
WORLD HEALTH ORGANIZATION A40 /A /SR /5 

ORGANISATION MONDIALE DE LA SANTE 

FORTIETH WORLD HEALTH ASSEMBLY 

COMMITTEE A 

PROVISIONAL SUMMARY RECORD OF THE FIFTH MEETING 

Palais des Nations, Geneva 

Monday, 11 May 1987, at 9h00 

CHAIRMAN: Dr S. D. M. FERNANDO (Sri Lanka) 

CONTENTS 

11 May 1987 

Page 

Proposed programme budget for the financial period 1988 -1989 (continued) 

Programme policy matters (continued) 

Disease prevention and control (continued) 2 

Health manpower (continued) 10 

Note 

This summary record is provisional only. The summaries of statements have not yet 

been approved by the speakers, and the text should not be quoted. 

Corrections for inclusion in the final version should be handed in to the Conference 

Officer or sent to the Records Service (Room 4013, WHO headquarters), in writing, before 
the end of the Health Assembly. Alternatively, they may be forwarded to Chief, Office of 

Publications, World Health Organization, 1211 Geneva 27, Switzerland, before 1 July 1987. 

The final text will appear subsequently in Fortieth World Health Assembly: Summary 

records of committees (document WНA40 /1987/REC/3). 



A40 /A /SR /5 
page 2 

FIFTH MEETING 

Monday, 11 May 1987, at 9h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 

(Documents РВ/88-89 and ЕВ79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88-89 and ЕВ79 /1987 /RЕC /1, 
Part II, Chapter II) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4: 

Documents РВ/88-89, pages 195 -268 and ЕВ79 /1987 /REC /1, Part II, Chapter II, paragraphs 
53 -73; A40/4; A40 /5; A40 /INF.DOC. /4; and А40 /INF.DOC. /8) (continued) 

Disease prevention and control (programme 13) 

The CHAIRMAN said that a revision to the draft resolution on the global strategy for the 
prevention and control of AIDS, which contained proposed amendments, would be distributed 
later. 

Dr BIZIMUNGU (Rwanda) said that Rwanda fully supported the global action against the 
AIDS pandemic. Indeed, at that very moment, WHO representatives were in Rwanda with the 
purpose of finalizing a national plan for AIDS control. A national commission on AIDS had 

existed since 1986 and an entire range of control activities had been undertaken. 
He concurred with the statements made in the debate. He wished, however, to call 

attention to the fact that the scarce resources available were being depleted to an 
incredible extent by the financing of biased and worthless studies on the causes of AIDS, 

often based on preconceived judgements. He referred particularly to those that were based on 
claims that AIDS had originated in one specific region. 

Certain practices, which could be considered as discriminatory by some, had led a number 
of countries to demand screening for HIV before they admitted travellers. In fact, several 
speakers had already emphasized the fact that such a practice had little impact on the 
propagation of the disease. The delegation of Rwanda was gratified to see that, as was 

apparent in the report by the Director -General on the WHO Special Programme on AIDS (document 
A40/5), the Organization had taken a logical and reasonable stand in that regard. 

It was not yet known whether an effective vaccine or drug against AIDS could be 
developed. He himself was convinced that the efficacy of the preventive measures at present 

envisaged would largely depend on the modification of both individual and collective 
behaviour. It seemed to him however, that few tangible positive results were as yet visible, 
in spite of the aggressive campaigns of health education in the field of sexual behaviour and 

of drug addiction. Consequently, it was a matter of urgency for WHO to identify, worldwide, 

institutes specialized in behavioural sciences, so that collaboration could be made available 
regarding planning, implementation and evaluation of the action necessary to influence the 

population to adapt their behaviour in such a way as to facilitate control of the scourge of 
AIDS. The delegation of Rwanda was deeply grateful to the Director -General and to the 
Director, Special Programme on AIDS; as well as to the staff of the Organization, for the 
substantial work they were accomplishing in respect of the control of AIDS. 

He informed the Committee that the Head of State and the Government of Rwanda had 

adopted a vigorous and decisive policy in the campaign against AIDS, since the disease could 
have effects as devastating as those of nuclear weapons. The delegation of Rwanda fully 

supported the draft resolution on the global strategy for the prevention and control of AIDS. 

Dr SOMВIE (Burkina Faso) believed that other speakers had already covered the main 

points of the subject. He informed the Committee that Burkina Faso had already initiated the 
implementation of the strategy for AIDS control endorsed by WHO, and in that regard he 
expressed appreciation to the Director -General for his far -sighted and pragmatic attitude. 

A national control committee had been set up in 1986, and its strategy was based on 
health information. Accordingly, following the conference on AIDS held at the Regional 
Office for Africa in 1986, the health authorities in Burkina Faso had supplied the officers 
responsible for health services in the thirty provinces with reliable information on aspects 
of AIDS. Although AIDS had specific characteristics in respect of the mode of its 
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transmission, its control was being integrated within the general framework of the fight 

against sexually transmitted diseases; attention was also being paid to parenteral 

transmission. 
The political authorities in Burkina Faso were keenly aware of the problem, and in the 

near future a diagnostic laboratory would be strengthened, so as to facilitate 
epidemiological evaluation and surveillance. Some preliminary screening action had been 

undertaken and was being pursued, with the cooperation of laboratories of friendly 
countries. Burkina Faso was deeply concerned at practices being followed in certain 

countries, which were expelling seno- positive subjects. 
His delegation not only supported the draft resolution submitted, but wished to appear 

among the Member States that were proposing a revised version. 

Professor MENCHACA MONTANO (Cuba) considered that the Director -General's report had 

confirmed the anticipated trend of the disease. While the increase in the number of reported 
cases was alarming, there was cause for encouragement in the high number of countries 

reporting, since that reflected the understanding and serious attention being given to the 
health threat facing the international community. However, in spite of the funds now being 
made available in many countries, there was still insufficient reliable information as to the 
actual extent of the pandemic. 

In Cuba, a series of measures had been in force since 1983 to prevent the introduction 
of the disease, thus not only protecting the national population but also assisting in the 
common struggle against AIDS. A system of epidemiological surveillance and health education 
of the public had been introduced. Furthermore, since diagnostic tools for the screening of 
antibodies in infected persons had become available, a well- structured programme had been 
drawn up for AIDS prevention and control in Cuba, based on scientific investigations which 
had provided data on the various aspects of the disease as well as making possible the 

development of national diagnostic techniques. Great progress had been made in respect of a 
diagnostic test prepared in Cuba, with as high a degree of sensitivity and specificity as 

other tests existing in world markets. The control programme covered high -risk groups and 
all blood donated. Up to 3 March 1987, some 700 000 tests for HIV had been carried out. 

The Government of Cuba and the political authorities had given clear guidance to the 
Ministry of Public Health to introduce all the measures necessary to prevent AIDS from 
becoming a national health problem, and the results of that guidance were already apparent. 
Nevertheless, there could be no doubt that, in the last analysis, human behaviour was the 
decisive factor, as certain basic aspects of prevention could not be determined by WHO but 
were the responsibility of the individual. Endeavours should accordingly also be aimed in 
that direction, and he stressed the essential role of primary health care through which the 
population as a whole could be influenced. He believed that the draft resolution proposed 
should stress that particular point. 

The delegation of Cuba appreciated the offers of cooperation made by many delegations in 
the search for new measures to strengthen the control of AIDS. Cuba was also ready to 
cooperate, since, as far as AIDS and all other infections were concerned, disease knew no 
frontiers and called for concerted efforts by all countries as the only way to achieve 
eradication. WHO had a valuable role to play in coordinating all such efforts, in keeping 
with the principles and objectives of its Constitution. 

While the delegation of Cuba wished to fully support and participate in AIDS prevention 
and control measures, it felt that the Special Progamme on AIDS should be financed from 
extrabudgetary resources, so that other programmes, of high priority in a large number of 
countries, should not suffer. He noted that that stand had been taken by several heads of 
delegations in their statements to the plenary meetings. The delegation of Cuba was fully 
confident that voluntary contributions would ensure that the Organization's precarious budget 
was not put at risk. 

The delegation of Cuba wished to appear among the Member States that were proposing a 
revised version of the draft resolution. 

Dr МARKIDES (Cyprus) said that the main aspects of the question of AIDS had already been 
covered by other speakers. Many problems remained to be conquered before the prevention and 
cure of AIDS could become reality. That was, however, no excuse for any country to refuse to 
cake proper control measures based on existing knowledge, nor for relaxation of effort and 
apathy. 

AIDS was a worldwide threat, irrespective of race, age, sex or nationality, and 
consequently a global response was urgently required to control the spread of the virus. He 
recalled that the world had seen instances of the elimination of diseases before the 
emergence of an effective drug or vaccine. Leprosy and tuberculosis were such diseases 



А40 /A /SR /5 
page 4 

though he was not of course suggesting inhuman measures such as had been taken to control 
those two diseases in the past. As far as AIDS was concerned, modern scientific knowledge 
should be applied, and some epidemiologically proven and sound methods already existed. As a 

matter of urgency every country should, immediately take all the control measures necessary 
at its frontiers, with a view to preventing the spread of the virus as far as possible. The 

world was becoming ever smaller as a result of modern transportation, so that the AIDS virus 
was being carried from country to country. 

The delegation of Cyprus commended the Director -General for the speedy action he had 
taken. It was confident that the WHO Special Programme would be able to mobilize 
international resources for the benefit of mankind. He believed also that the Special 
Programme could assist countries to apply the necessary measures, which would not only 

benefit them but the whole world. 
Cyprus was a very small developing country, with political problems. However, in spite 

of that, it had from the outset fully realized the magnitude and severity of the disease and 

had undertaken the necessary control measures. It was particularly concerned with the 

problem, in view of its dependence on tourism and because a number of its nationals suffered 
from thalassaemia and thus required regular blood transfusions. Cyprus had already set up 

its own national committee on AIDS, and had over the past year screened all blood donors and 
tested for both AIDS and hepatitis B all blood used for transfusions. A centre for voluntary 

screening and counselling had been set up, and operated in strict confidence and free of 
charge. So far, nine sero -positive cases and one case of AIDS -related complex had been 

discovered, all of them either Cypriots who had received transfusions abroad or had been 
living abroad for several years, or foreigners, either students or visitors. 

Health education campaigns on AIDS needed to be intensified, so as to instil public 
awareness that AIDS victims were not only homosexuals, prostitutes or foreigners, and to 
correct any wrong notions as to the mode of transmission that might have been spread by the 
mass media. 

The delegation of Cyprus fully supported the Special Programme on AIDS and looked 

forward to receiving adequate guidance from WHO, since hitherto some of the information 
provided by various sources had been confusing rather than helpful. The delegation also 

supported the proposed draft resolution. 

Dr HAJAR (Yemen) said that in cooperation with the Government of Kuwait, the Regional 

Office for the Eastern Mediterranean had organized a scientific meeting on AIDS in 
February 1986. The meeting had had positive results, leading notably to an improvement in 
the dissemination of information, for which a real need existed, both in the health sector 
and among the general public. 

Yemen had set up a working group on AIDS, with the participation of a large number of 

experts, and the necessary action was being initiated to investigate the background history 
of the disease in the country. 

He urged the Director -General to appeal to Member States to implement WHO governing body 
resolutions and other WHO recommendations regarding international travel. He hoped that 
Member States would not individually take measures in that regard, as that might well cause 

difficulties with neighbouring countries and give rise to political constraints. Countries 

might then be tempted to take measures in a spirit of reciprocity, and that could only have 
negative repercussions on the efforts being made to control the disease as well as on the 

financial resources available. 
He also requested the Director-General to give some clear indication as to the measures 

each country should adopt to facilitate diagnosis of the disease among its nationals. He was 

confident that the Organization would take whatever action was necessary, and he looked 

forward to those measures, including advice regarding the dissemination of information, 

knowledge and expertise. It was important to have it understood that AIDS was not 

necessarily a shameful disease; it was present in innocent persons, such as haemophiliacs 
and infants. If the disease were to be openly declared, that would facilitate the adoption 

of appropriate steps for its control. 
Commenting also on the question of vaccination, and in particular on broad immunization 

programmes for children, he said that Yemen had some experience in the control of 

communicable diseases, and vaccination as such now formed an integral part of primary health 
care. An important increase in coverage, combined with a substantial reduction in cost, had 
been noted since vaccination had come to constitute one of the main components of primary 

health care. Yemen was about to launch an immunization campaign, the objective of which was 
to achieve the broadest possible coverage. At present, the level stood at 11% and it was 
hoped to increase that to 80% by 1988. The delegation of Yemen wished to pay a particular 
tribute in that regard to the cooperation achieved between WHO and UNICEF, which had been of 

considerable assistance in that campaign. 
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Mr SAKUHUKА (Zambia) said that the delegation of Zambia supported the draft resolution 
on the global strategy for the prevention and control of AIDS. 

With the help of WHO's coordinated efforts and support, Zambia had been in a position to 
intensify its campaign for the dissemination of information aimed at halting the spread of 

that deadly disease. All sectors of the mass media had been mobilized to that end through 
national, provincial and district committees, embracing all sectors of the community. 

The delegation of Zambia commended the effective role being played by WHO in an effort 
to combat the spread of AIDS worldwide. It would appeal to WHO, however, to ensure that 
Member States were provided with guidance that would be universally acceptable, so as to 

avoid the indiscriminate victimization of international travellers by individual Member 
States. The delegation of Zambia advocated justice and the fair treatment of international 
travellers, and urged that, where possible, procedures should be similar to those applicable 
to other deadly diseases, such as yellow fever, and cholera. 

The delegation of Zambia was convinced that Member States would extend the maximum 
cooperation and support to WHO in order to ensure success in the search for a vaccine and for 
total control of the disease. He expressed appreciation to the Director -General, the 

Regional Directors and staff concerned for the excellent manner in which the Organization had 
tackled, and would continue to tackle, all health and health-related problems with vigour in 
a critical economic climate. 

The delegation of Zambia wished to be included among the Member States that were 
proposing the draft resolution. 

Dr МАТТНЕIS (Federal Republic of Germany) commended the Director -General and the 

Director, Special Programme on AIDS for the vigour and vision with which that Special 
Programme had been developed. The delegation of the Federal Republic of Germany fully 
supported the draft resolution on the subject. She wished particularly to emphasize the 
global coordinating role of WHO, which should bring about effective control and avoid 
overreaction arising out of unjustified fears. 

The Federal Republic of Germany was prepared to increase cooperation with the developing 
countries aimed at helping them to fight the disease; at present some б million Deutsche 
marks were available for that purpose. The efforts made by WHO to coordinate bilateral and 
multilateral programmes with the countries concerned were highly appreciated and provided an 
effective guide to donor assistance. In addition to bilateral funds, the Federal Republic of 
Germany was in the process of mobilizing funds in trust for the Special Programme on AIDS. 

A national commission on AIDS had been established in the Federal Republic of Germany, 
supplemented by commissions at the state level. A special programme of research, prevention 
and treatment was under way. Taking into account also the many psychosocial aspects of the 
epidemic, a total of 1 million Deutsche marks would be made available for that purpose. Out 
of those funds, a whole series of models would be initiated, which, if successful, would be 
multiplied and integrated into the regular budgets. For instance, an information campaign 
for students in high schools was in preparation, taking into account not only the biological 
aspects of the disease and such topics as safer sex, but also the ethical and social 
implications. 

As the delegate of France had reminded the Committee that AIDS should be discussed in 
the context of other infectious diseases, she thought other delegates might be interested to 
learn that in one of the Federal Republic of Germany's large cities, in which a great deal of 
information on AIDS had been disseminated, the number of cases of gonorrhoea had gone down by 
30 in the last two years and a similar trend had been noted as regards hepatitis B infection. 

Of special concern to her Government was the situation of about 100 infants aged up to 
three years who, it was known, had been infected by their mothers. Most of them were so far 
without symptoms, but they were being kept under clase observation as part of the action 
programme. 

Professor BORGOÑO (Chile) noted that all who had spoken had approved of the Special 
Programme and of the leadership role of WHO in the fight against AIDS. He stressed two 
aspects: one, which had already been mentioned in the plenary meeting and in the Committee, 
was that there should be a balance between the AIDS programme and others. The main donors to 
the AIDS programme were the same as to the other programmes. He therefore urged that there 
should be no competition for funds between those programmes. Secondly, research on the 
social aspects of the disease and the behaviour of individuals infected by the AIDS virus or 
at risk should not be neglected as they were crucial to a better knowledge of the disease and 
its prevention. 

Supporting the draft resolution, he suggested a few amendments. In operative 
paragraph 4(2), he suggested adding a reference to the cooperation advocated, being within 
the context of the technical cooperation policy of Member States. While the English wording 
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of paragraph 4(3) was satisfactory, the Spanish should be re- phrased as the present version 
lent itself to the interpretation that Member States were not always frank or open. 
Operative paragraph 4 should also include research into the social aspects of the disease and 
the behaviour of those infected. To meet the feelings expressed by many delegates, operative 
paragraph 9(3) should include a reference to the need for preserving due balance between AIDS 
and other important health problems in the provision of support for national health 
programmes. 

He paid tribute to Dr Fakhry Assaad, for several years Director of the Division of 
Communicable Diseases, who had died in December 1986. Dr Assaad's career and work on the 
beginning of the AIDS programme provided a fine example of the work of a good international 
civil servant. He requested that the Committee should observe one minute's silence as a 
tribute to his magnificent service. 

The Committee stood in silence for one minute. 

Dr CORNAZ (Switzerland) said that, when reflecting on the debate, she had realized that 
one important point had hardly been mentioned, namely, the role that women could and must 
play in the prevention and control of AIDS. She was not drawing attention to the point 
because she was a woman, or because the Swiss women's organizations had suggested it, but 
because experience was showing that information campaigns addressed to women led them to 
become active partners in the fight. Although women often could not influence the sexual 
behaviour of their husbands, apart from their own relations with them, if well -informed, they 
could play an effective propaganda role, particularly in determining social change. The 
social changes that AIDS called for would have to be accepted by both men and women. Thus, 
it was of primary importance that information campaigns should be explictly addressed to 
women and that measures should be taken to ensure that the information reached them, whatever 
the traditional sexual behaviour of their society might be. 

Dr BOWEN- WRIGHT (Jamaica) said that while AIDS was not the only communicable disease 
under programme 13.13, the fact that the debate had been almost exclusively focused on it 
indicated the importance attached to it by Member States. 

So far, Jamaica had had 16 cases of AIDS, all except one of which had been imported or 
had occurred in persons who had lived abroad in countries with a high prevalence of the 
disease. The one exception, a four-year-old girl, was the child of a mother in good health, 
but sero -positive. Investigations of how the mother had become infected were still 
continuing, and the hypothesis was that the child had been infected in utero. The child had 
been repeatedly hospitalized for diarrhoea and malnutrition. No one had at first suspected 
AIDS until the publicity about the disease had led to its consideration and subsequent 
confirmation. 

A particular aspect of the Jamaican experience was that it had been determined that farm 
workers who went as migrant workers to developing countries with a high prevalence of AIDS 
were the group most at risk, rather than other recognized risk groups, such as the homosexual 
community and prostitutes. 

In other respects, most of what she had wished to say about Jamaica's control and 
surveillance activities had already been said by other speakers. However, she wholeheartedly 
endorsed the point made by the delegate of Switzerland that educational campaigns must be 
explicitly structured in terms of the role of women in protecting themselves and their 
families. She also supported the delegate of Switzerland's request that the draft resolution 
should explicitly state the use of the primary health care in the control of AIDS. She 
congratulated the Director-General, the Director, Special Programme on AIDS and the WHO 
Secretariat on the informative report. 

Turning to the subject of diarrhoeal diseases she said that the fact that the young 
child with AIDS she had mentioned earlier had been diagnosed as suffering from chronic 
diarrhoea and malnutrition - a norm in developing countries and that AIDS had not been 
thought of, provided an example of the problem many developing countries faced with the 
etiology of diarrhoeal diseases. Through the use of oral rehydration therapy, fatality rates 
in Jamaica from diarrhoeal diseases had been reduced to 0.03 per 100 cases outside hospital 
and to 0.16 per 100 cases among those admitted to hospital. However, despite that reduction 
in mortality, the number of cases of diarrhoeal disease in children up to five years of age 
was increasing and remained the main cause, or associated cause, of death. She did not think 
that that situation was peculiar to Jamaica, it was characteristic of the developing world. 
The fact that the etiology of diarrhoeal diseases was still not well understood remained a 
stumbling block to prevention or effective control and was a great drain on the economy of 
those countries. 
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The delegation of Jamaica expressed its gratitude to WHO for its work in continuing the 
fight against diarrhoeal diseases and hoped that, while new diseases such as AIDS must be 

tackled with vigour, equal vigour would be sustained in programmes such as that on diarrhoeal 
diseases. 

Dr HABIB (Afghanistan) said that no cases of AIDS had so far been reported in 
Afghanistan but that, as disease was no respecter of international or geographical 
boundaries, the threat was there. The Government was committed to preventing AIDS from 

becoming a public health problem and had already taken various measures. Educational 

material had been translated into the local languages and made available to public and 

medical personnel in order to increase their awareness of AIDS transmission and prevention. 
Two participants from Afghanistan had attended AIDS workshops abroad but that was not 

enough to cope with the problem. In intensifying its programme of cooperation WHO had to 
ensure that the Member States where AIDS had not so far penetrated, such as his own, should 
not be neglected. 

Dr LOPEZ (Nicaragua) said that his delegation fully shared the concern of the 
international community over AIDS expressed by all the previous speakers. Progress in 
epidemiological studies had been noted and there had been calls for more research. WHO had 
the authority and the responsibility to become the focal point for the exchange of 
information and any progress made, while it was the duty of Member States to provide every 
facility for and promote the exchange of information and experiences. As for his own 
country, his delegation felt that the general programme of activities proposed and the action 
recommended were satisfactory and his country would endeavour to implement them as far as its 
resources allowed. Obviously, the systematic appeal for more resources was fundamental. 

He agreed with previous speakers that, until a cure for AIDS had been found it should 
remain on the agenda of the Health Assembly. 

Nicaragua was on the alert. Having increased coverage of communicable diseases 
preventable by immunization, the diarrhoeal and respiratory diseases, especially in children, 
and faced with a new type of disease, such as AIDS, the Ministry of Health had decided to 
accord that disease top priority. A national committee to combat AIDS had been established 
and a programme including the main diagnostic measures was being initiated. An educational 
campaign was being developed within the primary health care strategy. 

His delegation supported the draft resolution. 

Dr MENDES -COSTA (Guinea Bissau) said that the delegation of Guinea Bissau supported the 
draft resolution on the global strategy for the prevention and control of AIDS and wished to 
appear among the delgations proposing it. 

AIDS was a new public health problem, in addition CO the many already besetting 
developing countries. Moreover, new retroviruses had recently been isolated, such as LAV -2, 
which made screening increasingly difficult. Several cases of AIDS diagnosed in West African 
countries appeared to be connected with LAV -2. Without a vaccine AIDS control was difficult 
and developing countries would have to mobilize further resources aid strengthen their health 
systems. 

He welcomed WHO's efforts to help African countries and hoped that the Regional Office 
for Africa would play a more important role in coordinating the fight against AIDS in Africa. 

In Guinea- Bissau a national AIDS control committee had been established and the first 
phase of an epidemiological study had just been completed. Four thousand samples of blood 
had been taken and the study should provide an estimate of the status of the country as 
regards HIV virus. 

He urged Member States to intensify their efforts to support WHO in the fight against 
AIDS. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland), referring to his 
delegation's statement at the fourth meeting, emphasized the importance it attached to 
extrabudgetary contributions for the Special Programme on AIDS. In addition to supporting 
the international ministerial conference, which would take place in either December 1987 or 
January 1988, the United Kingdom had pledged US$ 4.5 million to the Programme for the current 
year. 

Dr MONEKOSSO (Regional Director for Africa) said that he wished to speak on the item, 
since the eyes of the world were fixed on Africa. The first cases of AIDS had been 
identified in Africa in about 1982 -1983. Before then, as in the rest of the world, nothing 
had been noticed. Since that time, the number of African countries having reported cases of 
AIDS to WHO had increased and, by 15 March 1987, 36 African countries were participating in 
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the AIDS surveillance system established by WHO. More then 4000 cases of AIDS had been 
notified in 21 countries of the Region. As distinct from what had been observed elsewhere, 
where most cases had been found among homosexuals and drug abusers, the disease in Africa was 
transmitted chiefly through heterosexual contact and blood transfusion and there was also 
vertical transmission from the mother to the foetus or new -born child. 

The policy basis for the strategy to combat AIDS in the Region had been established 
during the course of three meetings. A workshop had been held at Bangui, Central African 
Republic in October 1985. During that workshop, a clinical definition of AIDS had been 
established and was being assessed in the majority of countries. It had also been 
recommended that a plan of action to combat AIDS should be established in each country. Six 
months later, in Brazzaville in March 1986, participants from all the Member States of the 
African Region had adopted criteria for a plan of action against AIDS. Finally, in November 
1986, a regional conference had been held in which experts from countries in the African 
Region and the rest of the world had participated. That conference had led to an exchange of 
information and had given rise to hope that the disease could be controlled. Important 

recommendations had been made in relation to clinical epidemiology, laboratory diagnostic 
techniques, blood transfusion, the education of health professionals, prevention and the 
treatment of cases. 

A further series of meetings on laboratory diagnostic techniques had been held in Ghana, 
Rwanda, and the United Republic of Tanzania, and other workshops were planned for 
Cate d'Ivoire, Kenya and Senegal during 1987. 

The initial stages of the strategy to combat AIDS called for the establishment of a 
national committee. So far, 30 Member States of the Region had established such committees. 
They had played an important role in informing the public through the mass media. It was 
hoped to make a concerted attack on AIDS in the continent of Africa and, to that end, an 

initial inventory of available resources had been undertaken. That evaluation had already 
been made in Cameroon, the Central African Republic, Congo, Ethiopia, Kenya, Liberia, 
Mauritius, Mozambique, Nigeria, United Republic of Tanzania, Uganda, Zaire and Zambia and 
would be continued in the other countries. 

Referring to the request of the delegate of Guinea Bissau, he said that the Regional 
Office was in fact playing an effective cooperative role along with headquarters in the 
global fight against AIDS. A multidisciplinary team had been established at the Regional 
Office. Its leader was the head of the regional disease control programme and its members 
were the regional officials responsible for epidemiological surveillance, health education 
and public information and the peripheral health laboratories respectively, together with the 
medical officer directly concerned with AIDS prevention and control. The administrative 
secretary of the team had qualifications in behavioural and social science. The team would 
constitute the machinery through which the WHO Regional Office for Africa would collaborate 
with the Special Programme at headquarters to provide the necessary support for the national 
campaigns set up by Member States. The activities of the team would also be coordinated with 
the strategies for action at district level, to which every regional official contributed and 
the secretariat of which was the Regional Director's office. Thus, there would be coherent 

and coordinated administration of the AIDS prevention and control programme, support for 
health infrastructures, and primary health care at the district level, with a view to health 
for all. The three intercountry teams, based at Bamako, Mali for West Africa, at Bujumbura, 
Burundi for central Africa, and at Harare, Zimbabwe for southern Africa, would be 
strengthened by additional staff, who would help the Member States in those areas to 
integrate the AIDS prevention and control activities within the health system. Particular 

importance would be attached to seroepidemiological supervision and to the strengthening of 
peripheral laboratories, particularly by providing chemical reagents for the control of blood 
and blood derivatives and by helping Member States to participate in research on vaccines and 
medicines. 

The real challenge of the Special Programme was the help it might bring to African 
Member States. To that end, experts should be made available for periods lasting from 
several weeks to several months. In the most seriously affected Member States, they should 
be on a normal two -year contract and should form part of the permanent staff. The WHO 
Regional Office for Africa hoped to continue and expand the recruitment of young Associate 

Experts to participate in the Programme. They would come from such disciplines as laboratory 
technology, health education, journalism specializing in the health field, public health 
nursing and medicine. It was hoped that help would also be given in the form of equipment, 
e.g. microscopes and laboratory equipment, and logistic support. 

The Regional Office had encouraged Member States to play a decisive role in the global 
campaign against AIDS in an effort to counter the activities of the foreign media. In March 
1986, no Member State had notified WHO of a case of AIDS. By March 1987, 36 out of 43 Member 
States were sending in regular reports and 22 of those had notified cases of AIDS. In that 
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connection, he appealed to the other Member States that had not yet done so to report to 
WHO. The African media had been of considerable help to the Regional Director and the 
Director -General in dispelling international misunderstanding and limiting the dissemination 
of hysterical propaganda. The regional AIDS prevention and control team should, in 

collaboration with headquarters, publish the information collected in a monthly bulletin. 
WHO as a whole could then occupy its key position in the inevitable social, economic and 
political debate, of which AIDS was the subject throughout the world, on the basis of 
reliable information. 

Dr MANN (Director, Special Programme on AIDS) thanked the many Member States who had 

offered their support, both financially and in the form of personnel to support the global 
struggle against AIDS and WHO's Special Programme. In addition, he expressed to the 

delegates his appreciation of their moral support and thanked them for their suggestions for 
further action. All that could be done depended ultimately on the steps that could be taken 
in countries to set up strong national AIDS prevention and control programmes. 

With regard to prevention, WHO was as concerned with the areas of the world that were 
apparently not yet affected by HIV as with the areas already experiencing substantial HIV 
transmission. In Member States, in addition to prevention, which was the major goal, WHO was 
seeking to help those already infected. The mechanism for assisting those individuals, 
through national programmes, included the provision of accurate information as a means of 
combating fear and ignorance and information on strategies for counselling the affected 
individual and his associates. In the area of drugs and vaccines, WHO was working as 
actively as possible to ensure international collaboration in their development. However, 
the development of a safe and effective treatment or vaccine would be only one step towards 
the goal. It was also necessary to ensure the delivery and availability of such products to 
the entire world. 

The development of strategies for the prevention and control of AIDS was WHO's highest 
priority. A beginning had been made with educational strategies at a meeting held in June 
1986 and it was expected that a manual would be available by July 1987 to help national 

programmes to profit by worldwide experience in educational programmes not only on AIDS but 
also in other areas of health. In addition, during May, criteria for HIV screening 
programmes were being prepared and during June and July methodology for assessment at the 
national level of the scope of HIV infection. 

In the area of research, he fully agreed with the many delegates who had commented on 
the vital importance of social and behavioural research. In order to educate, it was 
necessary to know what people already did and to what extent additional motivation to combat 
the disease could be provided, through information and education, to achieve the long -term 
behavioural changes that might be necessary to stop the epidemic. Epidemiological research 
was also critical. Areas of particular importance, beyond the assessment of national levels 
of infection, included the perinatal area and the question of transmission from mother to 

child. Another vital area was the question of natural history; in other words, were there 
remediable risk factors that could be determined which might play an important role in 

propelling an HIV -infected person into the category of an AIDS patient. WHO was looking at 

every possible way in which it might intervene, not only in the primary prevention of 
infection but in preventing the development of AIDS or AIDS-related conditions in 
HIV -infected persons. 

In the biomedical area, WHO reference sera were already available and attempts were 
being made to establish a bank and network through which a free exchange of 
well- characterized viral strains and sera, representative of the entire world, would be 
available to medical researchers. In the field of vaccines, he drew attention to the 

informal discussions on AIDS vaccine efficacy trials in human populations, held in 
December 1986, the report of which was available. 

In addition to applying statistical techniques to future forecasting, so as to try to 
determine where the pandemic was heading, he believed that scenarios must be developed in 
countries. Such scenarios should include a realistic assessment of the current scope of the 

HIV problem and an assessment of the probable economic cost and the burden on hospital and 
other medical services. There were many Member States for whom such a scenario would 

represent the critical step towards preparation to deal with a problem that could be foreseen 
for the coming years. The experience gained in one Member State might make the vital 
difference in the development of effective worldwide strategies and WHO was therefore 
supporting a system for the exchange of experience and materials at both the regional and the 
global level. 

In considering the future, there were major certainties and major uncertainties. The 
uncertainties included the future shape of the epidemic, the emergence of new strains of 
related retroviruses and the breadth of impact that the disease would have on societies. 
Among the certainties, he highlighted four points. The first certainly was commitment, and 
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in that connection he paid tribute to the Regional Directors and the role they had played in 
expressing that commitment to the global struggle against AIDS. The second certainty 
involved primary health care. If the HIV virus had emerged in its worldwide epidemic form 
some 20 years previously, the world would have been literally defenceless, because the 
scientific knowledge of retrovirology would not have been sufficient to allow rapid 

characterization of the virus or the development of diagnostic tests and progress towards a 

vaccine. However, something he considered even more important was the development of the 

primary health care concept. If HIV had emerged 20 years previously, lack of a 
well - developed primary health care approach would have been a more important reason for the 
world's potential defencelessness against the problem than the lack of scientific 
information. If AIDS had emerged before the concept and structure of primary health care had 
been developed it would have been necessary to invent primary health care in order to deal 
with AIDS. He also believed that effective AIDS prevention and control programmes would help 
strengthen the capacity of Member States to implement the primary health care approach far 
beyond the prevention and control of AIDS itself. The third certainty was the strong desire 
expressed by many Member States that WHO should develop its coordinating role and action to 
the maximum extent possible. Coordination must take on a new intensity, depth and meaning. 
It must be coordination in deed as well as in word, and commitment to it in the face of the 
unprecedented problem of AIDS had been strongly expressed. The fourth certainty was the 

historical role of WHO. At the Fortieth World Health Assembly WHO was still at the beginning 
of a historical evolution. A worldwide epidemic, whose dimension and ultimate shape could 

not yet be predicted, had been detected, observed and studied; it was being attacked now 
instead of waiting for it to become the worldwide pandemic for which it had the potential. 

He paid tribute to the delegates to the Fortieth World Health Assembly, to their statements 
and to the resolution submitted, in which the universal responsibility to take aggressive 
action now was recognized. 

Health system infrastructure (Appropriation Section 2; Documents РВ/88-89, pages 67-104; 

ЕB79 /1987 /REC /1, Part I, Resolution EВ79.R16, and Part II, Chapter II, paragraphs 22 -32; and 
A40 /INF.DOC. /2) (continued) 

Health manpower (programme 5) (continued) 

Dr RODRIGUES CABRAL (Mozambique) said that his main comments concerning programme 5 

related to paragraphs 19 et seq. Paragraph 19 mentioned the two main priorities of WHO's 
activities for the coming biennium, and he agreed with the emphasis given to the managerial 

process for health manpower development as opposed to the training of health personnel. In 

the African Region, development as regards training had been quicker than development of the 

managerial process and most countries had already developed their own training facilities at 

the graduate level for both medical and paramedical personnel. They had adopted the contents 

of training curricula and, even in Africa, had produced considerable numbers of different 
types of health personnel. 

In view of the economic crisis in the health sector and the need for optimum utilization 
of resources, if emphasis was to be placed on the managerial process, what kind of support 
and cooperation did the developing countries need and what should be the role of WHO? It had 
a role to play, in coordination with central administrations such as ministries of health, in 

terms of helping them to develop better plans in accordance with needs, and to relate the 
numbers and types of personnel to the expansion of national health services and the 
foreseeable evolution of the technical contents of specific health programmes. There was, 

however, an even more important aspect and one for which the developing countries required a 
great deal of support, namely, in terms of management and evaluation at regional and 

provincial level. Management and evaluation tools were required for the optimum use of human 
resources which must be sufficiently simple to be used by the regional and provincial 

management personnel concerned. He was glad to note that it was WHO's intention to support 
country studies in that area. Moreover, he was glad to see that 19% of the African Region's 

budget was to be devoted to health manpower activities at country level. Finally, he 

supported the draft resolution recommended by the Executive Board in resolution EB79.R16. 

Mr LESETEDI (Botswana) said that the importance of manpower in the delivery of primary 

health care had been recognized in Botswana and had resulted in the need to reorientate the 
curricula of health personnel in various programmes so as to make them relevant to the new 
roles of the health personnel in using the primary health care approach. 

In particular, the content of the training programme for community health workers 
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(called family welfare educators) had been reviewed so as to emphasize the community -based 
approach, as opposed to the health facility based approach. Continuing education for various 
cadres of health worker was also being emphasized. A workshop on the leadership role of 

nurses in primary health care, attended by 75 participants, had been held in March 1987. 

Workshops on research methodology had also been held, with considerable emphasis on the use 
of research results in the planning of health programmes. 

He acknowledged WHO's support in all those activities. While he appreciated the 

constraints on the budget, he felt that the health manpower programme would benefit 

substantially from an increase in funding, to accommodate emerging requirements as a result 
of primary health care needs. He noted that WHO was going to strengthen the capacity of 

training institutions in a number of countries, and hoped Botswana would be able to avail 

itself of those facilities. 

Dr RAKCHEEV (Union of Soviet Socialist Republics) reminded the Committee that a number 

of delegates, speaking on the subject of AIDS, had expressed the view that, despite the great 
importance of AIDS control, that programme should not obscure other important WHO programmes. 

The delegation of the USSR believed health manpower development to be one of WHO's 

priority programmes because of the essential role to be played by health personnel in 
implementing the strategy for health -for -all. It was also increasingly important to ensure 
that staff should have not only the necessary professional knowledge and skills, but also a 

greater sense of social responsibility, a clear understanding of the goals of health for all, 
and the ability to involve the mass of the people in solving concrete health problems. 

It was evident that, in the training and use of health manpower, changing needs should 
be taken into account, as reflected in the draft resolution recommended to the Health 

Assembly by the Executive Board, which the delegation of the USSR fully endorsed. He noted 
with satisfaction, that all the issues to which he had previously referred had been duly 

reflected in the programme statement in document РВ /88 -89. They included, in particular, a 

meeting of an expert committee on continuing education with special regard to district level 
health personnel, and of study groups on the integration of health manpower development in 
health systems and on the role of research and information systems in decision -making for 

health manpower development. He also welcomed WHO's participation in the preparation of a 

world conference on medical education, to be held in 1988; one of the aims of that 

conference would be to help to reorient medical education and the education of all other 
categories of health personnel on the basis of the concept of health for all and the 

implementation of global and national health -for -all strategies. 
However, not enough attention was given in the programme to global and interregional 

activities, for which the allocated resources for 1988 -1989 represented only 6.3% of all the 
programme resources. Yet, recommendations concerning the solution of many manpower problems 

might be elaborated at precisely those levels. Those problems included, in particular, 

developing programmes and methods for training manpower and for manpower management, 

assessing public opinion and combating the brain -drain in the medical profession, a very 
topical issue which was referred to in paragraph 8 of the programme statement in document 
РВ/88 -89. It was regrettable to note, in paragraph 16 of that statement, that only limited 
progress had been made in implementing the WHO policy on fellowships set out in resolution 
EВ71.R6. Such a situation clearly pointed to the need for a closer monitoring of the 
implementation of the resolutions adopted by WHO. 

Mr CARON (Canada) supported programme 5 and the draft recommended to the Health Assembly 

by the Executive Board in resolution EВ79.R16. Cooperation among Member States was essential 
for improved planning in relation to health manpower needs, which could be based on better 
indicators of requirements in respect of the various categories of health personnel. It was 

also indispensable for a better distribution of health manpower with a view to attaining the 
goal of health for all by the year 2000. In Canada, there was no shortage of health manpower 
but, rather, an over supply of practitioners in certain fields. Canada was, however, 
confronted with the problem of the distribution of physicians across a very broad, sparsely 

populated territory. Doctors preferred to practise in large towns where, as in other 
developed countries, there was an ample supply of health manpower. To remedy that situation, 

certain strategies had been developed, respecting where possible the federal structure of 

Canada and fundamental freedoms. A committee comprising representatives of the federal and 

provincial authorities had been set up for a better identification of health manpower needs. 
Coordinating committees comprising representatives of health ministries, universities, 
ministries of higher education and of the medical profession had also been established. 

Some solutions had been found, such as restrictions in some provinces on the number of 
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admissions to medical faculties, and in one province the requirement for all young physicians 

to complete two years' practice outside the main towns. The problem had not been solved 
entirely, and, in the wider context, others would have to be faced, such as the over -supply 

of health manpower leading to problems concerning the employment of medical practitioners in 
some countries, differences between curricula, and problems of working conditions, and 
training courses. 

Dr HOUENASSOU- HOUANGBE (Togo) said that, while his delegation fully supported the draft 

resolution, one point concerning health manpower in the developing countries did not seem to 
have been raised. While the situation in the developed countries might be difficult in terms 
of proper planning, unemployment and over -supply, the situation in the developing countries 
was altogether different, in that there was a shortage of manpower in the various categories, 
precluding wide coverage of the population, and, in addition, the economic obstacle 
preventing public services from hiring the manpower they needed. While the proposals made in 

the draft resolution were aimed at enabling each Member State to find a solution to its 
specific problems, it did not cover that crucial aspect of the problem in the developing 
countries. Naturally, there was room for improvement in health manpower planning and 
management, but it would be advisable, when implementing the resolution, for WHO to address 
that particular issue, to see how the developing countries could benefit from consultation 
and cooperation among all sectors, including universities and various ministries, including 
ministries of finance, since the economic crisis and the freezing of recruitment affected all 
sectors. The delegation of Togo would like to see action taken to assist the developing 
countries in that regard. 

Dr WASISTO (Indonesia) said that Indonesia gave high priority to the health manpower 

development programme, and, like other countries, was encountering manpower imbalance 
problems at home. When initiating its domestic programme, it had recognized the need for 

some 120 000 additional health personnel between 1984 and 1989, and new paramedical schools 
had been set up to meet those needs. Unfortunately, however, on account of the deteriorating 

economic situation, only half of the required posts had been allocated to the Ministry of 
Health. A situation of relative over -supply had resulted, in that the production of 

paramedical personnel was sufficient but the Government was unable to employ them in the 
health services network. It was anticipated that a similar situation might also affect 

physicians in the future. In order to ease the situation, it had been decided not to build 
any new paramedical schools. Plans were under way, furthermore, to improve the 

qualifications of nursing staff and review the role and function of health personnel working 
in the health services. It was also planned to reduce selectively the number of students 

entering paramedical schools. 
The question of health manpower imbalance was a crucial one in the current economic 

situation, with its restricted employment opportunities. The delegation of Indonesia 

welcomed the nominal increase in budget allocations to the South -East Asia Region and 

supported both the programme and the draft resolution submitted by the Executive Board. 

Dr NTABA (Malawi) supported programme 5. The shortage of health manpower was a major 

obstacle to the attainment of the goal of health for all by the year 2000. It was accounted 
for in part by inadequate financial resources, but also by a weakness in manpower planning 
capabilities. 

Malawi was reviewing its manpower development policies, making efforts to improve the 
management of health personnel and improving their managerial and leadership skills through 
appropriate on-the -job training. It had relied, and was continuing to rely, on WHO's expert 
cooperation in all those activities. It was also strengthening its training institutions for 

all paramedical personnel, and would continue to take full advantage of the WHO fellowship 
programme. 

Malawi had a particularly acute shortage of doctors; it had no medical school and the 
doctor /population ratio was 1:53 000. It did not have the resources to attract unemployed 

medical practitioners from countries with an over -supply; moreover, most doctors from Malawi 

trained abroad did not return to the country. If WHO was considering requesting Member 

States with unemployed doctors to reduce their student intakes, Malawi would like WHO 

concurrently to urge such Member States to open their doors to medical students from 
countries like his own. Assistance was clearly needed to train more doctors for primary 
health care programmes. 

Plans had been drawn up to set up a medical school in Malawi, its curriculum based on 
community health. The delegation of Malawi therefore hoped that WHO and donors would 
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appreciate the unique and difficult situation facing Malawi and come to its assistance in the 
establishment of the medical school. 

Mrs ODUORI (Kenya) supported the programme, considering manpower resources to be a key 

component in the implementation of the Global Strategy for Health for All by the Year 2000. 
In Kenya, national staffing norms had been developed on the basis of work-load with a view to 
utilizing manpower resources more effectively, identifying shortcomings and taking . 

appropriate action in manpower training projections. 
Concerned as Kenya was with the quality and relevance of the service provided, a review 

of training -programme curricula was currently being undertaken to prepare the various 

categories of health worker for the roles they had to play. Despite some progress, there 
were still acute shortfalls in certain specialized areas and they would be given priority in 
Kenya's 1987 -1988 manpower development programme. The Government of Kenya was grateful for 
the cooperation it had continued to receive from WHO, friendly countries and donor agencies. 

Ms RUSTAD (Norway), referring to the proposed resolution, EВ79.R16, said that while the 
over-supply of physicians and dentists, referred to in the resolution, was critical, it was 
equally important to recognize specifically the worldwide under -supply of nurses. Nurses 
were the world's largest group of professional health workers and their role in promoting 
WHO's goals was of major importance. 

At the thirty -ninth World Health Assembly a progress report on "the role of 
nursing /midwifery personnel in the Strategy for Health for All" had been discussed. That 
report had roused considerable interest, and several speakers had requested that a final, 

revised version of the report might be submitted to the Fortieth World Health Assembly. She 
regretted to note that it was not on the agenda. Completion of the work presented in 1986 in 
the previous progress report was basic to effective health manpower planning, and the 
delegation of Norway looked forward to a nursing progress report in 1988. 

Dr MOJI (Lesotho) said that manpower development and training was crucial to the success 
of health for all. Health continued to be labour- intensive, regardless of technological 
advances. Now, more than ever before, there was a need for a stable core of suitably 
qualified health personnel, in Lesotho and other developing countries. Countries with meagre 
resources but a firm commitment to primary health care should be assisted in their endeavours 
to meet the challenges before them. Emerging problems such as AIDS called for additional 
forward planning at the national level over and above the Global Strategy, and manpower 
needed to be planned for and recruited for those purposes. The limited training facilities 
in Lesotho called for accelerated and systematic training outside the country if its targets 
were to be met. He expressed gratitude to WHO and other agencies and friends of Lesotho for 

their continued support, particularly in providing training facilities. He also emphasized 
the support given to improve training within the country in the field of nursing, pharmacy, 

laboratory work and environmental health. 
He supported programme 5 and the relevant budgetary allocations, although it should be 

remembered that financial provision did not suffice unless it was coupled with efficiency in 
the utilization of resources. As had emerged from the Technical Discussions, personnel 
accountability was crucial. Training must be supported by corrective measures in the 
employment balance so as to prevent the exodus of expensively trained personnel to other 

sectors. The regimented type of personnel management in many countries had to be replaced by 
more flexible management to deal with today's challenges. 

Mrs MATANDA (Zambia) said that, as had been stated by several delegates 80 % -90% of 

health care in some countries was provided by nurses. However, although the expanded role of 
nurses had been recognized, the monetary rewards and incentives accorded to nurses had not 
reflected such recognition. The result in some countries had been a drift from the public to 
the private sector. The delegation of Zambia therefore supported the observations contained 
in the relevant paragraphs of the programme statement in document РВ/88-89. 

In Zambia, equitable distribution of nursing staff had not been achieved. Construction 
of schools in rural areas had not solved the problem because of the effect of marriages which 

tended to favour the more developed urban areas. The offer of incentives to nurses in rural 
areas might well lead to the postponement of marriages. In an attempt to minimize the 

imbalances, enrolment of male trainees in nursing programmes would be increased and male 
nurses had been given the opportunity to undertake midwifery training. The first male 
midwives had completed their training in December 1986. 

Zambia was grateful to friendly countries, donor agencies, the Director -General and the 
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Regional Director for Africa for providing fellowships and helping to strengthen the medical 
school. Further support was sought in strengthening managerial capabilities of personnel at 
district level, through in- country and intercountry leadership training; establishing a 

reliable health manpower information system; strengthening technical cooperation with other 
countries in fields where local training programmes did not exist, e.g. in pharmacology and 

dentistry; and strengthening health manpower research capacity. 
Her delegation supported the comments made by the delegate of Norway. 

Dr BARAL (Nepal) said that health manpower imbalance was a major problem in Nepal as in 

other Member States. The responsibility for producing health manpower in his country lay 
with the institute of medicine which came under the Ministry of Education, while the user - 

for the various activities in support of health for all by the year 2000 - was the Ministry 
of Health. Fortunately, the institute had been set up following the Alma-Ata Declaration, so 
that the curriculum was designed to produce community -oriented health workers responsive to 

local needs. Thus Nepal was slightly ahead in stressing community medicine and motivating 
workers to go to rural areas and serve the underprivileged. In the reorganized health 

services, it was in fact compulsory for undergraduates and other health workers to serve in 
rural areas for a definite period. However, it was recognized that without proper 

coordination between the different sectors, the health services would continue to face the 
problem of imbalance. Consequently, all sectors were now actively formulating health 

manpower policies with related information systems and setting up health science research to 
improve services and ensure proper implementation of primary health care activities. 

The development of teaching /learning materials was essential for providing community 
health workers with the tools to carry out primary health care efficiently. In Nepal, there 
was a WHO- supported project in which such materials were currently being processed and it was 
hoped that its activities could be further expanded to become those of a WHO clearing - house. 
He requested that WHO support for that project be continued. 

Technical cooperation among developing countries (TCDC) was an important part of overall 
development in health, and WHO should divert major fellowships funds to that area, so as to 

train a maximum amount of manpower to assume primary health care leadership. In the 

South -East Asia Region, Thailand had taken the lead in implementing the primary health care 
strategy, and increasing numbers of health workers due to take up leadership positions should 
be sent there to familiarize themselves with the primary health care system. 

It was also important not to neglect the hospital, as a tertiary care and reference 
centre, and in general to arrange for staff to be sent to neighbouring countries under TCDC 
for specialized diagnostic aid therapeutic techniques, so that they too could become active 
partners in primary health care. 

Mr CHAUHAN (India) said he considered health manpower development the key to success in 

all health programmes; unless the production of adequate numbers of properly trained staff 
could be ensured, it would not be possible to achieve the goal of health for all. Health 

manpower policies should aim not only at producing personnel but also at achieving a balanced 
growth, taking into account requirements for various categories of manpower. 

In 1983, India had adopted a national health policy emphasizing the need for an 
integral, comprehensive approach to medical education, research and health services, so as to 

meet the actual health needs and priorities of the country. The policy stressed that the 
effective delivery of services would depend largely on the nature of the education and 
training and the appropriate orientation towards community health of all categories of 
personnel, as well as their capacity to function as an integrated team. Thus, it was crucial 
that the education at all levels should be reviewed in terms of needs and priorities, and the 
curricula and programmes be restructured to produce the necessary personnel. Tо that end, it 

was necessary to formulate a national medical and health education policy setting out the 
changes required in curriculum content and training, taking into account the need to 
establish the interrelationship between staff at various grades, to provide guidelines for 
the production of staff on the basis of realistic assessments, to resolve the existing sharp 
regional imbalances in their availability, and to ensure that personnel at all levels were 
socially motivated to render community health services. In 1986, the authorities had evolved 
a national policy linking up health services and education and secifying that health policy, 
planning and health service management should interlock with the training of appropriate 
categories of health manpower through health related vocational courses. Health education at 
the primary and middle levels would ensure the commitment of the individual to family and 
community health and lead to health related vocational courses at the stage of higher 
secondary education. 
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India had been fortunate as far as the availability of physicians was concerned. Many 

new medical colleges had opened, bringing the total number to 106, producing 13 000 graduates 
per year compared with 2000 in 1947. At the same time there were shortages of paramedical 
and technical staff. Even within the medical field, there was a mismatch in the production 

of doctors; 60 to 70% of graduates were going on to postgraduate study, but most were opting 

for the "attractive" specialties to the detriment of others, especially those in the 

non -clinical field where there was large scope for their services. India was tackling the 

problem and had recently set up an expert committee on manpower planning, production and 

management; its report had been received and follow -up action was planned. 

Problems were being encountered even in calculating the available manpower and future 

requirements. At present the total numbers of trained personnel were not known, because 

there was no provision for renewal of registration; that meant that the registers showed the 

total number of staff produced since the inception of the medical education system, without 
taking into account wastage through death or migration of doctors. 

Thus, despite the overproduction of staff, it had not been possible to establish a link 
between supply and demand, and to solve that problem an institute for applied manpower 

research had been set up to make a thorough country -wide survey of available manpower and the 
requirements in both governmental and nongovernmental sectors. It was hoped in future to be 

able to gear up the training machinery and institutions to deal with the mismatch in the 
production and utilization of staff. 

His delegation fully supported WHO efforts in the field of health manpower development 

and the draft resolution recommended by the Executive Board in resolution EB79.R16. 

Dr LIU Hailin (China) said that his delegation agreed with the statement of the health 

manpower policy and the situation analysis contained in the programme budget document. It 

was appropriate that WHO attach importance aid give support to that field, calling on Member 
States to regard the health manpower policy as an important component of general health 
policy. Health manpower was the key to achieving the objectives of health for all by the 
year 2000 and the key to health development in Member States. To achieve progress in health, 
it was necessary to have a sufficient number of trained workers at all levels and to assign 
and use them rationally so that they could play their role in their respective fields. At 
present some countries, especially developing countries, faced a shortage of health 

manpower. Where middle -level nursing personnel were concerned, the shortage was particularly 
acute and it was therefore right for WHO to allocate a relatively large proportion of the 

budget to that field. 

China was a vast country with a large population, and therefore it had a great need for 
health manpower. The national health development programme had always stressed the training 
of health manpower of all levels to meet the needs of the 800 million population, training 

being based on a policy of self - reliance. Most staff had been trained in China to meet the 
needs of primary health care and to develop the national health and pharmaceutical industry. 
At the same time, through cooperation with WHO and through bilateral channels, trainees had 
been sent abroad to enable them to play a key role in primary health care. That had given 

good results, and most of the returned trainees now formed the backbone of national 
departments at all levels. 

As far as the quantity and quality of health manpower were concerned, large gaps still 
existed between developing and developed countries. His delegation felt there was a need for 
flexibility in the fellowships policy and decisions on the fields and courses of study of 
fellows, so as to allow more choice to Member States in sending trainees abroad in accordance 
with their needs. 

The setting up of a specialized information system in the field of manpower was 

appreciated; it would help strengthen the management of all manpower and the rational 
utilization of resources. Two meetings on fellowships organized by the Regional Office for 

the Western Pacific, had made a useful contribution to exchange of information and experience 
on management. 

Dr ANAYAT (Bhutan) said his delegation welcomed the proposals. 
Bhutan's health services had been able to produce middle -level health workers and to 

give them refresher and in -service training at its own health school and school of nursing, 
and at the national institute of family health. The Royal Civil Service Commission, the 
Planning Commission, and government ministries and departments had jointly worked out the 
short- and mid -term manpower and training requirements for the period 1987 -1992. At present 
Bhutan had to meet 70% of its needs for doctors and specialists from outside contractual 
staff recruited at a high cost, and there was a shortage of manpower for the district aid 
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referral hospitals which formed the first and second referral levels of primary health care. 
It had not been possible to use the full budget allocation for health manpower 

development, mainly because of difficulties in obtaining placements for studies outside the 
country. The country's requirements were not of such magnitude as to justify it in setting 
up its own school for training doctors and specialists and so Bhutan was having to rely on 
the allocation of places in the schools of neighbouring countries; in general, it took 
between three and five years to arrange a placement. Bhutan would therefore welcome further 
cooperation with neighbouring and friendly countries in providing training for physicians and 
specialists. 

Professor BORGOÑO (Chile) noted that the programme was of such importance that it 

deserved support, and that had been forthcoming from Chile for a number of years. 
The development of management and managerial skills seemed a particularly important 

issue as there was a great shortage of resources in that area in many countries. The 
training had to be based on correct critical analysis of the situation and projection of 
future needs - which it was no easy matter to obtain. To that end the training, carried out 
by WHO with the participation of Member States and aimed at improving the quality of 
decision -making on staff employment and performance, would be of great assistance. 

Another important question, on which a number of delegates had commented, was the 
shortage of health professionals - doctors, nurses and birth attendants - caused by bad 
distribution in a situation of plenty and, more important still, the unemployment being 

created despite the existence of real needs for want of economic support to permit employment 
of those types of health manpower. The solution to that problem called for political will on 
the part of governments and the private sector. Otherwise, manpower training would simply 
increase the number of the unemployed. That problem had been discussed at the Acapulco 
Conference. The situation was critical in certain countries and should be further examined 
as a matter of top priority. 

His delegation hoped the expert committee due to meet in Geneva in November would be 
able to take up those issues. It also supported the draft resolution before the Committee. 

Mr WOLFGRAMM (Tonga) expressed full support for the health manpower proposals. His 

delegation believed health manpower to be the most precious resource of the Ministry of 
Health. Proper study of the heavy investment made in human capital through education was 
fundamental to manpower planning, particularly for the health sector which was a large user 
of highly -qualified manpower. 

Tonga had developed a medical manpower plan for 1986-1995, covering a longer period than 

that of the country's five-year plan, as the lead -time between decision and production with 
regard to manpower was usually seven to ten years. In drawing up the plan, the plannning 

unit had conducted a time -and -motion study in wards to analyse the direct and indirect 
patient care provided by doctors and the different factors affecting manpower, such as 
production time, attrition and failure rates, age structure and possible time of retirement. 
The plan had also been costed to ensure that the Ministry of Health could finance it, before 
consideration of any other opportunity cost. A similar exercise was planned to draw up a 
nursing workforce plan for the Ministry. 

He believed that developing countries, with the assistance of WHO, should make a proper 
analysis of their manpower needs, the supply and demand factors affecting those needs and the 
implications for the health care system. The matter should be looked at in depth to avoid 
any over- or under - supply of manpower. 

At the recent meeting of Commonwealth ministers of health it had been noted that some 
developing countries were not making full use of their fellowships allocations. That 
observation was in line with the Director -General's remark that some Member countries had too 

many unplanned fellowships. It was clear that reliance on assumptions and the basing of 
training needs on figures from elsewhere were no longer appropriate methods for manpower 

planning, which should be based on hard data obtained from surveys and research. 
Another fundamental issue to be addressed was that of changes in the functions of 

various categories of manpower. The drive towards comprehensiveness and integration of the 
health care delivery system with primary health care had given momentum to the emergence of 
more and more manpower needs at the periphery. It was now necessary to delegate certain 
disciplines to health workers, such as nurses, nurse - midwives, health officers and assistant 
physicians, while ensuring continued maintenance of a high quality of health care at all 
levels. In the delegation of responsibilities it was important to delineate roles clearly 
and to ensure that the strategies implemented had no adverse effects on the quality of care. 
The delegation of responsibilities must be given adequate recognition by the health care 
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administration, commensurate with the expanded roles of the staff. 

His delegation would welcome further active collaboration with WHO in the area of health 
manpower planning, research and management. 

Dr QUIJANO (Mexico), referring to paragraphs 13 and 14 of the programme statement, 

commented on the need for research on medical education and the use of human resources, which 
alone could provide an objective basis for decision -making. Much had been said at the 

current meeting and at the Acapulco Conference about the health manpower imbalance in various 
countries. However, other types of imbalance also merited research, i.e. imbalances within 

the training of health professionals. Insufficient importance was attached to certain 

branches, which he could term "sociomedical subjects ", and they tended to be relegated to 

second place. In all countries, studies of that type had not received sufficient attention, 
as health professionals gave too much emphasis to technical aspects. 

A further issue calling for research with a view to change was the need to inculcate in 
health workers a spirit of research which would help them to improve their performance. It 

was commonplace that medical care, for instance, was better when teaching was also carried 
out at the particular health facility, and that it was even better when research was 
conducted there. Research in the field of manpower training was of paramount importance. 

Finally, with regard to the mention in paragraph 16 that limited progress had been made 
in implementing WHO policy on fellowships, he wondered whether that particular shortcoming 
might not be construed as a possible source of savings at a time of economic difficulty. The 

situation in Mexico in that respect was of interest. At one time there had been a general 
stipulation that PAHO /country funds should not be used for fellowships within the country, 
though that had since been changed. In most countries, "intracountry" fellowships sponsored 
by WHO or its regional offices were less expensive and could be as productive and fruitful as 
other types of fellowships. 

Finally, he referred to the proposed reduction of about 25% in the allocation for the 
Americas in 1988 -1989. He was not in fact against that since fortunately his Region had 
large amounts of regional funds for use in manpower development and training. 

The meeting rose at 12h30. 


