
International Code since 1994. The problem ofbreastfeeding the infants ofHIV-positive mothers would be 
addressed by strengthening AIDS surveillance and providing the relevant people with confidential counselling. 

Mr POSANAI (Papua New Guinea) said that, recognizing the dangers of artificial feeding, his 
Government had enacted legislation in 1977 requiring a doctor's prescription for bottles, teats and feeding cups 
with spouts; however, it had been recognized that more needed to be done. Several policy-makers had been 
sent for training courses on implementation of the International Code with the result that draft legislation had 
been prepared that encompassed all of the provisions of the Code. Such measures were essential to safeguard 
the health of infants, who deserved the best start in life. 

Professor GRANGAUD (Algeria) noted the progress made over the last 15 years to encourage countries 
to take appropriate measures to improve the nutritional status of infants and young children. Nonetheless, the 
results were not always commensurate with the efforts made, no doubt because the nutritional status of children 
was very closely linked to economic conditions, which had deteriorated badly in many countries over the past 
10 years. More attention should be paid to practical training ofhealth personnel, to providing nutritional guides 
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on the use of good, low-cost foods, and providing information to families. Such actions had been undertaken 
in his country on the basis of an intersectoral approach. 

Mrs TAGWIREYI (Zimbabwe) noted that the Director-General's report on infant and young-child 
nutrition called for continuing vigilance. The prevalence of protein-energy malnutrition remained unacceptably 
high in many developing countries, especially in sub-Saharan Africa, where recurrent droughts, poor economies, 
civil strife and the high disease burden continued to hinder improved nutrition. Nutrition was the key to child 
development and survival. She commended the various strategies that had been developed to address countries' 
nutritional problems, particularly the guidelines on specific nutrition issues. She eagerly awaited those on 
complementary feeding, 1 which she hoped would harmonize advice on the timing of complementary food 
introduction, stated by different United Nations bodies as six months and as between four and six months. She 
welcomed the progress made with regard to micronutrient malnutrition; her country had introduced universal 
salt iodization. Anaemia, however, remained the most widespread micronutrient disorder, and she looked 
forward to greater WHO collaboration with other agencies to develop a common strategy in that area. A holistic 
approach was required to micronutrient malnutrition. 

In her country, more than 90% of children were traditionally breastfed from birth, and the Baby-friendly 
Hospital Initiative, supported by WHO and UNICEF, had improved the rate of exclusive breastfeeding from I 0% 
in 1988 to 16% in 1994. The greatest dilemma for Zimbabwe at present was the provision of alternatives to 
breast milk for HIV -positive mothers, who made up 30% of pregnant women. It was difficult to identify those 
mothers, as routine testing for HIV was not done during antenatal care, and some women did not wish to know 
their HIV status. The risks to children associated with alternative feeding methods were real, as the Health 
Assembly had considered the Code to be necessary. HIV-positive mothers should be able to make an informed 
choice; however, many could not afford the alternatives owing to lack of money, fuel and clean water. A 
holistic approach was needed that addressed infant nutrition and the needs of HIV -positive mothers, their 
husbands and the community. The International Code had become law in her country on I May 1998. It was 
needed now more than ever, as it would protect all children, including those of mothers who were unable to 
breastfeed; it would ensure that informed choices on feeding were made on the basis of advice free from 
commercial interests. The guidelines developed jointly by UN AIDS, WHO and UNICEF were an important 
step, and she urged WHO to monitor their use in Member States and to report periodically on progress and on 
their relevance. 

She appreciated WHO's efforts in nutrition but considered that more could be done, especially in the 
African Region, where WHO's technical and financial aid had waned since 1992. She expected a more targeted 
response, with the provision of additional resources to areas with the gravest problems. 

Mr ZEL TNER (Switzerland) recalled that past discussions on infant and young-child nutrition and on 
implementation of the International Code of Marketing of Breast-milk Substitutes had often been difficult. His 
Government shared the belief that breast milk was the best food for infants' health, but there were situations in 
which alternatives were needed, as in the case of HIV -positive mothers. Consultation should be continued 
between Member States, other United Nations bodies, nongovernmental organizations and the food industry, 
and he commended WHO for its efforts in that respect. In his country, a new code of infant formula marketing 
had come into effect in 1995 after consultations between the Government, the food industry and 
nongovemmental organizations, and a working group composed of representatives of each of those parties was 
responsible for ensuring compliance with the Code's provisions. A recent survey had shown that the rate of 
breastfeeding in Switzerland had increased considerably since 1978. 

Mrs SHONGWE (Swaziland) supported efforts to improve infant and young-child nutrition. Proper 
nutrition for infants was of paramount importance, as it affected future brain development, and more attention 
should be paid to the nutrition of pregnant women. Micronutrient deficiency continued to be a concern in her 
country, especially among children in poor communities who were often weaned on to starchy foods. 

1 WHO, UNICEF, ORSTOM, University of California at Davis. Complementary feeding of young children in 
developing countries: a review of current scientific knowledge (document WHO/NUT/98.1, in preparation). 



COMMITTEE A: FOURTH MEETING 47 

Breastfeeding was being promoted, and gains were expected from exclusive breastfeeding, such as a reduction 
in diarrhoeal diseases. 

The emergence ofHIV and vertical transmission posed challenges for health workers, who were obliged 
to inform HIV -positive mothers of their status and help them to decide how to feed their HIV -negative infants. 
She welcomed the statements contained in the 1998 WHO/UNAIDS document on "HIV and Infant Feeding" 
in that respect. 

She reaffirmed her country's commitment to implementation and monitoring of the International Code 
of Marketing of Breast-milk Substitutes and subsequent Health Assembly resolutions, in which nongovernmental 
organizations were playing an important part. WHO assistance in removing barriers and constraints to 
implementation of the Code was much appreciated. Her government would ensure that the provision of 
objective, consistent information on HIV and infant feeding was not compromised by commercial interests, 
which could destroy the gains achieved so far. She urged WHO to assist health care providers by furnishing 
continuously updated information on the subject which was vital for making decisions on appropriate policies. 

Progress was being achieved in controlling vitamin A deficiency in pregnancy, but more research was 
needed so that firm guidelines could be provided to Member States. 

Or VIOLAKI-PARASKEVA (Greece) asked when the guidelines on HIV and infant feeding referred to 
in paragraph 23 of document A 51 /INF .OOC./3 would be circulated to Member States, and whether the 
evaluation of medical textbooks referred to in paragraph 24 of that document was available and had been sent 
to Member States. 

Or OTTO (Palau) thanked WHO for the report contained in document A51/INF .OOC./3 and thanked those 
organizations that had helped his country to implement its strategy ofbreastfeeding and the nutrition of infants 
and the young child. He associated himself with the comments by the delegates of Malta and the United 
Republic of Tanzania. 

Or OAULAIRE (United States of America) welcomed the plan for a global scientific consultation; the 
recommendations should be based on the best interests of infants and children, guided by the best scientific 
evidence. He noted with interest the proposed guidelines for policy- and decision-makers and for health workers 
on HIV and infant feeding. He understood that that document was to be reviewed and asked how that would 
be conducted. 

His delegation welcomed WHO's continuing efforts, in cooperation with UNICEF and others, to address 
micronutrient deficiencies, and his Government pledged its active partnership in the effort to eliminate vitamin A 
deficiency as a significant public health problem, which could save the lives of one million children a year. 

His delegation noted that guiding principles for optimal feeding of infants and young children during 
emergencies' were to be published and, in view of his country's strong involvement in humanitarian relief 
efforts, would welcome the opportunity to review it. Like others, his delegation was deeply concerned at the 
continuing widespread problem of protein-energy malnutrition. In its aid programmes, his country would 
continue to strengthen efforts to promote breastfeeding and appropriate child feeding. 

Or JEANS (Canada) welcomed the convening of a technical consultation to review the status of 
breastfeeding globally, progress in implementing the International Code of Marketing ofBreast-milk Substitutes 
and other major related issues, almost two decades after adoption ofthe Code. Future progress required an open 
dialogue and a firm commitment by all parties to the health and welfare of infants and young children. She 
appreciated the efforts of WHO, UNICEF and UNAIDS to clarify the links between breastfeeding and HIV 
transmission to infants and to promote appropriate prevention. Many mothers would need special support to 
provide adequate nutrition to their infants within the terms of the Code. Nurses and midwives, who represented 
the largest human health resource in the world, could well be the key to providing support for informed decision
making by such women. For that reason, national and international associations of midwives should be included 
in the planned consultation. 

1 Guiding principles for feeding infants and young children during emergencies (document NUT/97.3). 
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a multisectoral approach was needed, involving the community, families, industry, the media and 
nongovernmental organizations; health professionals should be responsible for leadership in such action. The 
proposed WHO initiatives to develop guidelines on HIV and breastfeeding, revitalize the global commitment 
to breastfeeding and initiate a process to overcome the main obstacles to implementation of the International 
Code were encouraging but would require collective efforts and intersectoral collaboration, including national 
and local nongovernmental organizations. Research into actual nutritional situations was important. A 
nationwide study on nutrition was being conducted in her country, which included infant and child nutrition. 
The trends and problems that emerged would be used to develop realistic programmes; she would welcome 
WHO's technical assistance in the study. She commended the Baby-friendly Hospital and Safe Motherhood 
initiatives and invited all Member States to make greater efforts for women's and children's health. 

Ms NGHA TANGA (Namibia) said her Government was fully committed to the promotion of infant and 
child nutrition centred on breastfeeding. Training of health personnel and increasing community awareness had 
resulted in all 34 hospitals in the country becoming "baby-friendly", with promotion of exclusive breastfeeding 
for the first four to six months of life. Her Government was about to approve a law implementing the 
International Code of Marketing of Breast-milk Substitutes. Although her Government was aware that HIV 
could be transmitted to babies through breast milk, most mothers in her country could not afford breast-milk 
substitutes, which, in any case, were dangerous for babies if not properly prepared. She welcomed efforts to 
improve infant and young-child nutrition and hoped that they would ensure that manufacturers and distributors 
of substitutes respected the International Code. 

DrY AOU (Niger) said that in his country protein-energy malnutrition, vitamin A and iodine deficiencies 
and anaemia were major public health problems. A five-year national action plan for nutrition had been drawn 
up with technical and financial support from WHO which took into account the strategies recommended at the 
International Conference on Nutrition held in Rome in 1992. 

Ms LEEMHUIS-DE REGT (Netherlands) said that malnutrition would continue to be a major problem. 
Not enough action was being taken to implement the goals of the World Declaration on Nutrition of 1992; that 
was not simply a problem for nutritionists. 

She commended WHO on the work it had done to promote the campaign against obesity over the past 
year: WHO activities on health promotion and noncommunicable diseases should also be involved, as obesity 
was a general public health problem. 

The goal of the World Declaration on Nutrition, that micronutrient deficiencies be eliminated by the year 
2000, might be within reach, but elimination was only the first step and must be backed up by sustainable 
provision of micronutrients. WHO had an important role to play in assisting Member States to set up and 
maintain monitoring systems in that regard. She hoped that that aspect of the question would be considered in 
the next report to the Health Assembly. Vitamin A deficiency could be tackled only by a combination of 
approaches, including better and more varied food supplies. Like other speakers, she hoped to see more 
collaboration between WHO and FAO in that area. Iron deficiency remained an enormous problem, in which 
WHO could play a more active role. 

Governments, WHO and UNICEF had done good work in the area of breastfeeding, complementary 
feeding and implementation of the International Code of Marketing of Breast-milk Substitutes. The excellent 
work done by grass-roots nongovernmental organizations had been acknowledged by WHO; however, it was 
disturbing to note that document A51/INF.DOC./3, paragraph 26, still referred to the introduction of 
complementary foods when a baby was four to six months of age, whereas resolution WHA47.5 had 
recommended six months. She hoped that future reports would be consistent with adopted resolutions. 

Her delegation commended WHO, UNICEF and UNAIDS on the development of the two sets of 
guidelines mentioned by Dr TUrmen in her introductory statement. The problem of HIV transmission between 
mother and child made implementation of the International Code and the relevant Health Assembly resolutions 
even more important. She hoped that WHO would keep Member States informed about the progress of efforts 
to examine and overcome obstacles to implementation of the Code. 

Dr FERNANDEZ (Philippines) said that there had been an alarming decline in breastfeeding rates in her 
country, despite the existence of a law regulating the marketing of breast-milk substitutes and the success of the 
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Or FERNANDEZ (Philippines) said that there had been an alarming decline in breastfeeding rates in her 
country, despite the existence of a law regulating the marketing of breast-milk substitutes and the success of the 
Baby-friendly Hospital Initiative. More positive action was needed to promote breastfeeding. She hoped that 
WHO would provide guidance for Member States on ways of improving those rates through promotive 
programmes in countries where they had significantly declined, as part of the review of the implementation of 
the International Code. 

Dr ALVIK (Norway) said that Health Assembly resolutions had been useful in helping Member States 
to clarify the text of the International Code. Her own country had a very high breastfeeding rate, with almost 
100% of babies breastfed at birth and over two-thirds still breastfed at six months of age, but continued vigilance 
was needed. 

Ms MAZIBUKO (South Africa) said that, in the past, the law had restricted where women could 
breastfeed. Now, however, breastfeeding was widely promoted and encouraged. She thanked UNICEF and 
WHO for their support in the training ofbreastfeeding counsellors and for the Baby-friendly Hospital Initiative, 
which had been introduced in many hospitals, although not yet all. There was still a problem with the marketing 
of breast-milk substitutes. In some cases, manufacturers of artificial baby milk actually employed health 
professionals in their marketing strategies. Health professionals were sometimes unwilling to practise what they 
preached and breastfeed their own babies for a minimum of four months. Her country would therefore welcome 
more information on methods of monitoring marketing practices for breast-milk substitutes. 

Ms LA VIOLLE (La Leche League International), speaking at the invitation of the CHAIRMAN, said that 
the thousands of women who met weekly in La Leche League groups throughout the world were proof that 
exclusive breastfeeding until the middle of the baby's first year, the gradual introduction of the family's normal 
food to supplement breast milk and natural weaning at a time suited to the child's state of development were 
possible on all continents, despite the many challenges of life at the end of the twentieth century. Her 
organization had more than 7000 unpaid "accredited leaders", who had all experienced the pleasure and 
empowerment given by breastfeeding and it had helped hundreds of thousands of women every year in more 
than 60 countries. 

It was essential that mothers' self-confidence should not be undermined by advertising which made them 
doubt their own ability to breastfeed or by inconsistent hospital and medical practices which hindered the 
successful initiation and continuation ofbreastfeeding. Instruments such as the International Code of Marketing 
of Breast-milk Substitutes and the subsequent Health Assembly resolutions, the Innocenti Declaration on the 
Protection, Promotion and Support of Breast-feeding and the Baby-friendly Hospital Initiative all helped to 
protect women's fundamental right to breastfeed their babies. Her organization encouraged all Member States 
to do their utmost to promote, encourage and protect breastfeeding in their countries. 

Ms LEHMANN-BURI (International Lactation Consultant Association), speaking at the invitation of the 
CHAIRMAN, said that her organization included more than 4000 lactation consultants and other health 
professionals working with breastfeeding mothers and infants and decision-makers responsible for infant feeding 
in nearly 50 countries. Breastfeeding was a vital foundation for health, which must be protected against 
ignorance and fear and from pressure by commercial interests. The special challenge posed by HIV infection 
to a minority of infants must not be allowed to interfere with the promotion of exclusive and sustained 
breastfeeding for the majority. Her organization urged all Member States to commit themselves to helping HIV
positive women to obtain accurate information about infant-feeding options (including, where appropriate, the 
use of heat-treated mothers' milk and banked donor milk); investigating ways of making human milk safely 
available to infants whose mothers were unable to, or chose not to, breastfeed them; and helping women to 
make and carry out informed infant-feeding decisions which were consistent with their individual circumstances. 
The authorities should help to identify ways of minimizing the risk ofHIV transmission through breastfeeding, 
protect women's rights to full information about their own health, including voluntary and confidential HIV 
testing and counselling, and ensure that women were protected against HIV infection and had timely access to 
treatment if they did become infected. 
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Miss WALKER (International Confederation ofMidwives), speaking at the invitation of the CHAIRMAN, 
acknowledged the efforts of WHO and other agencies to combat malnutrition, although progress was still too 
slow and in many countries, especially those affected by war, civil unrest and natural disaster, the situation had 
deteriorated. Her organization welcomed the proposed global technical consultation; however, more work was 
needed to make information and advice accessible to health workers, communities and families, particularly in 
remote areas. Innovative educational approaches were needed to ensure an ongoing commitment to good infant
feeding practices and enable informed decision-making by mothers. Initiatives such as the Baby-friendly 
Hospital Initiative had helped to establish early and prolonged breastfeeding in many hospitals and to encourage 
a culture of breastfeeding, but that effort must be continued. In some countries, violations of or failure to 
implement the International Code of Marketing of Breast-milk Substitutes had hindered midwives and mothers 
in the promotion and achievement of successful breastfeeding. Her organization called upon all governments 
to take appropriate action to combat such violations. 

In some situations, breast-milk substitutes were the only possible alternative; if they had to be used, the 
conditions of reconstitution and storage must be adequate to ensure that mortality and morbidity of infants due 
to diarrhoea) diseases did not increase. 

A concerted global effort was needed to provide resources and education for all health workers to achieve 
and sustain a greater increase in exclusive breastfeeding for at least the first four months of life. They were 
particularly important for midwives, who so frequently bore responsibility for the first moments of a child's life, 
when good feeding practices were initiated. Protecting and promoting the nutrition of newborn babies, infants 
and their mothers were everyone's responsibilities. 

Or BORASIO (International Association oflnfant Food Manufacturers), speaking at the invitation of the 
CHAIRMAN, said that his Association had pledged its support for efforts to remove the obstacles to 
implementation ofthe International Code ofMarketing of Breast-milk Substitutes. The member companies of 
his Association agreed that breastfeeding was the best way to feed infants, and had produced hundreds of 
thousands of messages to promote breastfeeding as the best feeding choice. Nevertheless, the International 
Code, public health officials and families acknowledged that there was a role for breast-milk substitutes. Every 
day, the members of his Association provided millions of mothers with the means of feeding their children, 
including breast-milk substitutes for women who had to leave their children with others or did not breastfeed 
for some other reason. 

Notwithstanding the best efforts of association members, there were instances where companies might not 
act in full compliance with the International Code at the national level, especially if they relied on third-party 
distributors. His Association appreciated the efforts of nongovernmental organizations and others to bring 
possible violations of the International Code to its attention. Where violations occurred, the members of his 
Association were committed to correcting them swiftly. In order to improve the effectiveness of the 
implementation ofthe International Code, the Association needed the help of governments, non governmental 
organizations and other interested parties to create monitoring and compliance procedures which were consistent 
with national codes and other national measures and based on clear and unambiguous definitions. In that way, 
the Association would be informed of alleged infractions of the International Code in a timely manner, and all 
manufacturers operating in a given country could apply the International Code in the same way. The 
Association and its members would do everything in their power to assist efforts to improve implementation of 
the Code. 

Ms STERKEN (Consumers International), speaking at the invitation of the CHAIRMAN, said that its 
affiliate, the International Baby Food Action Network had been involved for many years in the promotion, 
protection and support ofbreastfeeding through more than 150 groups worldwide. There had been progress in 
the implementation of the International Code and subsequent Health Assembly resolutions. A report issued by 
the Network showed that 20 countries had enacted laws, decrees or other legal enforceable measures to 
implement the International Code, 27 countries had enacted many of its provisions as law, 21 countries had 
implemented the entire Code as a voluntary measure or as national policy, and another 22 countries were 
drafting regulations based on the Code and subsequent resolutions. 1 

1 State of the Code by country, 1998. 
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The Network and other international agencies had monitored compliance with the Code. The report by 
the Network, "Breaking the rules", and the report of the Interagency Group on Breastfeeding Monitoring, based 
in the United Kingdom, showed that, in nearly every participating country, the major manufacturers of breast
milk substitutes did. not comply with the requirements laid down by the Health Assembly. The reports showed 
deliberate, extensive and systematic violations of the International Code and subsequent resolutions. Moreover, 
a number of governments were subject to increasing pressure from some baby-food companies; in some cases, 
national existing or draft legislation for the protection of infant health had been weakened because of economic 
threats from the baby-food industry. 

Those same companies were presently offering themselves as partners to United Nations bodies, 
nongovernmental organizations and governments in their efforts to face the problem of HIV infection. The 
Network was very concerned that research sponsored by the private sector and offers of free supplies of baby 
milk would weaken measures to promote breastfeeding, principally measures which had stopped the free supply 
of baby milk within the health care system. WHO must guard its independence and continue to act positively 
in defence of public health. Partnerships should be between parties who shared common values and principles; 
companies which competed with breastfeeding were not appropriate partners. 

The Network welcomed WHO's continuing efforts to ensure that all infants and young children had access 
to breast milk and that all mothers were enabled to breastfeed. Even if some babies had to be artificially fed, 
the policies in force must safeguard the protection ofbreastfeeding for the majority. The technical and other 
assistance that WHO could give Member States was welcomed in developing measures to implement the 
International Code and subsequent resolutions in order to stop the continuing violations. The Network also 
welcomed WHO's interest in further independent research into the health, socioeconomic and environmental 
benefits of breastfeeding. 

Ms GOSTELOW (Save the Children Fund (UK)), speaking at the invitation of the CHAIRMAN, said there 
was still a long way to go to protect infants from the effects of inappropriate promotion of breast-milk 
substitutes. The Interagency Group on Breastfeeding Monitoring was an ad hoc group of 27 independent 
organizations, including the Save the Children Fund, with an interest in the protection of infant health. It had 
commissioned an assessment of violations of the International Code in four countries: Bangladesh, Poland, 
South Africa and Thailand. The findings, presented in the report, "Cracking the code" (document 
A51/INF .DOC./3, paragraph 31 ), showed that the International Code was still systematically violated by baby
food manufacturers. It was therefore regrettable that the International Association oflnfant Food Manufacturers 
had reacted sceptically to the report. Her organization was convinced of the need to establish independent and 
rigorous monitoring systems; to consider mechanisms for supporting and endorsing specific monitoring 
protocols, and to recognize the provisions of the International Code and subsequent Health Assembly resolutions 
as a minimum requirement for all Member States. 

The problem of HIV I AIDS and infant feeding was of growing concern throughout the world. Her 
organization recognized the links between HIV/AIDS and poverty in developing countries, where 90% ofHIV 
infection occurred but which had the fewest resources available to combat it. It was essential to prevent the 
transmission ofHIV infection from mother to child through breastfeeding, and the most effective strategy was 
to prevent infection of women with HIV in the first place. More resources and support were needed for that task. 
The guidelines on HIV and infant feeding identified policy and practice measures to address mother-to-child 
transmission through breastfeeding. Her organization had doubts about the feasibility and appropriateness of 
some of those measures, particularly in developing countries with few resources. There was an urgent need for 
independent research into interventions that were accessible to and affordable by the poorest people, appropriate 
to the country concerned and sustainable in the long term. The research should examine the feasibility of the 
proposed policy measures in terms of costs, logistics, human rights, child survival and respect for the 
International Code. She called upon WHO to ensure that the commendable progress made in implementing the 
International Code was not undermined, delayed or halted by commercial activity. 

Dr TURMEN (Family and Reproductive Health) thanked the delegates and the representatives of 
nongovernmental organizations for their constructive comments. The delegate of Malta had referred to the 
"silent epidemic" of childhood obesity. A new international growth reference for children up to the age of six 
was currently being developed (document ASl/INF.DOC./3, paragraph 13). It would be desirable to have a 
similar growth reference for older children and especially for adolescents, but that would be a large and costly 
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project. The report of the WHO Consultation on Obesity (document ASI/INF.DOC./3, paragraph 34) was 
available from WHO. In response to the delegate of Greece, she said that the guidelines in question were those 
she had referred to in her introductory statement and were available on request. The evaluation mentioned1 had 
been the result of a collaboration with the Institute for Reproductive Health of Georgetown University in the 
United States of America, Wellstart International and the International Baby Food Action Network. 

The two sets of guidelines on HIV and infant feeding had been extensively reviewed by WHO, UNICEF, 
UNAIDS and outside experts, including health policy-makers, health care workers and health systems managers 
in countries affected by the HIV pandemic. WHO, UNICEF and UNAIDS would monitor the usefulness of the 
guidelines, ways of improving them and any "spill over effect" that might adversely affect breastfeeding practices 
by mothers who were not infected with HIV. 

The CHAIRMAN said that she took it that the Committee wished to take note of section IX of the 
Director-General's report dealing with infants and young child nutrition. 

It was so decided. 

The meeting rose at 12:50. 

1 An evaluation of the breasifeeding content of selected medical textbooks. Washington, D.C., Institute for 
Reproductive Health, Georgetown University, 1997. 
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1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (continued) 

Tuberculosis (Resolutions WHA46.36 and EB101.R4) 

The CHAIRMAN invited the Committee to consider the Director-General's report (document A5116) and 
the draft resolution contained in resolution EB101.R4. He indicated that, in operative paragraph 1(4) ofthe 
resolution, the number of countries with the highest burden of disease should be 17 and not 22. 

Dr SANOU IRA (representative of the Executive Board) said that, in its debate on tuberculosis, the 
Executive Board had recommended retaining the global targets set in resolutions WHA44.8 and WHA46.36, 
including the successful treatment of 85% of new sputum-positive cases and the detection by the year 2000 of 
70% of such cases, but making a clear distinction between countries achieving those targets and those failing 
to do so. It had considered that tuberculosis control hinged largely on political commitment and political will, 
which called for a holistic approach. 

The directly observed treatment, short-course (DOTS) strategy, which was being applied in an increasing 
number of countries, had led to considerable progress in tuberculosis control, but the global rates of successful 
treatment and detection were not yet high enough, and the world targets would not be achieved by the year 2000; 
unless the present anti-tuberculosis measures were accelerated, the disease burden would be even greater by the 
year 2020. Intensification of WHO's action could, on the other hand, have a spectacular effect, saving millions 
of lives and preventing hundreds of millions of new cases of infection. Those countries which could not attain 
the targets, including those with the greatest tuberculosis burden, should be encouraged to extend their DOTS 
programmes. It was now the responsibility of Member States, WHO and its international partners to give higher 
priority to combating tuberculosis and to providing the corresponding resources. 

Mr KHAN (Pakistan) said that tuberculosis was a disease thought by many to have been relegated to the 
annals of history, along with smallpox. WHO had recognized that it represented a severe threat in both 
developed and developing countries, although the magnitude of the threat varied. His Government was fully 
committed to control of the disease, but was experiencing difficulties created by increasing population rates, high 
poverty levels, illiteracy, lack of human and financial resources and the competing demands of other 
communicable diseases. It might be necessary to set different goals and strategies for countries that needed more 
international assistance. He noted that the United Kingdom had made a grant to one of the most affected 
countries. WHO should play a more proactive, catalytic role in that respect if the targets were to be attained. 

Professor LEOWSKI (Poland) stressed that tuberculosis deserved the highest possible priority worldwide, 
as both developing and developed countries were experiencing increased notification rates, the emergence of 
multi-drug-resistant strains and the contribution of HIV I AIDS to the tuberculosis problem. His country had seen 
a transitory deterioration in the tuberculosis situation several years previously, but since the National 
Tuberculosis Institute had been designated a WHO collaborating centre for tuberculosis, it hoped to contribute 
to strengthening programme activities in other countries of central and eastern Europe. He supported WHO's 

-53-



54 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

policy on the importance of the DOTS strategy, although he questioned its description in the report as a 
"breakthrough". 

Dr MILEN (Finland) said that her country welcomed the progress in tuberculosis control, in particular the 
increasing number of countries that had adopted the DOTS strategy as a result of WHO's active promotion; 
however, the low global treatment success rate called for intensified, broader action. Tuberculosis was above 
all a disease of poverty; therefore, poor living conditions and inadequate nutrition and sanitation, especially in 
developing countries and those in economic transition, should be of concern to political leaders and health 
professionals, calling for a multisectoral approach. In order for the DOTS strategy to succeed, vertical 
programmes for the control of tuberculosis and other diseases should be integrated into sustainable health 
systems at all levels. The fight against tuberculosis was directly affected by problems within health systems, 
such as the shift from centralized to decentralized care, overemphasis on institutional care, lack of reliable 
primary health care, low salaries of health professionals and out-of-date regulations on treatment. 

Dr MONISSOV (Russian Federation) said that tuberculosis had become one of the most serious medical 
and social problems in his country, where the morbidity and mortality rates had increased twofold since 1991. 
The causes included social problems, migration, high rates of infection of alcoholics, poor hygiene and the 
emergence of multi-drug-resistant strains. The DOTS strategy had been applied successfully in one region of 
the Russian Federation, but it could not be implemented nationwide owing to lack of staff, drugs and laboratory 
facilities. Despite a five-year tuberculosis control programme, the problem remained. There were some 
discrepancies between his country's data and those of WHO concerning the efficiency and toxicity of specific 
anti-tuberculosis preparations. However, he welcomed resolution EBIOI.R4, which reflected many of the 
problems. 

Dr LARUELLE (Belgium) said that his Government joined in WHO's support of both national 
tuberculosis control programmes, especially in developing countries, and the global effort. He endorsed the draft 
resolution but proposed two amendments: to change the wording of the first preambular paragraph to read 
"Aware that tuberculosis is strongly associated with inequalities in social and economic conditions, including 
in particular low income and gender;" and in the second preambular paragraph, to insert" in adults" after the 
phrase "important causes of death". 

Dr VIOLAKI-PARASKEVA (Greece), stressing the social and economic causes of tuberculosis and the 
need to train all categories of health personnel in tuberculosis control measures, proposed that a new 
subparagraph (I) be inserted in the first operative paragraph of the draft resolution, which would read as follows: 
"(I) to give high priority to intensifying tuberculosis control as an integral part of primary health care;". 

Dr LI Jianguo (China) welcomed the Director-General's report on tuberculosis in document A51/6 and 
supported resolution EBIOI.R4. Since WHO had drawn attention to the global emergency with regard to 
tuberculosis in 1993, governments had taken positive steps to strengthen control measures, but the disease was 
still a major threat to public health, especially in developing countries. Welcoming the DOTS strategy, which 
had been effective in his country, he considered that political commitment was required in such measures as: 
increasing health information and education and mobilizing public awareness of tuberculosis control based on 
experience accrued in the control of HIV/AIDS; integrating tuberculosis control measures into economic 
assistance programmes for developing countries, as tuberculosis mainly affected young adults (which seriously 
threatened productivity and thus prevented developing countries from eliminating poverty); and sustaining 
broad international cooperation particularly concerning the problem of drug-resistant strains. He requested that 
the figure of 96% in paragraph 3 of Chapter X of document A 51/6, referring to the treatment success rate in 
China, be verified. 

Dr <;AKMAK (Turkey) noted the achievements in tuberculosis control through the DOTS strategy, which 
was dependent on the availability of primary health care services. It was important that, with problems such as 
the emergence of multi-drug-resistant strains, sustainable primary health care services of sufficient quality be 
available. Full implementation of the DOTS strategy was dependent on the availability of resources and 
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successful implementation of other programmes such as health systems development. He supported the draft 
resolution contained in resolution EB10l.R4. 

Or FREIJ (Sweden) welcomed implementation of the DOTS programme and WHO's promotion of 
operational research into new tools for tuberculosis control. The causes of the re-emergence of tuberculosis 
included failure of health systems to provide organized and rational preventive and curative services, the lack 
of available drugs in many countries and lack of regulation of drug use. While supporting resolution EB 10 l.R4, 
he proposed that operative paragraph 1 (2) be amended by insertion of the phrase "as an integral part of primary 
health care" after the words "(DOTS)". 

Or CHEIKH (Mauritania), expressing strong support for resolution EB10l.R4, requested the inclusion 
therein of two concepts: under operative paragraph 3(1), to encourage the access of poor countries to drugs and 
diagnostic material of optimum quantity and quality; in operative paragraph 3(2) to encourage the development 
of surveillance networks for drug resistance, for example, in WHO collaborating centres. 

Or MAHJOUR (Morocco) commended the work of the Global Tuberculosis Programme but said that 
greater stress should be laid in the report on the difficulties of implementing the DOTS strategy, especially in 
high-prevalence regions. The DOTS strategy depended closely on the effectiveness of primary health services, 
which should be further strengthened so as to ensure effective detection and treatment with a regular supply of 
drugs. The success of the strategy depended on training of health professionals and continuous evaluation of 
the quality of care provided. He supported the draft resolution with the amendment proposed by the delegate 
of Greece. 

Ms SAITO (Japan), emphasizing that the success of tuberculosis control depended on political 
commitment, expressed support for WHO's new initiatives. She welcomed the report and endorsed the draft 
resolution. 

Or KORTE (Germany) said that the DOTS strategy was the only one that was being pursued, and other 
areas of prevention and research should be explored, including vaccine development and strengthened 
cooperation with the UNAIDS programme. New targets should be set in the near future. He supported 
resolution EB 10 l.R4 with the amendments proposed by the delegates of Greece and Sweden. 

Or KILIMA (United Republic of Tanzania) recalled that, despite a period of satisfactory achievements 
in tuberculosis control in his country between 1977 and 1983, the number of tuberculosis cases had risen 
drastically, from 12 000 in 1984 to reach 44 000 in 1996. An epidemiological study had shown that 30% to 50% 
of tuberculosis patients were also HIV-positive, which had caused overcrowding ofhealth facilities. Despite 
that increase, the cure rate had remained at about 80% due to introduction of the DOTS strategy, which was 
implemented throughout the country. He requested assistance in an on-going three-year development plan in 
setting up centres for monitoring antimicrobial resistance. He endorsed resolution EB 10 l.R4, with a few 
proposed amendments, which he had transmitted to the Secretariat. He thanked WHO, the Swiss Agency for 
Development Cooperation, the German Leprosy Relief Association, the Government of the Netherlands and 
other partners for their continued support. 

Or TOUNG-MVE (Gabon) said that with the assistance of WHO the DOTS strategy had been effectively 
implemented in his country. He requested further help to monitor the effects ofHIV infection and changes in 
the health sector on the tuberculosis control programme and would welcome WHO's continued support for 
research training and supply of quality drugs. He supported the draft resolution. 

Or AL-JEFRI (Saudi Arabia) expressed his Government's full support for WHO's measures to overcome 
tuberculosis at the regional and international levels. His Government and those of other members of the Gulf 
Cooperation Council were determined to eradicate tuberculosis by the year 2010 by means of short-term 
treatment within the DOTS strategy. Training of health workers and development of a system to monitor and 
register all cases were also of prime importance. 
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Ms LEEMHUIS-DE REGT (Netherlands) proposed that operative paragraph 3(2) be amended by insertion 
of the phrase "(including the development of tools to monitor multi-drug resistance)" after the words "multi
drug-resistant tuberculosis." 

Mrs MANYENENG (Botswana) said that tuberculosis remained the prime cause of death in her country. 
The importance in the prevention of drug resistance of adhering to the treatment regime schedule in accordance 
with the DOTS strategy could not be overemphasized. The corollary was that the struggle against poverty 
should also be intensified, as nutritional status and standard ofliving had been shown to be of crucial importance 
in the fight against tuberculosis. Use of DOTS and improved nutrition also had a positive impact against 
HIV I AIDS. Her delegation supported the draft resolution with the inclusion of an amendment on primary health 
care, as suggested by other delegations. She suggested that the impact of the DOTS strategy on nutritional status 
should also be considered. 

Mr ANRIQUEZ (Chile) said that the DOTS strategy, which had been in operation in his country for 30 
years, had made possible considerable progress in the global fight against tuberculosis. His delegation therefore 
supported the main recommendations contained in the draft resolution. Chile was close to achieving the goals 
set by WHO and would probably have done so by 2000. By 20 I 0 it hoped to be well on the way to eliminating 
the disease. In the period 1992-1996, the annual rate of cure had been 81.4% and the detection rate over 70%. 
In the decade 1987-1996, the rate of morbidity from tuberculosis in all its forms had dropped by 7.6% per year. 

Dr LEVENTHAL (Israel), recalling that resolution WHA50.21 requested the Director-General to 
coordinate the observance of World Tuberculosis Day on 24 March of each year as an opportunity to raise public 
awareness of tuberculosis as a major urgent public health problem and for countries to assess progress in 
tuberculosis control. He proposed that that concept be added to operative paragraph 3 of the draft resolution 
contained in resolution EBIOI.R4. Education, promotion and treatment with regard to tuberculosis should 
appear in one place. 

Dr MELONI (Peru) said that his delegation supported the draft resolution and the amendments, which 
strengthened the original draft. He also paid tribute to the technical efficiency of the DOTS strategy and the 
political will shown by many countries to achieve progress in combating tuberculosis. 

Mr MAJORI (Italy) said that, fully aware of the urgency of the problem of tuberculosis in many parts of 
the world, his delegation endorsed the draft resolution and commended the tuberculosis and HIV -tuberculosis 
strategies. 

Dr KOULAKSAZOV (Bulgaria) said that the international community could not ignore the risk posed 
by the global increase in tuberculosis, which threatened both the health of peoples and the economic 
development of countries. In 1994, the Bulgarian Council of Ministers had adopted a national programme of 
tuberculosis control, the main tasks for 1998 being early detection (by reintroducing tluorographic examination 
of high-risk groups); microbiological investigation, including the isolation, identification and determination of 
resistance of tuberculosis bacteria; introduction of the DOTS strategy; establishment of a national computerized 
information system for epidemiological surveillance; and reallocation of hospital beds, according to need. Since 
the beginning of 1997, Bulgaria had also participated in epidemiological surveillance of tuberculosis in Europe, 
which included setting standards for tuberculosis surveillance in all European countries and the collection, 
analysis and dissemination of information. She supported the amendments suggested by the delegates of Greece 
and Sweden. 

Dr ASTANEH (Islamic Republic of Iran), after expressing his delegation's full support for the draft 
resolution, drew attention to three critically important factors in the control of tuberculosis. First, tuberculosis 
programmes should be considered an integral part of disease control programmes in general, rather than being 
enclosed in a vertical programme. Secondly, regional collaborative centres ought to be strengthened and 
expanded as part of a regional strategy. Thirdly, the disease could not be conquered unless programmes to deal 
with it were integrated into the primary health care system. 
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With regard to the situation of tuberculosis control in his country, he said that at a recent meeting on 
tuberculosis in London, the press had quoted a WHO report which listed his country as one of 16 with the worst 
record. He wished to know the criteria on which that categorization had been made, since the incidence of 
tuberculosis had fallen to 20-30 per I 00 000 people over the past three years. The surveillance system was 
satisfactory, according to WHO reports, primary health care was effective throughout the country, and the DOTS 
strategy had been adopted in more than half of all districts. One of the regional collaborating centres was located 
in Iran. The report had therefore come as a surprise, and WHO had been requested to delete his country from 
the list. The report, which had been taken up in the Iranian press, had created considerable problems for his 
Ministry of Health. 

Or MANGUELE (Mozambique) said that tuberculosis was one of the major causes of death in his country. 
Poor access to health care facilities, poor housing, food and water, malnutrition and high illiteracy rates made 
Mozambique one of the most vulnerable countries in the world. Increasing rates ofHIV infection had worsened 
the situation, despite adoption of the DOTS strategy. His delegation therefore supported the draft resolution and 
the amendment proposed by the delegate of Greece. 

Or BALDWIN (United States of America) said that her delegation was deeply concerned about the 
growing tuberculosis epidemic, including multi-drug resistance. WHO and many Member States deserved credit 
for the progress in implementing the DOTS strategy, but implementation was slow in the countries with the 
greatest disease burden. A new action plan was therefore needed, as mentioned in operational paragraph 3(1) 
of the draft resolution, and should include indications on how the epidemic would be addressed, with what 
resources and by whom. Given the expected increase in tuberculosis prevalence and the additional mortality 
that would result from failure to meet the global targets, her delegation urged WHO to take the lead in ensuring 
that such an action plan was developed in collaboration with Member States, funding organizations and related 
programmes. Longer-term, measurable goals should be developed and shorter-term goals identified, including 
some infrastructure and process measures. 

Or PERRIN (International Committee of the Red Cross) said that prisons were an important setting to 
consider in the development of national tuberculosis strategies. Overcrowding, the presence ofhigh-risk groups 
and delayed or incomplete treatments contributed to a high prevalence and to the emergence of drug-resistant 
strains. Moreover, the passage of people into and out of prison settings had important implications for the spread 
of tuberculosis within the general population. 

The ICRC had initiated a tuberculosis control programme in the Azerbaijan prison system in June 1995. 
At the outset, the prevalence of tuberculosis had been found to be 50 times higher than the national average, and 
25% of the prisoners were infected with multi-drug-resistant strains; 80% of the strains were resistant to at least 
one antibiotic. The ICRC had implemented a programme of control based on the DOTS strategy, which had 
resulted in a rate of compliance with the medication regime of over 95%. Among the 400 people who had 
completed the programme, the mortality rate had fallen by half, and about 60% had been cured. That figure rose 
to 70% among those who had completed their treatment - apart from those who died or defaulted during 
treatment - and to over 90% among those who had never received any previous treatment for tuberculosis. The 
results underlined the importance of multi-drug-resistant tuberculosis and of including prisons within national 
tuberculosis strategies. Ministries of health should take the initiative in ensuring that national programmes 
included the prison setting, particularly given the role of prison systems in the transmission oftuberculosis. 

Or HENDERSON (Assistant Director-General), replying to some of the points that had been raised, said 
that, while the delegations of both Greece and Sweden had proposed that reference to primary health care be 
included in the draft resolution, the amendment suggested by the representative of Greece was more 
comprehensive and might therefore serve the Committee's needs. He suggested that the proposal by the delegate 
of Mauritania on the monitoring of antibiotic resistance was adequately addressed by the amendment proposed 
by the representative of the Netherlands. He sought further clarification of the second amendment suggested 
by the delegate of Mauritania. 

In response to the concerns of the delegate of the Islamic Republic oflran, he said that that country had 
been placed in a category with countries that did not appear to be achieving the goals that had been set, simply 
owing to a lack of relevant data. WHO looked forward to receiving the information officially, whereupon the 
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situation would be rectified, since it was well known that the Islamic Republic of Iran had a strong health care 
system. 

As for the suggestion by the delegate of Israel that the previous resolution on World Tuberculosis Day be 
incorporated in the draft resolution, he considered that that would set an undesirable precedent. 

Or THYLEFORS (Secretary) suggested that, in view of the number of amendments that had been proposed 
to the draft resolution recommended by the Executive Board in resolution EB I 0 l.R4, the Committee might wish 
to see a revised text. 

It was so agreed. 

(For approval of the draft resolution, see page 61.) 

Global elimination of blinding trachoma (Resolutions WHA45.1 0 and EB1 01.R5) 

Or MOREL (representative of the Executive Board) said that trachoma was still the leading preventable 
cause of blindness in the world, despite many years of efforts to control the disease in the developing world. 
Current estimates indicated that some 146 million people had active trachoma and were in need of treatment, 
and an additional 6 million were visually disabled by the disease. Since trachoma was closely related to living 
standards, it was found mainly in under-served rural and urban communities; pre-school children and women 
were particularly vulnerable to repeated, severe infections. 

A new strategy for trachoma control had been developed, and a WHO alliance for the global elimination 
of trachoma had been formed that included several nongovernmental organizations. It was envisaged that the 
alliance would s<(rve as a forum for intervention, planning and monitoring and for mobilizing resources. He 
commended the draft resolution contained in resolution EB10l.R5 to the Committee. 

Or AHMED (Bahrain) said that, as an ophthalmologist, he had had the opportunity to participate in the 
successful programme to eradicate trachoma in his country, in collaboration with WHO. The provisions 
outlined in the draft resolution were thus effective, and his delegation supported it. 

Or MAHJOUR (Morocco) said that his country's trachoma programme had set itself the objective of 
eliminating blinding trachoma by the year 2000 in the region, where it remained endemic. The programme, 
which was based on that of WHO, included community-based action, prevention and operational research. In 
accordance with the draft resolution, the Government had set up a strategy including surgery for inturned eyelids, 
antibiotics use, facial cleanliness and environmental improvement (the SAFE strategy), undertaken operational 
research and applied a new method for rapid assessment and mapping of blinding trachoma in endemic areas. 
It had worked with the WHO alliance for the global elimination of trachoma from the outset, as well as with 
other partners. 

The recommendations of the draft resolution were fully in accord with his country's national strategy, and 
his delegation therefore strongly supported the draft resolution, which he hoped would lead to the global 
elimination of blinding trachoma. His country looked forward to hosting the next meeting of the alliance. 

Or CHEIKH (Mauritania) said that trachoma was endemic in his country, and he therefore welcomed new 
initiatives for its elimination, particularly the SAFE strategy and establishment of the WHO alliance. There was 
a need for greater participation by Member States in the alliance, since international bodies and 
nongovernmental organizations could not conquer trachoma alone. He hoped that the future would bring greater 
financial access to antibiotics and research into realistic antibiotic therapies. He strongly supported the draft 
resolution. 

Or BALD WIN (United States of America) endorsed the draft resolution, while noting that it was important 
for WHO and its partners to keep fully abreast of scientific developments in the prevention and control of 
trachoma. For example, studies were being conducted to establish whether annual community-wide treatment 
with azinthromycin would eliminate the infection. WHO should follow those studies to determine whether the 
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drug could be effectively introduced into trachoma-control programmes, with other measures such as facial 
cleanliness, and to assess its cost-effectiveness. 

Or KILIMA (United Republic of Tanzania) said that his country's newly developed plan for the control 
of trachoma was based largely on the SAFE strategy, which preliminary research had shown was effective. 
Plans were under way to start rapid assessment and mapping of blinding trachoma to determine more accurately 
the extent of the disease, with the help of WHO, so that progress made in controlling and ultimately eradicating 
it could be measured. His delegation strongly endorsed the draft resolution. 

Mr MAJORI (Italy) commended the work of WHO to combat trachoma and noted with satisfaction the 
establishment of the alliance. His delegation fully supported the draft resolution. 

Or LEFAIT-ROBIN (France) praised the work of WHO in the field of trachoma prevention and control 
and the positive results achieved through the SAFE strategy. However, she shared the concern of the delegate 
of the United States with regard to the effects of systemic treatments, such as the new generation of longer-acting 
macrolides. The effect of those drugs on other chlamydia infections should be determined in order to prevent 
the induction of drug resistance. She proposed one amendment to the draft resolution: the insertion of the word 
"clean" before "water" in subparagraph (4) of the first operative paragraph. 

Professor GRANGAUD (Algeria) said blinding trachoma was still prevalent in his country, despite 
systematic use of eye ointments in endemic areas, especially in schools. He therefore hoped that clinical trials 
would confirm the efficacy of the new generation ofmacrolides. He endorsed the draft resolution. 

Or ZOUNDI (Burkina Faso) said that about one-quarter of all cases of blindness in her country were due 
to complications of trachoma; it was the second most common cause of blindness after cataracts. Her delegation 
welcomed the draft resolution. 

Or <;AKMAK (Turkey) said that his country's efforts to combat trachoma dated back to the 1920s, when 
almost half the population had been affected by the disease. An effective control programme had been 
implemented, and positive results had been achieved within a few decades. WHO assistance had accelerated 
the programme in the 1950s. During the 1970s and 1980s, once the disease had been brought under control, 
support for the trachoma control programme had waned. Nevertheless, socioeconomic development and changes 
in lifestyle and living conditions had ensured that progress in combating the disease continued. Following a 
large-scale field survey conducted in 1989 with support from WHO, the trachoma control programme, which 
had been characterized by a vertical structure, had been completely reorganized so as to integrate it into primary 
health care services. In 1997, almost no new cases of the disease had been recorded, and he was hopeful that 
it would be eradicated within the next decade. While he was not convinced that global elimination of trachoma 
could be achieved with the existing strategies, the eradication of blinding trachoma by the year 2020, with full 
implementation of the SAFE strategy, was a realistic goal. He fully supported the draft resolution. 

Or HENDERSON (Assistant Director-General), replying to the point raised by the delegates of the United 
States and France, said that WHO was keenly following the studies on the effects of azinthromycin, one of the 
new generation of macro !ides, and fully understood the concern with regard to the problem of resistance. He 
had no objection to the amendment proposed by France. 

The CHAIRMAN invited the Committee to approve the draft resolution, with the amendment proposed 
by France. 

The resolution recommended by the Executive Board in resolution EB101.R5, as amended, was 
approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA5l.ll. 
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Dr Durham took the Chair. 

Health promotion (Resolutions WHA42.44 and EB101.R8; Document A51/INF.DOC./2) 
(continued from the fourth meeting) 

The CHAIRMAN drew the attention of the Committee to the following revised text of the draft resolution 
recommended by the Executive Board in resolution EB10l.R8: 

The Fifty-first World Health Assembly, 
Recalling resolution WHA42.44 on health promotion, public information and education for health 

and the outcome of the four international conferences on health promotion (Ottawa, 1986; Adelaide, 
Australia, 1988; Sundsvall, Sweden, 1991; Jakarta, 1997); 

Recognizing that the Ottawa Charter for Health Promotion has been a worldwide source of guidance 
and inspiration for health promotion development through its five essential strategies to build healthy 
public policy, create supportive environments, strengthen community action, develop personal skills, and 
reorient health services; 

Mindful of the clear evidence that: (a) comprehensive approaches that use combinations of the five 
strategies are the most effective; (b) certain settings offer practical opportunities for the implementation 
of comprehensive strategies, such as cities, islands, local communities, markets, schools, workplaces, and 
health services; (c) people have to be at the centre of health promotion action and decision-making 
processes if they are to be effective; (d) access to education and information is essential vital in achieving 
effective participation and the "empowerment" of people and communities; (e) health promotion is a "key 
investment" and an essential element of health development; 

Mindful of the new challenges and determinants of health and that new forms of action are needed 
to free the potential for health promotion in many sectors of society, among local communities, and within 
families, using an approach based on sound evidence .. here feasible; 

Appreciating the potential of health promotion activities to act as a resource for societal 
development and that there is a clear need to break through traditional boundaries within government 
sectors, between governmental and nongovernmental organizations, and between the public and private 
sectors; 

Noting the efforts made by the ten countries with a population of over 100 million to promote the 
establishment of a network of most-populous countries for health promotion: 

Confirming the priorities set out in the Jakarta Declaration for Health Promotion in the Twenty-first 
Century, 

1. URGES all Member States: 
(1) to promote social responsibility for health; 
(2) to increase investments for health development; 
(3) to consolidate and expand "partnerships for health"; 
(4) to increase community capacity and "empower" the individual in matters of health; 
(5) te seettre l:lfl: iftfrastrttetttre fer hettlth flremetieft, to stren&then consideration of health 
requirements and promotion in all policies: 
® to adopt an evidence-based approach to health promotion policy and practice. using the full 
range of quantitative and qualitative methodologies: 

2. CALLS ON organizations of the United Nations system, intergovernmental and nongovernmental 
organizations and foundations, donors and the international community as a whole: 

(1) to mobilize Member States and assist them to implement these strategies; 
(2) to form global. regional and local health promotion networks; 
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3. CALLS ON the Director-General: 
(I) to enhance the Organization's capacity with that of the Member States to foster the 
development of health promoting cities, islands, local communities, markets, schools, workplaces, 
and health services; 
(2) to implement strategies for health promotion throughout the life span with particular attention 
to the vulnerable groups in order to decrease inequities in health; 

4. REQUESTS the Director-General: 
(I) to take the lead in establishing an alliance for global health promotion and in enabling 
Member States to implement the Jakarta Declaration and other local/regional declarations on health 
promotion; 
(2) to support the development of evidence-based health promotion policy and practice within 
the Organization~ 
ill to raise the health promotion to the top priority list of WHO in order to support the 
development of health promotion within the Organization: 
ill to report back to the 1 05th session of the Executive Board and to the Fifty-third World Health 
Assembly on the progress achieved. 

The CHAIRMAN invited the Committee to approve the revised draft resolution. 

The resolution recommended by the Executive Board in resolution EB101.R8, as amended, was 
approved.' 

Tuberculosis (Resolutions WHA46.36 and EB101.R4) (resumed) 

Dr THYLEFORS (Secretary) read out a series of amendments to the draft resolution recommended by the 
Executive Board in resolution EBIOI.R4, adding that they incorporated all of the changes that had been 
proposed by delegates. Two amendments, both proposed by the delegate of Belgium, had been made in the 
preambular section. In the first preambular paragraph, the words "causes related to 'gender', income and other 
factors showing inequities" had been replaced by "inequalities, especially those related to low income and 
gender"; and in the second preambular paragraph, the words "in adults" had been inserted after "causes of 
death". 

The delegate of Greece had proposed that the first operative paragraph contain a new subparagraph (I) 
which read as follows: 

"(1) to give high priority to intensifying tuberculosis control as an integral part of primary health care;". 
The remaining subparagraphs would be renumbered. In subparagraph (2), the words "set a time" should be 
replaced by "ensure that", incorporating the amendment proposed by the delegate of the United Republic of 
Tanzania; and the words "as an integral part of primary health care" should be inserted after "(DOTS)", as 
proposed by the delegate of Sweden. The delegate of Israel had proposed that the operative paragraph conclude 
with a new subparagraph to read as follows: 

"(5) to coordinate the observance of World Tuberculosis Day on 24 March each year as an opportunity 
throughout the world for the organizations concerned to raise public awareness of tuberculosis as a major 
urgent public health problem and for countries to assess progress in tuberculosis control;". 
The delegate of Mauritania had proposed the inclusion of two new subparagraphs in the third operative 

paragraph. These would be numbered (2) and (3), respectively, the subsequent subparagraphs being renumbered 
accordingly. The two new subparagraphs read as follows: 

"(2) to encourage the accessibility of poor countries to an adequate supply of good quality medication 
and diagnostic equipment; 
(3) to encourage the establishment of networks for the surveillance of multi-drug resistance at country 
level or in groups of poor countries;". 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.12. 
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In the second line of subparagraph (2), the words "(including the development of tools to monitor multi-drug 
resistance)" had been inserted after "multi-drug-resistant tuberculosis", as proposed by the delegate of the 
Netherlands. 

The CHAIRMAN invited the Committee to approve the draft resolution as amended. 

The resolution recommended by the Executive Board in resolution EB101.R4, as amended, was 
approved.' 

2. DISEASE PREVENTION AND CONTROL: Item 21 of the Agenda 

Control of tropical diseases: Item 21.1 of the Agenda (Document A51/7) 

Chagas disease (Resolution EB1 01.R6) 

Dr MOREL (representative of the Executive Board), introducing the report contained in document ASl/7 
with respect to Chagas disease, said that control of the disease in the countries of the "southern cone" (Argentina, 
Bolivia, Brazil, Chile, Paraguay and Uruguay) had been a major victory for public health in the Region of the 
Americas and a significant achievement in terms of cost-effectiveness and cost-benefits. The recent certification 
of the elimination ofvectorial and transfusional transmission ofChagas disease in Uruguay reflected the political 
and technical commitment of the "Southern Cone Initiative". The experience should be extended to the Andean 
and Central American countries. Further entomological and epidemiological research on vector distribution, 
behaviour and susceptibility to insecticides should improve vector control in those areas. 

Dr ITO (Japan) said that his country's initiative on global parasite control emphasized the importance of 
controlling parasitic diseases, including malaria. The four strategies suggested were effective international 
cooperation; research to provide a scientific basis for parasite control; the implementation of effective parasite 
control projects; and strengthening of the capacity of countries to deal with parasitic diseases. The international 
community should strengthen its commitment to the control of malaria and other parasitic diseases by 
collaborating with global partners and helping WHO to organize effective programmes. Japan was deeply 
committed to fighting parasitic disease. 

Mr MAJORI (Italy) commended the Organization's work on the control of vector-borne diseases. The 
results obtained with respect to Chagas disease were very promising, and he therefore fully endorsed the draft 
resolution. 

The resolution recommended by the Executive Board in resolution EB10l.R6 was approved.2 

Elimination of leprosy as a public health problem (Resolution EB 1 01.R7) 

Dr SANOU IRA (representative of the Executive Board) said that substantial progress had been made 
worldwide in eliminating leprosy as a public health problem through widespread use of multi-drug therapy, 
which had resulted in a 76% reduction in the number of registered cases in the world since 1991. The number 
of individuals cured ofthe disease had reached 8.4 million by the beginning of 1997. Currently, over 97% of 
all registered cases were receiving multi-drug therapy provided free through WHO; in 1995-1997, the 
Organization had supplied drugs sufficient to treat more than 2.5 million patients in 63 countries where the 
disease is endemic, and continued to provide country-level support in accelerating activities with the goal of 
eliminating leprosy. Political commitment was promoted through international conferences and coordination 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.13. 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA5l.14. 
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of the activities of ministries of health, international agencies, including nongovernmental organizations, and 
WHO. Moreover, rehabilitation of individuals cured of leprosy was promoted through a community-based 
approach. 

Despite the considerable progress made towards elimination of the disease, an estimated 2 million cases 
were yet to be detected and treated before the end of the year 2000. An accelerated plan was therefore being 
implemented through campaigns to detect cases by a combination of community awareness, participation of 
local health services and active search. In addition, special action projects addressed patients living in 
inaccessible areas and refugees and nomads. 

She drew the Committee's attention to the draft resolution contained in resolution EB10l.R7. 

Ms WANGMO (Bhutan), in expressing the intention of her delegation to support the resolution, said that 
while a 76% global reduction in the prevalence of the disease represented significant progress, it should not lead 
to complacency; indeed, efforts needed to be intensified. In that regard, she urged WHO to continue its support 
and guidance in terms of resources and technical expertise so that targets already set for the year 2000 could 
be achieved. Equal importance should be given to rehabilitation, to bring dignity and quality to the lives of 
patients. 

Dr LI Jianguo (China), endorsing the recommendations made in draft resolution EBIOl.R7, said that his 
delegation believed that Member States had already implemented the targets for reducing the incidence of 
leprosy recommended by the World Health Assembly. By introducing multi-drug therapy and intensifying case
finding activities, remarkable progress had been made in detecting and curing the disease. The control and 
elimination ofleprosy worldwide by the year 2000 was both an opportunity and a challenge. Eliminating leprosy 
as a public health problem meant exercising epidemic control over the disease and was only one aspect of the 
fight against it. The ultimate eradication of leprosy was a long process requiring increased WHO funding for 
drugs and new technologies; accelerated medical research into unresolved problems of prevention and 
treatment; coordination between WHO and relevant international organizations and nongovernmental 
organizations to promote the rehabilitation and treatment of patients disabled by leprosy; and provision of drugs, 
including multi-drug treatment, free of charge to lower the morbidity rate. Additional funds must be made 
available if the elimination ofleprosy were to be achieved by the year 2000. 

The fiftieth international conference on leprosy was due to be held in Beijing, China, in September 1998, 
to mark progress in combating the disease; all those interested in ridding the world of the disease were invited 
to participate. 

Dr <;AKMAK (Turkey), expressing the appreciation of his delegation to the Director-General for the brief 
and clear report and for the progress achieved, said that his Government fully supported the draft resolution. 

Mr DECAZES (Order of Malta) said that the draft resolution did not clearly indicate the future of leprosy 
control. The number of patients under treatment had dropped dramatically in recent years, but that decrease in 
prevalence was due mainly to the widespread use of short-term multi-drug therapy, which had been a real 
achievement of WHO. In most countries, however, the annual number of cases was decreasing very gradually. 
Elimination ofleprosy as a public health problem was not an end in itself but merely one stage towards the more 
distant objective of the eradication ofthat scourge. Document ASI/5, "Health for all in the twenty-first century", 
stated that elimination of leprosy as a public health problem, probably at the district level, would be realized by 
the year 2010, a projection that appeared quite reasonable; however, leprosy would not have disappeared after 
that date, and the efforts would have to be continued. 

He suggested that two further points might be included in the draft resolution: first, prevention of 
disability in patients cured ofleprosy but affected by sequelae; secondly, organization ofleprosy control in areas 
where the prevalence was less than one per 10 000 inhabitants. There was a danger that premature disbanding 
of leprosy control programmes would make it more and more difficult to reach the final goal of eradication; a 
minimum of human, technical and financial resources should be maintained. New epidemiological indicators 
should be defined for the control of endemic leprosy. To ensure that the necessary experience did not disappear, 
he recommended maintenance of a specialized structure that would serve as a central clinical reference and 
would guarantee the effectiveness of integrated leprosy control. WHO should use its experience and its success 
to coordinate continuing research. 



64 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

Or HENDERSON (Assistant Director-General) concurred with the representative of the Order of Malta 
that the Organization's mode of operation must be adapted in response to changing epidemiological situations. 
Leprosy would be kept under surveillance, and consideration given to the next phase of the fight against the 
disease. Control did not equate to eradication. He thanked the delegate of China for his contribution to the 
debate and for the warm invitation extended on behalf of his Government to participate in the forthcoming 
conference on leprosy in Beijing. 

Although the Director-General had not submitted a report to the Health Assembly on the major tropical 
disease of malaria, an expert committee on malaria prevention and control was to be convened later in the year, 
and the Health Assembly would be kept fully informed of developments in that area. 

The resolution recommended by the Executive Board in resolution EB10l.R7 was approved. 1 

Revision of the International Health Regulations: progress report: Item 21.2 of the Agenda 
(Document A51/8) 

The CHAIRMAN informed the Committee that the schedule for completion of the revised International 
Health Regulations had been modified, as it had become clear that Member States required more time to fully 
evaluate the proposed new approach to disease notification and other technical and legal aspects of the 
Regulations. The progress report under discussion should be considered an interim report only. 

Or MOREL (representative of the Executive Board) said that the revised International Health Regulations 
would ensure immediate notification of all disease outbreaks of urgent international importance. Reporting of 
specific diseases would be replaced by reporting of clinical syndromes, which would facilitate rapid alert and 
appropriate response. The revision would increase the longevity of the Regulations by allowing updating of 
technical details and specific public health measures. After extensive international consultation during 1996 and 
1997, a group of public health and legal experts had prepared the provisional draft text, which had been sent to 
all Member States in February 1998. The Committee on International Surveillance of Communicable Diseases 
would be convened later in the year to finalize the draft. 

Members of the Board had expressed their support for the approaches proposed, and had considered that 
notification of all outbreaks of urgent international importance, including new or unusual diseases, would assist 
WHO's efforts to strengthen global surveillance of communicable disease. It would be important to ensure that 
the case definitions were sufficiently precise and were compatible with those in other international reporting 
systems. Member States should be consulted throughout the process of revision, and it would be essential to 
ensure adequate technical and legal input. 

Mr VOIGTLANDER (Germany) said that an early-warning system for certain communicable diseases 
was ofthe utmost importance for preventing the spread of imported diseases. Extension of the Regulations to 
include syndromes would be useful if they were precisely defined. The definition of uniform registration 
criteria, to be presented briefly and comprehensibly in the planned manual, must take into account their 
compatibility with other international registration systems, such as that being prepared within the European 
Union. Successful prevention of the importation of infectious diseases depended on effective surveillance in 
the countries of origin, and Member States should therefore evaluate the impact of the Regulations on their 
national surveillance systems. He questioned the proposed inclusion of a description of "inappropriate 
measures" in the manual, as it might be difficult to reach agreement on their definition. 

He considered that cooperation between WHO and Member States in revision of the Regulations could 
be improved; all Member States, particularly those that had expressed their commitment in writing, should be 
given the opportunity to participate in the revision. An offer of cooperation from the competent, officially 
appointed focal point of a Member State should not have been answered by referring it to reports of the Weekly 
Epidemiological Record. He assumed that the Committee on International Surveillance of Communicable 
Diseases would allow the official focal points to participate in the final draft of the recommendations for 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.15. 
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defining clinical syndromes. He asked that the recommendations on the revision first be submitted to the focal 
points for evaluation and then to the World Health Assembly. 

Dr MONISSOV (Russian Federation) said that his country had actively participated in the working group 
for revision of the International Health Regulations. On the whole, his delegation supported the timeliness of 
the revision. He agreed with the delegate of Germany that the clinical syndromes should be clearly defined. 
His delegation had misgivings about possible extension of the list of sources authorized to send notifications to 
WHO. It had been proposed that those sources include authoritative representatives working in the country, 
representatives of authorities of other countries and people working in WHO collaborating centres. Care should 
be exercised in extending the circle of reliable sources, which could give rise to inaccurate information about 
disease patterns. 

Professor WHITWORTH (Australia) said that her Government welcomed the new International Health 
Regulations and supported the proposed approach. As an island continent encompassing tropical as well as 
temperate areas, Australia had a strong tradition of quarantine controls. The Australian human quarantine 
legislation was currently undergoing review, and the revised Regulations would be considered in parallel. 
Australia would therefore be seeking increased harmonization of the two instruments for international control 
of communicable diseases. 

Dr LI Jianguo (China) endorsed the new measures for mandatory notification of diseases as well as the 
revision of the International Health Regulations. He noted that the fundamental principle of the original 
Regulations remained applicable: to ensure maximum security against the international spread of disease with 
minimum interference with world traffic and trade. He concurred with the remarks of the delegate of Germany. 
His delegation recommended that the Regulations clearly specify which infectious diseases required quarantine 
and surveillance, with a clear definition of the clinical syndromes. They should also clearly stipulate that only 
the government concerned would have the authority to designate an epidemic area and that only the highest 
administrative officer was mandated to notify a specific disease; information on disease outbreaks from any 
other source must be verified by the health department of the State concerned. Notification should not be used 
to trigger the application of control measures on international trade, traffic or personnel; the Regulations should 
mention that such measures were to be applied only when a disease constituted a possible threat to public health. 
Unnecessary control measures should be prevented by clear provisions. 

Dr BERLIN (European Commission) said that when the European Union had finalized the establishment 
of its network on surveillance and control of communicable diseases, it would be pleased to cooperate with 
WHO in that area. 

Dr HEYMANN (Division of Emerging and other Communicable Diseases Surveillance and Control) 
welcomed the strong support for the revision of the International Health Regulations and for the syndromic 
approach to reporting of diseases. Field testing of the approach would help WHO to define those syndromes 
and ensure detection of the necessary diseases. There were now many sources of reports on infectious diseases, 
not only in the printed media but also electronically. The revised Regulations would be applied via an electronic 
highway, so that when syndromes were identified they could be rapidly reported to WHO, which would 
disseminate information based on an interpretation of the Regulations. Field testing and revision through the 
Committee of International Surveillance of Communicable Diseases would continue during the coming year. 

The CHAIRMAN asked whether she might take it that the Committee wished to note the report of the 
Director-General and the progress made. 

It was so decided. 
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Emerging and other communicable diseases: antimicrobial resistance: Item 21.3 of the 
Agenda (Resolution EB101.R26; DocumentA51/9) 

Or SANOU IRA (representative of the Executive Board) said that the upward trend in the number of 
infections caused by pathogens resistant to antimicrobial agents meant that first-line drugs could no longer be 
relied upon for effective therapy and, increasingly, reliance was being placed on second- or third-line drugs. 
Lack of access to those drugs because of their cost was resulting in increased morbidity and mortality from 
previously treatable infections, such as pneumonia, meningitis, bacillary dysentery, typhoid and gonorrhoea. 
Antimicrobial resistance did not recognize geographical boundaries, and the spread of resistant strains between 
patients and health care workers in health care facilities and between countries due to increasing international 
travel compounded the problem. Antimicrobial resistance was of concern to every Member State. 
Antimicrobials were used not only in human medicine but also in animal husbandry, agriculture and aquaculture. 
The Board had considered that greater emphasis should be placed on the latter uses and encouraged WHO to 
work closely with FAO to restrict antimicrobial use in those sectors. The Board had noted that the widespread 
availability of antimicrobials from uncontrolled outlets in many countries favoured their misuse; the frequency 
of counterfeit drugs was also noted. In addition to the risk of the spread of resistant pathogens from patient to 
patient in health care facilities, the Board had signalled the occupational hazards of health care workers. The 
need for support to many Member States to develop laboratory capacity to detect and monitor resistant 
pathogens had been agreed upon. 

Ms LEEMHUIS-DE REGT (Netherlands) said that, given the enormous problem of antimicrobial 
resistance, she proposed several amendments to the draft resolution: in operative paragraph 1(3), she proposed 
to change the words "in food-animal production" to "to reduce the use of antimicrobials in food-animal 
production". Similarly, operative paragraph 1(7) would be changed to read: "to take measures to encourage 
reduced use of antimicrobials in food-animal production;". In view of the importance of international 
collaboration and sharing of information, her delegation wished to propose an addition to operative paragraph 
2(4), after the words "in certain pathogens", which would read "and to promote international cooperation and 
standardization among Member States;". 

Or KRAG (Denmark), speaking on behalf of the Nordic countries, said that they regarded increasing 
resistance to antibiotics and other antimicrobial agents as a global issue with huge implications for health care. 
Greater resistance was caused by inappropriate use of such agents not only in human medicine, but also in 
animal husbandry. The lack of effective mechanisms in all countries to address the issue of drug-resistant 
microbes was of particular concern, as the pharmaceutical industry could not develop novel products at a fast 
enough pace to deal with the emergence of new resistant strains. Initiatives to counter heightened resistance 
should comprise guidelines for good practice, systems for monitoring the clinical use of antimicrobials in human 
and veterinary medicine, stopping over-the-counter sales of antibiotics and monitoring the occurrence of 
resistant microorganisms, as well as research programmes aimed at preventing the emergence and spread of 
antimicrobial-resistant pathogens. 

The European Union had paid particular attention to the subject, and a conference would be hosted by the 
Danish Government in September 1998 on "The microbial threat". He acknowledged the urgent need for 
measures to ward off that global threat and deal with the increasing resistance to antibiotics. He therefore 
supported adoption of the draft resolution. 

Mr VOIGTLANDER (Germany) strongly supported the draft resolution. It was vital that safety measures 
be applied to health care personnel at their place of work in order to prevent infections. He asked for 
clarification of the type of research to be carried out to determine the cost-effectiveness of detecting resistance. 

Or LI Jianguo (China) endorsed the recommendations contained in the draft resolution. The rapid spread 
of antimicrobial resistance was having increasingly adverse effects on human health throughout the world, and 
research and surveillance were essential at country level. Resistance was due to the production, marketing and 
use of poor-quality antibiotics, antibiotic abuse, the use of antibiotics in food and agricultural production and 
the massive increase in international travel. Studies on drug resistance therefore had to be wider-ranging. 
Furthermore, countries should adopt legislation to deal with the issue. He called on the international community 
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to strengthen technical cooperation and exchanges on research into antimicrobial resistance, disseminate 
information, carry out training, encourage the rational use of antibiotics to treat disease, establish joint 
surveillance programmes and networks, curb the unethical production and marketing of antibiotics and speed 
up research into, and the development of, highly effective, low-priced new drugs to combat resistant bacteria. 

Professor WHITWORTH (Australia) said that her country supported the original draft resolution. She was 
not in favour of the proposed amendment to operative paragraph 2( 4) as it related to the sharing of information 
between countries, and, thus, standardization was inappropriate. 

The CHAIRMAN suggested that the delegates who had proposed amendments to the draft resolution hold 
informal discussions before a revised version was presented to the Committee. 

Or HEYMANN (Division of Emerging and other Communicable Diseases Surveillance and Control) 
agreed with the delegates of Germany and China on the importance of research into cost-effectiveness, 
especially in respect of the use of antimicrobials in food-animal production. 

(For continuation, see summary record of the sixth meeting, section 4.) 

3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (resumed) 

Revised drug strategy: (Resolutions WHA49.14 and EB101.R24) 

The DEPUTY DIRECTOR-GENERAL ad interim explained that the issue was complex. Some Member 
States had expressed concern about the language used in the draft resolution. The Executive Board had had 
insufficient time to analyse the proposal, and hence a drafting group, chaired by Professor Girard, had been set 
up. Consultations had been held that week. 

Dr MOREL (representative of the Executive Board) said that the Board had reaffirmed the importance 
of WHO's work on essential drugs. It was pleased that the revised drug strategy had been implemented in more 
than 120 countries and that more than 70 had national drug policies. Those policies should be integrated with 
national health policies and harmonized with international trade policies. Concern had been voiced about the 
effects of the WTO's recommendations and agreements on the availability and affordability of drugs. WHO had 
been urged to review and assess its Ethical Criteria for Medicinal Drug Promotion. Signs that the guidelines for 
drug donations were being implemented had been welcomed, but problems with regard to inappropriate 
donations remained. The plan to intensify WHO's work in respect of drug regulation and quality control, critical 
in the context of the globalization of international trade, had likewise been commended. The WHO Certification 
Scheme on Quality of Pharmaceutical Products moving in International Commerce might have a role to play 
in that connection. It had been suggested that the "revised drug strategy" be renamed the "revised medicine 
strategy" in order to rule out any confusion with the illicit drug trade. 

Professor GIRARD (France), speaking as chairman ofthe drafting group, thanked the 20 or so delegations 
that had participated regularly in the deliberations, which had been constructive, thorough and courteous. The 
group had reached consensus on some of the proposed amendments, but not on others. Turning to the preamble, 
he said that the first seven paragraphs had given rise to no objections, but paragraph 8 had been much discussed; 
it had been agreed by consensus that it should be replaced by two new paragraphs which read: "Concerned 
about the situation in which one-third of the world's population has no guaranteed access to essential drugs, and 
poor-quality pharmaceutical raw materials and finished products continue to move in international trade; 
recognizing concerns that new world trade agreements and other factors may have repercussions on local 
manufacturing capacity and the equitable access to, and prices of, pharmaceuticals in developing countries;". 
It was proposed that a new paragraph be added to the end of the preamble, as a response to the speech of the 
Director-General elect on her appointment. It was worded: "Welcoming the statement of the Director-General 
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elect to invite industry to join a dialogue on key issues and proposing the creation of a WHO-industry round
table;". 

The drafting group had agreed by consensus that operative paragraph 1(1) be amended to read: "to 
reaffirm their commitment to developing, implementing and monitoring national drug policies, and to the 
Agreement of Trade-Related Aspects of International Property Rights, in order to ensure equitable access to 
essential drugs and to foster development of new products;". Operative paragraph 2(1) had been debated at 
length by the drafting group. The proposed text in fact offered two amendments, as the group had been unable 
to agree on the four words in brackets. It was worded: "(2) to ensure that public health interests [rather than 
commercial interests] are paramount in pharmaceutical and health policies and to examine options under the 
Agreement on Trade-Related Aspects of Intellectual Property Rights and any other agreements, to safeguard 
access to essential drugs;". Operative paragraph 2(6) had been highly controversial, and the group had failed 
to come up with one version. The first proposal, submitted by Namibia and South Africa, read: "(6) to 
cooperate with Member States in their analysis of the pharmaceutical and public health implications of 
agreements the application of which is overseen by the World Trade Organization and other agreements, and 
in developing appropriate policies and regulatory measures;". The second text, proposed by the European 
Commission, read: "(6) to cooperate with Member States in their analysis of the current factors determining 
pharmaceutical and public health policies including the implications of relevant international agreements;". The 
drafting group had unanimously suggested that two new subparagraphs be added at the end of operative 
paragraph 2. They were formulated as follows: "(9) to initiate discussions with the World Trade Organization 
to share views on the relation between trade agreements and public health; (10) to give priority to discussions 
with the pharmaceutical industry and other interested parties to promote dialogue on key drug policy issues." 

Speaking in a personal capacity, he said that the subject was one of the most difficult to have been 
discussed by the Organization for many years; not only because it concerned the health of the world population 
but also because the concerns of other organizations had had to be taken into consideration. Furthermore, the 
amount of drafting work that had been required on a text already adopted by the Executive Board ought to 
prompt reconsideration of the Organization's working methods. 

Mr ADEL (Egypt) requested clarification of the objectives of the dialogue referred to in the new 
preambular paragraph, which read "Welcoming the statement of the Director-General elect to invite industry 
to join a dialogue on key issues and proposing the creation of a WHO-industry round-table;". How would the 
resolution apply to WHO Member States that were not members of WTO? 

Professor GIRARD (France), speaking in his capacity as chairman of the drafting group, explained that 
the new paragraph was an allusion to the Director-General elect's speech. It was an invitation to pursue the 
dialogue, but it would of course be up to the Director-General elect to decide on the working method. 

Dr AST ANEH (Islamic Republic of Iran) said his country was worried about the negative impact of 
international trade agreements on health policies, access to drugs and drug prices. WHO's work on identifying 
and providing advice on trade issues related to access to medicine had been appreciated, and the Organization 
should continue to help Member States to enact legislation ensuring that public health goals took precedence 
over commercial interests, access to essential drugs was guaranteed and development of essential new drugs was 
encouraged, especially to treat diseases that affected the poor. Unethical drug promotion was a worldwide 
problem. He urged WHO to step up its efforts to encourage and measure the effects of its ethical criteria for 
medicinal drug promotion. With that in mind, he proposed that the amended operative paragraph I (1) be further 
amended by the addition of the words "with greater therapeutic value" after the words "new products". 

Mrs KIZILDELI (Turkey) stated that her delegation found the text acceptable in principle but was 
concerned by issues raised in the two new subparagraphs proposed for addition to operative paragraph 2. As 
her country was a member ofWTO, she welcomed cooperation with that organization. WTO agreements were 
binding only on its Members. She realized that enormous commercial interests were implicated in the issue and 
that the pharmaceutical industry naturally had a role to play in the discussions. Nevertheless, the level of 
involvement of the pharmaceutical industry in such an exercise within a standard-setting intergovernmental body 
had to be balanced. Her delegation therefore had reservations about giving priority to discussions with the 
pharmaceutical industry and other, unidentified interested parties. She proposed that subparagraph 2(1 0) be 
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deleted and subparagraph 2(9) be supplemented at the end by "as well as with the member countries and the 
pharmaceutical industry to promote a dialogue on key drug policy issues". 

Or MuNOZ (Chile), stressing the importance of dialogue between WHO, Member States and the 
pharmaceutical industry, said that there was no point in inviting the pharmaceutical industry to discuss the 
matters in question if it was suggested that their interests were commercial rather than for the benefit of public 
health. His delegation was therefore strongly in favour of deleting the phrase "rather than commercial interests" 
in square brackets in the amended operative paragraph I (2). Any resolution should stress the higher value of 
accessibility to drugs for individuals, regardless of their socioeconomic level or environment. 

Mr CICOGNA (Italy) considered that further, mature reflection was needed to finalize a text that could 
be approved by consensus. Rather than reaching a hasty decision, he proposed that the matter be referred back 
to the Executive Board for further work. 

Or V AN ETIEN (Netherlands) recalled that the resolutions adopted over the past decade on the issue had 
all focused on the availability of and access to essential drugs and their quality - to ensure that public health 
considerations had primacy in pharmaceutical and health policies. The new element, which had raised all of the 
difficulties in the present resolution, was the issue of trade agreements, which had both advantages and 
disadvantages. His delegation strongly supported the idea of strengthening cooperation between WHO and 
WTO to ensure that national and global public health objectives were supported in trade agreements. 

Or NIGHTINGALE (United States of America), recalling that there had been little time for discussion of 
such a complex and contentious issue in the Executive Board, and in the absence of consensus, supported the 
proposal by the delegate of Italy that the matter be referred back to the Executive Board, possibly preceded by 
informal preparatory consultations. Some of the provisions of the original draft resolution implied that certain 
agreements administered by WTO had an adverse effect on public health and access to essential drugs, 
particularly in developing countries. His country strongly objected to that implication and considered that the 
agreements administered by WTO facilitated the development of safe, efficacious pharmaceuticals by creating 
the conditions necessary for investment in pharmaceutical research and development and encouraging the use 
of high standards of quality control in the production of pharmaceutical products. The agreements also ensured 
that the flow of products and services of all kinds, including pharmaceuticals, was not distorted by tariff and non
tariff trade barriers. 

Regarding the text of the draft resolution, he supported the proposed amendments to the preamble and to 
operative paragraph 1 (1 ). He considered that the original text of operative paragraph 1 (2) had opposed public 
health and commercial interests; he therefore favoured the new proposal with deletion of the phrase "rather than 
commercial interests". 

Regarding operative paragraph 2(6), he endorsed the second of the two proposed amendments, which, he 
considered, placed fewer restrictions on the work of WHO in assisting Member States; greater specificity might 
be more appropriate after further review and consultations. He supported inclusion ofthe proposed paragraphs 
2(9) and 2(10). 

The CHAIRMAN noted that the delegates of Italy and the United States had suggested that the work of 
the drafting group be consolidated before the matter was submitted to the Executive Board for further 
consideration at its 1 03rd meeting in January 1999, after which it would report back to the Fifty-second World 
Health Assembly. 

Or SHANGULA (Namibia) supported the amendments proposed to the preambular part of the text. 
Concerning operative paragraph 1(2), he emphasized that it urged Member States to ensure that public health 
interests had primacy when they considered pharmaceutical and health policies and to examine new options 
under the Agreement on Trade-related Aspects oflntellectual Property Rights. It was important that reference 
be made in that paragraph to commercial interests, at present placed in square brackets. If that phrase were 
excluded, it might result in loss oflife. WHO's obligation was to ensure that public health interests superseded 
any commercial interests. His country therefore strongly supported the proposed amended version of operational 
paragraph I (2) with the removal of the square brackets. He supported the first alternative to operative 
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paragraph 2(6) as being more in line with the original resolution of the Executive Board, which placed emphasis 
on public health implications. He also supported inclusion ofthe proposed paragraphs 2(9) and 2(10). 

Dr TOUNG-MVE (Gabon) said that the complex and often conflicting political, public health and 
commercial interests reflected in the draft resolution had been discussed at a recent meeting of ministers of 
health of French-speaking countries, held in Gabon. He supported the draft resolution, stressing that 
consultations should take place between WHO and WTO to reach a consensus that would benefit populations. 

Dr SULEIMAN (Malaysia), reaffirming his country's commitment to developing and implementing 
polices and programmes that would achieve the objectives of the drug strategy, called upon WHO to develop 
strategies for adoption by drug-producing Member States to ensure global uniformity and cost-containment in 
drug prices, with a view to reducing the disparities between developed and developing countries and their effect 
on the accessibility of essential drugs. His country also requested WHO to disseminate information on 
pharmaceutical products for health professionals and to develop model self-care guides, with advice on rational 
drug use for consumers. Regarding the draft resolution, he proposed that the end of operative paragraph 1(1) 
be amended to read "and to foster development of new innovative products". He was also prepared to support 
the proposal of the delegate of the Islamic Republic oflran. 

Dr CHARIMARI (Zimbabwe) supported those speakers who considered that trade agreements and 
commercial interests could have a negative impact on public health delivery of drugs in developing countries. 
He expressed concern that such agreements, particularly as they referred to the protection of intellectual 
property, were likely to hamper access to essential drugs in developing countries, particularly drugs for re
emerging infectious diseases. WHO should primarily protect public health interests and ensure that trade 
arrangements fell within that mandate. There was a danger of patents being used to monopolize entire areas of 
research, so that certain organizations could develop their own vaccines and drugs. The risk of monopoly 
covered not only research but also marketing and the biotechnology industry. He recommended that licensing 
be enforced for pharmaceuticals that were essential to public health. 

He supported the proposed amended version of operative paragraph 1 (2), provided that it contained the 
phrase "rather than commercial interests"; he supported the first alternative proposal to operative 
paragraph 2(6). WHO must ensure public health and equitable access to essential drugs, particularly in 
developing countries; it should adopt a particularly cautious approach to matters involving commercial interests 
and world trade agreements. 

Mr KHAN (Pakistan) suggested that the Committee consider the proposal by the delegates ofltaly and 
the United States to refer the matter back to the Executive Board for further consideration. 

Dr SHISANA (South Africa) suggested that a vote be taken on each proposed amendment to the draft 
resolution. 

The CHAIRMAN invited the Committee to vote by show of hands on the proposal of the delegate ofltaly, 
seconded by the delegate of the United States of America, to refer the draft resolution to the Executive Board 
for reconsideration at its 1 03rd meeting in January 1999, on the understanding that the Executive Board would 
then report back to the Fifty-second World Health Assembly. 

The proposal was approved by 29 votes to 18, with five abstentions. 

The CHAIRMAN said that discussion of the item had been concluded. She informed the representatives 
of the three nongovernmental organizations who had asked for the floor that they would be invited to speak on 
the matter the next day. 

Professor GIRARD (France), speaking as chairman of the drafting group, said that the decision taken was 
a wise one, both for those who had wished to continue the discussion and for those who had felt it more 
appropriate to refer the matter back to the Executive Board and the next Health Assembly. No one had been 
defeated; WHO could be proud of the way it had grappled with a highly complex issue. There could be no 
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doubt that public health considerations must be paramount, and anything less would be unacceptable. He 
thanked the countries that had strongly defended that position in urging retention of the four words in square 
brackets in the proposed paragraph 1(2). Further consideration of the matter by the Executive Board and the 
next World Health Assembly would, of course, be guided by the Director-General elect. 

Dr SHONGWE (Swaziland) asked for clarification. As he understood the matter, only 57 delegations had 
participated in the vote. He asked whether a vote in such conditions was permitted by the Constitution and 
whether the correct procedure had been followed. He protested that the discussion had been curtailed: if all 
those wishing to speak had done so, the outcome might have been different. 

Dr SHISANA (South Africa) asked for a copy in writing of the exact wording of the decision that had been 
taken. She also asked whether a quorum of members had been present at the time of the vote. Moreover, the 
Chairman had allowed Professor Girard to take the floor after the vote. Would she allow other delegates a 
similar opportunity to explain their vote? 

The CHAIRMAN said that the wording of the decision would be included in the Report of the Committee 
to plenary, which would be available the next morning. 

Mr TOPPING (Legal Counsel) said that any delegation was entitled to give an explanation of its vote. 
In regard to the quorum, it had to be verified before a vote. The quorum in the present case would have been 
91, but it had been long established that the number of members present and voting did not indicate the existence 
or not of a quorum. 

Mr SELEBI (South Africa) said that, if the quorum were 91 members, there had clearly been no quorum 
at the time of the vote. He wished to have the decision that had been taken, in writing, immediately in order to 
consider a challenge. 

The CHAIRMAN said that the matter could be reconsidered by the Committee when it examined its 
Report. 

Mr TOPPING (Legal Counsel) said that examination of the Report of the Committee did not provide an 
opportunity to reopen the discussion. Its purpose was to allow delegates to verify the accuracy of the decisions 
taken. 

Mr SELEBI (South Africa) understood that any proposal that emerged from the Committee remained a 
proposal until it was adopted by the plenary. It could therefore be re-opened in plenary. 

Dr SHANGULA (Namibia) asked Legal Counsel whether, with I 0 persons in the room, seven voting in 
favour of a decision, two against and one abstaining, the decision would be regarded as valid? Would it make 
a difference if there were 57, 30, 10 or 5 persons in the room? 

Mr TOPPING (Legal Counsel) said that it would not be helpful to answer that hypothetical question. 
After a vote, it could not be known how many people had been in the room. The quorum should be verified 
before, not after, a vote. 

Dr SHONGWE (Swaziland) expressed disappointment. He had expected Legal Counsel to guide the 
Committee before the vote. He had not been aware that only 57 delegations had been present and so had not 
been in a position to verify the quorum at the time. The procedure adopted had been unacceptable and, in his 
view, unconstitutional. He supported South Africa's demand for the decision in writing so that it could be 
examined overnight with a view to it being challenged. 

The CHAIRMAN said that she had been informed by the Secretariat that the Report of the Committee 
would be available in all the official languages within two-and-a-halfhours. 
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Dr BODZONGO (Congo) said that, in his opinion, neither the WHO officers nor the delegates were 
correct. The officers should have verified the existence of a quorum before the vote was taken, and delegates 
should have ensured that that had been done. It was not right to challenge the procedure after the vote. The 
Committee should take responsibility for what it had done or admit its irresponsibility. 

Dr THYLEFORS (Secretary) regretted the misunderstanding that appeared to have arisen; it was creating 
an unhappy atmosphere, especially after all the hard work that had been done by the Committee on the subject. 
Speaking in a private capacity, he asked Legal Counsel whether, in view of the questions raised, it would be 
possible to re-vote on the matter, after verification of the quorum, the next morning. 

Mr TOPPING (Legal Counsel) said that it was common practice for decisions and amendments to be 
adopted orally. The Committee checked their accuracy when the Report was issued, usually the next day. Under 
the Rules of Procedure, the Committee could re-open the discussion, subject to a two-thirds majority vote of 
those present and voting, but the matter could also be discussed in plenary. 

Mr SELEBI (South Africa) reiterated that his delegation wished to have a copy in writing of the decision 
taken in order to confer with its Government before the next meeting. 

Mrs KIZILDELI (Turkey) proposed that the meeting be suspended. Issues of procedure or of substance 
could be raised in the Committee when it adopted its Report, with the possibility of re-opening discussion if a 
two-thirds majority so wished, or in plenary. 

Mr SELEBI (South Africa), rising to a point of order, said that the meeting must not be suspended until 
his question had been answered. Under the Rules of Procedure, any delegation had the right to be given the 
wording of a decision in writing. Ifthe decision did not exist in written form, the Chairman should say so. He 
moved that no decision had been taken, as it could not be produced in writing. 

Mr TOPPING (Legal Counsel) said that the decision had been taken on a procedural motion. There was 
no obligation in the Rules ofProcedure to have the wording of a decision immediately available in writing. 

Mr LOFTIS (United States of America) said that it had been clear to everyone that the Committee had 
voted to refer the matter back to the Executive Board. Rule 85 of the Rules of Procedure stated that one-third 
of the members of a committee constituted a quorum. Furthermore, the quorum had to be verified before a vote. 

Dr SHISANA (South Africa) said that the delegates had been misled by the Chairman, who had announced 
that a vote would be taken on the resolution the next day. Delegates had been forced to vote unexpectedly and 
when not even sure whether or not a quorum existed. Hence the confusion. She expressed her concern at the 
procedure adopted. 

Mr LOFTIS (United States of America) expressed surprise at the statement of the delegate of South Africa, 
since that country had proposed, after the proposal by Italy, a vote on the alternative amendments. The vote had 
been taken on the motion proposed by Italy as being furthest removed from the initial draft resolution. 

Dr PIERUZZI (Venezuela) said that, under Rule 85 of the Rules of Procedure governing committees, a 
quorum was constituted of one-third of the members, but a vote could not be taken unless at least one-half of 
the committee was present. There was clearly a problem of procedure, and the decision would have to be 
declared void because of deficiencies in the way it had been taken. The meeting should therefore be suspended 
and reconvened the next morning in accordance with the rules concerning the quorum and attended by all 
members wishing to participate. 

The meeting was suspended and rose at 19:20. 



SIXTH MEETING 

Saturday, 16 May 1998, at 8:30 

Chairman: Dr G. DURHAM (New Zealand) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (continued) 

Revised drug strategy (Resolutions WHA49.14 and EB101.R24) (continued) 

The CHAIRMAN recalled the lengthy debate at the previous meeting. In response to a suggestion from 
Or CALMAN (United Kingdom of Great Britain and Northern Ireland), she proposed that Member States return 
to consideration of the draft resolution on the revised drug strategy contained in resolution EBIOI.R24. 

The DEPUTY DIRECTOR-GENERAL ad interim suggested that, as a way of facilitating the revision 
process, the Director-General might be asked to appoint an ad hoc working group made up of Executive Board 
members and representatives of any other interested Member States. The working group might wish to 
undertake the following: (I) review Member States' perspectives on pharmaceuticals and world trade 
agreements; (2) review the implications of world trade agreements for WHO's work of ensuring equitable 
access to pharmaceuticals; and (3) consider all the elements of Executive Board resolution EBIOI.R24 and 
prepare a revised draft for submission to the I 03rd session of the Executive Board in January I999. The working 
group would build on the formal and informal discussions that had taken place during the Fifty-first World 
Health Assembly and would endeavour to revise the resolution in line with the concerns expressed by Member 
States.' 

Or CALMAN (United Kingdom of Great Britain and Northern Ireland) suggested that the ad hoc working 
group begin its work at the I 02nd session of the Executive Board, which was due to start the next week. He 
emphasized the importance of involving Member States that were not represented on the Executive Board, but 
which had expressed particular concerns about the issue. 

In answer to a query from Or SHISANA (South Africa), the DEPUTY DIRECTOR-GENERAL ad interim 
confirmed that, since the issue was such an important one, WHO would identify funds to cover the expenses of 
the core members of the working group. 

Professor A YUB (Pakistan) welcomed the proposal to refer the draft resolution to an ad hoc working 
group for further discussion. Major national authorities, such as the United States Drug Enforcement 
Administration, should perhaps be consulted about the implications of the final resolution. The working group 
should also consider the implications of the resolution in respect of the fight against hard drugs such as heroin. 
His country had tried to combat the heroin problem on two fronts: controlling poppy cultivation and regulating 
the activities of the pharmaceutical industry, in which raw materials intended for the manufacture of legal 
psychotropic drugs were sometimes "siphoned off'' into the illegal trade in hard drugs. The second task had 
proved considerably more difficult. He feared that major problems would arise if the pharmaceutical industry 
were allowed to become completely commercialized and freed of all government control. 

1 See decision EB102(14). 
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Or SHANGULA (Namibia) expressed support for the proposed ad hoc working group. 

Professor NKANDU LUO (Zambia), supporting the proposal for an ad hoc working group, asked how 
many members the working group would have, whether they would be selected in accordance with the principle 
of equitable geographical distribution and for how many days the working group would meet. 

The DEPUTY -DIRECTOR GENERAL ad interim said that it would be technically and financially 
feasible to involve representatives of three or four Member States per region, including Executive Board 
members. The number of meetings of the working group would depend on the progress it made. 

Or SHONGWE (Swaziland) supported the amendments proposed by South Africa and Namibia. 

Mr BENAGIANO (Italy) said that his delegation had submitted the proposal to return the draft resolution 
to the Executive Board for further discussion, not as a delaying tactic but in order to strengthen the resolution 
and achieve consensus. He welcomed the proposal to establish a working group with a wide-ranging 
membership. 

Or SHISANA (South Africa) said that all Member States should have the opportunity to submit candidates 
whom they thought should participate in the working group's activities. Member States should submit their 
comments on the three issues to be considered by the working group, in writing, thus being given the opportunity 
to make a meaningful contribution to WHO policy development. 

Mrs TAGWIREYI (Zimbabwe) expressed support for the proposal to set up an ad hoc working group and 
welcomed the idea that Member States that were not represented on the Executive Board participate in it. She 
endorsed the comments of the delegates of South Africa and Namibia. 

Mr TSUDA (Japan) said that the revised drug strategy had been the subject of very lengthy formal and 
informal discussions, which had stretched the resources of delegates and the conference services of the Health 
Assembly to their very limit. It was indeed regrettable that opinion diverged on how trade agreements affected 
access to essential drugs and on the report by the Action Programme on Essential Drugs on globalization and 
access to drugs. He therefore welcomed the proposed amendments that encouraged consultation with WTO, the 
pharmaceutical industry and other parties concerned. He also supported the establishment of an ad hoc working 
group. 

The question of access to drugs was of vital importance to developing countries, where the costs of drugs 
accounted for the greater part of the total health budget and were determined by the private sector. A number 
of positive initiatives had been undertaken by the private sector with regard to the pricing of new drugs, which 
should be further encouraged. He appealed to WHO and the parties concerned to give the matter due 
consideration so as to ensure that more people in the developing world reaped the benefits of innovative research 
and development. 

Professor PICO (Argentina) regretted that no consensus had been reached on the resolution concerning 
a revised drug strategy and was in favour of the establishment of an ad hoc working group to resolve the 
problem. He stressed the importance of the Essential Drugs Programme to the Organization, and welcomed the 
contribution of the Director-General and the Programme in recent years- such efforts should be pursued. Given 
the importance of the issue, he hoped that consensus would be reached on the resolution on the revised drug 
strategy by a working group with as broad a participation of Member States as possible, without further delay. 

Or CALMAN (United Kingdom of Great Britain and Northern Ireland) welcomed the comments made 
with regard to the proposal for the establishment of an ad hoc working group, particularly those by the delegate 
of South Africa. The idea was that the Executive Board should adopt new working methods, including the 
consultation of relevant documentation, as suggested by the delegate of South Africa. It should also explore 
ways of ensuring greater participation of Member States, so as to reach decisions that were acceptable to all. 
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Professor GIRARD (France) supported the proposal for establishment of an ad hoc working group, which, 
under the circumstances, seemed the wisest solution. 

Ms TIHELI (Lesotho) sought guidance regarding the submission of written contributions from Member 
States to the ad hoc working group. 

The DEPUTY DIRECTOR-GENERAL ad interim said that broad participation in the ad hoc working 
group would be assured through adequate regional representation and written contributions from any Member 
State, which could be submitted forthwith. Additionally, documentation to assist the Executive Board in its 
deliberations would be compiled, which would include the product of the drafting group and any other relevant 
information available. Other parties concerned, such as WTO, would be invited to contribute so as to ensure 
as wide a consultation as possible. 

Ms TIHELI (Lesotho) suggested that the preliminary conclusions of the ad hoc working group be 
circulated to Member States for comment. 

Dr SHISANA (South Africa) said that by broader participation she had intended greater involvement of 
Member States. It was essential for the membership of the Organization to define and harmonize its position 
on the revised drug strategy in the interests of public health, before opening up consultations to other 
stakeholders. So although individual Member States might wish to consult national representatives of relevant 
organizations before preparing their written contributions, she stressed that participation in the ad hoc working 
group must be restricted to Member States. 

The DEPUTY DIRECTOR-GENERAL ad interim said that the idea was to provide the ad hoc working 
group with as much information as possible, including any relevant information from other organizations, with 
a view to reaching a better decision. 

Professor GIRARD (France) said that the South African delegate had raised a relevant point: in the early 
stages, the debate must be confined to representatives of health institutions. 

Professor NKANDU LUO (Zambia) observed that a number of delegates had already left the Health 
Assembly and would thus not have the opportunity to submit contributions immediately. She therefore 
suggested that the outcome of the deliberations of the ad hoc working group be circulated among the 
membership of the Organization for comment before the 1 03rd session of the Executive Board. She further 
suggested, given the very sensitive nature of the issue at stake, that the Chairman and a few members of the ad 
hoc working group should help to prepare the final version of the new resolution on the revised drug strategy 
during the 103rd session of the Executive Board. 

The CHAIRMAN said she would take it that the Committee was agreeable to the proposal by the Deputy 
Director-General ad interim, as amended by the delegates ofLesotho, South Africa, the United Kingdom and 
Zambia. 

It was so agreed. 

2. THIRD REPORT OF COMMITTEE A (Document A51/41) 

Professor A YUB (Pakistan), Rapporteur, read out the draft third report of Committee A. 

The report was adopted.' 

1 See page 147. 
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3. FOURTH REPORT OF COMMITTEE A (Document A51/42) 

Professor A YUB (Pakistan), Rapporteur, read out the draft fourth report of Committee A. 

Dr VIOLAKI-PARASKEVA (Greece) asked whether the amendment she had proposed to the first 
operative paragraph of the draft resolution on the elimination of leprosy as a public health problem, for which 
she had submitted a written text to the Secretariat, had been approved. 

The CHAIRMAN recalled that only amendments that were read out by delegates during the relevant 
meeting could be approved. 

The report was adopted.1 

4. DISEASE PREVENTION AND CONTROL: Item 21 of the Agenda (continued) 

Emerging and other communicable diseases: antimicrobial resistance: Item 21.3 of the 
Agenda (Resolution EB1 01.R26; Document A51/9) (continued from the fifth meeting) 

Ms LEEMHUIS-DE REGT (Netherlands) said that, following consultations with the delegate of Australia, 
she proposed the following amendments to the draft resolution contained in resolution EB I 0 l.R26. In operative 
paragraph I (3), the word "and" should be inserted before "in the community"; furthermore, the phrase "to 
reduce the use of antimicrobials" should be inserted before "in food-animal production". In operative 
paragraph 1(7), the word "prudent" should be replaced by the word "reduced". Lastly, the phrase "and to 
promote international cooperation among Member States" should be added to the end of operative 
paragraph 2(4). 

The draft resolution recommended by the Executive Board in resolution EB101.R26, as amended, 
was approved.2 

Noncommunicable disease prevention and control: Item 21.4 of the Agenda (Resolution 
EB101.R9) 

Dr MOREL (representative of the Executive Board) said that major noncommunicable diseases continued 
to pose a serious public health problem in industrialized countries, despite the development of complex systems 
for tackling the problem. The developing world was faced by a double burden of disease, as still-prevalent 
communicable diseases were complemented by a rapid rise in morbidity and mortality from noncommunicable 
diseases. The Executive Board had recommended that a global strategy be formulated to help Member States 
to develop appropriate national policies and programmes for primary prevention and health promotion in general 
in order to reduce major lifestyle risk factors such as smoking, unhealthy diet, low physical activity, obesity and 
stress. On the basis of data presented in The world health report 1997, some Board members had called for more 
emphasis on mental disorders, which were becoming more prevalent globally. The Board had agreed that the 
collective term "noncommunicable diseases" would be used in the draft resolution, in view of the diversity of 
approaches used for registering different major chronic diseases; the diseases in question were, however, listed 
in a footnote to the preamble. With regard to partnerships for health, which included cooperation with the 
private sector (in line with the Jakarta Declaration on Leading Health Promotion into the 2 I st Century), the 
Board had recommended precise wording in order to avoid ambiguity and potential serious implications in terms 

1 See page 148. 

2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.17. 
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of conflicts of interest. He drew the Committee's attention to the draft resolution contained in resolution 
EB10l.R9. 

Ms LEEMHUIS-DE REGT (Netherlands) expressed concern over the global rise in morbidity and 
mortality from noncommunicable diseases, which would place increasing pressure on costly curative services. 
The decision by the Director-General elect to accord priority to the integration of preventive measures into basic 
health services was thus most welcome. In view of the link between nutrition and noncommunicable diseases, 
due mention should be made of nutrition in all relevant documentation, particularly in the proposed global 
strategy and plan to be submitted to the Executive Board and the Health Assembly in 1999. In that respect, she 
proposed that the draft resolution be amended by addition in operative paragraph 1 of the phrase "the support 
of healthy lifestyles and" after the word "including" and replacement of the words "and medical" after the words 
"involvement of health" by the words", nutrition and other relevant". 

Dr MAL YCHEV (Russian Federation) endorsed the draft resolution, commenting that noncommunicable 
diseases in both developed and developing countries hampered social development and the successful delivery 
of health programmes. WHO was thus urged to carry out concerted long overdue action, particularly in the area 
of prevention and of health promotion. The draft resolution did well to emphasize an integrated approach 
towards prevention of those diseases that shared common risk factors and to focus on the furthering of regional 
demonstration projects. In light of the report by the Director-General on noncommunicable disease prevention 
and control (contained in EB101/1998/REC/1, Annex 4) and of his country's experience in dealing with 
noncommunicable diseases, it was already known which preventive measures were required for various 
population groups. WHO was well placed to coordinate further intensive efforts and assimilation of the best 
practices for determining what must be done at the community level for population groups living in specific 
conditions and countries. For the prevention and control of noncommunicable diseases to be achieved, the 
health sector must play a leading role in the elaboration of any global strategy, and that strategy should form a 
cornerstone of WHO's policies for the twenty-first century. Relevant institutions in the Russian Federation were 
willing to assist with the elaboration of the proposed global strategy and plan of action. 

Dr LI Jianguo (China) expressed support for the draft resolution and welcomed the amendment proposed 
by the delegate of the Netherlands as well as the points made by the delegate of the Russian Federation. In view 
of epidemiological trends in China's urban and economically developed rural areas, and given the high mortality, 
disability rates, medical costs and social burden associated with noncommunicable diseases, it was China's view 
that the international community should accord due attention to the issue, particularly in countries with a double 
burden of disease. To that end, WHO should make greater efforts to secure high-level commitments on the part 
of all Member States to formulate programmes for the national implementation of global strategies. Prevention 
and control ofnoncommunicable diseases should be made a priority of the Organization's work, and an integral 
part of WHO's health-for-all strategy for the twenty-first century. Support and guidance for developing 
countries should be strengthened, since those countries lacked the human resources and experience of dealing 
with noncommunicable diseases. Moreover, WHO should strengthen demonstration projects in developing 
countries to explore relevant prevention strategies and experiences. Finally, WHO should also promote human 
resource development and capacity-building in those countries. 

Mr DEBRUS (Germany) commented that the rise in noncommunicable diseases posed an increasingly 
serious problem in industrialized countries and, unless the current trend were halted, in developing countries, 
which were thus in particular need of WHO support. The draft resolution offered a clearly devised framework 
for further action. The significance of prevention should not be underestimated, but new strategies were 
required. Priority should be given to preventing premature diseases, which had particular socioeconomic 
consequences. Although the text of the draft resolution made reference to "premature deaths", however, the term 
was not applicable to all of the diseases listed in footnote 2. Furthermore, he suggested that asthma be added. 
The draft resolution should also refer to the need to tailor global strategies to local ethnic and cultural conditions. 
The sustainable success of global and regional demonstration projects depended on support by the appropriate 
administrative infrastructure. Many of the preventive measures being proposed by the Board had already been 
largely realized in European Community action programmes. It was therefore vital that there be cooperation 
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between WHO and the European Commission to ensure that relevant experiences were integrated into the final 
resolution. 

Professor PICO (Argentina), expressing support for the draft resolution and proposed plan of action, 
stressed the significance of the increase in noncommunicable diseases in the context of changing demographic 
and epidemiological patterns. The increase in such diseases posed an immediate challenge to national policies 
and strategies. The prevention of noncommunicable diseases should thus be treated as a cross-cutting issue in 
primary health care and national health plans. 

Or SIAN (Malaysia) said that a minimum standard database was essential to the planning, monitoring and 
evaluation of noncommunicable disease programmes; however, baseline data on incidence were difficult to 
compile, as there was no system of mandatory notification as there was for infectious diseases. A national 
morbidity survey conducted in her country in the previous year had proved highly costly and therefore not 
sufficiently comprehensive. Malaysia would welcome an opportunity to learn from other countries' expertise 
in establishing and sustaining a noncommunicable disease registry, and WHO was called upon to assist in that 
regard. The Organization should play a stronger leadership role in the prevention and control of non-insulin
dependent diabetes, which represented a growing problem in Malaysia. 

Or OTTO (Palau) observed that tobacco was a major risk factor in noncommunicable diseases, and his 
delegation had taken heart from the Director-General's stand against it. His delegation therefore endorsed the 
draft resolution contained in resolution EBIOI.R9, proposing however to add a new subparagraph (b) to 
operative paragraph 2, to read: "to exert a concerted effort against the use of tobacco throughout the world and 
especially in order to protect the world's young people;". The existing subparagraphs (b) and (c) would become 
(c) and (d), respectively. 

Or SHONGWE (Swaziland) reiterated that developing countries faced a double burden of communicable 
and noncommunicable diseases, and their health systems were ill-prepared to deal with the latter. Many deaths 
from such diseases were preventable. The health information system should be strengthened in order to improve 
the planning and implementation of the appropriate programmes; baseline studies were required to gauge the 
magnitude of the problem in developing countries, which was often underestimated. The issue of capacity
building deserved priority, as health professionals in many developing countries did not have the appropriate 
training; he called upon WHO for assistance in that respect. The provision of appropriate equipment and drugs 
also deserved attention. He endorsed the amendments proposed by the delegations of China and the Netherlands. 

Or LEVENTHAL (Israel) asked whether the CINDI programme on the one hand and health promotion 
on the other were to be incorporated into the global strategy under discussion. 

Or VIOLAKI-PARASKEVA (Greece) proposed two amendments to the draft resolution: to insert a new 
preambular paragraph between the second and third preambular paragraphs, to read: "Noting that 
noncommunicable diseases already represent a significant burden on the public health services of Member States 
and that the problem is growing;" and in operative paragraph I to add the words "lifestyle and" after the words 
"in improving the". 

Mrs EMOND (Canada) endorsed the draft resolution with the amendment proposed by the delegation of 
Palau. She requested the Director-General elect to support an integrated approach to the prevention of 
noncommunicable diseases. Given the importance of tobacco in morbidity and mortality from such diseases, 
antismoking campaigns were vital. Canada was contributing to and providing financial support for the task of 
drawing up the International Framework Convention on Tobacco Control, designed to support national 
programmes. It was hoped that the Convention would considerably reduce mortality, morbidity and the health 
costs of such diseases. 

Ms HASUNEN (Finland) supported the draft resolution and international and national monitoring of 
chronic diseases and their risk factors. Control of such diseases depended on primary prevention through the 
adoption of healthy lifestyles from early childhood, through community, national and global action. In Finland, 
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the decline in mortality from heart disease over the last few years had been one of the most rapid in the world. 
Collaboration with WHO and other agencies had been helpful. Community-based and national projects currently 
under way would provide feedback on the usefulness of different approaches to intervention in different cultural 
settings. Her delegation warmly supported the ideas outlined by the Director-General elect for strengthening 
WHO's initiatives in the field of chronic diseases. 

Ms WINROTH (Sweden) welcomed the initiative to develop a global strategy of prevention and control 
of noncommunicable diseases, which should include strong emphasis on tobacco. The international framework 
convention on tobacco control must be completed without delay. She endorsed the draft resolution. 

Mrs TAGWIREYI (Zimbabwe) endorsed both the resolution and the amendment proposed by the 
delegation of the Netherlands with its focus on nutrition. Recent evidence had suggested that malnutrition in 
early childhood made children more susceptible to diseases such as diabetes in later life. She also welcomed 
the focus on an integrated strategy to address noncommunicable diseases within the context of primary health 
care, thus ensuring a more holistic approach. 

Mr LOPEZ BENiTEZ (Honduras) said that his delegation fully endorsed the amendments proposed by 
China and the Netherlands. Mention should also be made of the need for further study of the risk factors for 
each disease. Honduras bore a double burden of disease and required assistance from the international 
community in gaining better knowledge of those risk factors. 

Dr TSECHKOVSKI (Noncommunicable Diseases) thanked the delegates for their positive reactions to 
the draft resolution. Many of the issues raised had been dealt with in the Director-General's report on the 
prevention and control of noncommunicable diseases; however, four issues would be taken into account in 
finalizing the resolution and further developing the strategy. First, an information system for planning and 
evaluation would be given special attention in the strategy. Secondly, lifestyle change would be emphasized, 
in the resolution and in the strategy; the amendment proposed by the delegation of the Netherlands and 
supported by other delegations emphasized that the issue could not be solved by the medical profession alone. 
WHO advocated a balanced approach in which health services reinforced the health promotion movement. 
Thirdly, the CINDI programme was merely implementing the reorientation of health services to include 
prevention. Lastly, as stipulated in the resolution, work on a global strategy had begun and a first draft had 
undergone technical peer review. It now had to be reviewed by the countries, and he appealed to delegates to 
ask their respective experts in ministries to review and comment on the document, which would be sent out 
starting from the following week. 

Dr THYLEFORS (Secretary) read out the amendments to the draft resolution proposed by Greece, 
Netherlands and Palau. 

The draft resolution recommended by the Executive Board in resolution EB101.R9, as amended, was 
approved.1 

5. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR
GENERAL): Item 20 of the Agenda (Document A51/6) (resumed) 

Improving technical cooperation among developing countries (Resolution WHA43.9) 

The CHAIRMAN drew the attention of the Committee to a draft resolution proposed by the delegation 
of Colombia on behalf of the Non-Aligned Movement, which read as follows: 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.18. 
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The Fifty-first World Health Assembly, 
Mindful of the principles of, and obvious need for technical cooperation among developing 

countries (TCDC) and of the interest shown by the Health Assembly by virtue of its resolutions 
WHA31.4I, WHA31.54, WHA32.27, WHA35.24, WHA36.34, WHA37.I5, WHA37.I6, WHA38.23, 
WHA39.23, WHA40.17, WHA40.30 and WHA50.27, in strengthening this type of cooperation with a 
view to improving the health situation in the developing countries; 

Underlining the principles and purposes of the United Nations, as set out in the United Nations 
Charter, including the sovereign equality of States and the development of friendly relations among 
nations based on respect for equal rights and the self-determination of peoples, which have been 
consistently reaffirmed by Members of the Non-Aligned Movement; 

Conscious that poverty is the main cause of ill-health, and recalling United Nations General 
Assembly resolutions 48/I83 of2I December I993, 40/IIO of I9 December I994, 50/I07 of20 December 
I995 and 51/I78 of I December I996 related to observance of the International Year for the Eradication 
of Poverty (1996) and to the First United Nations Decade for the Eradication of Poverty (1997-2006), and 
all its other relevant resolutions relating to international cooperation for the eradication of poverty in 
developing countries; 

Recognizing that the progressive globalization of economies has resulted in the adoption of market 
approaches to the delivery of health services which, in certain circumstances, has been to the detriment 
of public health and has interfered with the ability of developing countries to adopt the appropriate 
corrective action; 

Acknowledging the valued services that the World Health Organization has provided during its 
50 years of existence to all peoples of its Member States, particularly those of developing countries; 

Welcoming the overall directions and initiatives announced by the Director-General elect in the 
reform process of the World Health Organization, 

I. REAFFIRMS its commitment to continue its efforts towards the achievement of equitable, 
affordable, accessible and sustainable health care systems in all Member States; 

2. URGES Member States to continue the development of health systems in accordance with the 
principles of self-reliance, self-determination and the sovereign right of each country to adopt appropriate 
national health policies in response to the specific needs of their people; 

3. CALLS UPON developed countries: 
(1) to continue to facilitate the transfer of technology and resources to developing countries in 
the health sector, taking into account priority needs, and to support application of the principles of 
technical cooperation among developing countries; 
(2) to continue to provide WHO with the necessary financial resources to enhance 
implementation of health programmes in the developing countries with a view to attaining the 
objective ofheaith for all; 

4. REQUESTS the Director-General: 
(I) to support Member States, especially the least developed countries, in giving greater attention, 
at the highest political level, to the health needs of their poorest people and to strengthen the 
capacity of ministries of health to play a key role in intersectoral efforts to eradicate poverty; 
(2) to place renewed emphasis on the capacity of the Organization to advocate and promote a 
central role for health development in national and international efforts to eradicate poverty; 
(3) to maintain the support provided to countries of the Non-Aligned Movement and other 
developing countries for the activities of the recently established network of institutions related to 
health sector reform, 1 and for technical cooperation among developing countries, including 
allocation of increased resources; 

1 See resolution WHA50.27. 
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(4) to ensure wide consultation with countries of the Non-Aligned Movement and other 
developing countries in order to take account of their views and concerns in consideration of all 
aspects of organizational reform of the World Health Organization and formulation of its policies; 
(5) to report to the Fifty-second World Health Assembly on the steps taken and progress made 
to implement this resolution. 

Dr SANOU IRA (representative of the Executive Board) said that the concept of technical cooperation 
between developing countries and the way in which it was conducted were currently under investigation, in view 
of the changes now taking place within WHO, the United Nations and the world in general. Several WHO 
regions, such as the Americas and South-East Asia, were establishing new criteria, which were at present being 
submitted to their governing bodies. UNDP was also encouraging countries to adopt a more strategic approach 
to technical cooperation, so as to involve more of them in the fight against poverty and reform of the public 
sector. Upon the initiative of the Non-Aligned Movement, the Fiftieth World Health Assembly had adopted 
resolution WHA50.27, calling for the creation of a mechanism to promote technical cooperation among 
developing countries to promote research and exchange of information between non-aligned ones, with regard 
to reforms now being implemented in the health field which sometimes ran counter to principles of equity. With 
the support ofUNDP, a specific project had been approved to ensure the implementation of that mechanism. 
As a first step, representatives of several universities in the main non-aligned countries had met in Geneva in 
March 1998 to define the criteria for cooperation in that field. WHO had stepped up its programme of technical 
cooperation, and a full report on implementation of resolution WHA50.27 had been submitted to the ministers 
of health of the non-aligned countries at the present Health Assembly. 

Mr CASTRO GUERRERO (Colombia) presented the draft resolution on behalf of the Non-Aligned 
Movement. On the occasion of the celebration of WHO's fiftieth anniversary, the Non-Aligned Movement had 
thereby wished to express its recognition for WHO's work to improve the health of all peoples. The resolution 
moreover reaffirmed the initiatives taken by the Non-Aligned Movement to further equity in the health field in 
developing countries, based on the criteria of self-determination and the equality of all States. It reflected the 
principles laid down in resolution WHA50.27 and was aimed at reinforcing technical cooperation as well as the 
support given by WHO to developing countries, in which the greatest health problems were to be found. 

He drew attention to the relationship between poverty and health and stressed the universal obligation to 
strive for the eradication of poverty, particularly in the least developed countries, since that was crucial to 
improving health indicators. The draft resolution reiterated the appeal launched at the previous World Health 
Assembly to the developed countries to facilitate the transfer of technical and financial resources to the most 
backward ones. He welcomed the proposed reforms announced by the Director-General elect and called for a 
strengthening of the consultation mechanisms with all regional groups to ensure the success of those reforms. 

He suggested two amendments to the draft resolution. The title should be changed to read: "Promotion 
of equity through health sector reform in developing countries". Furthermore, he suggested that in preambular 
paragraph 4, the word "unregulated" be added before the words "market approaches". 

Professor PICO (Argentina) considered that technical cooperation should not be limited solely to the 
developing countries. He proposed that the word "horizontal" be inserted before the words "technical 
cooperation" in the title of the draft resolution. 

Dr MuNOZ (Chile) considered that the title should give a clearer description of the content of the 
resolution, so as to reflect the objective of equity in health; he therefore endorsed the amendment to the title 
proposed by the delegate of Colombia. He also agreed with the amendment proposed to preambular paragraph 4. 

Mr KRIEBLE (New Zealand) considered that preambular paragraph 4 added nothing to the resolution and 
was in fact potentially misleading, as it reflected inadequate understanding of the empirical evidence 
surrounding health policy options and market mechanisms. The health sector encompassed markets in labour, 
capital, ownership, services and financing, which existed within both private and public systems. The issue was 
to consider when and where market mechanisms could be used to improve health sector performance in the 
pursuit of health for all. He proposed that preambular paragraph 4 be deleted. Moreover, he supported the 
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expressed intention of the Director-General elect to strengthen WHO's capacity for health policy analysis, so 
that Member States would be better informed on such matters. 

Professor WHITWORTH (Australia) stressed the need to ensure a soundly-based public health system that 
guaranteed a level of service to all. That did not imply outright rejection of the private health sector, but rather 
its careful supervision so as to manage costs and quality. She agreed with the proposal by the delegate of 
New Zealand to delete preambular paragraph 4 of the draft resolution. 

Dr SHISANA (South Africa), referring to preambular paragraph 4, said that health was a basic human 
right and not a simple commodity that could be subjected to unrestricted market forces. National governments 
had a responsibility to protect public health - a sentiment echoed by most speakers, including the Director
General elect. He therefore supported the modifications to preambular paragraph 4 proposed by the delegate 
of Colombia, as it was the unrestrained excesses of free market forces in the delivery ofhealth services that had 
led to the existing inequities in many countries, including some economically advanced ones. 

Dr VAN ETTEN (Netherlands) asked whether the recommendations of the meeting referred to in 
paragraph 11 of document A51/6 were available. He agreed with the proposal to change the title of the draft 
resolution. He considered the wording of preambular paragraph 4 to be too negative and asked for a more 
balanced proposal. 

Professor ANW AR (Egypt) said that her country encouraged south-to-south technical cooperation in 
health sector reform and promotion. Problems such as malaria also required the support of developed countries 
and WHO, on the basis of experience in similar countries. 

Dr ROSALES (El Salvador) considered that all developing countries should benefit from strengthened 
technical cooperation, in view of the search for greater equity. He endorsed the amendment proposed by the 
delegate of Colombia to the fourth preambular paragraph. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) and Mrs EMOND (Canada) 
supported the proposal by the delegate of New Zealand to delete preambular paragraph 4. 

Mr BOYER (United States of America) agreed with the proposal put forward by the delegate of Colombia 
to alter the title of the resolution. He shared the concern expressed over the controversial preambular 
paragraph 4 and considered that, as there was not sufficient time to re-draft it, it should be deleted. 

Dr JANCLOES (Division of Intensified Cooperation with Countries and Peoples in Greatest Need), 
replying to the delegate of the Netherlands, said that the draft report of the technical meeting held in March 1998 
on the development of a network of institutions to support technical cooperation between countries on matters 
essential for reducing health inequities had been produced by the delegation of Colombia and was now available. 

Dr THYLEFORS (Secretary) said that there was some confusion over the proposed change in the title of 
the resolution. The delegate of Colombia, supported by that of Chile, had proposed that it read "Promotion of 
equity through health sector reform"; it was unclear whether or not "in developing countries" should be added. 
The delegate of Argentina considered that it should apply to all countries and had proposed that the title read 
"Promotion of horizontal technical cooperation between countries". 

With regard to preambular paragraph 4, the delegate of Colombia had suggested inserting the word 
"unregulated" before "market forces"; however, five countries had proposed deletion of the entire preambular 
paragraph 4 and a sixth had suggested that it should be reworded. He asked for guidance on those two points. 

The CHAIRMAN asked whether there was consensus to delete preambular paragraph 4. If so, the wording 
would be irrelevant. 

Referring to the title of the draft resolution, Mr CASTRO GUERRERO (Colombia) said it had been 
agreed, following informal consultations, that the term "horizontal technical cooperation" proposed by the 
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delegate of Argentina, would be incorporated into his own delegation's proposal, so that the title would read as 
follows: "Promotion of horizontal technical cooperation in health sector reform in developing countries". 

With regard to the amendment he had proposed to the fourth preambular paragraph, its purpose was 
merely to reflect the fact that in a number of developing countries there was as yet no policy framework for 
market approaches to the delivery of health services and access to those services remained unequal, for both the 
population in general and specific groups, such as the poor. The amendment had been proposed on behalf of 
the countries of the Non-Aligned Movement. It would be difficult now to convene a meeting of those countries 
to enable them to reconsider it. He therefore saw no alternative than to request that the amendment be put to 
a vote. 

In response to a question from Mr KRIEBLE (New Zealand), the CHAIRMAN said that she intended to 
invite the Committee to vote first on the proposal by the delegation ofNew Zealand and then, if that proposal 
was rejected, on the amendment proposed by the delegation of Colombia. 

Dr SHISANA (South Africa), rising to a point of order, asked whether a quorum was present. 

Professor PICO (Argentina) said that delegates had come from far and wide to work together with WHO 
to bring improved health to the populations of the countries they represented. It was therefore regrettable that 
the Committee was unable to proceed, at least for the moment, with its very important work. 

The CHAIRMAN, observing that a majority of delegates were now present, invited the Committee to vote 
by show of hands on the proposal by the delegation of New Zealand. 

The proposal was rejected by 51 votes to 36, with four abstentions. 

The CHAIRMAN asked if the Committee was prepared to approve the draft resolution with the 
amendments proposed by the delegations of Argentina and Colombia. 

The draft resolution, as amended, was approved.1 

6. FIFTH REPORT OF COMMITTEE A (DocumentA51/44) 

Professor A YUB (Pakistan), Rapporteur, read out the draft fifth report of Committee A, noting that in the 
final version of the document, the title of the draft resolution referred to under item 20 ofthe agenda would be 
revised to bring it into line with the amendments approved by the Committee. 

The report was adopted.2 

7. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 11:20. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.16. 

2 See page 148. 





COMMITTEE 8 

FIRST MEETING 

Monday, 11 May 1998, at 15:30 

Chairman: Mr N.S. DE SILVA (Sri Lanka) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR (RULE 36): Item 22 of the Agenda 
(Document A51/30) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He then drew attention 
to the third report ofthe Committee on Nominations (document ASI/30)1 in which Dr M. Nguema Ntutumu 
(Equatorial Guinea) and Dr E. Pieruzzi (Venezuela) were nominated for the offices of Vice-Chairmen of 
Committee Band Dr L. Romanovska (Czech Republic) for that of Rapporteur. 

Decision: Committee B elected Dr M. Nguema Ntutumu (Equatorial Guinea) and Dr E. Pieruzzi 
(Venezuela) as Vice-Chairmen and Dr L. Romanovska (Czech Republic) as Rapporteur. 2 

2. ORGANIZATION OF WORK 

The CHAIRMAN suggested that the normal working hours be from 9:00 to 12:30 and from 14:30 to 17:30, 
including Saturday, 16 May 1998, if necessary. 

It was so agreed. 

3. FINANCIAL MA TIERS: Item 23 of the Agenda 

Status of collection of assessed contributions, including Members in arrears in the 
payment of their contributions to an extent which would justify invoking Article 7 of the 
Constitution (Resolution WHA41.7): Item 23.2 of the Agenda (Resolution EB101.R17; 
Documents A51/13 and A51/33) 

Dr WASISTO (representative ofthe Executive Board) summarized the discussion that had taken place 
in the Executive Board before adoption of draft resolution EBIOI.Rl7. The Board had expressed deep concern 
at the level of outstanding contributions due from Member States and the impact of the shortfall on the 
programme of work approved by the Health Assembly. It had noted in particular that, as at 31 December 1997, 
the rate of collection of 1997 contributions amounted to 78%, with a resulting shortfall of US$ 91 110 877; that 
I OS out of the 192 Members and Associate Members contributing to the effective working budget had paid their 

1 See page 146. 

2 Decision WHA51 ( 4). 
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1997 contributions in full; that 36 Members had made no payment whatsoever towards their 1997 contributions; 
that the total unpaid contributions up to 1996 exceeded US$ 83 million; and that, as a result of the adoption of 
the incentive scheme to promote the timely payment of assessed contributions (resolution WHA4I.I2), Members 
paying their assessed contributions early in the year in which they were due would have their contributions to 
the subsequent programme budget notably reduced, whereas the contributions of those paying later would be 
reduced only marginally or not at all. In view of the critical financial situation of the Organization, the Board 
urged Members that were regularly late in the payment of their contributions to take all possible steps to ensure 
prompt, regular payment. The Board recommended that the Health Assembly adopt draft resolution EB I 0 l.Rl7. 

The CHAIRMAN said that in its decision EB 1 01 ( 14) the Board had decided that a proposal that voting 
rights be restored to countries as an exceptional measure to mark the fiftieth anniversary of WHO should be 
considered by the Administration, Budget and Finance Committee before being presented to the Assembly. He 
invited the Chairman of that Committee to report on its conclusions. 

Dr WASISTO (Chairman ofthe Administration, Budget and Finance Committee) drew attention to the 
Committee's report (document ASI/33) and particularly to paragraphs 5, 6 and 7. As it was difficult to make 
distinctions between the circumstances prevailing in the various countries concerned, the Committee had 
concluded that the suspension provisions should be applied across the board. A draft resolution to that effect 
appeared in paragraph 9 of the report. Paragraph 10 contained a draft resolution restoring the right to vote to 
the countries concerned under Article 7 of the Constitution for the purposes of the Fifty-first World Health 
Assembly on the occasion of the celebration of the fiftieth anniversary of WHO. 

Mr AITKEN (Assistant Director-General), introducing document A51/13, noted that the information it 
contained related only to contributions received by 30 April 1998. Since then, most encouragingly, payments 
totalling some US$ 2 million a day had been received. Members that had paid the 1998 instalment of their 
contributions during the first 11 days of May, either in part or in full, were: Bahrain, China, Cook Islands, Cuba, 
Germany, Indonesia, the Lao People's Democratic Republic, Maldives, Palau, South Africa, Tunisia, Tuvalu, 
VietNam and Zambia. Over the same period, payments totalling nearly US$ 3 million in respect of the previous 
year's arrears of contributions had been received from Brazil, Dominica, the Dominican Republic, Mauritania, 
Peru and Romania. 

He expressed the hope that all Members would make every effort to pay their contributions on time. The 
Director-General was particularly grateful to the I3 Members which had paid their contributions in advance of 
the due date, and in full, in at least three of the previous five years. They were Bhutan, Brunei Darussalam, 
Canada, Indonesia, Kiribati, Kuwait, Mauritius, Myanmar, New Zealand, Saint Lucia, Sweden, Tonga and 
Zimbabwe. 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the Executive 
Board in resolution EB I 0 l.R 17. 

The draft resolution was approved.1 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the 
Administration, Budget and Finance Committee contained in paragraph 9 of document ASl/33. 

The draft resolution was approved.2 

The CHAIRMAN invited the Committee to approve the resolution proposed by the Administration, 
Budget and Finance Committee concerning the temporary restoration of voting privileges for the remaining 
duration of the Fifty-first World Health Assembly, which was contained in paragraph 10 of document A51133. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA51.1. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA51.2. 
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Mr JUNOR (Jamaica) said that United Nations bodies, and in particular WHO, had very few sanctions 
available in cases of non-payment of contributions. One such sanction, however, was deprivation of the right 
to vote, which had been applied in the past. There was no good reason to change the rules to accommodate 
States in arrears, especially as issues affecting the Constitution were to be discussed during the current Health 
Assembly. It would be unacceptable if the instrument governing the Organization could be amended by States 
which otherwise had no right to vote. He could not support the draft resolution. 

Ms IN GRAM (Australia), endorsing the comments made by the previous speaker, said that there was no 
inherent or logical reason why the Organization's fiftieth anniversary should be regarded as an occasion for 
making a significant exception to one of the few sanctions available to ensure collection of the funds vital to its 
operation. Such a milestone should rather be used to inspire a reaffirmation of commitment to the Organization, 
a commitment in which meeting membership dues played no small part. If Members generally had been derelict 
in meeting their financial obligations, the Organization would now be extinct rather than celebrating fifty years 
of work. Moreover, those countries that had made the effort to pay on time despite difficult financial 
circumstances deserved to have that effort recognized. It should be recalled that the Executive Board had 
endorsed the recommendation of its special group for the review of the Constitution in favour of tightening 
sanctions against Members that failed to meet their financial obligations. Restoration oflost voting rights should 
continue to be considered, not on the across-the-board basis proposed, but on a case-by-case basis only, to allow 
account to be taken of individual circumstances. 

Mr ORTENDAHL (Sweden), noting that WHO's work was being hampered by late payment and non
payment of contributions, said that although special arrangements had been considered warranted in exceptional 
circumstances, no such provision had been deemed necessary in others. Members with strong national 
economies figured on the list of debtors alongside those in financial crisis. Similarly, the list of countries 
fulfilling their obligations included a number with severely restricted national budgets, in addition to those such 
as Sweden, which enjoyed fairly balanced State economies. Thus, failure to fulfil financial obligations could 
not be explained by national economic conditions alone; an element of choice was also involved. Sweden was 
not therefore in favour of a temporary restoration of voting rights. The present system should be retained in 
order to maintain the integrity both of the rules, and of the Organization as a whole, birthday or no birthday. 

Or STAMPS (Zimbabwe) said that although the sentiments of the previous three speakers were laudable, 
their comments did not bear close analysis. The total amount owed to the Organization by the countries whose 
voting rights had been suspended came to only two-thirds of the combined indebtedness of two major donors, 
one of which had never been deprived of its voting rights despite chronic arrears. The latter had also jeopardized 
a number of WHO activities by its withdrawal of financial support and its arrant criticism, despite the fact that 
many of its nationals enjoyed employment by the Organization and many of its private collaborating centres 
benefited from their association with WHO. Those Members who flexed their economic muscle and cleverly 
engineered their indebtedness in such a way as to force changes in WHO policy direction were also to be 
berated. On the other hand, some consideration was due to countries facing severe difficulties, such as long
standing civil wars. Zimbabwe, for example, had always paid its contributions on time, and usually in advance. 
Moreover, external manipulation by Member States either on political or ideological grounds had made it 
impossible for at least one Member to pay its contributions; Iraq had, in fact, tendered payment against an 
account that had been unilaterally blocked in another country. For fair treatment to be accorded to all, no 
Member in arrears should be allowed to vote during the Health Assembly. Although the delegate of Sweden 
had made cynical reference to a "birthday", what WHO was in fact celebrating was a jubilee - a historic occasion 
upon which it was traditional to make humanitarian concessions without enquiring too closely into the morality 
of a country's difficulties. It would be unfortunate if a significant number of Members whose only fault was 
loss of voting rights were to be precluded from participating in the appointment of a new Director-General at 
the current Health Assembly. Zimbabwe therefore proposed that the draft resolution should be amended to read: 
"The provisions of Article 7 shall stand suspended for the duration of the Fifty-first World Health Assembly", 
which would imply automatic restoration upon conclusion ofthe Health Assembly of all pre-existing sanctions. 
As far as the review of the Constitution was concerned, Member States would express their views, whether 
voting or not, the majority endorsing the relevant recommendations in any case. He therefore strongly urged 
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the Committee to endorse the proposed action, put forward after extensive investigations, and demonstrate its 
humanity. 

Mr RAMSDEN (United Kingdom of Great Britain and Northern Ireland) joined with the delegates of 
Jamaica, Australia and Sweden in expressing serious reservations regarding the proposed draft resolution. 
Despite being as eager as the sponsors of the resolution to find an appropriate way of celebrating 50 years of 
WHO achievement, the United Kingdom submitted that the Organization should be put on a sound financial 
basis, and shared the Director-General's concerns regarding the state of outstanding contributions. An amnesty 
of the type proposed would particularly penalize the many developing countries that had made a considerable 
effort to pay on time. Such an amnesty would send out an inappropriate signal, for it would remove the only 
real incentive for Members to pay in full and on time and thus jeopardize the long-term financial health of the 
Organization. A total outstanding arrears of US$ 174 million was a serious matter. All Member States without 
exception ought to be expected to pay in full and on time. The current system under the Constitution of 
reviewing restoration of voting rights on a case-by-case basis should continue. It was not a question of morality, 
as the delegate of Zimbabwe had implied, but of upholding the rules and taking into account the serious long
term consequences of any departure from them. The proposed change might also create a dangerous precedent 
for non-payment throughout the United Nations system; WHO needed to bear in mind its responsibilities to the 
system as a whole. The best way for countries to celebrate WHO's fiftieth anniversary would be for all 
Members to pledge to meet their financial obligations to the Organization in full and on time. 

Ms PERLIN (Canada) noted with regret the number of countries subject to the suspension of voting 
privileges, while commending those equally poor and indebted countries that consistently paid their 
contributions despite the sacrifices entailed. In the past Canada had supported the restoration of voting rights 
for countries, following review on a case-by-case basis that allowed individual circumstances to be taken into 
account and viable proposals to be submitted for discharging arrears. The draft resolution undermined the basic 
constitutional principle that Member States had an obligation to meet their financial commitments to WHO and 
removed one of the few incentives to meeting that obligation. It also undermined the efforts made by many 
countries in difficult circumstances to make payments or to discharge arrears. Canada therefore did not support 
the resolution. 

Mr KANEKO (Japan) considered that restoring voting privileges simply because the current Health 
Assembly was of special importance undermined Article 7 of the Constitution and was illogical. The right of 
countries in arrears to participate in the deliberations of the Health Assembly was assured and their privileges 
thus not unduly limited. Great care was needed in dealing with the issue. 

Dr RAFEEQ (Trinidad and Tobago) said he understood the difficulties faced by developing countries in 
meeting their obligations to international organizations. However, Trinidad and Tobago, itself not wealthy, did 
pay its contributions, making the necessary sacrifices to ensure it had a say in the running of the Organization. 
In a year in which serious and far-reaching issues were to be resolved, he therefore could not endorse the draft 
resolution. 

Mr HUBERT (Israel) said that, rather than looking at purely economic aspects, it was important to 
remember that one of the aims of WHO was to promote cooperation. In that spirit, it would be appropriate to 
support the proposal, particularly as jubilee celebrations in many States included the alleviation of sanctions. 
After all, it was hardly likely that Member States would hold back payment in the expectation of being allowed 
to vote only every 50 years. 

Dr WAHEED (Maldives) supported the proposal ofthe delegation of Jamaica that voting rights not be 
restored to countries in arrears. WHO was dependent on Members' contributions. Countries that fulfilled their 
responsibilities and obligations could not be equated with those which did not. Countries that had defaulted 
should lose their right to vote, particularly on financial matters. The rules of the Organization should be 
followed. 
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Professor NURUL ANWAR (Bangladesh), speaking on behalf of the delegations of the South-East Asia 
Region, welcomed the proposal of the Executive Board and the Administration, Budget and Finance Committee 
to restore voting rights in order to mark the fiftieth anniversary of WHO. The next Director-General would 
guide the Organization into the coming millennium. That mandate would be all the more powerful if endorsed 
by the full collective membership of the Organization. The Member States of the South-East Asia Region 
considered, however, that only Members that had paid their contributions should have a say in decisions on 
financial and budgetary issues. Creating a precedent in respect of Article 7 of the Constitution would strike at 
the root of the Organization's viability. The countries for which he was speaking therefore welcomed the 
exceptional restoration of voting rights, except on budgetary and financial matters. 

Dr BAIONG (Chad) said that the Fifty-first World Health Assembly was indeed a major event in the life 
of the Organization, coinciding as it did with its fiftieth anniversary and the appointment of a new Director
General. Bearing in mind that one of the objectives of WHO was to promote cooperation and solidarity, the 
proposal to restore voting rights to countries in arrears was to be welcomed. Some countries had not paid their 
contributions because they were poor, some poor countries had nonetheless paid, and some affluent countries 
did not pay their assessments. Payment or non-payment should therefore not be the criterion for rejecting the 
draft resolution on voting rights. 

Mr BOYER (United States of America) emphasized that the subject of the discussion was countries that 
were over two years in arrears. Suspension of voting rights in such cases was a standard provision within the 
United Nations system. The United States was only about four months in arrears; it had paid its assessment for 
1997 in full and was seeking to discharge its arrears. The policy of suspending voting rights for countries two 
years in arrears had worked; for instance, US$ 22 million had been paid over the last 11 days, probably by 
countries that wished to ensure that they would have a vote at the Health Assembly. The financial report showed 
that 33 countries had paid their contributions for 1998 or 1999 in advance, probably partly because they wished 
to vote. Was an exception now to be made because a new Director-General was to be appointed, or because it 
was the fiftieth anniversary of WHO? Such a move would undercut the entire philosophy of suspending voting 
rights. An important event such as the election of a new Director-General provided an incentive for countries 
to pay; exempting countries from their obligations was no incentive. He opposed the draft resolution contained 
in paragraph 10 of document A51/33 and requested that it be put to the vote. 

Professor COLEMAN (Liberia) recalled that his country, a founder member of the Organization, had 
fallen into arrears only after the outbreak of civil war. Peace had returned to the country, and the arrears would 
be settled as soon as possible. He supported the draft resolution with the proviso that the restoration of voting 
privileges should apply for the duration of the Fifty-first World Health Assembly only. 

Or WIBULPOLPRASERT (Thailand) said that, while Thailand was in an economic crisis and burdened 
by debt, it had striven nevertheless to pay its assessed contributions in order to maintain a spirit of solidarity and 
to ensure the financial survival of the Organization. Thus, it was difficult for him to endorse the restoration of 
voting privileges to Members whose contributions were in arrears. It seemed appropriate to do so, however, in 
recognition of the Organization's fiftieth anniversary and to. enable those Members to vote on the appointment 
of a new Director-General, although he agreed with the delegate of Bangladesh that they should not take part 
in votes on financial and budgetary matters. In his view, their right to vote should be restricted to the 
appointment of the new Director-General. 

Dr KRAG (Denmark) concurred with the views of the delegates of Jamaica, Sweden and the 
United Kingdom, among others, and stressed the importance of all Members meeting their financial obligations. 
The restoration of voting privileges as proposed would send the wrong signal not only to Members in arrears 
but also to Members who had paid their contributions and to those who were struggling to meet their obligations. 
The draft resolution's approval would have grave implications for both WHO and the United Nations system 
as a whole. 

Dr HARD AN (Iraq) said that his Government had endeavoured to meet its obligations to the Organization 
but was prevented from so doing by circumstances beyond its control: its application to the relevant United 



90 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

Nations Security Council committee to draw on its frozen assets for the purpose had been rejected. However, 
Iraq's willingness to pay its contributions was not in question and he therefore called upon the Assembly to 
restore its voting privileges. 

Dr KARA-MOSTEPHA (Algeria) asserted that the draft resolution in no way undermined Article 7 of the 
Constitution since neither the problem of the amounts of the contributions nor their collection was touched on, 
the proposed temporary restoration of voting privileges being a positive but symbolic gesture. He therefore 
advocated approval of the draft resolution. 

Professor NKANDU LUO (Zambia) joined other speakers in endorsing the draft resolution, which would 
enable all Members to be part of the celebrations of the Organization's fiftieth anniversary. The Assembly must 
be pragmatic in its approach to unpaid contributions. The reality was that, while all governments wished to 
contribute to the Organization, circumstances often prevented them from doing so. Many countries in arrears 
had to weigh their financial obligations to the various international bodies against the need to combat problems 
such as poverty, famine and disease. She noted that the majority of speakers opposing the draft resolution were 
delegates of wealthy countries which did not face such problems. 

The CHAIRMAN suggested that, given the lack of consensus on the draft resolution, the Committee might 
wish to seek the view of the Legal Counsel as to the acceptability of the proposal by the delegate of Thailand, 
namely that the voting rights of Members whose voting privileges had been suspended should be restored with 
respect only to the vote on the appointment of the new Director-General. 

Mr TOPPING (Legal Counsel) explained that the proposal by the delegate of Thailand constituted an 
amendment to the draft resolution and, as such, was acceptable within the terms of the Rules of Procedure of 
the World Health Assembly. He suggested that the Committee might wish to vote first on the amendment and 
then, if it were accepted, on the draft resolution as amended. In order to reflect the proposal, the draft resolution 
might be amended along the following lines: in operative paragraph 1, the words "the remaining duration" could 
be replaced by "agenda item 12"; and in operative paragraph 2(i), the words "beyond the closure" could be 
replaced by "for all other agenda items". 

Mr POINSOT (France) recalled that in the past the Health Assembly had always sought to proceed by 
consensus. He therefore endorsed the amendment proposed by the delegate of Thailand and the wording 
suggested by the Legal Counsel, which, in his view, constituted an acceptable compromise. 

Mr JUNOR (Jamaica) supported the proposed amendment. 

Professor LEOWSKI (Poland) said that the proposed amendment seemed to be acceptable, provided that 
it did not jeopardize the appointment of the new Director-General. 

Dr STAMPS (Zimbabwe) said that the proposed amendment was so far from the original intention of the 
draft resolution submitted for consideration by the Executive Board that it constituted an entirely different 
proposal. The original draft resolution had clearly restored full participation to all Members. The proposed 
amendment excluded full participation, thus depriving certain countries of the formal celebration of the fiftieth 
anniversary in a traditional way. According to tradition, such an anniversary was a time to suspend negative 
concerns about members of a family or community. 

Mr TOPPING (Legal Counsel) said that the proposed amendment, if adopted, would have the effect of 
limiting the restoration of the right to vote to item 12 of the agenda only. If it were adopted by consensus, the 
Committee would proceed to consider the draft resolution, as amended, as a whole. 

Professor PICO (Argentina) noted that there were two distinct steps: acceptance or not of the amendment 
and adoption or not of the draft resolution. 
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Mr KEDELLA (Chad), reiterating his support for the remarks made by the delegate of Zimbabwe, said 
that the proposed amendment provided a way out but was far from solving the problem addressed by the original 
draft resolution. The Committee should first be asked to vote on whether the amendment was acceptable. If 
not, the Committee should vote on the proposed draft resolution as it stood. 

The CHAIRMAN invited the Committee to vote by show of hands on the proposed amendment to the draft 
resolution. 

The proposed amendment to the draft resolution contained in document ASl/33 was adopted by 73 
votes to 16, with 3 abstentions. 

Or STAMPS (Zimbabwe), supported by Mr ADEL (Egypt), Mrs MRABET (Tunisia), Mr GAZIOGLU 
(Turkey), Or KHAZAL (United Arab Emirates), Professor NKANDU LUO (Zambia) and Or AMATHILA 
(Namibia), said that voting against the proposed amendment had in no way been intended to deprive any state 
of the right to vote for the Director-General. 

The CHAIRMAN asked the Committee if it accepted the draft resolution, as amended, by consensus. 

There being no objections, the draft resolution, as amended, was approved.1 

4. FIRST REPORT OF COMMITTEE B (Document A51/32) 

Or ROMANOVSKA (Czech Republic), Rapporteur, read out the draft first report of Committee B. 

The report was approved.1 

The meeting rose at 19:00. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA51.3. 

2 See page 149. 



SECOND MEETING 

Wednesday, 13 May 1998, at 14:30 

Chairman: Mr N.S. DE SILVA (Sri Lanka) 

1. FINANCIAL MATTERS: Item 23 of the Agenda (Document A51/10) (continued) 

The CHAIRMAN drew attention to the report by the Director-General (document A51/10) concerning 
appointment of an External Auditor in 1999, which had been submitted to the present Health Assembly for 
information. He took it that the Committee wished to take note of its content. 

It was so decided. 

Financial report on the accounts of WHO for the financial period 1996-1997, report of the 
External Auditor, and comments thereon of the Administration, Budget and Finance 
Committee (Article 18(f); Financial Regulations 11.3 and 12.9): Item 23.1 of the Agenda 
(Documents A51/11 and Add.1, A51/12, A51/26, A51/27 and A51/INF.DOC./7). 

Mr AITKEN (Assistant Director-General), introducing the financial report and audited financial 
statements for the financial period I January 1996 - 31 December 1997 and report of the External Auditor to the 
World Health Assembly and its annex on extrabudgetary resources for programme activities (documents A 51/11 
and Add.l), said that the presentation of the report differed somewhat from that in previous bienniums in order 
to enhance clarity and comprehensibility and bring it closer to the United Nations System Accounting Standards. 
A detailed analysis ofvariances between budget and actual figures was given in document A51/INF.DOC./7. 
The financial report and statements had been reviewed by the Administration, Budget and Finance Committee, 
whose report appeared in document A51/12. 

With regard to income, some 85% only of contributions to the regular budget had been received by the 
Organization during the 1996-1997 biennium, although income from extrabudgetary sources had maintained 
its level. A total of some US$ 1.5 billion had thus been spent during the biennium. The shortfall in regular 
income had caused the Organization to slow or suspend implementation of some programmes in order to reduce 
expenditure by some US$ 28 million and keep internal borrowing below US$ I 00 million following criticism 
at the Forty-ninth World Health Assembly, of the high level of internal borrowing during the 1994-1995 
biennium. However, despite shortfalls and delays, most of WHO's programme approved by the Health 
Assembly for 1996-1997 had been delivered. Moreover, the internal borrowing for 1994-1995, which had been 
in excess of US$ 150 million, had been repaid in full. Internal borrowing was primarily necessary, not because 
Member States failed to pay their dues at all but because some did so with considerable delay. Currently, the 
internal borrowing of over US$ 90 million necessary during the 1996-1997 biennium had already been reduced 
by incoming late contributions to between US$ 75 and US$ 77 million. 

Mr KLUEVER (External Auditor) introduced his report on WHO's accounts for the 1996-1997 biennium 
(document A51/11, Part 11), summarizing its salient points and drawing attention to his Opinion, contained in 
Part Ill of the same document. The audit findings had been discussed with the Director-General and should thus 
be viewed in conjunction with the latter's report (document A51127). They should also be reviewed in the 
context of resolution WHA46.31 and subsequent related Health Assembly resolutions, as well as reports of the 
previous external auditor and his own Interim Report of the previous year. 

-92-
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Mr BOYER (United States of America) voiced some disappointment at the very late distribution of the 
financial report, which had probably made its perusal in depth impossible for most delegations, and hoped that 
it would be circulated earlier in the future. He was concerned by the extremely high level of internal borrowing, 
which had amounted to almost US$ 93 million by the end of 1997. While that was a slight improvement on the 
US$ 178 million at the end of the previous biennium, the borrowing of such large sums could still pose a risk 
to other funds and to the financial viability of WHO. The fact that 37 countries had made no payments 
whatsoever for the 1996-1997 biennium showed that many Members were unable to pay their assessments, 
reinforcing the United States' view that the budget should be kept under control and reduced to a level that 
Member States could afford. 

He was pleased that WHO had taken steps even before 1992 to deal with the millennium computer 
problem, but would have appreciated more information on progress in that area, as well as on the problems and 
dislocation of the Brazzaville office. Were operations in Harare proceeding satisfactorily? Did WHO have any 
specific thoughts about the future of that office? 

While welcoming the first formal report of the External Auditor and its positive conclusions about the 
finances of WHO, he had been surprised by its relative brevity. The Assembly would surely welcome more 
details and meatier data. The United States supported the External Auditor's proposal regarding the 
establishment of an audit committee consisting of representatives of Member States who would maintain a 
dialogue with the External Auditor throughout the year, but considered that it should be a new mechanism not 
necessarily tied to the Executive Board. 

Sharing the Auditor's concern about the lack of a unified system for programme evaluation, he trusted that 
the Director-General elect would give the matter high priority since good programme evaluation would be 
essential to achieving her declared intent to determine the areas where WHO could do most to enhance health 
status. 

Although improvements had been made in the procurement system, the slow progress in formulating a 
code of ethics for procurement continued to be a cause for concern, as was the lack of adequate monitoring of 
fellowship programmes, to which WHO devoted an enormous amount of money. 

Ms IN GRAM (Australia) said she shared the -concern of the delegate of the United States about the late 
arrival of documentation. However, the improved presentation of the financial report was welcomed, as was 
adoption of the United Nations System Accounting Standards. Like the United States, she considered internal 
borrowing to be still too high for complacency. Although the level of borrowing had been reduced, no part of 
the arrears collected in respect of the previous biennium had been credited to casual income. That meant that 
WHO could not repay all the internal finance needed in the 1994-1995 biennium within two years, which was 
why the Working Capital Fund still showed a deficit of US$ 24 million. In addition, new internal borrowing 
of US$ 93 million had been generated in 1996-1997 and the remainder ofthe Working Capital Fund used to 
cover expenditure. Extremely prudent management would be needed to save the US$ 124 million required in 
order to catch up and to replenish borrowing reserves. 

The sharp downward trend in internal borrowing must be maintained. She would like total internal 
financing, including withdrawals from the Working Capital Fund, kept at a level well below US$ 100 million. 
Although Members had a responsibility to pay their assessed contributions in full and on time, managers 
likewise had a responsibility to tailor expenditure to the funds available and to make financial plans conducive 
to the restoration of financial reserves. 

The External Auditor's first full report to the Health Assembly was useful, informative and sufficiently 
detailed. The significant improvements made in the budget and finance area should now be followed by 
attention to the urgent need for wide reform in the personnel sphere for which the evaluation conducted by Price 
Waterhouse, and covered in paragraph 8 of the Internal Auditor's report (document ASI/26), would provide a 
sound basis. 

Dr STAMPS (Zimbabwe) thought that the reasons for the late circulation of the report were clear and 
considered complaints churlish. If delegations were not prepared to devote the requisite time to studying it, they 
had no grounds for protest. His Government had found ample time to peruse the document and digest its 
implications. 

Although internal borrowing was still high, it was quite unacceptable that sharp criticism should come 
from a major cause of such borrowing. Was it the intention of contributors most consistently paying late that 
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a programme should be abolished when funds ran out? If that were the case, the malaria roll-back initiative had 
no prospect of success. It was hypocrisy for Member States which were not prepared to honour their dues to 
carp about internal borrowing to sustain programmes in progress. The 37 countries which had paid nothing and 
to which Article 7 had been applied accounted for only a small fraction of WHO indebtedness, US$ 62 million, 
whereas the share of the two biggest debtors amounted to US$ 75 million. Which figure would have a more 
adverse impact on the proper management of the budget? In fact, if the debt of the Member in greatest arrears 
was disregarded, the total amount owed by the other countries affected by Article 7 came to US$ 30 million, a 
sum which would not affect the functioning of the Organization as much as the intentional withholding of funds 
by countries with a record of chronic indebtedness. 

Speakers who advocated a reduction of the budget were inattentive to the growing international challenges 
to health and the increase in global population. It was iniquitous to suggest that less should be spent on health. 

He endorsed establishment of a separate audit committee, which should be separate from the 
Administration, Budget and Finance Committee in order to avoid a potential conflict of interest. However, to 
maintain a necessary link with the Executive Board, he suggested that an audit committee of three members of 
the Executive Board should be formed, who should be precluded from serving on either the Programme 
Committee or the Administrative, Budget and Finance Committee. That would also save the additional expense 
of setting up a large committee external to the Board, which would run counter to the aim of cutting expenditure. 

He fully agreed that programme evaluation was central to the efficient management of funds and trusted 
that the Director-General elect would introduce such a mechanism. Similarly, the fellowship programme 
required monitoring, as fellowships were awarded without due regard to their appropriateness or value for 
money. 

He commended the Auditor on his report; sorting out WHO's finances was like cleaning out the Augean 
Stables, but he was sure the endeavour would be ultimately successful. 

Mr W ARRINGTON (United Kingdom of Great Britain and Northern Ireland) said that the latest financial 
report was an improvement on earlier ones, welcoming the fact that it had been drawn up in accordance with 
the United Nations System Accounting Standards. He commended the External Auditor on his report, 
particularly appreciating the fact that it was short and thus easy to read, and welcomed his unqualified opinion 
of the accounts. 

Nevertheless the continuing high level of internal borrowing was a cause of concern, as was the idea that 
the Administration, Budget and Finance Committee might take on the role of an audit committee. There should 
be a separation of powers in that area. 

A careful look should be taken at the way fellowships were awarded and monitored in order to ensure that 
they were appropriate and gave value for money. Lastly, he hoped that WHO would in coming bienniums 
endorse and implement the concept of results-based budgeting which had recently been introduced at the United 
Nations. 

Ms PERLIN (Canada) applauding the unqualified opinion the financial statements had earned from the 
External Auditor, said the new presentation was much clearer and easier to understand. She had particularly 
appreciated the inclusion of charts and the format chosen, which facilitated comparison with the programme 
budget. 

She warmly welcomed the attention paid by the External Auditor to performance auditing or securing 
value for money. That was a very important part of the audit and should continue. While agreeing with the 
comments on programme evaluation in the External Auditor's report, credit should be given for the progress 
already achieved in that area, particularly with regard to documentation. 

In principle, she was in favour of establishing an audit committee, although, as an expert, technical 
committee it should not come under the Administration, Budget and Finance Committee. More thorough 
examination of other mechanisms was required. 

She endorsed the comments made by the delegate of the United Kingdom with respect to results-based 
budgeting. Turning to extrabudgetary resources, she noted from the annex to the financial report that a number 
of private donors were contributing to normative and standard-setting programmes. Before the Director-General 
elect sought further contributions from the private sector, as she had expressed a wish to do, the guidelines for 
such contributions should be reviewed by the Executive Board to ensure that the donations involved no 
impropriety. 
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Mr ELKHUIZEN (Netherlands), while regretting that the financial report had been received rather late, 
welcomed the fact that it had been compiled in line with the United Nations System Accounting Standards. Like 
others, he found the presentation of the financial statements much improved. Various other improvements in 
the financial operations of WHO were also noted, in particular the new mandate of the Office of Internal Audit 
and Oversight. 

However, some issues raised in the External Auditor's report were unclear, for example, with regard to 
programme implementation it was crucial for the planning cycle of the Organization to ensure homogeneity 
between the plans of action of different programmes and for a single component to have overall responsibility 
to ensure that annual plans complied with guidelines. The Director-General's comments (document ASl/27) 
in response to the External Auditor's concern at lack of those prerequisites, were not fully satisfactory. While 
line managers should naturally be responsible for the correct implementation of guidelines, senior management 
and the office responsible for programme development should also have a role to play in reviewing action plans. 

Lastly, he asked whether the levels of internal borrowing shown in the interim financial report and the 
final financial statement would be fully comparable. 

Mr POINSOT (France) noted that considerable progress had been made in the preparation and presentation 
of the Organization's accounts. With regard to comments made by previous speakers that the Organization's 
budget level was too high and consequently the amount of assessed contributions beyond the means of some 
countries, he noted that extrabudgetary funding was often readily available, not only from the private sector, but 
also from national governments, including some claiming to be unable to pay their contributions to the regular 
budget. The problem was thus not a financial one but a question of policy: whether WHO's operations were 
primarily to be funded out of the regular budget or from extrabudgetary resources. The latter was a dangerous 
path to follow as it undermined the multilateral nature of the Organization's activities and bypassed democratic 
scrutiny by the governing bodies. Furthermore, there was no reason why the Organization should not resort to 
internal borrowing in order to carry out a programme budget formally approved by the Health Assembly, since 
provision for such action was embodied in its rules. 

Mr ROKOVADA (Fiji), commending the financial report and the report of the External Auditor, said that 
the presentation of both was an improvement on that of previous bienniums. However, the amount of internal 
borrowing, even though less than in previous years, continued to be a concern, but one that could be solved if 
Member States paid their assessed contributions on time and treated payment of their arrears as a matter of 
urgency. 

Mr KRIEBLE (New Zealand), endorsing the suggestion by the delegate of Canada that the Executive 
Board should be asked to examine the guidelines for private sector contributions to WHO, said such action 
would ensure a clear and transparent policy and avoid any risk of real or perceived impropriety in relation to the 
Organization's normative functions. 

Mr AITKEN (Assistant Director-General) said that the reason for the belated distribution of the financial 
report and related documents had been the need to ensure their simultaneous issue in all six official languages, 
which had been achieved for the first time. Again, in view of the size of the Organization, the preparation of 
the financial report was a complex matter, and the May Assembly presented a tight deadline, being one of the 
earliest in the United Nations system annual calendar. Lastly, the accounts had been prepared and presented in 
their new format for the first time. However, it was hoped to improve the timing of distribution in subsequent 
years. 

A number of comments had been made concerning the amount of internal borrowing: although the 
delegate of Fiji had been correct in saying that if countries paid their contributions, there would be no need for 
internal borrowing, the dilemma whether or not to implement a programme budget for which there was 
insufficient funding still had to be faced. It would be counter-productive and sometimes extremely difficult to 
have to cut programmes short before they had been fully implemented when the Organization had assets it could 
call upon in the form of, for example, the terminal benefits account provided it was sure any budgetary deficit 
was due to late payment of contributions, not failure to pay altogether. However, every effort would be made 
to contain internal borrowing and to strike a balance between delivering programmes and ensuring the financial 
probity of the Organization. 
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With respect to ensuring that WHO's computers would be able to cope with the transition to the year 2000, 
a team had been working on the problem and it was expected that all financial and non-financial aspects of the 
Organization's activities would be year 2000 compliant by the end of 1998. It had been a costly undertaking, 
but the necessary resources had been found from savings. 

The situation in Brazzaville was still causing grave concern; the security risks in the country continued 
to be unacceptably high. The only operations at present being carried out there were those directly related to 
the Congo. However, all Member States in the African Region were to be commended for helping to maintain 
the effectiveness of the displaced Regional Office; Zimbabwe was to be particularly thanked for the excellent 
temporary facilities it had provided in Harare. Although the situation was being kept under review, there was 
no immediate plan to return to Brazzaville. The evacuation and maintenance of the office had involved a 
considerable drain on WHO's resources during the past biennium, despite the generous logistical assistance of 
WFP and the Government of France. The Regional Committee for Africa would be considering the situation 
in depth at its forty-eighth session. 

The structure appropriate to the audit committee, on which a number of suggestions had been put forward, 
was scheduled for discussion by the Executive Board at its forthcoming session. 

The introduction of a code of ethics would involve expanding rules currently contained in the 
Organization's staff regulations, particularly in relation to officers concerned with procurement. Before 
embarking on such action, the Organization was awaiting the outcome of an examination currently being 
conducted by the United Nations General Assembly into the wider issue of a code of staff conduct and would 
report more fully on the subject to the Fifty-second World Health Assembly. 

Fellowship programmes, on which a number of speakers had expressed concern, would continue to be 
monitored closely. 

Money received from payment of arrears for 1994-1995 had been used to pay off internal borrowing, 
although that received from payment of arrears in previous bienniums had been put into casual income. 

As regards programme evaluation, the Organization did not yet have a fully coordinated evaluation 
system, although evaluation practices within individual programmes were often excellent. However, 
introduction of a more consistent programme evaluation method was a priority as part of the overall strategic 
budgeting process. Some of the technical mechanisms were already in place; it was now mainly a question of 
introducing a management culture capable of achieving a unified approach to programme evaluation. 

The concept of results-based budgeting mentioned by the United Kingdom delegate had already been 
introduced by the Organization under the term strategic budgeting and would be used in the preparation of the 
revised 2000-2001 budget, which would contain clear goals and targets, progress towards which could be easily 
monitored by the Board and the Health Assembly. 

With regard to cooperation with the private sector, there was a WHO committee responsible for reviewing 
possible donations, which he chaired. A report on the broader issue of extrabudgetary donations to the 
forthcoming session of the Executive Board recommended, inter alia, review of the existing guidelines for its 
work. Although the present guidelines were fairly stringent, little distinction was made between the 
Organization's normative and operational activities. The report to the Board suggested that the Director-General 
should make a comprehensive policy report to the governing bodies in 1999, when the issue would no doubt be 
considered. 

Mr KLEUVER (External Auditor) said he had noted the concerns of delegations, which would be taken 
into account in future audits. 

The CHAIRMAN invited the Committee to consider the first report of the Office of Internal Audit and 
Oversight (document A51/26). 

Mr LANGFORD (Internal Auditor), introducing the report, submitted to the Health Assembly by the 
Director-General without change or comment, said it provided an overview of the activities carried out by the 
Office oflnternal Audit and Oversight during 1997, highlighting the more salient issues. Detailed reports of 
each audit had been provided to the Director-General, and the External Auditor at the conclusion of the 
individual projects. As noted in paragraph 5 of the report, the overall system of internal control at WHO 
appeared to be operating satisfactorily. However, the audits attempted to identify areas where there was room 
for improvement, the more significant issues arising being detailed in the report. Since implementation of its 
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recommendations was an important phase of any audit, each recommendation had been tracked until its final 
disposition, showing that, in general, they had been effectively considered and dealt with during the year. 
Although the Office formed part of the Secretariat, the Director-General continued to accord it a high degree 
of independence. No limitation had been placed on the direction or scope of its work, nor on the reporting of 
any audit it had performed. 

Mr PEDERSEN (Sweden), referring to the personnel matters raised in paragraph 8 of the report, said that 
WHO's intellectual capital was its most important asset in preparing and implementing its policies; the issue 
at stake was how to manage that precious resource. A recent evaluation by an independent consultant had 
highlighted a number of disturbing flaws in the Organization's personnel function and strategy. Major change 
was therefore called for. It was encouraging to learn that the Director-General elect had an interest in personnel 
matters, as well as in increasing the number of women in the Organization; she deserved every support in those 
areas. Particular needs to be noted were for a performance review system, a career development strategy and 
a recruitment policy with clear provision for gender promotion. 

Mr BOYER (United States of America), welcoming the first report of the Internal Auditor, said that the 
Office of Internal Audit and Oversight appeared to be looking into the right things, making good 
recommendations for corrective action and finding ways of getting better value for money. However, apart from 
the extended consideration of the personnel system, the lack of detail made the report difficult to evaluate. To 
say that its recommendations were "generally accepted positively" (paragraph 14) was not very informative. 
More specific details and statistics were needed. When cost savings resulted from audit activities, the report 
should say so to allow consideration of other areas where such savings could be sought. Future reports should 
give more details on recommendations made to the Director-General and the Director-General's response. 
Information should also be given on follow-up by programme officers and the Office. At the very least a list 
of reports submitted to the Director-General, and their status, should be provided so that interested Member 
States might consult them. Lastly, he wondered whether the Director-General had approved the report by the 
Internal Auditor or approved specific reports made by the Office. Had the report submitted to the Assembly 
been altered in any way by the Director-General? 

Professor ALl (Sudan) welcomed the report, but said that more information was needed on the difficulties 
entailed in support-cost recovery (paragraph 7). He agreed with the comments made by Sweden on the 
evaluation of the headquarters personnel function, especially in regard to the need to develop a more effective 
career development strategy, which should be defined in writing for consideration by the Health Assembly. 

Mr KALBITZER (Germany) welcomed the first report of the Internal Auditor. It was carefully worded 
and that meant it should be examined closely by delegates, since it revealed a number of shortcomings in the 
Organization. It was a very useful document to which WHO itself would do well to pay careful attention. 

Mr YUDIN (Russian Federation), commending an interesting and useful report, asked for information on 
the practical results of changes made to the Office since its strengthening in 1996. He also inquired about the 
significance of the word "oversight" now appearing in its title. The report was short on concrete facts and 
omitted much he would have liked covered, but it was a first report and no doubt the next would take into 
consideration the comments made at the present Assembly. Russia endorsed the recommendation of the 
External Auditor for changes in the Financial Regulations, in particular article X, to take account of the 
enhanced role of the Office of Internal Audit and Oversight. 

Mr W ARRINGTON (United Kingdom of Great Britain and Northern Ireland), welcoming the report of 
the Internal Auditor, whose function was quite distinct from that of the External Auditor, said that in many ways 
it had more substance to it than the latter's report. He commended in particular the sections on the headquarters 
personnel function and the audit reviews in regional offices. He joined the delegate of Germany in urging a 
close reading of the report and looked forward to similar reports in the future. 

Mr LANGFORD (Internal Auditor) thanked the delegates for their useful comments, which would be 
taken into consideration in future reports. 
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The personnel review referred to in paragraph 8 of his report, had been issued near the end of the term of 
service of the Director of Personnel. After his successor had taken office, vigorous action to implement the 
recommendations was being taken. Substantial progress had been made. Its follow-up would continue until 
final disposition ofthe recommendations. 

The External Auditor received a copy of all internal audit reports as they were issued and was free to 
comment on them as he wished. It would, however, be cumbersome for the Office of Internal Audit and 
Oversight to send all its details as well as summary reports to Member States. The Director-General, although 
receiving copies of all internal audit reports, did not intervene in any way in their preparation, nor was he called 
upon to approve them. Since 1996, the Office had been strengthened in a number of ways as a result of a 
number of decisions taken voluntarily by the Director-General: to consult the Chairman and other officers of 
the Executive Board concerning the appointment and termination of the Director of the Office; to authorize the 
Director of the Office to submit any report he felt necessary to the governing bodies; and to submit a summary 
report, like the one under discussion, every year to the Health Assembly. The word "oversight" in specific 
United Nations parlance was used to refer to control of fraud and other irregular activities. 

The Chairman invited the Committee to consider the draft resolution contained in paragraph 15 of 
document A51/12. 

The draft resolution was approved.1 

Casual income: Item 23.3 of the Agenda (Document A511142
) 

Dr WASISTO (representative of the Executive Board), introducing the report (document A51/14), said 
that the estimated casual income balance before the closure of WHO's accounts for the 1996-1997 biennium had 
been reported as amounting to US$ 17 679 636. However, the figure given in the report showed a final amount 
as at 31 December 1997, namely US$ 30 148 404. Of that sum US$ 3 891 640, representing interest earnings 
in 1997, would be retained and apportioned among Member States for the 2000-2001 regular budget in 
accordance with the incentive scheme established by resolution WHA41.12. The sum of US$ 16 256 764 would 
be applied against the assessments of Member States in 1999 in accordance with resolution WHA50.25. 

The Chairman took it that the Committee wished to take note of the report. 

It was so decided. 

Amendments to the Financial Regulations: Item 23.5 of the Agenda (Resolution EB1 01.R18) 

Dr W ASISTO (representative of the Executive Board), said that the Executive Board had noted four 
proposed amendments to the Financial Regulations. The first proposal had been to reflect in the Financial 
Regulations the application of programme support costs on extrabudgetary funded activities as decided by 
resolution WHA34.17. The second provided for casual income appropriated to reduce the regular budget 
assessment to be used, in the first instance, for Members in arrears, against payment of their arrears. The third 
proposal would charge to casual income the expenses incurred in the generation of such income, with full details 
given in the Organization's financial report. Lastly, certain regulations had been updated in order to recognize 
the United Nations System Accounting Standards. He drew the Committee's attention to the draft resolution 
contained in resolution EB10l.R18. 

Ms INGRAM (Australia), noting that the governing bodies had never approved an increase in the 13% 
levy to cover programme support costs, said that the first proposed amendment appeared to allow a different 
level of charge to that decided by the Health Assembly to be negotiated, based on the assessment of actual costs. 
Although a degree of flexibility in such matters might be beneficial it should not be introduced through the 
Financial Regulations, but as in the past, subjected to debate in the Health Assembly. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA51.19. 

2 Document WHA5111998/REC/1, Annex 2. 
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She also questioned the proposal to change the procedures concerning the portion of casual income for 
distribution at the discretion of the Health Assembly, which was often used to reduce future assessed 
contributions. The reasoning was that use of such income for the payment of arrears was more equitable as poor 
payers would then not receive the benefit of a lower assessment in the next biennium. However, such a 
procedure would leave the total amount of contributions required of any Member the same, would disguise the 
true level of arrears and would counteract the tighter sanctions for nonpayment of arrears recommended by the 
Executive Board special group for the review of the Constitution. Moreover, it would cloud the level of internal 
borrowing and might even encourage excessive expenditure, as well as negating in part the intention of 
resolution WHA50.25, operative paragraph 3, that remaining casual income for 1997 should be returned to 
Member States to reduce their 1999 assessments without reference to whether or not they were in arrears. Under 
the proposed amendment, part would be used to pay off outstanding debts and thus create a debt or necessitate 
a programme reduction in 1999. Members would thus end up paying a larger absolute amount toward 
expenditure in that year. 

Mr AITKEN (Assistant Director-General), replying to the two points raised by the delegate of Australia, 
said that the 13% charge for programme support costs had been set by resolution WHA34.17 in 1981. There 
had been occasions, however, endorsed by the Board, such as emergency situations or large procurement 
contracts, when less than 13% had been charged. Adoption of the proposed amendment would still give the 
Health Assembly the authority to debate the figure from time to time if it so desired. The second point raised 
a substantive issue: should casual income be used to reduce the future assessment of Members in arrears or to 
offset their arrears. The proposed amendment would entail no change in the situation of countries not in arrears, 
which would continue to benefit from a reduction in their next contribution. For countries with arrears, casual 
income would be used first to pay off such arrears and any remaining money used to reduce future contributions. 
The Executive Board had endorsed the proposed amendment, whose effect would be closely monitored over the 
next few years and any problems arising reported to the Executive Board and the Health Assembly. 

The draft resolution was approved. 1 

2. MATTERS RELATED TO THE PROGRAMME BUDGET: Item 24 of the Agenda 

Efficiency plan for the financial period 1998-1999: Item 24.1 of the Agenda (Resolution EB101.R16; 
Document A51/15) 

Mr AITKEN (Assistant Director-General) said the report and annexed efficiency plan (document ASl/15) 
had been prepared in response to resolutiop WHA50.26. Many Member States had already embarked on such 
a process and considered that the United Nations system should follow suit. 

WHO had, however, been in effect undertaking efficiency work for many years. Nevertheless, resolution 
WHA50.26 highlighted the need for a consolidated effort. A first draft of the efficiency plan had been rejected 
by the Board. The Board's objections had been that the projected cutbacks for the biennium had been designed 
merely to cover a possible income shortfall caused by non-payment of contributions. It had asked for further 
efficiencies to generate savings that could be transferred to priority programmes. It was hoped that the revised 
draft plan, which was a serious attempt to redistribute resources, would meet the Board's objections and satisfy 
the Health Assembly's requirements. In all regions a 3% efficiency had been achieved. At headquarters, for the 
global and interregional programmes, since significant efficiencies could only be achieved through major 
reorganization that might best be deferred until the incoming Director-General took office, a figure of 2% 
savings had been indicated to allow maximum flexibility. The total amount had not as yet been reallocated to 
priorities in the expectation that the Director-General elect would embark on that task on taking office. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA51.20. 
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Ms INGRAM (Australia), noting that the first draft plan before the Board had been rejected because it 
confused cuts necessitated by shortfalls in income with true efficiency savings designed to improve programme 
delivery and administrative practice, welcomed the fact that the revised draft had rectified that deficiency. In 
view of its importance, the late issue of the report had been disappointing. In addition, the draft plan still lacked 
the strategic elements sought. The figures and texts were unclear regarding reallocation of funds. Efficiency 
savings were an indication of changes in operating practices and that had not been reflected in the document. 
At its 101st session, the Executive Board had paid particular attention to personnel and administrative matters 
(Appropriation section 6) in its consideration of the 1998-1999 programme budget. She asked why that section 
appeared to have been buffered from allocation shifts, but accepted the reasons given for keeping savings at 
global level to 2% and not identifying the programmes to receive those savings. 

Mr W ARRINGTON (United Kingdom of Great Britain and Northern Ireland), said the revised draft plan 
was a considerable improvement on that originally submitted to the Executive Board. He welcomed the greater 
level of detail and hoped that future efficiency plans would follow the same format. The efforts made in the 
regions to achieve a 3% efficiency cut, in addition to the 3% across-the-board cut taken in response to projected 
long-term arrears, were appreciated. The report demonstrated that efficiency plans were useful tools for freeing 
up more resources at regional and country levels for health systems, for reproductive, family and community 
health and for the eradication, elimination and control of disease. While recognizing the demands of a period 
of transition, he regretted that efficiency savings at headquarters had been limited to 2% but looked forward to 
the full 3% efficiency saving being achieved under the incoming Director-General in the current biennium. The 
efficiency plan was only the first step in ensuring that a greater percentage of the resources of the Organization 
would be devoted to priority areas. 

Mr AITKEN (Assistant Director-General) said that the late issue of the report had been due to the 
difficulties entailed in reprogramming during programme implementation, particularly at country level. The 
suggestions made for further improvement of the plan would be taken into account in future reports. A report 
on the progress made in implementing the plan would be submitted to the Executive Board at its 1 03rd session. 

The CHAIRMAN said he took it that the Committee wished to take note of the report. 

It was so decided. 

3. SCALE OF ASSESSMENTS: Item 25 of the Agenda 

Scale of assessments for the financial period 1998-1999: Item 25.2 of the Agenda (Document 
A51/16) 

Mr AITKEN (Assistant Director-General) said that although WHO had adopted a system of biennial 
budgeting, Members' contributions were still paid on an annual basis according to annual scales that were 
normally established initially as identical for each year of a biennium. However, the Financial Regulations 
contained provisions enabling the Health Assembly, if it so wished, to amend the scale for the second year of 
a biennium. The report before the Committee (document ASI/16) proposed such an amendment for 1999, the 
reason being that the WHO scale of assessment was based on that of the United Nations, which in 1998 had 
adopted a new scale, valid for three years (although each year was different), that had introduced significant 
changes. A review of past practice showed that on three previous occasions when the United Nations scale had 
differed from that prevailing in WHO, the Health Assembly had adopted a new scale for the second year of the 
biennium based on the United Nations scale. The difference on the present occasion was that the situation had 
already been apparent at the Fiftieth Health Assembly, which after much debate had adopted resolution 
WHA50.33 requesting more detailed analysis of the situation, particularly with regard to comparability. In 
complying with that request the report showed that the way was open for the Health Assembly to opt for 
comparability in 1999 alone or to achieve comparability for the whole biennium by making retroactive 
adjustments in 1999 to compensate for 1998. However, the proposal put before the Health Assembly in the 
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report was to continue to follow previous practice and to adjust the WHO scale of assessments to the United 
Nations scale for the second year of the biennium only. He drew the Committee's attention to the draft 
resolution contained in paragraph I 0 of the report. 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegation of the 
Islamic Republic of Iran. 

The Fifty-first World Health Assembly, 
Recalling resolution WHA50.33; 
Noting that the United Nations General Assembly at its fifty-second session adopted a revised scale 

of assessments for its members; 
Reaffirming the principle that the WHO scale of assessments should be based upon the latest 

available scale of assessments adopted by the United Nations General Assembly, 

I. DECIDES that the WHO scale of assessments for the financial period I998-I999 shall be amended 
according to the United Nations scales for I998 and I999; 

2. DECIDES further that the contributions for I999 of those WHO Member States whose scale of 
assessment for I998 has been calculated at a higher rate than the United Nations scale for I998 shall be 
adjusted in order to compensate for the extra amount paid; 

3. REQUESTS the Director-General, in the event that assessments are fixed provisionally or 
definitively by the present Health Assembly for any new Members not already included in the scale, to 
adjust the scale as set forth in paragraph I. 

Mr YUDIN (Russian Federation) expressed disappointment with the report as a response to resolution 
WHA50.33 and the extensive debate leading up to it. For a start, the report provided none of the requested 
information on the changes to the United Nations scale of assessments but merely reproduced its 1999 scale, 
failing, moreover, to follow its changed format. A mere reference was made to the fact that there had been 
changes. 

Paragraph 6 of the report drew attention to two methods for determining a new 1999 scale. However, only 
one was set out in detail for consideration by the Health Assembly, which was tantamount to usurping its powers 
of decision. Past precedent was no justification for such action - there had been no contentious discussion of 
the issue in the past as had occurred at the Fiftieth Health Assembly. The logical step now, in the spirit of 
resolution WHA50.33, would be to suspend consideration of the matter until a detailed scale of assessment for 
1999 based on the second approach could be placed before the Committee for comparison. 

However, he was prepared to work on the basis of the draft resolution proposed by the delegation of the 
Islamic Republic of Iran. 

Dr W ASISTO (Indonesia) said that the proposed scale of assessment for Indonesia for I999 represented 
an increase of 0.04I% over I998. In real terms that meant that Indonesia's contribution would increase from 
US$ I.I million to US$ I.5 million. This would be a very difficult burden for Indonesia in view of its current 
economic crisis. Implementation ofthe budget allocation procedure set out in resolution EB101.R10 would 
further exacerbate Indonesia's position since its country allocation would fall from US$ 11 million to 
US$ 2.28 million in the forthcoming two years. In I996, Indonesia had paid a contribution of US$ I.I million 
and received a country allocation of US$ 11 million. If the recommendations set out in the report were accepted, 
Indonesia would contribute US$ I.5 million and receive only US$ 2.8 million. He was unable to endorse the 
proposed new scale of assessments and considered that Indonesia's contribution should be reduced rather than 
increased. 

Mr POTHISIRI (Thailand) expressed his agreement in principle with the method of determining the WHO 
scale of assessments on the basis of the United Nations scale, which in turn depended on the GDP of the 
individual country. However, the United Nations scale for I998-2000, which was the basis for the proposed 
revised WHO 1999 scale of assessments, had been developed in 1997 from the GDP figures for I996. Those 
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figures were now no longer applicable; figures with such a time-Jag could be used only where economic 
conditions were stable. In situations of sudden economic crisis, such as was currently affecting Thailand, 
Indonesia and other countries, the scale of assessments might not be sufficiently up to date to accommodate 
rapidly changing conditions. 

In Thailand, for example, GDP was expected to fall by 3.5% in 1998 and to have zero growth in 1999. 
The 40% devaluation of the Thai currency would automatically increase the country's assessed contribution in 
US dollars by some 40%. Thailand was therefore facing a three-fold pressure resulting from: a reduction in 
GDP due to the economic crisis of around 15% in real terms; a further reduction in its GDP expressed in 
US dollars due to the 40% devaluation of its currency; and an increase in its assessment from 0.13% to 0.164%. 
Under the present circumstances that would mean an increase in its contribution of around 20% in US dollar 
terms and of 120% in local currency terms. 

Therefore, although agreeing in principle with the method of determining the WHO scale of assessments, 
he proposed that it should be based on the most recent economic information at country level, taking into 
account the impact of devaluation of the local currency on the US dollar assessment of GDP. In the case of 
Thailand, a minimum 50% reduction in the assessment scale would accommodate both its reduced GDP and the 
devaluation of its currency. Should that prove unacceptable, Thailand would reserve its position on the issue. 

Mr KANEKO (Japan), echoing the concerns expressed by the delegates of Indonesia and Thailand, said 
that the assessments for a number of countries had increased significantly from 1998 to 1999 as a result of good 
economic indicators shown some years previously. They included many Asian countries affected by the recent 
calamitous economic crisis, in which the burden of increased assessments in US dollars was compounded by 
the sudden depreciation of their currencies. As a result the new scales posed a threat to their national budgets. 
He therefore proposed a shock-absorbing measure, such as halving the increases proposed in the report, in order 
to ensure a sounder financial basis for WHO. 

Mr BOYER (United States of America) recalled that WHO had always endeavoured to apply a scale of 
assessments that was related to the latest United Nations scale of assessments. This was for reasons of simplicity 
and because the General Assembly spent much time and effort assessing GNP and many other economic factors 
as a basis for the assessments. The Health Assembly, on the other hand, was primarily attended by Health 
Ministers and health experts, who might not have the necessary expertise to review such assessments. The 
easiest way forward was to follow the United Nations scale, without attempting to negotiate changes in the scales 
proposed. The Health Assembly should therefore follow its traditional practice and apply the revised United 
Nations scale of assessments, which had been developed in 1997, to the second year of the 1998-1999 biennium. 

With reference to paragraph 6 of the report, which referred to the earliest comparable application of the 
changes to the scale of assessments adopted by the United Nations General Assembly, he agreed with the 
delegate of the Russian Federation in expressing a degree of disappointment that the narrowest possible 
construction had been placed on those terms. It would have been better to have included a second table showing 
a comparable scale for the two-year period of 1998 and 1999, instead of providing one alone for 1999 alone. 
However, at the very least the new United Nations scale should be applied by WHO to 1999. 

Ms PERLIN (Canada) said it was clear that the issue was a difficult and complex one; however, the 
methodology employed to reach the scale had been agreed after extensive discussion and negotiation in 
New York. She agreed with the delegate from the United States that it would be unwise for WHO to reopen this 
very technical matter, which had already been thoroughly addressed. WHO should therefore continue its usual 
practice offollowing the United Nations scale for the second year of the biennium, with technical adjustments 
for the differences in its membership. She therefore endorsed the approach proposed in the report. 

Mr KALBITZER (Germany) agreed that the subject was extremely complex. Everyone was concerned 
that their country might pay too much. Indeed, the German assessment was due to rise from 8.9% in 1998 to 
9.651% in 1999. 

However, his main concern related to the draft resolution proposed by the delegate of the Islamic Republic 
of Iran, which contained the idea of adjusting the 1998 scale of assessments upwards retroactively for some 
countries. His country, and no doubt others too, was unable to redraft its 1998 budget, which had already been 
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in implementation for over five months, and was prevented by law from paying out more than the amount 
approved in that budget. 

Mr V ARELA (Argentina), while expressing sympathy with the situation of countries such as Indonesia, 
Japan and Thailand, considered that the solution proposed in the report was the most appropriate and was in 
conformity with article 5.3 of the Financial Regulations. 

Professor LEOWSKI (Poland), endorsing the views expressed by the Russian Federation and the United 
States, emphasized the importance of applying objective criteria and considered that further discussion was 
unwarranted. He could not support the arguments put forward by the delegate of Germany, and therefore 
endorsed the draft resolution proposed by the delegate of the Islamic Republic oflran. 

Mr LIU Peilong (China) agreed that the problem was a very delicate one and that the issue of the scale 
of assessments affected the interests of all Member States. He considered that the problem should be settled 
according to the usual practice, namely that the current United Nations scale of assessments should be used by 
WHO to adjust its scale of assessments for 1999 only. 

Mr W ARRINGTON (United Kingdom of Great Britain and Northern Ireland) said that two issues 
appeared to be under discussion: amending the scale of assessments to reflect changes in economic 
circumstances; and the proposal in the draft resolution put forward by the delegate of the Islamic Republic of 
Iran that a blended scale of assessments should be applied to reflect what were perceived as overpayments in 
the past. 

On the first point he agreed with those speakers who considered that the matter was one best settled in 
New York where the necessary expertise was available. On the second, the amendments proposed would give 
rise to an extremely dangerous precedent for retroactively adjusting assessments. However, it was not clear from 
the proposed text how such a change could be implemented. Its operative paragraph 2 suggested that the scale 
of assessments of those countries whose contributions in 1998 had been at a higher rate for WHO than for the 
United Nations should be adjusted to compensate for the additional amount paid. However, it was not clear 
where such funds would be obtained. His country would not support budgetary cuts for that purpose, nor would 
it support those amounts being met by those countries whose 1998 contributions had been at a lower rate for 
WHO than for the United Nations. Like WHO, governments set their budgets in advance and would experience 
great difficulties in changing them retroactively. He therefore endorsed the draft resolution contained in the 
report. He noted in that context that paragraph 9 of the report confirmed that, in the proposed WHO scale of 
assessments for 1999, no Member or Associate Member would be assessed at a level higher than in the United 
Nations scale for 1999. 

Mr ELKHUIZEN (Netherlands) endorsed the draft resolution contained in the report. 

Mr GR YNYSHYN (Ukraine) said he was in favour of synchronizing the WHO and United Nations scales 
of assessments. The WHO scale of assessments for 1998 and 1999 should therefore be based on the latest scale 
of assessments adopted by the United Nations General Assembly. 

Mr ADEL (Egypt) endorsed the draft resolution proposed by the delegate of the Islamic Republic of Iran. 

Mr MOEINI (Islamic Republic of Iran) recalled that the matter had already been extensively discussed 
at the Fiftieth World Health Assembly. At that time, since the United Nations scale of assessments had still been 
in the process of being determined, it had been suggested that WHO should find some way of waiting for the 
new United Nations scale of assessments to be determined before coming to a decision. 

Under the United Nations scale, the assessment for the Islamic Republic of Iran was 0.45% for 1997, down 
to 0.30% for 1998 and was due to drop still further to 0.19% for 1999. While agreeing that some countries 
would have to pay more if the scale of assessments for 1999 were changed, he recalled that on the basis of the 
current United Nations scale, his country had already made excess payments to the tune of some US$ I million 
as well as being subject to the same economic difficulties being suffered by some other countries. 
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It was not the task of the Health Assembly to establish the scale of assessments. That was for the General 
Assembly to do. Ifthe scale of assessments adopted by the General Assembly in 1997 were to be applied, as 
set out in the draft resolution he had proposed, the contributions payable by some 140 Member States would 
decrease. Article 5.3 of the Financial Regulations empowered the Health Assembly to amend the scale of 
assessments for the second year of a biennium. Indeed, in view of the new situation it was incumbent on the 
Health Assembly to do so and to base the WHO scale of assessments on the United Nations scale. 

Mr CASTRO GRANDE (El Salvador) said he could not accept the proposed revision of the WHO scale 
of assessments for 1999. The revised scale would have a considerable effect on El Salvador, which was a small 
country with a small economy that had been making major efforts to keep up with its contributions. However, 
he sometimes wondered whether it was being punished for the progress shown by its economic indicators, which 
did not always reflect the real social conditions in the country. He called for WHO to maintain the same scale 
of assessments in 1999 that had been applied for 1998. 

Mrs SAENZ DE HEREDIA (Spain) agreed with previous speakers that the usual practice in WHO was 
to apply the scale of assessments established by the United Nations, which was also usually applied by all United 
Nations agencies. If the discussion on the subject were to be reopened, it could become extremely complex. 
She therefore endorsed the proposal contained in the report. 

Mr POINSOT (France) agreed with those speakers who had called for the retention of the traditional 
system used for the determination of the scale of assessments. He therefore endorsed the use of the United 
Nations scale as a basis for setting the WHO scale. However, he disagreed with any proposal for a retroactive 
change to assessments. He could not therefore support the draft resolution proposed by the delegate of the 
Islamic Republic oflran. For France, and no doubt other countries, implementation of retroactive payments 
would be impossible for budgetary and legal reasons. Moreover, he was not certain that it was legally possible 
for WHO to make retroactive adjustments in budgetary matters. 

Mr AITKEN (Assistant Director-General), summarizing the discussion at the request of the CHAIRMAN, 
noted that three main points of view had been expressed. Some speakers had supported the draft resolution in 
the report, which reflected past practice. Others had favoured the maintenance of the 1998 scale of assessments 
in 1999, which would occur automatically ifthe Committee reached no decision on the matter. Other speakers, 
including the delegates of the Russian Federation and the Islamic Republic of Iran, favoured the opposite 
approach, namely that the new scale of assessments for 1999 should also incorporate the 1998 impact of the 
United Nations scale. While he acknowledged that many Member States stood to benefit from such an 
arrangement, he pointed out that a number of major contributors to the WHO budget would see the expected 
increase in their contributions multiplied by one-and-a-half or nearly doubled under that option. The draft 
resolution contained in the report represented a middle ground. 

The meeting rose at 17:30. 
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Thursday, 14 May 1998, at 16:35 

Chairman: Mr N.S. DE SILVA (Sri Lanka) 

1. SECOND REPORT OF COMMITTEE B (Document A51/36) 

Mr ASAMOAH (Secretary) read out the draft second report of Committee B. 

The report was adopted.1 

2. SCALE OF ASSESSMENTS: Item 25 of the Agenda (continued) 

Scale of assessments for the financial period 1998-1999: Item 25.2 of the Agenda (Document 
A51/16) (continued) 

The CHAIRMAN invited the Committee to resume its consideration of the draft resolution proposed by 
the delegation of the Islamic Republic of Iran at the second meeting. 

Mr MOEINI (Islamic Republic oflran) said that after informal consultation with a number of delegations, 
his delegation was willing to withdraw its proposed draft resolution and to accept the draft resolution contained 
in paragraph I 0 of document A51 /16, provided that it was acceptable to the Committee as a whole. 

Mr BOYER (United States of America) said that his delegation was prepared to support the draft 
resolution contained in document A51116 in order that the new United Nations scale of assessments went into 
effect for WHO for 1999. It would have supported the proposal ofthe delegate oflran on the basis of the fact 
that 140 countries would have lower assessments as a result of the readjustment by the United Nations of the 
scale of assessments. 

The draft resolution was approved.2 

3. REAL ESTATE FUND: Item 26 of the Agenda (Document A51/17) 

Or WASISTO (representative of the Executive Board) said that the Board had considered a report by the 
Director-General concerning the use of the Real Estate Fund for various building projects. 

The Board had noted the status of implementation of the approved projects for the period up to 
31 May 1998, in particular, that the six projects for the Regional Office for Africa could not be implemented 
at that stage on account of the prevailing local situation. Tenders were being established for the construction 

1 See page 149. 

2 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA51.21. 
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of new premises for the Regional Office for the Eastern Mediterranean in Cairo, with completion expected by 
the end of 1999. In that report the Director-General had not presented any new projects for the period I June 
1998 to 3I May I999 for financing from the Real Estate Fund. 

The CHAIRMAN took it that, in the absence of further comments, the Committee wished to take note of 
the progress report by the Director-General on the various projects financed by the Real Estate Fund for the 
period I June I997 to 3I May I998. 

It was so decided. 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 29 of the Agenda 

General matters: Item 29.1 of the Agenda (Document A51/19) 

Professor ABERKANE (representative of the Executive Board) said that the Executive Board had 
reviewed and endorsed the Director-General's report (document ASI/19) on collaboration within the United 
Nations system and with other intergovernmental organizations. One of the main questions covered by the 
report was the reform of the United Nations system, which had been the predominant theme throughout the 
previous year. Members of the Board had stressed the important implications for WHO of the measures 
proposed by the Secretary-General of the United Nations in his reform programme, and had requested WHO to 
prepare a more detailed report on that issue for submission to the Executive Board at its I 02nd session 
(document EBI02/6). The Board had also encouraged WHO to make every effort to cooperate in the reform 
process at global, regional and country levels, especially associating itself with the study of the new coordination 
mechanisms in such areas as the United Nations development aid programmes, as well as their practical 
application. WHO had made considerable progress in the reform process, in particular through developing 
strategic budgeting methods. 

Mrs POPESCU (Romania) drew attention to the selection of Romania, among 18 other countries, to test 
new ways of effecting closer cooperation between international bodies and nongovernmental organizations, with 
a view to saving resources, pooling capacities and establishing a coherent approach to the problems of individual 
countries. The international bodies represented in Romania had set up a joint evaluation system, in consultation 
with the Government, to serve as a basis for cooperation between international agencies represented in Romania. 
She believed that WHO's contribution within the framework for assistance to development was essential. 

Mr ROKOV ADA (Fiji) said that his delegation, recognizing the importance both of coordination within 
the United Nations system and of effective use of funds from donor groups, commended the work accomplished 
in that area, particularly with those partners such as the World Bank and the Asian Development Bank. He 
stressed the need to forge stronger partnerships with Member States and with other partners and stakeholders, 
including improved interagency cooperation within the United Nations system. With reference to resolution 
WHA49.I9, he requested that a comprehensive report, on the scope of all partnerships developed under the aegis 
of the WHO Global Partnership Initiatives for Health Development, be presented at the Fifty-second World 
Health Assembly. 

Dr MOEINI (Islamic Republic of Iran) said that, at the threshold of the twenty-first century, emphasis 
must be placed on greater interagency and intergovernmental collaboration regarding health issues. He 
welcomed the increase to date and hoped to see such cooperation continue further. 

Dr JEGANATHAN (Sri Lanka) expressed his delegation's support for the WHO Global Partnership 
Initiatives for Health Development, under which WHO had collaborated with many other partners at 
international and regional levels. It was a welcome initiative for the pursuit of health development programmes 
in developing countries. 
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Mr ALNWICK (UNICEF), stressing the close links that had been forged with WHO on behalf of children 
over half a century, highlighted a number of areas in which the partnership between the two organizations had 
been particularly effective and which would be further strengthened in future: immunization, with the Global 
Programme on Vaccines and Immunization, to help countries to immunize 80% of the world's children over the 
last decade; collaboration to combat diarrhoea) disease and acute respiratory infections through the integrated 
management of childhood illness initiative; and the promotion, protection and support of breastfeeding. Close 
collaboration between the two organizations was expected in the following areas: reduction in maternal 
mortality; and a partnership with WHO in the prevention and appropriate treatment of malaria. He described 
specific goals such as the provision of impregnated bednets to 20% of children under five years of age in high
risk areas by the year 2000 and to 50% of children under five years of age in high-risk areas by the year 2005. 
He looked forward to continuing the partnership between WHO and UNICEF, working together to achieve the 
goals of the forthcoming World Summit for Children, and those goals set for the next century. 

The CHAIRMAN took it that the Committee wished to take note of the report by the Director-General 
on collaboration within the United Nations system and with other intergovernmental organizations. 

It was so agreed. 

The CHAIRMAN invited the Committee to consider the draft resolution on health of children and 
adolescents proposed by the delegations of Australia, Austria, Bangladesh, Barbados, Belgium, Bulgaria, 
Burkina Faso, Canada, Cape Verde, Chile, Costa Rica, Croatia, Denmark, Ecuador, Finland, France, Gabon, 
Gambia, Germany, Greece, Honduras, Hungary, Indonesia, Ireland, Israel, Italy, Kenya, Lebanon, Luxembourg, 
Madagascar, Malawi, Malaysia, Maldives, Mali, Malta, Mauritania, Morocco, New Zealand, Norway, Palau, 
Papua New Guinea, Paraguay, Portugal, Romania, Russian Federation, Sao Tome and Principe, Senegal, 
Slovenia, South Africa, Spain, Sweden, Turkey, United Kingdom of Great Britain and Northern Ireland, 
Uruguay, Venezuela and VietNam, which read: 

The Fifty-first World Health Assembly, 
Guided by the Universal Declaration of Human Rights, the International Covenant on Economic, 

Social and Cultural Rights and the International Covenant on Civil and Political Rights; 
Stressing the importance of the Convention on the Rights of the Child, which inter alia recognizes 

the child's and adolescent's right to the highest attainable standard of health and access to health care; 
Recalling resolutions WHA45.22 and WHA42.41 on child's and adolescent's health, as well as 

resolution 1998/76 ofthe United Nations Commission on Human Rights; 
Reaffirming WHO's commitment to implement the relevant recommendations and commitments 

adopted by the World Summit for Children (1990), the International Conference on Nutrition (1992), the 
United Nations Conference on Environment and Development (1992), the World Conference on Human 
Rights (1993), the International Conference on Population and Development ( 1994 ), the World Summit 
for Social Development (1995), the Fourth World Conference on Women (1995) and the World Food 
Summit (1996); 

Recognizing that the health of children and adolescents constitutes a critical element for the health 
of future generations and for health and human development in general; 

Taking note with appreciation of the significant progress which has been achieved in the 
implementation of the decade goals of the World Summit for Children ( 1990); aware, however, that child 
and infant mortality and morbidity as well as the extent of health problems of adolescents are still 
unacceptably high in many areas of the world; 

Stressing the special health needs of young children, particularly those in developing countries, and 
adolescents worldwide; 

Underlining the need for mainstreaming a gender perspective into all policies and programmes 
relating to children and adolescents, 

1. URGES the Director-General: 
(1) to give high priority to improving child's and adolescent's health across all relevant WHO 
programmes as an essential contribution to reaching the highest attainable level of health for all; 
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(2) to contribute to the collective efforts of the international community to promote the effective 
implementation of the Convention on the Rights of the Child by the States Parties and to strengthen 
WHO's cooperation within the United Nations system on global, regional and country level, in 
particular with UNICEF, the Office of the United Nations High Commissioner for Human Rights, 
the Office of the United Nations High Commissioner for Refugees, UNFPA, UNDP, ILO, other 
relevant bodies and organizations of the United Nations system, and with regional organizations, 
intergovernmental and nongovernmental organizations and institutions; 
(3) to strengthen further WHO's cooperation with the Committee on the Rights ofthe Child and 
to collaborate with Member States, at their request, in preparing the relevant parts of reports to the 
Committee on the Rights of the Child and implementing its recommendations; 
( 4) to bring to the attention of States and relevant parts of the United Nations system, in particular 
the Commission on Human Rights, WHO's concern over health problems affecting the rights of 
children and adolescents; 

2. CALLS UPON all Member States to undertake all appropriate measures to pursue the full 
implementation of the child's and adolescent's right to the highest attainable standard of health and access 
to health services; 

3. APPEALS to States Parties to the Convention on the Rights of the Child to include information on 
health and health services in their reports to the Committee on the Rights of the Child and to take into 
account the recommendations made by the Committee in the implementation of the relevant provisions 
of the Convention. 

Dr ADERHOLD (Germany), on behalf of the group of sponsors, introduced the draft resolution. She 
suggested two amendments: in the sixth preambular paragraph, the word "areas" in line 3 should be replaced 
by "parts", and in the first operative paragraph (4), the word "WHO's" should be deleted. 

The large number of cosponsors from all regions reflected the strong commitment to the cause of the child, 
as well as international acceptance of the need- more than eight years after the adoption of the Convention on 
the Rights of the Child - for special emphasis on the concrete implementation of the rights of children and 
adolescents. Child mortality and morbidity were still unacceptably high in many parts of the world and more 
than 11 million young children died each year from the effects of disease and inadequate nutrition. Furthermore, 
more than one million adolescents lost their lives each year and millions more suffered chronic ill-health and 
disability. WHO had the capability to rise to that challenge. She drew attention to the strategy of integrated 
management of childhood illness mentioned by UNICEF, as well as to the framework for country programming 
for adolescent health, which would support concerted action to protect the young. 

Cooperation at all levels would be crucial for worldwide implementation. In that context, she thanked the 
Director-General for his report, which reflected WHO's leadership in the health sector and its commitment to 
reform of the United Nations system. However, she felt that, without a reference to activities concerning child 
and adolescent health, the report was incomplete. 

Ensuring the health of children and adolescents was a major challenge for all countries. At the last session 
of the Committee on the Rights of the Child, WHO, in collaboration with UNICEF, had renewed their efforts 
to strengthen the work of the Committee in the health sector. Its role was to develop practical and action
oriented recommendations, based on sound technical expertise, and WHO should be encouraged to collaborate 
closely with that Committee and with Member States in that regard. 

At the session of the Committee on Human Rights in April 1998, a comparatively small number of 
delegations had referred to the health needs of children or even named them as a primary concern. In that 
context, she drew attention to the fact that the Commission on the Status of Women in 1998 had discussed the 
health needs of the girl child and intended to focus on health in 1999. She recalled that the societies of all 
Member States were built on the health of their children and adolescents. Hence, on behalf of all the cosponsors, 
she urged the delegates to adopt the draft resolution by consensus. 

Dr OTTO (Palau) wished to request all Member States and all collaborating agencies to focus special 
attention on the protection of children and adolescents from the attentions of the tobacco industry and all who 
wished to promote harmful drugs. 



COMMITTEE 8: THIRD MEETING 109 

The CHAIRMAN read out the following list of countries that had asked for their names to be added to the 
list of cosponsors, namely Algeria, Andorra, Brazil, Chad, Cook Islands, Cuba, Czech Republic, Egypt, 
El Salvador, Equatorial Guinea, Fiji, Finland, Guinea, Haiti, Ireland, Japan, Lesotho, Liberia, Mauritius, 
Mozambique, Netherlands, Niger, Nigeria, Papua New Guinea, Peru, Republic of Korea, San Marino, Solomon 
Islands, South Africa, Sudan, Suriname, Swaziland, Switzerland, Thailand, Tunisia, Tuvalu, United States of 
America and Zambia. 

The draft resolution, as amended, was approved. 1 

Environmental matters: Item 29.2 of the Agenda (Resolutions EB101.R14 and EB101.R15; 
Documents A51/202 and A51/21) 

Strategy on sanitation for high-risk communities 

Professor ABERKANE (representative of the Executive Board) said that the report by the Director
General had defined a new strategy to cope with the major health risk posed by poor household and community 
sanitation, at a time when nearly two-thirds of people in the developing countries lacked adequate sanitary 
facilities. The Board had emphasized the need to link the work on improving sanitation with the fight against 
infectious diseases. It also considered that such efforts should follow the health-for-all approach in terms of 
aiming at integration and interdisciplinary action and according equal importance to internal coordination and 
interagency cooperation. Children and women of child-bearing age would be among the high-risk groups 
targeted by the strategy. 

Turning to climate change, he said that WHO had in recent years increased contact with the 
Intergovernmental Panel on Climate Change, the World Meteorological Organization and the United Nations 
Environment Programme on matters linked to climate and health. Climate change posed a potential major health 
risk owing to the pressure it placed on most countries' public health programmes. The Board had endorsed 
taking an integrated approach to the issue and it was suggested that WHO should give precedence to impact 
evaluation studies on climate change. Such changes could influence the dynamics of vector-borne diseases and 
thus significantly affect large communities. It was also suggested that funds from the regular budget be released 
for climate and health activities and that a reference to the Kyoto Protocol, adopted by the third Conference of 
Parties to the United Nations Framework Convention on Climate Change in December 1997, be included in the 
Director-General's report. 

Dr LEVENTHAL (Israel) said that sanitation in Israel had greatly improved in the 50 years since the 
country's independence. He suggested amending paragraph 4(6) of the draft resolution contained within 
resolution EB I 0 l.R 14 to include national environmental health plans, such as Israel was currently implementing. 

Dr KAN Xuegui (China) welcomed the Director-General's report and the associated draft resolution. 
China appreciated WHO's efforts over many years in community water supply and environmental sanitation. 
Improving community water supply, drinking-water sanitation and environmental sanitation remained important 
areas of public health. Insufficient and insanitary drinking-water and poor environmental sanitation were 
instrumental in the spread, and even outbreak, of some epidemic diseases. The situation was all the more acute, 
given the present depletion of water resources, high population mobility, urbanization, and accelerated urban 
and rural construction. In order to bring about an integrated enhancement of water supply and environmental 
sanitation there should be a focus on high-risk communities. 

He drew attention to the rapid growth in rural and urban residential construction in many developing 
countries, which would have a long-term impact on water supply and environmental sanitation, and to the 
different geographical and socioeconomic conditions prevailing in the countries which suggested the need for 
technology carefully suited to the particular circumstances. In that regard, while in general supporting the draft 
resolution, he proposed two additions to operative paragraph 2; first, when formulating rural and urban 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA51.22. 

2 Document WHA51/1998/REC/l, Annex 3. 
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construction programmes, full consideration should be given to water supply, drinking-water sanitation and 
environmental sanitation problems and that those be incorporated into the overall plan; and secondly, that a 
study be made of appropriate technology in keeping with the actual circumstances in each country, for the 
improvement of water supply, drinking-water sanitation and environmental sanitation. 

Mr KANEKO (Japan) said that WHO was rightly addressing the issue of hygiene, which, although it had 
normally attracted less attention than potable water, was an equally important factor in the threat of 
communicable diseases in developing countries. He therefore supported the draft resolution. 

Dr MONISSOV (Russian Federation) welcomed the report by the Director-General and supported the draft 
resolution. He said that if priority were given to providing populations, especially in small cities and rural areas, 
with high-quality drinking-water and adequate sewage disposal, that would help combat the diarrhoea! diseases, 
typhoid and cholera which were linked to poor sanitation. As in the Russian Federation, local authorities should 
assign the highest priority to those matters. WHO should be more active in preparing and implementing 
recommendations for improving local conditions and ensuring that inhabitants were briefed on social and 
medical prophylactic measures in the event of disease outbreaks. 

Mr ELKHUISEN (Netherlands), while supporting the Director-General's report and the draft resolution, 
expressed concern that the latter should contain a reference to the private sector. He therefore proposed the 
addition of a subparagraph (d) to operative paragraph 2, to read: "exploring new and innovative financing 
mechanisms for sanitation, including community financing, private-sector funding and private management of 
public assets". 

Dr DLAMINI (Swaziland) supported the draft resolution since it recognized that inadequate potable water, 
especially in rural areas, and waste disposal posed challenges for some needy communities in countries such as 
hers. She drew attention to the needs of periurban areas which, as informal areas, were not adequately served 
by local governments. While much had been done in her own community to provide safe waste disposal for such 
areas, the projects had had to be abandoned owing to fiscal constraints. She therefore proposed adding the word 
"periurban" to operative paragraph 2(l)(a) so that it read "rural, periurban and urban areas". She also expressed 
her country's gratitude for past financial support from WHO and community involvement. 

Dr MOSOTHO (Lesotho) affirmed that sanitation was a human-controlled environmental factor and that 
the least developed countries could benefit from low-cost interventions to combat the many poverty-related 
diseases directly linked to poor sanitation. The main strategies contained in document A 51/20, paragraph 17, 
called for strong commitment in their implementation, especially in connection with multisectoral development 
projects. Poor sanitation was no longer solely poverty-related; it was also the outcome of unplanned 
development that excluded multisectoral consultation. He therefore strongly supported the report and the draft 
resolution. 

Mr BOYER (United States of America) expressed his satisfaction with the report and the work done by 
WHO, especially in coordination with other agencies, and welcomed the intention to find appropriate, workable, 
sustainable and ethnically and culturally acceptable solutions. In order to highlight the connection between 
infectious diseases and sanitation, he proposed that the draft resolution be amended as follows: in the second 
preambular paragraph, inclusion of the phrase "in general and in reducing the incidence and spread of infectious 
diseases" after "sanitation for health" and before "and the responsibility", and in operative paragraph 2(2)(a): 
insertion of"environmental health, communicable diseases," between "child health," and "essential drugs". He 
proposed a third amendment, in operative paragraph 4(8), inserting "internal coordination and" between 
"strengthen" and "cooperation". 

Dr OBORE (Uganda), expressing full support for the report of the Director-General and for the draft 
resolution, commented that sanitation was a prime concern of his Government. Uganda currently faced an 
epidemic of cholera in periurban areas where waste disposal and latrine coverage were extremely poor. He thus 
welcomed the delegate of Swaziland's proposed amendment of the draft resolution to include the term 
"periurban areas". 
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Dr OTTO (Palau), commending the Director-General on his report, fully endorsed the draft resolution with 
the amendments proposed by the delegate of the United States of America. Palau placed great emphasis on 
sanitation as an important area for public health efforts. 

Dr KREISEL (Environmental Health) welcomed the comments made by the Committee and undertook 
to act on them. He recalled that the current agenda item was being discussed in the context of collaboration 
within the United Nations system (item 29). WHO wished to cooperate closely on so fundamental a public 
health issue with partners such as UNDP, UNICEF, and the World Bank. 

As pointed out by the delegate of China, sanitation must form part of national environmental health action 
plans to ensure that the construction of water supply and sanitation systems was an integral part of any new 
settlement developments and thus have an impact on the local level also. The statement made by the delegate 
of the Netherlands required further consideration, since although privatization did have an important role to play 
in sanitation provision, public health gains in that area would be impossible without strong public support for 
the foreseeable future. 

The amendments proposed by the delegate of the United States of America were welcomed in view of the 
extremely important links between infectious diseases and sanitation. 

The periurban areas to which several speakers had referred would feature in the final report since they 
were home to many communities at high risk. 

(For continuation, see summary record of the fifth meeting, section 5.) 

Climate change and human health - WHO participation in the interagency climate 
agenda 

Mr OLSSON (WMO) said that the Organization had cooperated closely with WHO on many issues in the 
past; at present they were collaborating on the important area of climate and human health within the framework 
of the "Climate Agenda", which covered all aspects of international climate-related programmes, including data 
collection and application, climate system research and studies of the socioeconomic impact of climate 
variability and their effects on ecosystems and the human environment. The agenda enabled governments, 
intergovernmental and nongovemmental organizations to contribute to national and international climate 
programmes. Activities were coordinated through an Inter-Agency Committee which had, at a recent meeting, 
endorsed a proposal to establish a Climate and Human Health Network with a small secretariat to carry out a 
series of sub-projects designed to show how health management systems could mitigate health risks during 
extreme climatic events such as the El Nifio phenomenon or heatwaves, improve country-level preparedness and 
reduce the impact of such events on human health. The Inter-Agency Committee on the Climate Agenda 
included representatives from a number of United Nations agencies, the International Council of Scientific 
Unions as well as several other climate-related scientific committees and programmes. The Inter-Agency 
Committee had recommended that issues related to climate and human health should be given a very high 
priority in projects related to impact and adaptation within the framework of the Climate Agenda. 

Dr SOMBIE (Burkina Faso) strongly endorsed the draft resolution contained within resolution 
EB 10 l.Rl5. The increasing scarcity of rainfall and the problems of desertification in the Saharan region had 
led to severe water shortages. The ensuing disruptions in electricity production had affected conservation of 
vaccines and food products, further highlighting the importance of WHO action in the field of climate change 
and health. 

Mr ELKHUIZEN (Netherlands) said that his country attached great importance to environmental and 
health issues, which were interdependent and should be treated as a priority area by WHO. In consequence, 
activities in those fields should be funded through the regular budget rather than by voluntary contributions. The 
draft resolution should therefore be amended accordingly. 

Mr LABBE (Chile) said that Chile, as a country particularly affected by changes in the stratospheric ozone 
layer, strongly supported the draft resolution. 
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Dr KAN Xuegui (China), while expressing support for the draft resolution, proposed some minor 
amendments that would draw attention to the role of human activities, especially the burning of fuel, in creating 
what was known as "the greenhouse effect". The draft resolution might be amended to include the preambular 
phrase: "Recognizing that human activities have already greatly increased greenhouse gas concentrations in the 
atmosphere, thus intensifying the natural greenhouse effect, which may exert a widespread direct or indirect 
effect, for the most part unfavourable, on human health;". 

Ms IN GRAM (Australia) supported the position taken by the delegate of the Netherlands. In the draft 
resolution, the words "through voluntary contributions" in paragraph 3(4), should be deleted. The role of WHO 
in that field should not be so circumscribed that it was unable to contribute to such important work through its 
regular budget. 

Dr KREISEL (Environmental Health) informed the Committee that Dr Tapa, a former president of the 
World Health Assembly and former Minister of Health of Tonga had personally donated to WHO some 
Sw.fr. 60 000 to initiate a study on climate change and its health-related effects in small island countries of the 
Western Pacific. WHO was most grateful for such a generous gesture and would use the funds judiciously. 

Mr ASAMOAH (Secretary) said that several amendments to the draft resolutions contained in resolutions 
EB10l.R14 and EB10l.R15 had been proposed. Those would be reviewed at the fifth meeting of the 
Committee. 

It was so agreed. 

(For continuation, see summary record of the fifth meeting, section 5.) 

The meeting rose at 17:50. 



FOURTH MEETING 

Friday, 15 May 1998, at 9:00 

Chairman: Mr N.S. DE SILVA (Sri Lanka) 
later: Dr E. PIERUZZI (Venezuela) 

1. THIRD REPORT OF COMMITTEE B (Document A51/37) 

Dr ROMANOVSKA (Czech Republic), Rapporteur, read out the draft third report of Committee B. 

The report was adopted.1 

2. WHO REFORM: Item 27 of the Agenda 

Programme budget evaluation: Item 27.1 ofthe Agenda (Resolution EB101.R1) 

Dr WASISTO (representative of the Executive Board) said that the Board had reviewed the report of the 
fourth meeting ofthe Programme Development Committee held in January 1998. The Board had agreed with 
the conclusions of the Programme Development Committee which, inter alia, welcomed progress in developing 
the programme budget evaluation system, recommended that it be pursued, and expressed concern that the 
results of the evaluation of the 1998-1999 programme budget would only be made available to the Executive 
Board in January 2001, meaning that any lessons learnt could not be reflected in the 2000-2001 programme 
budget. The Board had requested WHO to continue preparation of the programme budget evaluation as 
proposed by the Director-General, and to present an interim report to the Executive Board in January 1999. The 
latter should include details of actual expenditure in the first year of implementation of the 1998-1999 
programme budget, comparisons with previous bienniums, and changes made in programmes as a result of the 
evaluation of programme budget implementation in 1998. Those requests were reflected in resolution 
EB101.R1, which had been adopted by the Board after a brief discussion in which the importance of evaluation 
in strategic budgeting had been highlighted, and strategic budgeting recognized as one of WHO's most important 
reforms in recent years. It had been concluded that evaluation should become standard practice in the budget 
cycle. The Board had emphasized the need both to ensure that the results of the evaluation were timely, in order 
to contribute to budget preparations, and to develop simultaneously the information and evaluation systems. 

Ms PERLIN (Canada) acknowledged the importance of programme budget evaluation and the progress 
being made by WHO in that field; Canada supported the resolution. 

Ms INGRAM (Australia) agreed with the representative of the Executive Board that the development of 
strategic budgeting had been one of WHO's most important management reforms. It was beneficial to be able 
to evaluate programme outcomes against the plans set out in the biennium budget; that aspect should become 
a standard part of the budget cycle. Australia supported the resolution, which set out interim arrangements to 
enable comparisons of expenditure with budget estimates, and which would begin in 1999. Despite certain 
limitations, such a comparison, using preliminary data, could indicate areas of major variance between allocation 

1 See page 150. 
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and expenditure. However, she cautioned that an overall evaluation of the implementation of a previous 
biennium's budget needed to be kept strategic and global. Evaluation was not an end in itself; its objective 
should be to produce information that was useful to decision-making in the change process. The outcomes of 
that process had to be timely and relevant for inclusion in budget preparations. 

Mr POINSOT (France) agreed with the remarks of the previous speakers; France supported programme 
budget evaluation. Considerable progress had been made which must be encouraged and maintained. He hoped 
that the interim report for 1998-I999 would be available in time to allow effective preparations to be made for 
the budget for the next biennium. France supported the resolution. 

Mr CREGAN (Ireland) praised the progress made in the framework for evaluating efficiency and 
expenditure, but said that such a mechanism should not place an undue burden on the day-to-day running of the 
Organization; it should rather be viewed as being an integral part of the management apparatus. He welcomed 
the proposed interim report as providing a sound basis on which to further develop the evaluation process. 

Mr BOYER (United States of America) supported the Executive Board's resolution on the subject. 
Evaluation of the programme budget was essential, and programme evaluation would also be important. He 
supported even stronger evaluation, with recognition of successes or failures and consequent action. In that 
respect especially, the United States of America welcomed the remarks of the Director-General elect on 
evidence-based evaluation; and hoped that she would incorporate both programme and programme budget 
evaluation in her future plans. 

Mr KINGHAM (United Kingdom of Great Britain and Northern Ireland) welcomed the resolution. The 
programme budget evaluation was an important element of reform and would provide a flexible framework with 
scope for improvement over time. 

The CHAIRMAN asked whether he might take it that the Committee wished to note the information 
provided by the Executive Board. 

It was so decided. 

Review of the Constitution and regional arrangements of the World Health Organization 
(Resolution WHA48.14): Item 27.2 of the Agenda (Resolutions EB101.R2 and EB101.R10) 

Professor ABERKANE (representative of the Executive Board) recalled that, in 1995, the Forty-eighth 
World Health Assembly had adopted resolution WHA48.I4 requesting the Executive Board to examine whether 
the WHO Constitution needed to be revised and, if so, the best way to proceed. In I996, the Board had 
established a special group for the review of the Constitution, which had met six times. In January I997, at its 
ninety-ninth session, the Board had given the special group an additional mandate in resolution EB99.R24 to 
review WHO's regional arrangements and make recommendations for action within the framework of the 
existing Constitution. Pursuant to a request by the Board, representatives of Member States were able to 
participate actively in the special group meetings, when it discussed regional matters in accordance with Rule 3 
of the Rules of Procedure of the Executive Board. In January I998, the Executive Board at its I 0 I st session had 
examined the final report of the special group in depth. Regarding specific proposals to amend the Constitution, 
the Board had adopted resolution EB I 0 I.R2, in which the Director-General was requested to propose, for the 
consideration of the Fifty-second World Health Assembly, draft amendments to the preamble of the Constitution, 
as well as to Articles 7, II, 21, 25, 50 and 55. As requested by the Board, and in accordance with Article 73 of 
the Constitution, the Director-General had communicated those amendments to Member States. However, since 
Article 73 of the Constitution required proposed amendments to be transmitted to Member States six months 
before the Health Assembly at which they were to be considered, the proposals would not be considered until 
I999. Additionally, the special group had also prepared a draft text of a new Article 2 defining the functions 
of the Organization. The group had recommended that the draft be reviewed at all levels of the Organization 
during I998, and that a final draft reflecting the broad consultative process should be considered by the Board 
at its I 03rd session in January 1999. Consequently, the new draft text of Article 2 was presently under 
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consideration by WHO and would be taken up by each of the regional committees in 1998. All interested groups 
would thus be able to make a contribution. It was expected that the issue would be considered by the Health 
Assembly following the comprehensive review. The Board had discussed, at great length, a possible amendment 
to Article 73, in order to speed up the entry into force of amendments to the Constitution. It had decided to 
consider the matter further, on the basis of a comparative study of the approach adopted by other United Nations 
organizations. The report would be discussed by the Executive Board at its 1 02nd session. Any proposed 
amendment to Article 73 that resulted would be submitted to a subsequent Health Assembly. 

The Board had also considered the size of its membership. On the basis of a mathematical formula used 
by the special group, the total number of seats should be increased to 34, with an additional seat each for the 
European and Western Pacific regions; that recommendation had been endorsed by the Executive Board. Since 
the Forty-ninth World Health Assembly had deferred consideration of two proposals to increase the size of the 
Board pending the review of the Constitution, those two proposals remained before the Health Assembly and 
would be considered separately under agenda item 28. 

The special group had also considered a number of other proposals to amend the Constitution that had not 
resulted in any specific proposals. Neither the special group nor the Executive Board were in favour of changing 
Article 13 that provided for annual sessions of the Health Assembly, Article 19 giving the Health Assembly 
authority to adopt conventions, Article 24 providing for Executive Board members to sit on the Board in a 
personal capacity and not as representatives of Member States, Article 25 providing for a three-year term for 
Board members or Article 48 on the frequency of meetings of the regional committees. The Executive Board 
had noted that two amendments to the Constitution that had already been adopted by the Health Assembly, 
namely, the amendments to Article 7 and to Article 74 making Arabic an equally authentic language of the 
Constitution, had not yet entered into force because they had not yet been accepted by a two-thirds majority of 
Members, as provided for under Article 73 of the Constitution. The Director-General had brought the two 
outstanding amendments to the attention of the Member States that had not yet accepted them, following a 
request from the Executive Board. 

With regard to regional arrangements and recommendations for action under the existing Constitution, 
the Board had noted the special group's review of the relative progress of reform in WHO regional offices and 
at headquarters, with reference to the 4 7 recommendations made by the Executive Board Working Group on the 
WHO Response to Global Change. The Board had also noted the special group's review of the current practice 
at headquarters, and in regional offices, for budget preparation, priority-setting and implementation. The Board 
and the special group had agreed that current regular budget allocations to regions were based on outdated 
historical precedence, and that more transparent, objective and needs-based criteria at country level should be 
introduced. The Board had adopted resolution EB101.R10 in which it recommended to the Health Assembly, 
adoption of a draft resolution guiding regional, intercountry and country allocations in future programme 
budgets. 

The issues should be viewed within the overall WHO global reform process; the relevance of the 
proposals would only emerge fully when all the elements of reform had been clarified. The issues evoked strong 
reactions because they had been long neglected. That delay had already endangered the principles of justice and 
objectivity which had to be the hallmark of the Organization. A possible way of reaching a consensus would 
be to submit a strong proposal to the Health Assembly, for consideration by the Executive Board, with particular 
emphasis on the elements in the draft resolution that provided for progressive change and overcoming any 
harmful impact of new provisions on particular countries. The Board had also reviewed the current status of the 
relationship between WHO and PAHO and had approved the special group's recommendation that, in the light 
ofthe expectation of the integration ofthe two organizations, WHO should examine, with PAHO, the possible 
amendment or deletion of Article 54 on integration. The Board had agreed with two of the special group's 
recommendations regarding regional structure. The first was that the criterion for selecting a site for the 
headquarters of the Organization should be a location at, or near, a centre recognized for the excellence of its 
health and medical services and possessing ample and efficient communications. That criterion should also 
apply to the sites of regional offices. The second was that WHO should actively cooperate with the United 
Nations in rationalizing the regions across all the specialized agencies. The Board had approved the special 
group's proposal that the term of office for regional directors should be five years, renewable once. As the body 
responsible for appointing regional directors, the Board had agreed to effect that change through an amendment 
to its own Rules of Procedure, which would be considered at its 1 02nd session. 
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The CHAIRMAN, summing up, said that the report had been very comprehensive and that discussions 
would continue at forthcoming sessions of the Board and at the Fifty-second World Health Assembly in 1999. 
Discussion would focus on the draft resolution contained in resolution EBIOI.RIO, concerning regular budget 
allocations to regions. 

Professor NKANDU LUO (Zambia), speaking on behalf of the African Region, supported the draft 
resolution. However, certain countries might need to be protected from the adverse effects of the reallocation. 
An amendment to the resolution might suggest that the Director-General elect could, at her discretion, make use 
of casual income to help countries in dire need. The other models proposed were not supported, as they had not 
been tested and therefore should not be considered as alternatives. 

Dr SULAIMAN (Oman), speaking on behalf of the Eastern Mediterranean Region supported the 
amendment proposed by the delegate of Zambia. It was important to increase the regular budget allocations so 
as to benefit the African Region, especially the least developed countries. At the same time, any increase for 
one particular region should not be at the expense of others, and thus the use of casual income for that purpose 
offered an appropriate solution. Both budgetary resources and extrabudgetary resources should be reviewed for 
that purpose. 

He was not entirely clear as to how the Human Development Index was to be used as a basis for 
calculation, and did not believe that immunization coverage should be one of the factors taken into account, 
particularly when deciding to decrease allocations. Use of that factor in calculations would only be acceptable 
if other factors, such as morbidity, were also taken into account. 

Mr ORTENDAHL (Sweden), speaking on behalf of the European Region, pointed out that what was being 
discussed was a recommendation to the Director-General elect as to how she might deal with certain budgetary 
issues that were to be decided on by the Fifty-first World Health Assembly. Member States might put forward 
general ideas and strategies that they would wish the Director-General elect to follow when dealing with the 
budget in 1999. Mechanisms that were based on complex technical factors and binding in all respects would 
not be appropriate. Too much technical detail would make it impossible for the Director-General elect to 
prepare the budget estimates in accordance with Article 55 of the Constitution of WHO. 

Regional allocation should be need-based, not historical. That concept had been thoroughly investigated 
by the Board and by the special group, and all kinds of options had been studied. Nothing could be known about 
the impact of new options introduced at such a late stage. 

It was clear that a number of the least developed countries would suffer from the proposals set out in the 
Board's draft resolution, although it clearly stated that a mechanistic implementation of the reallocation scheme 
should be avoided. The Committee should perhaps advise the Director-General elect that some kind of"no-loss" 
guarantee for the least developed countries could form part of the Assembly's decisions. 

Dr WIBULPOLPRASERT (Thailand), speaking on behalf of the South-East Asia Region, welcomed the 
progress now being made on the issue. There was agreement that the Eastern Mediterranean and African regions 
required more resources, and that some reallocation was necessary. However, neither the original Board 
proposal, the Japanese model nor the South-East Asian model, seemed to be totally acceptable to the Committee. 
He understood that the exercise would be an interim measure, with cross-monitoring and evaluation, and that 
the least developed countries should be protected from the possible adverse effects of such measures, possibly 
by the use of casual or other income. Lastly, it was agreed that there should be enough flexibility to allow 
further reallocation within regions, which was not provided for in any of the three models. Whichever model 
was used, reallocation should not result in a cut greater than 15% for each region in the 1998-1999 budget. 

He suggested that the Committee should reach agreement on the need to amend the draft resolution and 
should request the special group to continue its discussion with a view to reaching consensus on a more 
acceptable model. 

Mr KANEKO (Japan) speaking on behalf of the Western Pacific Region, drew attention to the importance 
of reaching consensus and maintaining the momentum gained in the course of the extensive review of the 
subject. Principles for regional allocation that could be used as guidelines in preparing the budget for 2000-200 I 
should be determined by the current Assembly. 
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The adverse effects of sharp decreases in budgetary allocations should be mitigated by an appropriate 
mechanism, especially in the case of the least developed countries. Japan's proposal corrected potential defects 
in the solution put forward by the Board. It was based on two premises: first, the criteria should be applied to 
country level allocations only, and not to regional office or intercountry allocations; and secondly, an average 
of 57.5% for country level allocations in all regions should be used as a basis for calculation, in order to adjust 
disparities between regions. That method would ensure a substantive increase in the African and European 
regions while avoiding unduly drastic decreases in other regions. The Japanese proposal also requested the 
Director-General to minimize possible adverse effects by transferring 2% from headquarters to the country 
programme budget. 

He hoped that Japan's proposal would provide a basis for consensus, since otherwise WHO would be in 
a difficult position when the time came to approve the budget for the year 2000-2001 at the Fifty-second World 
Health Assembly. 

Mr LARIVIERE (Canada) speaking on behalf of the Region of the Americas, said that his region 
concurred that the issue under discussion was a recommendation to the Director-General elect. Whatever 
formula was adopted for that recommendation, it would not be possible to forecast the effect it would have six 
years from now. However, everyone agreed that changes were needed, and a general policy of need-based 
regional budget allocations should be adopted at the current session. There was also agreement that the special 
needs of the least developed countries must be addressed. Each regional committee should recognize its 
responsibility to ensure that the neediest countries in its region received more resources, and he suggested that 
the Health Assembly might address a recommendation to regional committees to that effect. 

Possible use of a 2% shift from global and interregional resources, or of resources outside the regular 
budget, could be discussed, but the Committee should be cautious about making recommendations for the use 
of casual income, since the latter could not always be relied on. The South-East Asia Region had proposed a 
formula that would have enough specificity to enable a start to be made immediately on modifying the budget 
for 2000-2001, while the Japanese amendment which averaged out differences between regions on intercountry 
allocations on behalf of the W estem Pacific Region could also be used as a starting point, with suitable 
modifications. 

The process of change should be initiated immediately, using the model recommended by the Board. He 
stressed that that process would need constant adjustment in order to ensure that it was always responsive to the 
requirements of those countries in greatest need. 

Or BLEWETT (Chairman of the Executive Board special group for the review of the Constitution of 
WHO), said that the issue was a very difficult one because reallocation always came at a cost. The special group 
and the Board had had the courage to make decisions, and the Health Assembly should be similarly courageous: 
it should give the Director-General elect fairly precise directions, without being prescriptive; it should not pass 
on to her its difficulty in making a decision. The special group had sought an allocation mechanism that was 
transparent, objective and fair. A review of the allocations would show that equal treatment had been given to 
countries, in all continents, of approximately the same level of development and approximately the same 
population. It was the contrast with the misallocations in the past that caused considerable pain and difficulty. 
It was important not to go back on the basic principle that allocation should be according to need, although it 
was necessary to consider ways in which the effects of the reallocation could be softened. An attempt had to 
be made to minimize the adverse effects on countries whose budgetary allocations would be reduced, and 
especially to mitigate the effects on all the least developed countries. Sufficient extra monies should be found 
in the course of the transition period to ensure that no least developed country received less of an attributed 
allocation than it had in the budget for the 1998-1999 biennium. There was substantial agreement on that degree 
of comfort. It had also been the view of the special group that in each year of the transition process the Board 
should report back to the Health Assembly on how the allocation mechanism was working and how the model 
could be refined or improved. Whatever recommendation was made should include a proposal for close 
monitoring and evaluation. As for ways of cushioning the effects of reallocation, there was the Japanese 
proposal, and there was also - perhaps as an alternative - the possibility of extending the transition period. 
Further discussion might result in clarifying the options. 
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Mr ASAMOAH (Secretary) suggested that consideration of item 27.2 of the agenda be suspended to 
enable the Chairman of the Committee, the Chairman of the Executive Board and the Chairman of the special 
group to discuss the issue further with the representatives of the regions. 

It was so decided. 

Dr Pieruzzi took the Chair. 

3. AMENDMENTS TO ARTICLES 24 AND 25 OF THE CONSTITUTION: Item 28 of the 
Agenda (Document A51/18) 

Dr W ASISTO (representative of the Executive Board) said that the Board and its special group had 
considered, as part of their review of the Constitution and regional arrangements of WHO, whether it was 
desirable to alter the size of the Board's membership. Although various proposals had been considered by the 
special group, ranging from reducing the size of the Board to 18 members, to increasing it to 35, the group had 
finally viewed the membership in the light of a mathematical formula. According to that formula, increasing 
the membership to 34, with an additional seat each for the European and Western Pacific regions, r.esulted in 
the closest balance between the theoretical number of seats allocated to each region and the actual number. The 
special group had therefore recommended an increase to 34 members, with the additional two seats being 
allocated to the European and Western Pacific regions. The Board had endorsed the recommendation of the 
special group. He drew the Committee's attention to the draft resolution contained in paragraph 3 of the 
Director-General's report (document A51/18). 

Mr TOPPING (Legal Counsel) said that the item had been submitted to the Forty-ninth World Health 
Assembly as a result of a resolution adopted by the Executive Board at its ninety-sixth session to expand its size 
from 32 members to 33 in order to allow an extra seat for the European Region and a subsequent proposal by 
the representative of the Cook Islands that the Board's membership should be increased to 34. The Forty-ninth 
World Health Assembly had deferred further consideration of those proposals pending the outcome of the review 
of the Constitution of WHO. The Board had now consideredthe review of the Constitution and endorsed the 
idea of expanding the Board's membership to 34. That proposal should be considered by the Committee first. 

Dr ABDULHADI (Libyan Arab Jamahiriya) said that while reform of the programme budget was being 
discussed, consideration should perhaps be given to a smaller membership and shorter meetings of the Executive 
Board. The Board should perhaps consider a mathematical formula that would take into account the 
Organization's financial situation. His country believed that the item should be considered within the general 
review of the Constitution, and that no decision should be taken until that process had been completed. 

Mr LIU Peilong (China) supported the proposed increase in membership to 34 as it would be of benefit 
to the Organization's authority and representativeness. 

Mr BOYER (United States of America) said that the Board was already too large. The concept of an 
Executive Board was that of a small group capable of taking decisions. The Board had been more "executive" 
when it had 24 members; presently it had to divide into two committees, each of seven members, when 
complicated decisions were to be taken. The size of the Board should be kept as it was at present; if seats were 
unfairly distributed they should be reallocated. Calculating the proportion of the Board seats to the number of 
Members of the Health Assembly, it was the African Region that should get an extra seat, not the European and 
Western Pacific regions. He made a formal proposal that the Committee should not consider the amendments. 

Mrs KIZILDELI (Turkey) said that the issue should not be deferred any longer. Turkey supported the 
increase in membership of the Board to 34 even if that move incurred additional expenditure. There were now 
51 countries in the European Region, and an extra seat was needed in order to ensure fair representation. The 
Board membership should reflect the broad spectrum of countries within the Organization; some regions had 
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experienced limitations as a result of the traditional semi-permanent representation on the Board by Security 
Council members. 

Dr MIY AGA W A (Japan) said that a very fair system had been developed by the special group for 
calculating the size of the Board's membership. His delegation supported an increase from 32 to 34, with the 
extra seats going to the European and Western Pacific regions. 

Mr VOIGTLANDER (Germany), supporting the proposal to increase the Board's membership from 32 
to 34, said he agreed in principle that the number of seats should not be increased indefinitely. Increasing the 
membership to 34 would not make any substantial difference to the way in which the Board functioned, but it 
would ease the problem of unsatisfactory distribution of seats and the related problem of re$tricted participation. 

Professor REINER (Croatia) endorsed the proposed increase in the membership of the Board and resisted 
the idea that the Board should be reduced. Referring to comments made by the delegate of Germany, Croatia 
pointed out that the European Region, which contained the largest number of countries, had previously been 
unfairly represented since it had had the number of its seats reduced to seven. The increase proposed would 
restore the status quo. 

Ms PERLIN (Canada) agreed to the proposal but pointed out that the membership of the Board had 
reached its ceiling; any future adjustments should be through redistribution. 

Mrs AMHA (Ethiopia) endorsed the remarks made by the delegate of the United States of America and 
pointed out that, should there be a redistribution of seats, preference should be given to the underrepresented 
African Region. 

Mr ROKOV ADA (Fiji) supported the proposed increase in membership and the allocation of those. seats 
to the European and Western Pacific regions. There should be no further increase beyond that point. Any future 
restructuring should have the effect of reducing numbers. 

Mrs NOV AK (Hungary) and Mr SCHIAVONI (Italy) endorsed the views expressed by the delegate of 
Germany. 

Professor PICO (Argentina) supported the views expressed by the delegate of the United States of 
America. The Committee had spent much time discussing funding for disadvantaged countries; it was- not 
appropriate to incur additional expenditure. The matter should be deferred to a subsequent session. 

Mr TOPPING (Legal Counsel) briefly reviewed the discussions in the Board which had led to the present 
proposed figure of 34 seats. That number, arrived at by application of a formula, represented the closest balance 
between the theoretical number of seats which should be allocated to each region and the actual number. The 
rejection of the proposal by the delegate of the United States of America obliged the Committee to vote qn 
whether or not it wished to consider the draft resolution contained in document ASI/18. 

The CHAIRMAN invited the Committee to vote on the proposal put forward by the delegation of the 
United States of America by show of hands. 

The proposal was rejected by 76 votes to 10, with 14 abstentions. 

Mr BOYER (United States of America), speaking on a point of order, said that the overwhelming majority 
on the vote meant that the draft resolution could be considered as approved. 

Mr TOPPING (Legal Counsel) pointed out that although the motion proposed by the delegation of the 
United States of America had been defeated indicating support for the increase in seats, the draft resolution, 
which contained two proposals, remained to be considered. The proposals concerned the increase in 
membership to either 33 or 34 seats. 
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Mr TOPPING (Legal Counsel) replying to a query by Dr MELONI (Peru) confirmed that a majority vote 
of two-thirds was required to approve the draft resolution. 

The CHAIRMAN invited the Committee to vote by show of hands on the proposal for an increase in 
membership of the Board from 32 to 34. 

The proposal was approved by 81 votes to 6, with 23 abstentions. 

Mr TOPPING (Legal Counsel), responding to a query on the total number of voters, raised by Mr SINGH 
(India) confirmed that Members who had abstained from voting were not counted in the total of "Members 
present and voting", which had been 87 Members. The necessary two-thirds majority of"Members present and 
voting" had thus been achieved for approval of the proposal. The preambular paragraph of the draft resolution 
therefore now read as follows: "Considering that the membership of the Executive Board should be increased 
from 32 to 34, so that the number of Members in the European Region and Western Pacific Region entitled to 
designate a person to serve on the Executive Board be increased to eight and five respectively". 

The draft resolution, as amended, was approved.1 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS (ARTICLE 18(f)): Item 29 of the Agenda 
(continued from the third meeting) 

International Decade of the World's Indigenous People: Item 29.3 of the Agenda (Document 
A51/22) 

Dr W ASISTO (representative of the Executive Board) reported that the Board had highlighted the 
importance of the International Decade of the World's Indigenous People at intergovernmental and national 
levels. WHO had been encouraged to continue its work within the programme of action for the Decade and to 
assist in the development of national plans of action, based on the work done at regional and global levels. 
WHO should carry out that work in partnership with the United Nations and other international organizations, 
nongovernmental organizations and representatives of indigenous people, in order to address the health issues 
affecting those populations and to ensure their full participation in the process, aiming especially at groups 
suffering from social exclusion. 

The CHAIRMAN invited the Committee to consider the draft resolution proposed by the delegations of 
Australia, Canada, Denmark, Mexico, New Zealand, Papua New Guinea and Philippines, which read as follows: 

The Fifty-first World Health Assembly, 
Recalling the role of WHO in planning for and implementing the objectives of the International 

Decade of the World's Indigenous People as recognized in resolutions WHA47.27, WHA48.24, 
WHA49.26 and WHA50.31; 

Noting the report by the Director-General to the Executive Board;2 

Further recalling United Nations General Assembly resolution 50/157, which adopted the 
programme of activities for the International Decade, in which it is recommended that "specialized 
agencies of the United Nations system and other international and national agencies, as well as 
communities and private enterprises, should devote special attention to development activities of benefit 
to indigenous communities", that the United Nations system should establish focal points for matters 
concerning indigenous people in all appropriate organizations, and that the governing bodies of the 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.23. 

2 Document EB99/23. 
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specialized agencies of the United Nations system should adopt programmes of action for the Decade in 
their own fields of competence, "in close cooperation with indigenous people"; 

Recognizing with satisfaction the progress made in the Initiative on the Health oflndigenous People 
of the Americas; 

Noting the importance ofthe traditional medical knowledge of indigenous people; 
Noting with appreciation the activities of the focal point for the International Decade, 

1. URGES Member States: 
To develop and implement national plans of action or programmes on indigenous people's health, 
in close cooperation with indigenous people, which focus on: ensuring access of indigenous people 
to health care; supporting the participation of indigenous representatives in WHO meetings; 
ensuring health services are culturally sensitive to indigenous people; respecting, preserving and 
maintaining the knowledge oftraditiona1 healing and medicine in close cooperation with indigenous 
people; ensuring the active participation of indigenous people in identifying their health needs and 
appropriate research for developing strategies to improve their health status and the future direction 
of their health; 

2. REQUESTS the Director-General: 
(1) to promote the inclusion of indigenous health in the work programme at the country, regional 
and global level; 
(2) to report annually to the World Health Assembly on progress on indigenous health initiatives 
globally, incorporating regional updates, and highlighting significant activities at the country level; 
(3) to improve and increase, in close cooperation with indigenous people, institutional and 
technical cooperation between WHO and Member States in the area of indigenous people's health, 
so that models of good practice in indigenous people's health are shared, globally, regionally and 
between countries to inspire, compare and highlight the rich diversity of projects, experiences and 
approaches; 
(4) to encourage the representation of health workers of indigenous origin in WHO work, 
including meetings; 
(5) to promote in close cooperation with indigenous people, the respect, preservation, and 
maintenance of the knowledge of traditional healing and medicine, and to promote the equitable 
sharing of the benefits arising from the use of such knowledge, in conformity with trade and 
intellectual property conventions.1 

Ms EARP (New Zealand), introducing the draft resolution, said that indigenous people shared a number 
of disadvantages, common issues and poor health status despite the range of countries, cultures, races, climates 
and languages they represented. The fact that indigenous people had only recently emerged as a special needs 
group was an indication that they had largely lacked a voice on the world stage. The draft resolution sought to 
increase the means by which indigenous people could express their needs within their own communities, 
countries and regions, as well as within WHO and through collaborative efforts. That process was essential if 
indigenous people were to share their experiences and find solutions to improve their health status and if they 
were to be allowed to build a healthy future. It would be critical to develop further momentum in WHO's future 
work in the initiatives for indigenous people which had already been started. Work such as that on substance 
abuse, and collaborative initiatives with PAHO needed to remain on the agenda and be strengthened by both 
Member States and WHO. The proposed draft resolution built on those of previous years; the principal 
difference being that it was based on recommendations presented by indigenous peoples at the International 
Conference for Indigenous People "Healing Our Spirits Worldwide", held in New Zealand in 1998. The draft 
resolution emphasized greater collaboration and technical support from WHO for indigenous peoples' initiatives, 
the participation of indigenous people in WHO and the issues of traditional healing and medicines. 

1 Conventions and agreements administered by the World Intellectual Property Organization and the World Trade 
Organization. 
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Ms INGRAM (Australia), speaking as a cosponsor of the draft resolution, emphasized the need to build 
on the good work carried out during the International Decade of the World's Indigenous People and to carry that 
commitment forward. A concerted strategy was needed to deal with the health problems of indigenous people 
around the world, as their health conditions were worse than those of the national population in the countries 
in which they lived. They suffered higher infant mortality, lower life expectancy, greater morbidity and more 
chronic illness than non-indigenous populations in their country of residence. Many of the determinants of their 
health lay outside the traditional domains of health care. WHO had, however, carried out useful work on 
indigenous health and had adopted action plans. It was important that all countries develop action plans, 
particularly those in which no strategies were currently in place. Countries which had already adopted national 
plans should be requested to report on the steps that had been taken to implement the policy and strategy in their 
country. Where countries had developed plans which involved stakeholders, and particularly representatives 
of their indigenous groups, those should be continued. WHO was moving on; annual reporting to the Health 
Assembly would still be of value for a few years although the period of such reporting could be limited. 

Or AUSTVEG (Norway) supported the main thrust of the draft resolution; for the sake of equity, it was 
important to focus on indigenous people who were underprivileged and underserved. Referring to the speech 
made by the Director-General elect, which advocated less documentation, less repetition and more focus on 
action, she suggested that, given the full agenda of the Health Assembly, annual reporting on indigenous people 
was not the most efficient action. Time and energy would be better spent working on the issue itself. She 
therefore proposed the deletion of operative paragraph 2(2). She proposed an amendment to operative 
paragraph 2(4) to read: "to encourage indigenous representatives in WHO work, including meetings;" as she 
believed that a main concern was for the interests of indigenous people to be represented. However, specific 
instructions should not be given as to how that should be done and it was not necessary to single out health 
workers of indigenous origin in that respect. The interests of indigenous people might be represented by users 
of services and other interest groups. 

Mrs SOSA MARQUEZ (Mexico), as a cosponsor of the draft resolution, welcomed the report by the 
Director-General and acknowledged the contribution made by WHO. It was a positive development to include 
input from indigenous people themselves on aspects important to them. WHO should further develop the work 
that had already been undertaken. Annual reporting would be of great value for some years to come. 

Ms PERLIN (Canada), also speaking as a cosponsor of the draft resolution, emphasized the importance 
of the subject. Although considerable progress had been made, there was still a long way to go. It was currently 
important to continue annual reporting on the issue. Although she expressed some sympathy for the view that 
in future it would be necessary to examine the reduction of documentation in general terms, she believed that 
it should be done as an overall systematic review, rather than taking single issues one at a time. With regard to 
the proposal by the delegation ofNorway to amend paragraph 2(4), she agreed that representation of indigenous 
people should not be restricted to members of indigenous communities themselves. However, she supported 
the original wording of the draft resolution. 

Professor PICO (Argentina) joined with other speakers in reaffirming the importance of supporting the 
health of indigenous peoples throughout the world. WHO had carried out important work in that respect and 
should continue its efforts with a view to making progress on achieving an overall improvement in the health 
status of indigenous peoples, while respecting the customs and cultural values of the various ethnic groups. She 
therefore supported the draft resolution without amendment. 

Dr AUSTVEG (Norway) reaffirmed the support of her delegation for the main thrust of the resolution. 
In view of the opposition expressed by previous speakers, she withdrew her proposals on operative 
paragraph 2(2) and (4). Her proposal with regard to 2(4) had not been intended to suggest that indigenous 
persons should not attend WHO meetings, but just to extend their participation beyond the scope of "health 
workers of indigenous origin". Nevertheless, she withdrew the proposed amendment. 

Mr ROKOV ADA (Fiji) expressed strong support for the draft resolution. 
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Mr ASAMOAH (Secretary) informed the Committee that the following countries had requested to be 
included as cosponsors of the draft resolution: Bolivia, Brazil, Chile, Cook Islands, Cyprus, Fiji, Guatemala, 
Palau, Peru, Tonga and South Africa. 

The draft resolution was approved.1 

5. PERSONNEL MATTERS: AMENDMENTS TO THE STAFF RULES: Item 31 of the 
Agenda (Resolution EB1 01.R20) 

Dr W ASISTO (representative of the Executive Board) informed the Committee that the United Nations 
General Assembly had approved, with effect from I March 1998, a revised base/floor salary scale for the 
professional and higher categories incorporating an increase of 3.1 %, through the consolidation of post 
adjustment on a "no loss-no gain" basis. Pursuant to the above decision of the United Nations General 
Assembly, the Director-General had proposed, in accordance with Staff Regulation 3.1, that the Executive Board 
should recommend to the Fifty-first World Health Assembly a modification in the salaries of the posts of Deputy 
Director-General, Assistant Directors-General and Regional Directors. The modifications called for similar 
adjustments to the salary of the Director-General, bearing in mind the terms of paragraph Ill of the present 
contract. The Committee was invited to consider the draft resolution contained within resolution EB I Ol.R20. 

The draft resolution was approved.1 

6. UNITED NATIONS JOINT STAFF PENSION FUND: APPOINTMENT OF REPRESENTA
TIVES TO THE WHO STAFF PENSION COMMITTEE: Item 32 of the Agenda (Document 
A51/24) 

The CHAIRMAN invited the Committee to consider the appointment of three representatives to the WHO 
Staff Pension Committee to replace a member and an alternate member whose terms of office expired at the 
closure of the Fifty-first World Health Assembly and a member who had died during his term of office. The 
Committee was invited to make the following nominations to the WHO Staff Pension Committee: Dr Lariviere 
to be renominated as a member; Dr Wasisto to be nominated as an alternate member; and Professor Leowski 
to be nominated as a member to replace Professor Beat Roos for the remainder of his term. 

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 Fifty-first World Health Assembly appointed Dr J. Lariviere, delegate of Canada, as a 
member of the WHO Staff Pension Committee, and Dr B. Wasisto, delegate of Indonesia, as alternate 
member of the Committee, the appointments being for a period of three years. Professor J. Leowski, 
delegate of Poland, was appointed to replace Professor B.A. Roos, the appointment being for a period of 
two years.3 

The Committee recorded its appreciation to the outgoing members for their service to the 
Organization. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.24. 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA51.25. 

3 Decision WHA51 (11 ). 
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7. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 33 of the Agenda (Resolution 
WHA50.32; Document A51/25) 

Dr W ASISTO (representative of the Executive Board) said that the Board had considered the report by 
the Director-General on the implementation of Health Assembly resolution WHA50.32, Respect for equality 
among the official languages, and had noted efforts made towards simultaneous and timely distribution of 
documents. It had commended the initiative to make available on the Internet documents in all official 
languages, and had cited the savings which might be achieved. 

The CHAIRMAN invited the Committee to consider the draft resolution proposed by the delegations of 
Australia, Croatia, Netherlands, Pakistan, The former Yugoslav Republic of Macedonia, and Turkey which read 
as follows: 

The Fifty-first World Health Assembly, 
Recalling resolution WHA50.32 on Respect for equality among official languages, which requested 

the Director-General to ensure that the documents related to the agendas of the governing bodies were 
distributed simultaneously and in good time in the six official languages and that they were not distributed 
until they were available in all the official languages, in order to respect the principle of equality of 
treatment of Member States; 

Stressing the importance ofmultilingualism and equality among official languages of the World 
Health Organization; 

Taking note of the report by the Director-General on the implementation of resolution WHA50.32, 1 

in particular the fact that governing body documents have been made available in all languages on the 
Internet once dispatched; 

Recognizing that nondistribution of documents unless they are available in all official languages 
unfairly affects those countries whose national languages are not one of the official languages of the 
Organization, since these countries need more time to translate and study the documents in their own 
languages, 

REQUESTS the Director-General to ensure that the governing body documents for forthcoming 
sessions are available in their original language on the Internet as soon as they are finalized or cleared for 
translation. 

Mrs KIZILDELI (Turkey), introducing the draft resolution, said that despite the Organization's efforts 
following adoption of Health Assembly resolution WHA50.32 in 1997, documentation for the Fifty-first World 
Health Assembly had still not been received within the prescribed time period, either in conventional or 
electronic format. Countries in the privileged position of being able to work in their own language were asked 
to approve the draft resolution by consensus, in view of the disadvantaged position of those delegations whose 
national language was not an official language of WHO. The intention of the draft resolution was not to alter 
the rules of document distribution, but to ensure a more structured and system-wide use of available information 
technology, in particular, the Internet, to improve timely access to the documents. 

Professor REINER (Croatia) recognized that progress had been made towards compliance with Health 
Assembly resolution WHA50.32, particularly regarding the production of shorter and more concise documents. 
However, timing of distribution still left much to be desired, especially in view of the historical importance of 
the Fifty-first World Health Assembly, and the crucial nature of agenda items under discussion. WHO must 
continue to pursue full implementation of resolution WHA50.32 and ensure timely delivery of all working 
materials to the Member States. Croatia had cosponsored the additional draft resolution so that delegations 
might be given more time to study documentation and prepare agenda items before meetings. 

1 Document ASI/25. 
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Ms SAENZ DE HEREDIA (Spain) welcomed the report by the Director-General. She had no objection 
to documents being made available on the Internet, provided that they appeared simultaneously in all languages. 
What was required was proper implementation of the existing resolution which had been adopted by consensus 
at the Fiftieth World Health Assembly. 

Ms WU Jihong (China), expressing support for the draft resolution said that her delegation understood the 
difficulties encountered by countries whose language was not an official language of the Organization. With 
a view to avoiding a discussion on equality among official languages, she proposed to amend the fourth 
preambular paragraph to read as follows: 

Recognizing that those countries whose national languages are not one of the official languages of 
the Organization require more time to translate and study the documents in their own languages. 

Mr KHAN (Pakistan) joined with previous speakers in urging strict implementation of Health Assembly 
resolution WHA50.32. The proposed draft resolution also merited support, since the immediate posting on the 
Internet of a document in the language of first availability would enable countries whose national language was 
not used in the Organization to make timely provision for translation services. 

Mrs BOCCOZ (France), while noting the proposed draft resolution and conceding the need for timely 
distribution of documentation for countries requiring further translation work, emphasized the desirability of 
adhering to those norms that had been adopted by consensus in Health Assembly resolution WHA50.32. The 
simultaneous distribution of documents in all official languages was also important. As yet, no consistent 
system-wide policy existed with regard to Internet use. She suggested that the Director-General might be 
requested to raise the matter with other United Nations organizations in Geneva, with a view to achieving a 
coherent policy that would take into account the rules regarding multilingualism. 

Ms INGRAM (Australia) explained that her delegation had cosponsored the resolution in recognition of 
the needs of those countries whose national language was not a working language of the Organization. It was 
crucial that all countries should be able to participate fully in the work of the Organization. The Internet was 
an excellent tool which should be explored as creatively as possible in view of its potential for reaching all 
participants simultaneously. There had been useful discussion of the matter at the previous Executive Board 
meeting. 

Mrs SOSA MARQUEZ (Mexico) submitted that the use of the Internet should not replace the physical 
distribution of documents, or alter the rules regarding the use of all official languages. 

Mr CASTRO GRANDE (El Salvador) expressed agreement with the comments made by the delegates 
of Spain, France and Mexico and appealed for renewed effort in implementing Health Assembly resolution 
WHA50.32. All official languages must be accorded parity. 

Mr ELKHUIZEN (Netherlands) reiterated his support for the draft resolution of which his country was 
a cosponsor. 

Mr NOIRF ALISSE (Belgium) expressed support for the views expressed by the delegates of France and 
Spain; the question of the use of the Internet should be broached at a system-wide level, and a recommendation 
by the Committee should be prepared to that effect. 

Professor PI CO (Argentina) endorsed the views of the delegate of Spain and joined with previous speakers 
in calling for full implementation of Health Assembly resolution WHA50.32 to ensure timely delivery of 
documents. It was very important that political and technical teams at national level were given enough time 
for close study of documentation prior to health assemblies, as that would facilitate proceedings. The posting 
of documents on the Internet was to be welcomed, but it was no substitute for timely distribution of documents 
in paper form. 
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Mr AL VAREZ (Costa Rica) endorsed the draft resolution under consideration but agreed with previous 
speakers that the progress afforded by the Internet should not prevent the distribution of documentation in all 
languages to delegations. 

Ms RODRlGUEZ DE FANKHAUSER (Guatemala) said her delegation wished to be associated with the 
comments made by previous speakers, including the delegates of Spain, France and Mexico, namely that there 
should be equal treatment for all official languages, in accordance with Health Assembly resolution WHA50.32. 
The use of the Internet as proposed would not allow such parity, since the English version would be the first to 
be posted. 

Mr ADEL (Egypt) supported the comments made by the delegates of Spain, France, Mexico and others. 
The delivery of documents via the Internet should not be allowed to impact negatively on the present distribution 
method. 

Dr BAIONG (Chad) joined with previous speakers in urging implementation of Health Assembly 
resolution WHA50.32. Although the Internet offered a more expeditious means of distributing documentation, 
not all countries had access to the new technology, and the current system of distribution was the best 
alternative. 

Ms SAENZ DE HEREDIA (Spain) suggested that, as Health Assembly resolution WHA50.32 had not yet 
been fully implemented, it might be sufficient to agree to do so. 

(For continuation, see summary record of the fifth meeting, section 4.) 

The meeting rose at 12:50. 



FIFTH MEETING 

Friday, 15 May 1998, at 14:30 

Chairman: Or M. NGUEMA NTUTUMU (Equatorial Guinea) 
later: Mr N.S. DE SILVA (Sri Lanka) 

1. FOURTH REPORT OF COMMITTEE B (OocumentA51/39) 

Dr ROMANOVSKA (Czech Republic), Rapporteur, read out the draft fourth report of Committee B. 

The report was adopted.' 

2. WHO REFORM: Item 27 of the Agenda (continued) 

Review of the Constitution and regional arrangements of the World Health Organization 
(Resolution WHA48.14): Item 27.2 of the Agenda (Resolutions EB101.R2 and EB101.R10) 
(continued) 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by the 
delegations of Australia, Austria, Bahrain, Bangladesh, Belgium, Bolivia, Brazil, China, Cote d'Ivoire, Croatia, 
Denmark, Egypt, Estonia, Finland, France, Gabon, Gambia, Germany, Greece, Hungary, Iceland, Indonesia, 
Ireland, Israel, Italy, Japan, Latvia, Lithuania, Luxembourg, Madagascar, Malawi, Malaysia, Maldives, Malta, 
Monaco, Mozambique, Netherlands, New Zealand, Norway, Papua New Guinea, Peru, Portugal, Qatar, Republic 
of Korea, Romania, Russian Federation, Sao Tome and Principe, Saudi Arabia, Senegal, Slovenia, Solomon 
Islands, South Africa, Spain, Sweden, Switzerland, Turkey, United Kingdom of Great Britain and Northern 
Ireland, and United States of America: 

The Fifty-first World Health Assembly, 
Recalling the role of WHO as the directing and coordinating authority on international health work; 
Reaffirming that the members of the Executive Board should be technically qualified in the field 

of health; 
Recognizing that the strength of WHO comes from the commitment of its Member States working 

together to pursue common health goals; 
Noting the significant role played by governments in the governing bodies of other specialized 

agencies of the United Nations system; 
Noting the ambiguity which results from the difference in the authentic languages of the 

Constitution concerning the status in which persons serve as members of the Executive Board; 
Considering it important to clarify the provisions of Article 24 of the Constitution; 
Bearing in mind the provision in Article 75 of the Constitution which allows for the Health 

Assembly to settle questions of interpretation of the Constitution, 

1 See page 150. 
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DECIDES that Member States entitled to designate a representative to the Executive Board should 
designate them as government representatives, technically qualified in the field of health. 

Ms RINKINEV A-HEIKKILA (Finland), introducing the draft resolution on behalf of its sponsors, said 
that the intent was to clarify the provisions of Article 24 of the Constitution concerning the status of Executive 
Board members, since notwithstanding discussion of the issue by the Executive Board and its special group for 
the review of the Constitution no consensus had been reached on the issue. 

There were three reasons why it needed to be made clear that members of the Executive Board should be 
designated as government representatives as well as being technically qualified in the field of health. First, 
reform of WHO implied a need for more coherent and transparent decision-making, and, in line with the wider 
United Nations reform of governing bodies under way, greater consistency of conduct on the part of Member 
States. That also applied to meeting the challenges outlined by the Director-General elect, who had called for 
the closer and more active involvement of Member States. Second, it was necessary to harmonize the current 
situation, where a large number of Board members in fact acted as government representatives. Government 
back-up and liaison should be available to all Board members given the increasing number of decisions with 
considerable political or financial implications. Third, the current practice whereby Health Assembly decisions, 
in other words decisions made by governments, were executed by a body consisting of 32 individuals was 
inconsistent. 

In conclusion, the decision in the draft resolution was based on the authority vested in the Health 
Assembly to settle issues relating to interpretation of the Constitution and prompted by the different 
interpretations of the status of Board members as perceived by their various respective governments and the 
ambiguity created by differences in the authentic language versions of the Constitution. 

Mrs SOSA MARQUEZ (Mexico), endorsing the aim of the draft resolution, said that throughout the 
United Nations system, persons serving on bodies with restricted membership were there as representatives of 
their governments. In WHO's case they would also have to be technically qualified in the field of health. 

Mrs MRABET (Tunisia) said that her delegation wished its name to be added to the sponsors of the draft 
resolution. It too considered that Board members should serve as representatives of their governments; that 
would not only confer an official status on all the Board's decisions, but also avoid the possibility of any 
inconsistencies between the positions of Board members and their respective governments. 

Mr J0RGENSEN (Denmark) said that his delegation was in favour of the draft resolution for the simple 
reason that immense efforts were made during Health Assemblies to formulate and deliver policy statements 
as well as to draft and vote on numerous resolutions. Such activity was carried out by delegations on behalf of 
their governments. It therefore made sense for members of the Executive Board, which monitored the work of 
the Organization between sessions of the Health Assembly, to discharge their duties on behalf of governments. 
Clearly, Board members must be technically qualified in the field of health- that was a constitutional provision 
which could not be waived. However, all would surely agree that it was possible to be both technically qualified 
and to act under government instructions. 

Mrs BOCCOZ (France) said she too welcomed the draft resolution to clarify the Constitution. The work 
of the Executive Board had changed over the years; although its members should continue to be qualified in 
the field of health it should preferably be an intergovernmental body given the financial and political 
implications of the decisions it was called upon to take. 

Ms PERLIN (Canada) and Dr JEGANATHAN (Sri Lanka) endorsed the draft resolution. 

Mr VINCK (Belgium) said that he too was in favour of the draft resolution, whose aim was to define 
clearly the relationship between governments and Board members. It should result in greater transparency, 
efficiency, responsibility and consistency. 

Dr LIMBASSA (Central African Republic), Dr KOIRALA (Nepal), Mr ROKOVADA (Fiji), Mr LOPEZ 
BENITEZ (Honduras), Dr BAIONG (Chad) and Dr PIERUZZI (Venezuela) said that they wished the names of 
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their delegations to be added to the list of sponsors of the draft resolution. The Cook Islands also wished its 
name to be included in the list of sponsors. 

Mr KHAN (Pakistan) sought clarification regarding the phrase "technically qualified in the field of health" 
given that many decisions taken by the Executive Board related to financial and administrative matters. 

Ms RINKINEV A-HEIKKILA (Finland) said that the matter had been discussed extensively by the 
Executive Board and its special group for the review of the Constitution as well as in connection with reform 
of the procedure for selection of candidates for Director-General. The common understanding reached was that 
persons technically qualified in the field of health need not necessarily be medical practitioners but might also 
be other professionals with significant experience of public health administration. 

Mr KHAN (Pakistan) said that in the light of that clarification he wished the name of his delegation to be 
added to the list of sponsors of the draft resolution. 

The draft resolution was approved.1 

3. HEALTH CONDITIONS OF, AND ASSISTANCE TO, THE ARAB POPULATION IN THE 
OCCUPIED ARAB TERRITORIES, INCLUDING PALESTINE: Item 30 of the Agenda 
(Documents A51/23, A51/INF.DOC./4, A51/INF.DOC./5 and A51/INF.DOC./6) 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by the 
delegations of Egypt, Jordan, Syrian Arab Republic and Tunisia: 

The Fifty-first World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which affirms that the health 

of all peoples is fundamental to the attainment of peace and security; 
Recalling the convening of the International Peace Conference on the Middle East (Madrid, 

30 October 1991 ), on the basis of United Nations Security Council resolutions 242 (1967) of22 November 
1967 and 338 (1973) of 22 October 1973, as well as on the basis of the principle of "land for peace", and 
the subsequent bilateral negotiations; 

Expressing the hope that the peace talks between 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 the Government of Israel and the Palestine Liberation 
Organization (PLO), the commencement of the implementation of the Declaration of Principles following 
the signing of the Cairo Accord on 4 May 1994, the interim agreement signed in Washington, D.C. on 28 
September 1995, the transfer of health services to the Palestinian Authority, and the launching of the final 
stage of negotiations between Israel and PLO on 5 May 1996; 

Emphasizing the urgent need to implement the Declaration of Principles and the subsequent Accord; 
Expressing grave concern about the decision of the Government of Israel to resume settlement 

activities, including the construction of the settlement in Jabal Abou Ghoneim, in violation of international 
law, relevant United Nations resolutions and the agreements reached between the parties; 

Stressing the need to preserve the territorial integrity of all the occupied Palestinian territory and 
to guarantee the freedom of movement of persons and goods within the Palestinian territory, including the 
removal of restrictions of movement into and from East Jerusalem, and the freedom of movement to and 
from the outside world; 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.26. 
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Recognizing the need for increased support and health assistance to the Palestinian population in 
the areas under the responsibility of the Palestinian Authority and to the Arab populations in the occupied 
Arab 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, and taking note of the initiation of cooperation between the Israeli Ministry of Health and 
the Ministry of Health ofthe Palestinian Authority, which emphasizes that health development is best 
enhanced under conditions of peace and stability; 

Reaffirming the right of the Palestinian patients to be able to benefit from health facilities available 
in the Palestinian health institutions of occupied East Jerusalem; 

Recognizing the need for support and health assistance to the Arab populations in the areas under 
the responsibility of the Palestinian Authority and in the occupied territories, including the occupied 
Golan; 

Bearing in mind United Nations General Assembly resolutions 52/52 and 52/53 of 
9 December 1997; 

Having considered the report of the Director-General, 

l. EXPRESSES the hope that the peace talks will lead to the establishment of a just, lasting and 
comprehensive peace in the Middle East; 

2. CALLS UPON Israel not to hamper the Palestinian health authorities in carrying out their full 
responsibility for the Palestinian people, including in occupied East Jerusalem, and to lift the closure 
imposed on the Palestinian territory; 

3. EXPRESSES the hope that the Palestinian people, having assumed responsibility for their health 
services, will be able themselves to carry out health plans and projects in order to participate with the 
peoples of the world in achievement of WHO's objectives of health for all by the year 2000; 

4. AFFIRMS the need to support the efforts of the Palestinian Authority in the field of health in order 
to enable it to develop its own health system so as to meet the needs of the Palestinian people in 
administering their own affairs and supervising their own health services; 

5. URGES Member States, intergovernmental organizations, nongovernmental organizations and 
regional organizations to provide speedy and generous assistance in the achievement of health 
development for the Palestinian people; 

6. THANKS the Director-General for his report and efforts, and requests him: 
(1) to take urgent steps in cooperation with Member States to support the Ministry of Health of 
the Palestinian Authority in its efforts to overcome the current difficulties, and in particular so as 
to guarantee free circulation of those responsible for health, of patients, of health workers and of 
emergency services, and the normal provision of medical goods to the Palestinian medical premises, 
including those in Jerusalem; 
(2) to continue to provide the necessary technical assistance to support health programmes and 
projects for the Palestinian people in the transitional period; 
(3) to take the necessary steps and make the contacts needed to obtain funding from various 
sources including extrabudgetary sources, to meet the urgent health needs of the Palestinian people 
during the transitional period; 
(4) to continue his efforts to implement the special health assistance programme and adapt it to 
the health needs of the Palestinian people, taking into account the health plan of the Palestinian 
people; 
(5) to activate the organizational unit at WHO headquarters concerned with the health of the 
Palestinian people, and continue to provide health assistance so as to improve the health conditions 
of the Palestinian people; 
(6) to report on implementation of this resolution to the Fifty-second World Health Assembly; 
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7. EXPRESSES gratitude to all Member States, intergovernmental organizations and nongovernmental 
organizations and calls upon them to provide assistance needed to meet the health needs of the Palestinian 
people. 

Mr ADEL (Egypt), introducing the draft resolution, said that while the peace progress initiated with the 
Declaration of Principles signed in Washington had until recently been a source of great optimism, there had 
latterly been attempts to impose a fait accompli regarding settlements, culminating in widespread deterioration 
and a new spiral of violence caused by the interruption of essential services to the occupied areas. 

The sponsors ofthe draft resolution attached great importance to cooperation between Palestinians and 
Israelis and had displayed great flexibility in their text and in the discussions thereon, in particular agreeing to 
amendments proposed by the European Union, which would change the text as follows: first, to delete "and the 
agreements reached between the parties" in the sixth preambular paragraph and secondly, in the seventh 
preambular paragraph to add after "world" at the end ofthe sentence the phrase "having in mind the adverse 
consequences of the recurrent closure of the Palestinian territory on its socioeconomic development, including 
the health sector." Although similar in content to WHA50.38, the draft resolution specifically addressed the 
deterioration of the situation- especially with regard to health- caused by the cessation ofthe peace process; 
he urged its approval, as amended, by consensus. 

Dr SEVER (Israel) said that his delegation rejected the content of the highly politicized draft resolution 
which distorted the harmonious relations and fruitful collaboration between Palestinian and Israeli health 
officials, in which he was personally involved in his capacity as head of liaison between his country's Ministry 
of Health and that of the Palestinian Authority. The members of the joint working teams were well aware that 
borders and politics were unknown to microbes, viruses, parasites and insects. Consequently, both had 
constantly cooperated in many public health areas, including epidemiology, training, and medical care provided 
to Palestinians by Israeli services. Although they had discussed health problems, shared information and 
problem-solving on a daily basis, health problems were discussed, information shared and problems solved on 
a harmonious and friendly basis throughout the year except for the few days at the Health Assembly when the 
atmosphere was made tense and unpleasant by a politicized draft resolution of the sort now before the 
Committee. 

He took issue with the suggestion that Israel hindered Palestinian health activities in East Jerusalem. The 
united city of Jerusalem was governed by Israel, and the construction under way in Jabel-Abou-Ghonem 
respected the Oslo agreements. The hospitals and other health services in East Jerusalem were supervised by 
Israel, which facilitated movement of Palestinian patients and ambulances. While the abuse of ambulances by 
Palestinian terrorists, with loss of innocent lives, had compelled Israel to adopt bureaucratic procedures for 
passage of ambulances for its own security, soldiers at check-points had also been instructed to act in a 
humanitarian manner to patients in transit. 

Believing in peace and the progress of the peace process, Israel gave support to assistance programmes 
for Palestinians and willingly cooperated with organizations and countries to that end. Since health and medicine 
were the bridge to peace and better health and living conditions for Palestinians and Israelis, he urged Member 
States to end the politicization of WHO and reject the draft resolution. 

Dr ARAF AT (Palestine) said that the matter under discussion enabled the international community to take 
stock of the sufferings of the Palestinian people in combating disease, in accordance with recommendations 
made by WHO and in relation to the population's efforts to establish the necessary health infrastructures despite 
the constraints and tensions imposed by the State of Israel, which continued to occupy Palestinian territories. 
However, it was very difficult to meet all the necessary responsibilities with regard to the health of the 
population in the absence of enjoyment of elementary rights such as free movement among the different parts 
of the Palestinian territory. For example, a series of blockades prevented safe passage to hospitals and 
dispensaries, as well as curtailing free movement between and within the Gaza Strip and the West Bank, quite 
apart from the current crisis in a peace process threatened with rapid deterioration. 

There was thus considerable concern about health infrastructures and access to them. How could a health 
system designed to progress in conditions of peace be established when health infrastructures could be 
considered only in terms of emergency situations? The Palestinian people wished to live in peace and had the 
necessary human and other resources to do so, but they had to have the opportunity to control their own present 
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and future, as set out in the Oslo Accord, which reflected the profound and authentic aspiration of the Palestinian 
people towards peace. 

In its Constitution, WHO defined health as a complete state of physical, mental and social well-being, not 
merely the absence of infirmity or disease. In the absence of freedom and given the recent increase in tension, 
the Palestinians were deprived of physical, mental and social well-being in terms of their health. Unfortunately, 
the previous day's events where over 200 people had been injured in the course of a peaceful demonstration, 
showed the obstacles faced by Palestinians. 

The report by the Director-General (document A51 /23) explained the current situation in some detail and 
provided an effective response to the claims made by Israel. Furthermore, the draft resolution reflected the 
problems encountered on a day-to-day basis. The Palestinian people had chosen the path of peace, but 
nevertheless did not want peace to serve as a pretext for avoiding references to the daily suffering caused by the 
occupation of their territory. The Israeli people were certainly also aware of the importance of peace; sooner 
or later they would help to change their Government's current policy. Finally, Palestine expressed its gratitude 
to the international community for its assistance in setting up health infrastructures, as well as its appreciation 
of those in Israel and its Government that had aided in that task. 

Ms FRARY (United Kingdom of Great Britain and Northern Ireland), speaking on behalf of the European 
Union, expressed full support for the draft resolution with the proposed amendments to preambular paragraphs 6 
and 7. 

Dr SEVER {Israel) said that when, as in the case of the previous day's events, demonstrations became 
violent, endangering people's lives, a response had to be provided to prevent disastrous consequences. Care was 
thus needed not to initiate potentially explosive demonstrations. 

Mr LOFTIS (United States of America) said that concern for the health of the Palestinian people should 
be the sole concern of the draft resolution. The United States had provided and would continue to provide 
considerable assistance for safe drinking-water and sanitation projects to benefit the Palestinian people. Any 
resolution should address such concerns rather than seeking to inject purely political considerations into what 
should be a humanitarian issue. Since the Health Assembly was not an appropriate forum for the consideration 
of political matters, he could not endorse the draft resolution. 

Mr ADEL {Egypt) said that the amendments proposed by his country to preambular paragraphs 6 and 7 
were in line with proposals made by the representative of the United Kingdom on behalf of the European Union 
and accepted by Egypt and the other sponsors of the draft resolution. 

Mr TOPPING (Legal Counsel) explained that since the amendments proposed by the delegate of the 
United Kingdom had been accepted by the sponsors of the draft resolution then, under Rule 67 of the Rules of 
Procedure they were to be deemed an integral part of the draft resolution and no separate vote thereon required. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution with the 
amendments accepted by the sponsors. 

The draft resolution, as amended, was approved by 68 votes to 3, with one abstention.1 

Mr BAHARVAND (Islamic Republic oflran) said that, although his delegation had voted in favour of 
the resolution, that should in no way be construed as recognition oflsrael by his country. 

Dr CHRISTIANSEN (Norway), in explanation of vote, said he had voted in favour of the resolution, 
despite the fact that Norway remained convinced that such resolutions were not conducive to progress in the 
peace process, because his country was gravely concerned about the recent outbreak of violence between Israelis 
and Palestinians. Lack of progress in the Middle East peace process could create a basis for increased violence. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.27. 
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Both sides should intensify their bilateral contacts at the highest possible level, implement outstanding aspects 
of the Interim Agreement, including redeployment on the West Bank, and move as quickly as possible to the 
final status negotiations. It was the ultimate obligation and responsibility of the parties themselves to carry the 
peace process forward; unilateral acts by both parties only served to increase tension, were clearly not in the 
spirit of the agreements reached and contravened international law. 

4. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 33 of the Agenda (Resolution 
WHA50.32; Document A51/25) (continued from the fourth meeting) 

The CHAIRMAN invited the Committee to continue its consideration of the draft resolution under 
discussion at its fourth meeting. 

Mr ASAMOAH (Secretary) recalled that there had been consensus to amend the fourth preambular 
paragraph to read: "Recognizing that those countries whose national languages are not one of the official 
languages of the Organization require more time to translate and study the documents in their national 
languages". 

The concern expressed by the delegate of France that multilingualism should be respected by simultaneous 
distribution of documents in all working languages and a consistent policy sought within the United Nations 
system with regard to Internet use, was now embodied in a proposal to replace the operative paragraph with the 
following text: "REQUESTS the Director-General to make contact with the United Nations Office at Geneva 
in order to promote a coherent policy for publication of documents on the Internet for all the specialized agencies 
of the United Nations at Geneva, respecting the principle of multilingualism." 

Mr KHAN (Pakistan) said that the latter proposal would change the whole context of the resolution. He 
therefore suggested that the original operative paragraph should be retained and that the text proposed by the 
delegate of France should be added as a second operative paragraph. 

Mrs BOCCOZ (France) said that the amendment proposed by her delegation had been intended to protect 
the principle of multilingualism which had been negated in the original wording. 

Mr VINCK (Belgium) endorsed the amendment proposed by the delegate of France. The United Nations 
Office in Geneva already had a users' group which was studying all the issues concerning the integration of the 
Internet into international organizations, including the translation of documents, which could well be solved 
eventually by automatic translation facilities. 

Mrs SAENZ DE HEREDIA (Spain) also endorsed the amendment proposed by the delegate of France. 

Mr WASLANDER (Netherlands) agreed with the delegate of Pakistan that two operative paragraphs 
would be preferable. He had supported the resolution on multilingualism adopted at the previous World Health 
Assembly and stressed that it was important for documents to be circulated in good time. 

Mr KHAN (Pakistan) said that while he respected the principle ofmultilingualism, many other languages 
were used which were not official ones and had also to be translated, thereby inevitably causing delay. The 
problem was a technical rather than a political one and he proposed that an ad hoc drafting group should meet 
to establish generally acceptable wording. 

After some further discussion, it was so agreed. 

(For approval of the draft resolution, see page 134.) 
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5. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 29 of the Agenda (continued) 

Environmental matters: Item 29.2 of the Agenda (continued) 

Strategy on sanitation for high-risk communities (Resolution EB101.R14) (continued 
from the third meeting) 

The CHAIRMAN invited the Committee to resume its consideration of the draft resolution contained in 
resolution EB I 0 l.R 14. 

Mr ASAMOAH (Secretary) read out the following consolidated list of the amendments proposed to the 
draft resolution in earlier discussion: ( 1) in the second preambular paragraph, after "sanitation for health", insert 
"in general and in reducing the incidence and spread of infectious diseases"; (2) insert the following new final 
preambular paragraph: "Exploring new and innovative financing mechanisms for sanitation, including 
community financing, private sector funding and private management of public assets"; (3) in operative 
paragraph 2(l)(a) after the words "in rural", add "periurban"; (4) insert a new operative paragraph 2(l)(b), to 
read: "Carrying out studies on appropriate technologies taking into account specific national, regional and local 
conditions for the improvement of water supply and sanitation", renumbering the subsequent subparagraphs 
accordingly; (5) in operative paragraph 2(2)(a) after the words "such as", insert the words "environmental 
health"; after the words "child health", insert "communicable diseases"; (6) in operative paragraph 2(2)(c), add 
the following words: "and, in particular in urban and rural community development programmes"; (7) in 
operative paragraph 4(6), add the words "and national environmental health action plans"; and (8) in operative 
paragraph 4(8) after the words "to strengthen", insert the words "internal coordination and". 

The draft resolution contained in resolution EB101.R14, as amended, was approved.' 

Climate change and human health - WHO participation in the interagency climate 
agenda (Resolution EB101.R15) (continued from the third meeting) 

The CHAIRMAN invited the Committee to resume its consideration of the draft resolution contained in 
resolution EBIOI.Rl5. 

Mr ASAMOAH (Secretary) read out the following amendments proposed to the draft resolution in earlier 
discussion: (I) add the following new third preambular paragraph: "Aware of the growing scientific evidence 
that the steady increase of atmospheric greenhouse gases caused by human activities may seriously affecttQe 
global climate with grave consequences for human health and the environment;" and (2) in paragraph 3(4)~ \ 
delete the words "through voluntary contributions". 

The draft resolution contained in resolution EB101.R15, as amended, was approved.2 

Mr de Silva took the Chair. 

6. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 33 of the Agenda (Resolution 
WHA50.32; Document A51/25) (resumed) 

The CHAIRMAN invited the Committee to resume its consideration of the draft resolution. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.28. 

2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.29. 
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Mr VINCK (Belgium) asked for an explanation, in the interests of the search for a consensus, as to why 
it was not possible for some documents to be translated and put on the Internet in the various official languages 
in time. 

Mrs DAM (Governing Bodies) said, in clarification of the language policy of WHO pursuant to resolution 
WHA50.32, that a target date was set for the dispatch of documents for the sessions of the governing bodies. 
Documents were called for, cleared and translated. The process took about four weeks, sometimes less. 
Clearance took some two weeks. Translation took between two days and two weeks, depending on the size of 
the document. In line with resolution WHA50.32, all documents were dispatched simultaneously in the six 
official languages of the Organization. The policy was to put the documents on the Internet in the six official 
languages. There had been problems with documents failing to be submitted for clearance on time and there 
was room for improvement in that area. The focus of improvement would be for the target date to be met and 
documents to be dispatched to all Member States four weeks before the Health Assembly. 

Mrs KIZILDELI (Turkey) said that, after informal consultation with other delegations, a consensus had 
been reached on the following amended wording for the operative paragraph of the draft resolution: 
"REQUESTS the Director-General to ensure that the governing body documents for forthcoming sessions are 
dispatched and made available on the Internet in the six official languages not less than 30 days before the date 
fixed for the opening of the session." 

The draft resolution, as amended, was approved.' 

7. WHO REFORM: Item 27 of the Agenda (resumed) 

Review of the Constitution and regional arrangements of the World Health Organization 
(Resolution WHA48.14): Item 27.2 of the Agenda (Resolutions EB101.R2 and EB101.R10) 
(resumed) 

The CHAIRMAN, reporting on the status of consideration of the draft resolution contained in resolution 
EBlOl.RlO, said that since that morning three rounds of informal consultation had been held with the 
representatives of all the regions, the Secretariat, the Chairman of the Executive Board and the Chairman of the 
working group. All delegates who had taken part in the deliberations had been extremely cooperative and had 
striven to reach some form of consensus. Many areas of disagreement had been ironed out and some progress 
had been made. However, discussions were continuing on some points, but he was confident that a consensus 
would eventually be reached. 

Mr AITKEN (Assistant Director-General), reporting on the progress made by the working group said that 
it had focused on five or six issues. Apart from one issue, the present situation was one of conditional consensus, 
which meant that, unless agreement was reached on that final issue, the consensus achieved on all the other 
issues might fall. 

There had been broad agreement on various areas. Firstly, the entire group had reaffirmed its agreement 
that the Constitution and its Article 55 should be mentioned in the draft resolution. It was the Director-General's 
prerogative to propose the budget, but the Director-General would of course use the recommendations developed 
in the resolution as the basis for planning and thinking on that issue. A new paragraph had been added to that 
effect. Secondly, the model recommended by the Board would be referred to substantively in the draft 
resolution; that would be the model taken forward, albeit with an annual study of its impact, in particular in the 
light of changes in international social and economic conditions. After three bienniums there would be a 
thorough review of the methodology, in order to ascertain the situation at that time. Furthermore, there had been 
strong reinforcement in the group on the issue of flexibility, the group preferring flexibility to the mechanical 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA51.30. 
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nature of the model. There had also been agreement that the least developed countries should be protected. In 
the first biennium, since it was clear that sufficient funds would be available, such protection would be absolute, 
in the sense that no least developed country would face any reduction compared to the current biennium. In 
subsequent bienniums, the Director-General would be requested to give high priority to protecting the situation 
of least developed countries. There had also been an indication that, within the terms of the Constitution and 
the mandate of the Director-General, all the additional funding should be allocated at country level, recognizing 
nevertheless that, within the terms of the Constitution, regions should be allowed to determine the apportionment 
between country, intercountry and regional level when the regional budget was under debate. As regarded the 
questions of how much and how long, the working group had developed the concept of placing an annual limit 
on the maximum reduction imposed on any one region, coupled with a period during which the process would 
be implemented. 

That was the point on which differences arose. The first area of disagreement was the maximum reduction 
per year that any one region should achieve. Some regions favoured a higher percentage, around 5% per year, 
others hoped for 5% per biennium, and yet another proposal was for 6% per biennium, i.e. 3% per year. That 
issue was currently under discussion in the group with some possibility of flexibility. The second area of 
disagreement was the number of bienniums during which the limit should be applied. The variation in the 
overall reduction induced by the model ranged from 48% for the South-East Asia Region, down to 13% to 15% 
for other regions, with an increase for the European and African Regions. Assuming application of such a 
percentage limit, each region would achieve its ultimate goal of reduction over a different timescale. For 
example, a region with a reduction of 30% would take six years with a 5% maximum per year but would take 
12 years with a 5% maximum per biennium. Some regions would simply prefer to apply the limit and then let 
the system run for as long as necessary. Other regions wanted to stop the process at the end of the third 
biennium whatever the limit applied, because the model would be reviewed at the end of that period; that review 
would enable WHO to reappraise the situation. Lastly, one region felt that the process was not wholly equitable 
because, since its reduction was only 15%, it would achieve its full reduction in the period, and that it might be 
wiser for the reductions to be more proportional between regions. 

There were no substantively different orientations. The way to bridge the remaining areas of difference 
in the working group would be to examine the issues of where consensus could be reached on how much and 
how long. 

The CHAIRMAN suggested that the working group be invited to continue its deliberations. 

It was so agreed. 

The meeting rose at 17:25. 



SIXTH MEETING 

Saturday, 16 May 1998, at 9:15 

Chairman: Mr N.S. DE SILVA (Sri Lanka) 

1. FIFTH REPORT OF COMMITTEE 8 (Document A51/40) 

Dr ROMANOVSKA (Czech Republic), Rapporteur, read out the draft fifth report of Committee B. 

The report was adopted.1 

2. WHO REFORM: Item 27 of the Agenda (continued) 

Review of the Constitution and regional arrangements of the World Health Organization 
(Resolution WHA48.14): Item 27.2 of the Agenda (Resolutions EB101.R2 and EB101.R10) 
(continued) 

The CHAIRMAN drew attention to the following draft resolution on regular budget allocations to regions, 
proposed by a working group: 

The Fifty-first World Health Assembly, 
Recalling resolution EB99.R24 on regional arrangements within the context of WHO reform; 
Noting that regular budget allocations to regions have not been based on objective criteria but rather 

on the basis of history and previous practice; 
Concerned that, as a result, each region's share of such allocations has remained largely unchanged 

since the Organization's inception; 
Recalling that two basic principles governing the work of WHO are those of equity and support to 

countries in greatest need; and stressing the need for the Organization to apply principles which Member 
States have adopted collectively; 

Noting that other organizations of the United Nations system, particularly UNICEF, have already 
adopted models based on objective criteria to ensure a more equitable distribution of programme resources 
to countries, 

I. THANKS the Executive Board and its special group for the review of the Constitution for the 
comprehensive study of allocations from the regular budget to regions; 

2. REAFFIRMS Article 55 of the Constitution which stipulates that it is the Director-General's 
prerogative to prepare and submit to the Board the budget estimates of the Organization, and requests 
her/him to take into account the discussion on this matter during the Fifty-first World Health Assembly 
when preparing future programme budgets; 

1 See page 150. 

- 137-



138 FIFTY-FIRST WORLD HEALTH ASSEMBLY 

3. RECOMMENDS that, globally, the regional, intercountry and country allocation in future 
programme budgets approved by the Health Assembly should for the most part be guided by a model that: 

(a) draws upon UNDP's Human Development Index, possibly adjusted for immunization 
coverage; 
(b) incorporates population statistics of countries calculated according to commonly accepted 
methods, such as "logarithmic smoothing"; 
(c) can be implemented gradually so that the reduction for any region would not exceed 3% per 
year and would be spread over a period of three bienniums; 

4. REQUESTS the Director-General to present a thorough evaluation of that model to the Fifty
seventh World Health Assembly for the purpose of continuing response to health needs and equitable 
allocation of the resources of the World Health Organization; 

5. DECIDES that the model should be applied in a flexible rather than a mechanical manner so as to 
minimize, to the extent possible, any adverse effects on countries whose budgetary allocations will be 
reduced; 

6. REQUESTS the Director-General to ensure that all least developed countries will be guaranteed 
during the 2000-2001 biennium that their allocation from the regular budget will not be less than that of 
the 1998-1999 budget by use of the 2% transfer from global and interregional activities foreseen in 
resolution WHA48.26 and by casual income if available; and to continue in subsequent bienniums to give 
high priority to protect the situation of least developed countries; 

7. REQUESTS the Director-General, while emphasizing that any additional funds resulting from the 
present process of reallocation should flow to the country level, to enable regions within the terms of the 
Constitution to determine for themselves the partition between country, intercountry and regional office 
budgets; 

8. REQUESTS the Director-General to monitor and evaluate closely the working and the impact of 
this new process in the light, in particular, of changes in international social and economic conditions, and 
to report annually to the Executive Board and the World Health Assembly with a view to any further 
refinement, development or modification to ensure response to health needs and the equitable allocation 
of the resources of the World Health Organization; 

9. REQUESTS the Director-General to report to the 103rd session of the Executive Board and to the 
Fifty-second World Health Assembly on the details of the model and the regional, intercountry and 
country allocations to be applied to the 2000-2001 biennium; 

I 0. FURTHER REQUESTS the Director-General to report to the I 03rd session ofthe Executive Board 
and to the Fifty-second World Health Assembly within the context ofthe request in paragraph 4 above, 
on the use of extrabudgetary allocations in regional, intercountry and country programmes in the previous 
three bienniums. 

Dr SULAIMAN (Oman) said his country, and the countries of his region, were ready to join in the 
consensus position achieved by the working group. However, Oman requested the Director-General to give as 
much casual income as possible, as well as any available extrabudgetary resources, to certain of the regions to 
offset the reduction in their allocations, thus ensuring that all regions were affected in equal proportion by the 
adjustments to be made. 

Dr LARIVIERE (Canada) welcomed the draft resolution, which expressed solidarity among Member 
States and the intent to improve progressively WHO's response to health needs with an equitable allocation of 
its resources. The draft resolution should be adopted as it stood, with no conditions attached. 

He pointed out that the objective of the draft resolution would not be met and the full benefit of the 
measures proposed would not be felt unless contributions were paid in full and on time. If the Organization only 
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received 75% of expected income, it would not be able to fulfil the terms of the draft resolution. Prompt 
payment of contributions was a constitutional obligation of Member States. 

Mr AITKEN (Assistant Director-General), responding to the delegate of Oman, confirmed that the 
Organization would certainly consider the use of supplementary casual income, if available, to deal with the 
question of proportionality he had raised. 

Or AMMAR (Lebanon) said he had some doubts about the scientific validity of the approach proposed 
in the draft resolution contained within resolution EB I 0 l.Rl 0 and that under discussion. The choice of one 
indicator or method rather than another could have a significant effect on the results, and indeed the choice 
between a number of equally valid indicators or methods itself involved a considerable measure of subjectivity. 
It would have been better to seek consensus on such an important matter. 

Although his delegation was not in agreement with the model chosen, it would not oppose the position 
reached. He would suggest that casual income be used, for preference, for the regions most affected by the 
measures proposed. 

Mr ADEL (Egypt) fully associated himself with the views of the delegate of Lebanon. Although he had 
great difficulty in accepting the draft resolution, which dealt with a highly sensitive issue, he was ready to join 
a consensus in a spirit of compromise. He stressed the importance of using casual income to offset the losses 
that would be incurred by the Eastern Mediterranean Region under the proposed scheme. 

Mr LIU Peilong (China) said that regular budget allocations must be based on objective criteria rather than 
on past practice in order to benefit the most needy countries. His delegation supported the consensus solution 
represented by the draft resolution, whilst hoping that the model proposed, once in use, could be improved. He 
noted that it was the Director-General's prerogative to prepare and submit to the Board the budget estimates of 
the Organization. The draft under discussion took account of the objective criteria to be reflected in the regular 
budget allocations as well as of the requirement to apportion resources according to needs, and thus avoided a 
drastic reduction in budget allocation to certain regions. Nevertheless, the indicators decided upon were not 
entirely satisfactory. The proposal to adjust UNDP's Human Development Index for immunization coverage 
would penalize countries that were making good progress in that area. China had attained a relatively high level 
of immunization coverage through the enormous efforts of the Chinese Government, with support from WHO. 
Nearly 20 million babies were born in China every year; it was essential to continue those immunization efforts 
in order to attract more support from the international community and thus maintain immunization coverage. 
It seemed unreasonable to reduce China's budget allocation because of its success in that field. To use 
immunization as the only adjustment factor was neither comprehensive nor objective. The Director-General 
might consider other factors with a bearing on health when deciding on a budget formula. With regard to the 
population factor in the proposed model, China was not, in principle, opposed to population "smoothing" in 
budgetary allocation calculations, but was not in favour of "logarithmic smoothing" as proposed in the draft 
resolution. When formulating the budget, the Director-General might instead consider commonly employed 
criteria in addressing the problem of population. 

Mrs KIZILDELI (Turkey) supported the draft resolution; it was a good compromise, and a landmark in 
terms of WHO's transition to a modem organization with transparent working procedures. She defended the 
objectivity of the criteria proposed which were already being successfully applied by UNDP. Satisfactory 
provision had been made for least developed countries; it was proposed that, in implementing the resolution, 
all additional income, whether from casual income or from the 2% additional resources, should be allocated to 
those countries. 

Mr SHAHARE (India) fully supported the consensus position achieved but pointed out that the proposed 
model for regular budget allocations was flawed. He emphasized the importance to India of the request to the 
Director-General to conduct a comprehensive monitoring and evaluation of the new model, and to report fully 
on those matters to the Executive Board and Health Assembly. India's support for the compromise achieved 
had been reached on the basis of that aspect of the model. 
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Dr DLAMINI (Swaziland) welcomed the compromise achieved, despite the fact that each region had 
different concerns. According to the amended proposal, the African Region's budget would be much lower than 
in the original, despite the fact that it had the greatest disease burden. Certain losses would also be incurred by 
other regions. The proposal under consideration was fully acceptable, although it would result in delayed 
programme implementation. No further reductions would be acceptable. She encouraged all Member States 
to support the draft resolution. 

Mr QUTUB (Saudi Arabia) said that his country supported the consensus position, although the draft 
resolution contained certain criteria that apparently penalized Member States for success in implementing and 
providing health services. Such services needed continued technical support from WHO. He supported the 
proposal made by the delegate of Oman, that casual income should be used to help the least developed countries 
as well as those who had been worst affected by the reduced allocations; in that way, the resultant negative 
effects of the reallocation could be offset. 

Dr KARIBURYO (Burundi) referred to the objective of health for all and the remarks made by the 
Director-General elect with regard to low levels of access to health services. The African Region had 
US$ 77 million with which to respond to the needs of 47 countries, many of which had enormous public health 
problems. The proposed indicators need not be totally binding; they could be improved. Ifthere were technical 
difficulties, the principle of solidarity would require that accompanying mechanisms be put in place in order to 
use casual income to service the requirements of the countries most in need. 

Dr FIKRI (United Arab Emirates) supported the request made by the delegate of Oman on behalf of the 
countries in the Eastern Mediterranean Region, and concurred with the clarification provided by the Assistant 
Director-General. 

Professor REINER (Croatia) said that although the draft resolution was not ideal, it was nevertheless 
acceptable for the sake of compromise. The changes needed by African and East European countries would 
actually be implemented much later and to a lesser extent than had been hoped for. However, Croatia supported 
the draft resolution. He endorsed the remarks of the delegates relating to the criteria used; those criteria were 
very objective and transparent and represented the main improvement on the former situation. Currently, certain 
countries with the same level of development and gross national product received an allocation 15 times larger 
than others, owing to the region in which they were located. The draft resolution would change that situation, 
albeit very slowly. 

Casual income should not be allocated on the basis simply of reduced budgets; it should go to the 
countries with greatest needs, as stated in the draft. That had been the main motivation to achieve fair and 
transparent regional allocations. 

Mr BOYER (United States of America) complimented the Chairman and the Committee on the consensus 
reached, describing it as a historic moment, and an example of reform to be emulated in the United Nations 
system. 

Dr WIBULPOLPRASERT (Thailand) also congratulated the Chairman and said that the Organization's 
regional solidarity, reputation and credibility had all gained by the achievement of the compromise. His 
delegation had been unhappy with the model presented in the draft resolution contained within resolution 
EB I 0 l.Rl 0. He accepted the model contained in the draft resolution under discussion in order to maintain the 
solidarity ofthe Organization; because it was a temporary measure; and because of the existence of measures 
to limit the possible negative impact of the reallocation. His delegation supported the position of the delegate 
of Oman concerning the use of casual income to alleviate the negative impact on the least developed countries 
and also supported the remarks of the delegate of China on adjustment for immunization coverage and 
population "smoothing". 

Mr VOIGTLANDER (Germany) said the Executive Board had felt that the system of regular budget 
allocations to regions should be placed on a more logical and equitable basis. The proposed solution would take 
effect over three bienniums. Equity among Member States was a very important question which had to be 
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looked into: a least developed country in the African or European Region received about one-fifth, and in some 
cases even less, of the amount which it would receive if it were a Member of another region. The Board's 
proposal had scientific elements but was certainly not intended to be a scientific solution. In previous years the 
Health Assembly had usually followed the Board's proposals or at least taken them as a basis for discussion. 
What was the main role of the Executive Board? In recent years, the Board's well-prepared proposals had not 
been receiving the attention they deserved from the Health Assembly, with discussions frequently starting "from 
scratch". If the Health Assembly did not use what the Board had prepared with such care over two-and-a-half 
years, what need was there for the Board? In a spirit of consensus, his delegation supported the Board's proposal 
as amended by the working group to include the mechanism to alleviate the budgetary situation for least 
developed countries. 

Mr STANKEVICIUS (Lithuania) welcomed the principles presented in the model reiterated in the draft 
resolution. Although believing that a 3% per annum reduction would unnecessarily extend the implementation 
of the proposed reallocation of the budget to the regions, Lithuania associated itself with the consensus position 
for the sake of solidarity and in the interest of the Organization as a whole. 

Mr ROKOV ADA (Fiji) strongly supported the adoption of the draft resolution, which maintained the spirit 
of the initial draft resolution recommended by the Board. The reallocation should be effected gradually and 
should not penalize those countries that were making progress, nor those that still needed WHO's support and 
collaboration, particularly the least developed countries and small island countries. 

Dr JEGANATHAN (Sri Lanka), Dr BAIONG (Chad), Mrs NOVAK (Hungary), Professor NURUL 
ANW AR (Bangladesh), Mr PEDERSEN (Sweden), Mr KANEKO (Japan), Mr HUBERT (Israel) and 
Professor NKANDU LUO (Zambia) commended the Chairman and the working group on reaching a consensus 
and supported the draft resolution. 

Dr AL-ZAID (Kuwait) reaffirmed the statement made by the delegate of Oman regarding the use of casual 
income to compensate those countries affected by the adverse impact of the draft resolution. 

Mr ZEL TNER (Switzerland) said that the working group had presented a system for regular budget 
allocations to regions that was logical and transparent, as well as a good compromise despite its rather lengthy 
term for implementation. 

Dr AL-JABER (Qatar) noted that, although there was some difficulty in accepting the draft resolution 
proposed, as it appeared that there were penalties for countries which had made progress in pursuit of common 
health goals, he respected the effort to achieve consensus; and Qatar would support the draft resolution. He 
requested the Director-General in future to review the issues concerning equitable allocation. 

Mrs MRABET (Tunisia) endorsed the statement made by the delegate of Oman but pointed out that the 
compromise proposed would result in the greatest loss being suffered by the African Region and hoped that there 
would be compensation. She requested clarification of operative paragraphs 4, 9 and 10 of the draft resolution 
relating to the use of extrabudgetary resources. 

Dr DLAMINI ZUMA (South Africa) recognized equity as an important principle for the distribution of 
resources and unconditionally endorsed the draft resolution. Continuous monitoring of resources would be 
necessary to ensure their prioritization for least developed countries, especially where budgetary allocations had 
been reduced. 

Dr MELONI (Peru) added his voice to previous speakers and stressed the need for the Organization to 
apply principles such as equity which Member States had adopted collectively. He expressed satisfaction that 
operative paragraph 5 of the draft resolution provided for application of the model in a flexible manner. The 
wording was broad enough in scope to allow flexibility also in redistributing the funds as various levels. 

Mr MOON (Republic of Korea) thanked all Members States which had participated in the working group. 
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Mr AITKEN (Assistant Director-General) replied to the delegation of Tunisia, noting that operative 
paragraph 9 of the draft resolution referred to regular budget contributions for the years 2000-2001. Operative 
paragraph 10 referred to extrabudgetary contributions, on which WHO had been asked to give details together 
with the regular budget contributions, with the history for the last three bienniums. Operative paragraph 4 
referred to an examination in six years time of the model and the system which had been developed. 

The CHAIRMAN, describing the decision as a landmark, invited the Committee to approve the proposed 
resolution. 

The draft resolution was approved by acclamation.• 

3. SIXTH REPORT OF COMMITTEE B (Document A51/45) 

Dr ROMANOVSKA (Czech Republic), Rapporteur, read out the draft sixth report of Committee B. 

The report was adopted.1 

4. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 10:30. 

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as resolution WHA51.31. 

2 See page 151. 



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 WHASl/1998/REC/1. The verbatim records of plenary meetings at which these 
reports were approved are reproduced in document WHASl /1998/REC/2. 

COMMITTEE ON CREDENTIALS 

First report1 

[A51/31 -12 May 1998] 

1. The Committee on Credentials met on 12 May 1998. Delegates of the following Member States were 
present: Austria, Belgium, Bolivia, Democratic People's Republic of Korea, Gabon, Iran (Islamic Republic 
of), Japan, Paraguay, Senegal and The former Yugoslav Republic of Macedonia. 

2. The Committee elected the following officers: Or H.-D. Rennau (Austria)- Chairman; Or R.E. Dullak 
(Paraguay)- Vice-Chairman; Or M. Toung-Mve (Gabon)- 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 therefore 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: Papua New Guinea and Solomon Islands. 

6. The delegate of the Islamic Republic oflran expressed his Government's reservation regarding the 
inclusion oflsrael on the list of formal credentials and stated that the adoption of the Committee's report 
should not be construed as recognition of Israel by the Islamic Republic of Iran. 

1 Approved by the Health Assembly at its sixth plenary meeting. 
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States whose credential it was recommended should be recognized as valid (see 
paragraph 4 above) 

Albania; Algeria; Andorra; Angola; Argentina; Australia; Austria; Azerbaijan; Bahamas; Bahrain; 
Bangladesh; Barbados; Belarus; Belgium; Belize; Benin; Bhutan; Bolivia; Bosnia and Herzegovina; 
Botswana; Brazil; Brunei Darussalam; Bulgaria; Burkina Faso; Burundi; Cameroon; Canada; Cape Verde; 
Chad; Chile; China; Colombia; Congo; Cook Islands; Costa Rica; Cote d'Ivoire; Croatia; Cuba; Cyprus; 
Czech Republic; Democratic People's Republic of Korea; Democratic Republic of the Congo; Denmark; 
Dominican Republic; Ecuador; El Salvador; Equatorial Guinea; Eritrea; Estonia; Fiji; Finland; France; 
Gabon; Gambia; Georgia; Germany; Ghana; Greece; Grenada; Guatemala; Guinea; Guinea-Bissau; Haiti; 
Honduras; Hungary; Iceland; India; Indonesia; Iran (Islamic Republic of); Iraq; Ireland; Israel; Italy; 
Jamaica; Japan; Jordan; Kenya; Kiribati; Kuwait; Kyrgyzstan; Lao People's Democratic Republic; Latvia; 
Lebanon; Lesotho; Liberia; Libyan Arab Jamahiriya; Lithuania; Luxembourg; Madagascar; Malawi; 
Malaysia; Maldives; Mali; Malta; Mauritania; Mauritius; Mexico; Monaco; Mongolia; Morocco; 
Mozambique; Myanmar; Nepal; Netherlands; New Zealand; Nicaragua; Niger; Nigeria; Norway; Oman; 
Pakistan; Palau; Panama; Paraguay; Peru; Philippines; Poland; Qatar; Republic of Korea; Republic of 
Moldova; Romania; Russian Federation; Rwanda; Saint Kitts and Nevis; Saint Vincent and the Grenadines; 
Samoa; San Marino; Sao Tome and Principe; Saudi Arabia; Senegal; Seychelles; Singapore; 
Slovak Republic; Slovenia; 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; Vanuatu; Venezuela; VietNam; Yemen; Zimbabwe. 

Second report1 

[A51/43- 16 May 1998] 

1. On 13 May 1998, the Assembly adopted the first report of the Committee on Credentials, along with 
the addition of the credentials of the following Member States, which were found to be in conformity with 
the Rules of Procedure: Afghanistan, Central African Republic, Dominica, Egypt, Ethiopia, Kazakhstan, 
Namibia and Zambia; and the credentials of Armenia, Djibouti, Federated States of Micronesia, Portugal, 
Sierra Leone and Tajikistan, which were provisionally seated with all rights in the Assembly pending the 
arrival of their formal credentials. 

2. On 15 May 1998, the Committee examined the formal credentials of the delegations of the following 
Member States who had been seated provisionally in the Health Assembly pending the arrival of their formal 
credentials: Federated States of Micronesia, Papua New Guinea, Portugal, Sierra Leone and Solomon 
Islands. 

3. These credentials were found to be in conformity with the Rules of Procedure, and the Committee 
therefore recommends that the Health Assembly recognize their validity. 

1 Approved by the Health Assembly at its tenth plenary meeting. 
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COMMITTEE ON NOMINATIONS 

First report1 

[A51/28- 11 May 1998] 

The Committee on Nominations, consisting of delegates of the following Member States: Bahamas, 
Cameroon, Canada, Comoros, Djibouti, Equatorial Guinea, Estonia, France, Guatemala, Malta, Mauritania, 
Palau, Peru, Philippines, Russian Federation, Sao Tome and Principe, Swaziland, Thailand, United Arab 
Emirates, United Kingdom of Great Britain and Northern Ireland, Uruguay, Uzbekistan, VietNam, Yemen, and 
Mr S. Shervani, India (ex officio) met on 11 May 1998. 

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 Or F .R. Al-Mousawi (Bahrain) for the Office of President of the 
Fifty-first World Health Assembly. 

Second report1 

[A51/29- 11 May 1998] 

At its first meeting held on 11 May 1998, the Committee on Nominations decided to propose to the 
Assembly, in accordance with Rule 25 of the Rules of Procedure of the Assembly, the following nominations: 

Vice-Presidents ofthe Assembly: Or N.C. Dlamini Zuma (South Africa), Or A. Guzman Marcelino 
(Dominican Republic), Professor A. Insanov (Azerbaijan), Mr J.Y. Thinley (Bhutan), Or E. Pretrick 
(Federated States of Micronesia); 

Committee A: Chairman - Or G. Durham (New Zealand) 

Committee B: Chairman - Mr N.S. de Silva (Sri Lanka) 

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 ofthe following 17 countries: Argentina, 
Belarus, Burundi, China, Cuba, Cyprus, France, Guinea Bissau, Jamaica, Lebanon, Niger, Russian Federation, 
Sierra Leone, Spain, Uganda, United Kingdom of Great Britain and Northern Ireland, United States of America. 

1 Approved by the Health Assembly at its second plenary meeting. 
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Third report1 

[A51/30- 11 May 1998] 

At its first meeting held on 11 May 1998, 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 Assembly, the following 
nominations for the Offices of Vice-Chairmen and Rapporteur: 

Committee A: Vice-Chairmen: Or E. Krag (Denmark) and Mr B.R. Pokhrel (Nepal); 
Rapporteur: Professor G.H. Ayub (Pakistan); 

Committee B: Vice-Chairmen: Or M. Nguema Ntutumu (Equatorial Guinea) and Or E. Pieruzzi 
(Venezuela); 
Rapporteur: Dr L. Romanovska (Czech Republic). 

GENERAL COMMITTEE 

Re pore 

Election of Members entitled to designate 
a person to serve on the Executive Board 

[A51/34- 13 May 1998] 

At its meeting held on 12 May 1998, the General Committee, in accordance with Rule 102 of the Rules 
of Procedure of the Health Assembly, drew up the following list of 12 Members, in the English alphabetical 
order, to be transmitted to the Health Assembly for the purpose of the election of 12 Members to be entitled to 
designate a person to serve on the Executive Board: Bangladesh, Cape Verde, Central African Republic, Chile, 
China, France, Lao People's Democratic Republic, Qatar, Russian Federation, Trinidad and Tobago, United 
States of America, Yemen. 

In the General Committee's opinion these 12 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 B. 

2 See document WHA5l/l998/REC/2, verbatim record of the ninth plenary meeting, section 2. 
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COMMITTEE A 

First report1 

[A51/35- 12 May 1998] 

Committee A held its first two meetings on 12 May 1998 under the chairmanship of Dr G. Durham 
(New Zealand). On the proposal of the Committee on Nominations, 2 Or E. Krag (Denmark) and 
Mr B.R. Pokhrel (Nepal) were elected Vice-Chairmen, and Professor G. Ayub (Pakistan) Rapporteur. 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of a resolution relating 
to the following agenda item: 

19. Health-for-all policy for the twenty-first century [WHA51.7]. 

Second report1 

[A51/38- 15 May 1998) 

Committee A held its third meeting on 14 May 1998 under the chairmanship of Dr G. Durham 
(New Zealand) and Dr E. Krag (Denmark). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of a resolution relating 
to the following agenda item: 

20. Implementation of resolutions (progress reports by the Director-General) 
Concerted public health action on anti-personnel mines [WHA51.8]. 

Third report1 

[A51/41 - 15 May 1998] 

It was decided to recommend to the Fifty-first World Health Assembly a decision relating to the following 
agenda item: 

20. Implementation of resolutions (progress reports by the Director-General) 
Revised drug strategy [WHA51(10)]. 

1 Approved by the Health Assembly at its tenth plenary meeting. 

2 See the third report of the Committee on Nominations, above. 
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Fourth report1 

[A51/42- 16 May 1998] 

Committee A held its fourth and fifth meetings on 15 May 1998 under the chairmanship of Or G. Durham 
(New Zealand) and Mr B.R. Pokhrel (Nepal). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

20. Implementation of resolutions (progress reports by the Director-General) 
Cross-border advertising, promotion and sale of medical products using the Internet 
[WHA51.9] 
Ethical, scientific and social implications of cloning in human health [WHA51.1 0] 
Global elimination of blinding trachoma [WHA51.11] 
Health promotion [WHA51.12] 
Tuberculosis [WHA51.13] 

21. Disease prevention and control 
21.1 Control of tropical diseases 

Elimination of transmission of Chagas disease [WHA51.14] 
Elimination of leprosy as a public health problem [WHA51.15]. 

Fifth report1 

[A51/44- 16 May 1998] 

Committee A held its sixth meeting on 16 May 1998 under the chairmanship of Or G. Durham 
(New Zealand). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

20. Implementation of resolutions (progress reports by the Director-General) 
Promotion of horizontal technical cooperation in health sector reform in developing countries 
[WHA51.16] 

21. Disease prevention and control 
21.3 Emerging and other communicable diseases: antimicrobial resistance [WHA51.17] 
21.4 Noncommunicable diseases 

Noncommunicable disease prevention and control [WHA51.18]. 

1 Approved by the Health Assembly at its tenth plenary meeting. 
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COMMITTEES 

First report1 

[A51/32- 11 May 1998] 

Committee B held its first meeting on 11 May 1998 under the chairmanship of Mr N.S. de Silva 
(Sri Lanka). On the proposal of the Committee on Nominations,2 Dr M. Nguema Ntutumu (Equatorial Guinea) 
and Dr E. Pieruzzi (Venezuela) were elected Vice-Chairmen and Dr L. Romanovska (Czech Republic) 
Rapporteur. 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

23. Financial matters 
23.2 Status of collection of assessed contributions, including Members in arrears in the payment 

of their contributions to an extent which would justify invoking Article 7 of the Constitution 
Status of collection of assessed contributions [WHASI.l] 
Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution [WHA51.2] 
Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution: temporary restoration of voting 
privileges [WHA51.3]. 

Second reportl 

[A51/36- 14 May 1998] 

Committee B held its second meeting on 13 May 1998 under the chairmanship of Mr N .S. de Silva 
(Sri Lanka). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

23. Financial matters 
23.1 Financial report on the accounts of WHO for the financial period 1996-1997, report of the 

External Auditor, and comments thereon of the Administration, Budget and Finance 
Committee (Article 18(f); Financial Regulations 11.3 and 12.9); report of the Internal 
Auditor [WHA51.19] 

23.5 Amendments to the Financial Regulations [WHA51.20]. 

1 Approved by the Health Assembly at its fourth plenary meeting. 

2 See the third report of the Committee on Nominations, above. 

3 Approved by the Health Assembly at its tenth plenary meeting. 
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Third report1 

[A51/37- 15 May 1998] 

Committee B held its third meeting on 14 May 1998 under the chairmanship of Mr N.S. de Silva 
(Sri Lanka). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

25. Scale of assessments 
25.2 Scale of assessments for the financial period I 998-1999 [WHA51.2 I] 

29. Collaboration within the United Nations system and with other intergovernmental organizations 
(Article 18(t)) 
29.1 General matters 

Health of children and adolescents [WHA51.22]. 

Fourth report1 

[A51/39- 16 May 1998] 

Committee B held its fourth meeting on 15 May 1998 under the chairmanship of Mr N.S. de Silva 
(Sri Lanka), and later Dr E. Pieruzzi (Venezuela). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions and 
a decision relating to the following agenda items: 

28. Amendments to Articles 24 and 25 ofthe Constitution [WHA51.23] 
29. Collaboration within the United Nations system and with other intergovernmental organizations 

29.3 International Decade ofthe World's Indigenous People [WHA51.24] 
31. Personnel matters: amendments to the Staff Rules 

Salaries of staff in ungraded posts and of the Director-General [WHA51.25] 
32. United Nations Joint Staff Pension Fund: appointment of representatives to the WHO Staff Pension 

Committee [WHASl(ll)]. 

Fifth report1 

[A51/40- 16 May 1998] 

Committee B held its fifth meeting on I 5 May 1998 under the chairmanship of Dr M. Nguema Ntutumu 
(Equatorial Guinea), and later Mr N.S. de Silva (Sri Lanka). 

1 Approved by the Health Assembly at its tenth plenary meeting. 
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It was decided to recommend to the Fifty-first World Health Assembly the adoption of resolutions relating 
to the following agenda items: 

27. WHO reform 
27.2 Review ofthe Constitution and regional arrangements of the World Health Organization 

Status of members of the Executive Board: Clarification of the interpretation of 
Article 24 ofthe WHO Constitution [WHA51.26] 

30. Health conditions of, and assistance to, the Arab population in the occupied Arab territories, 
including Palestine [WHA51.27] 

29. Collaboration within the United Nations system and with other intergovernmental organizations 
29.2 Environmental matters 

Strategy on sanitation for high-risk communities [WHA51.28] 
The protection of human health from threats related to climate change and stratospheric 
ozone depletion [WHA51.29] 

33. Method of work of the Health Assembly [WHA51.30]. 

Sixth report1 

[A51/45- 16 May 1998] 

Committee B held its sixth meeting on 16 May 1998 under the chairmanship of Mr N.S. de Silva 
(Sri Lanka). 

It was decided to recommend to the Fifty-first World Health Assembly the adoption of a resolution relating 
to the following agenda item: 

27. WHO reform 
27.2 Review of the Constitution and regional arrangements of the World Health Organization 

Regular budget allocations to regions [WHA51.31 ]. 

1 Approved by the Health Assembly at its tenth plenary meeting. 
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