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PREFACE 

The Forty-fourth World Health Assembly was held at the Palais des Nations, Geneva, 
from 6 to 16 May 1991, in accordance with the decision of the Executive Board at its 
eighty-sixth session. Its proceedings are published in three volumes, containing, in 
addition to other relevant material: 

Resolutions and decisions1 - document WHA44/1991/REC/l 

Verbatim records of plenary meetings, committee reports, and list of participants -
document WHA44/1991/REC/2 

Summary records of committees - document WHA44/1991/REC/3 

The resolutions, which are reproduced in the order in which they were adopted, 
have been cross-referenced to the relevant sections of the WHO Handbook of Resolutions 
and Decisions. and are grouped in the table of contents under the appropriate subject 
headings. This is to ensure continuity with Handbook volumes I, II and III (second 
edition), which contain most of the resolutions adopted by the Health Assembly and the 
Executive Board between 1948 and 1989. A list of the dates of sessions, indicating 
resolution symbols and the volumes in which the resolutions and decisions were first 
published, is given in Volume III (second edition) of the Handbook (page XIII). 
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RESOLUTIONS 

WHA44•1 Admission of a new Member: Marshall Islands 

The Forty-fourth World Health Assembly 

ADMITS the Marshall Islands as a Member of the World Health Organization, subject to 
the deposit of a formal instrument with the Secretary-General of the United Nations in 
accordance with Article 79 of the Constitution. 

Hbk Res., Vol. Ill (2nd ed.), 5.2.1 (Sixth plenary meeting, 8 May 1991) 

WHA44•2 Admission of a new Member: Federated States of Micronesia 

The Forty-fourth World Health Assembly 

ADMITS the Federated States of Micronesia as a Member of the World Health 
Organization, subject to the deposit of a formal instrument with the Secretary-General of 
the United Nations in accordance with Article 79 of the Constitution. 

Hbk Res., Vol. Ill (2nd ed.), 5.2.1 (Sixth plenary meeting, 8 May 1991) 

WHA44•3 Admission of a new Associate Member: Токе1au 

The Forty-fourth World Health Assembly 

ADMITS Tokelau as an Associate Member of the World Health Organization, subject to 
notice being given of acceptance of associate membership on behalf of Tokelau in 
accordance with Rules 117 arid 118 of the Rules of Procedure of the World Health Assembly. 

Hbk Res., Vol. Ill (2nd ed.), 5.2.1 (Sixth plenary meeting, 8 May 1991) 

WHA44•4 Research and development in the field of children^ s vaccines 

The Forty-fourth World Health Assembly, 

Noting the report of the Director-General on research and development in the field 
of vaccines； 

Appreciating the accomplishments of the WHO/UNDP programme for vaccine development 
during its first six years of existence in developing several candidate vaccines against 
viral or bacterial diseases and in promoting the establishment of new approaches for the 
design of single-dose slow-release and oral vaccines, including tetanus vaccine； 

Noting that new and improved vaccines against viral and bacterial diseases could 
save as many as six to eight million lives annually during the 1990s； 

1 See Annex 1. 
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Considering that the objectives and targets of the programme for vaccine development 

represent an essential component of the global effort to develop improved and new 
essential vaccines against major childhood diseases, and thus to improve means to 
immunize all children of the world within the scope of the Children's Vaccine Initiative, 

1. ENDORSES the objectives and targets of the programme for vaccine development, 
including: 

(1) improved access to immunization, concentrating on developing improved vaccines 
against childhood diseases that could simplify immunization schedules, that would 
require only one or two doses, that could be given earlier in life, and that could 
be combined in novel ways, reducing unit costs, bringing down drop-out rates and 
ensuring greater heat-stability and efficiency; 

(2) support for the acceleration of the development of new vaccines against 
bacterial meningitides, acute respiratory infections, diarrhoeal diseases, viral 
hepatitis, dengue, tuberculosis and other communicable diseases； 

2. URGES Member States: 

(1) to intensify efforts made at national level to accelerate research related to 
vaccine development; 

(2) to collaborate in international initiatives aimed at the development of new and 
improved vaccines and to participate in the field assessment of candidate vaccines； 

3. CALLS ON bilateral and multilateral development agencies, nongovernmental 
organizations and foundations : 

(1) to increase their support for vaccine research within the scope of the 
Children's Vaccine Initiative; 

(2) to support and strengthen national coordination mechanisms to promote vaccine 
development; 

(3) to support the development of international partnerships to strengthen 
countries‘ capabilities for developing, producing and assessing new vaccines within 
the scope of the Children's Vaccine Initiative； 

(4) to support disease surveillance and monitoring of immunization coverage； 

4. REQUESTS the Director-General to ensure the attainment of these objectives and 
targets and WHO's maximal support to the Children's Vaccine Initiative by: 

(1) stimulating research on new and improved viral and bacterial vaccines； 

(2) coordinating international and national efforts aimed at the development, 
production and delivery of those vaccines； 

(3) intensifying WHO'S collaboration with industry in order to accelerate vaccine 
research and development and to ensure that new vaccines are accessible and 
affordable for the populations affected; 

(4) increasing efforts to train scientists from developing countries in all aspects 
of vaccinology, including biotechnology, immunology, field trials and quality 
control, and providing more opportunities for these scientists to participate in 
vaccine research; 

(5) requesting multilateral and bilateral agencies to place greater emphasis on the 
provision of assistance for vaccine research and vaccine trials in endemic 
countries； 



RESOLUTIONS AND DECISIONS 19 
(6) mobilizing additional resources for the programme for vaccine development in 
collaboration with UNDP, the со-sponsoring agency, UNICEF and other international 
parties； 

5. FURTHER REQUESTS the Director-General to keep the Executive Board and the Health 
Assembly informed of the progress made in implementing this resolution. 

Hbk Res., Vol. Ill (2nd ed.), 1.16.1 (Eleventh plenary meeting, 
Committee A. 

13 May 1991 -
first report) 

WHA44•5 Eradication of Dracunculiasis 

The Forty-fourth World Health Assembly, 

Recalling resolutions WHA39.21 and WHA42.29; 

Having considered the report of the Director-General on eradication of 
dracunculiasis； 

Encouraged by the considerable progress achieved in many countries towards 
elimination of the disease； 

Aware that country-by-country elimination of dracunculiasis is considered to be the 
last step before global eradication can be declared; 

Recognizing the support to national control activities provided by the international 
community; 

Deploring, none the less, the continuing adverse effects of dracunculiasis on 
health, including that of mothers and children, as well as its constraining effects on 
agriculture, sustainable development and education in endemic areas of Africa and Asia, 
where over 100 million persons remain at risk of infection; 

Aware that in the face of such problems a number of countries have set national 
goals aimed at ensuring that by the end of 1995 they have no more indigenous cases, 

1. EXPRESSES its satisfaction with the progress made by affected Member States in 
eliminating dracunculiasis； 

2. DECLARES its commitment to the goal of eradicating dracunculiasis by the end of 
1995, this being technically feasible given appropriate political, social and economic 
support； 

3. ENDORSES a combined strategy of provision of safe water, active surveillance, health 
education, community mobilization, vector control, and personal prophylaxis； 

4. CALLS ON all Member States still affected by dracunculiasis to determine the full 
extent of the disease and elaborate regional plans of action; establish intersectoral 
steering committees； initiate certification of elimination; coordinate the 
contributions of the international community, including multilateral and bilateral 
agencies and nongovernmental organizations； and explore possibilities for mobilizing 
additional resources to eradicate the infection within the context of primary health 
care ； 

5. INVITES donors, including bilateral and international development agencies, 
nongovernmental organizations, foundations and appropriate regional organizations, to 

1 Document A44/31. 
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continue to support countries' efforts to eradicate dracunculiasis by helping to ensure 
that funds are available to accelerate and sustain them; 

6. URGES the Director-General: 

(1) to immediately initiate country-by-country certification of elimination so that 
the certification process can be completed by the end of the 1990s； 

(2) to support global efforts to eradicate dracunculiasis during the 1990s 
particularly by the certification by WHO of the elimination of the disease country 
by country； 

(3) to support Member States in surveillance, programme development and 
implementation； 

(4) to continue to seek extrabudgetary resources for this purpose； 

(5) to keep the Executive Board and the Health Assembly informed of progress. 

Hbk Res., Vol. Ill (2nd ed.) , 1.16.3.3 (Eleventh plenary meeting, 13 May 1991 -
Committee A, first report) 

WHA44.6 Cholera 

The Forty-fourth World Health Assembly, 

Considering the extent and severity of the cholera epidemic which is affecting Peru, 
several other countries in Latin America and regions in other parts of the world, and 
which threatens to spread to further countries; 

Affirming that cholera aggravates socioeconomic problems as well as health problems 
in the affected countries； 

Recognizing the efforts made by the governments of affected countries to cope with 
the additional burden of the epidemic, and the efforts of other countries to avoid it; 

Informed of the joint initiatives put forward by the Andean countries as well as by 
other countries and regions to prepare coordinated subregional and regional plans to face 
the emergency； 

Acknowledging the urgent and immediate action taken by the Director-General in 
response to requests of the governments of countries affected by the cholera epidemic, 
including the establishment of a global task force on cholera control； 

Recognizing that vaccines currently available on a large scale have not demonstrated 
sufficient protection to be recommended for public health use； 

Recalling that the spread of cholera is a consequence of poverty, lack of adequate 
supply of potable water and deficient sanitation services, poor hygiene, contamination of 
foodstuffs, unplanned human settlements, especially in urban areas, and inadequate health 
care, and that these deficiencies require further consideration in future development 
policies and plans at national and international levels； 

Bearing in mind resolution WHA24.26, 

1. CALLS UPON Member States and multilateral organizations to consider health and 
environmental issues as an integral part of development policies and plans and to 
allocate resources and to undertake action accordingly, including health education and 
public information, in order to prevent the risks of epidemics of this kind or diminish 
them, giving due attention to the situation and the needs of the population groups most 
at risk; 
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2. CALLS UPON the international community to intensify its solidarity with the 
countries affected or threatened by cholera; 

3. URGES the appropriate international and regional institutions to give greater 
priority to requests submitted to them for loans and for financial support required by 
countries at risk to implement environmental and other health projects associated with 
the control of cholera and other diarrhoeal diseases； 

4. URGES Member States to report immediately any occurrence of cholera in accordance 
with the International Health Regulations in order to facilitate global surveillance and 
control measures； 

5. URGES Member States not to apply to countries affected by the epidemic restrictions 
that cannot be justified on public health grounds, in particular as regards importation 
of products from the countries concerned; 

6. REQUESTS that efforts for the development arid evaluation of new effective cholera 
vaccines continue； 

7. REQUESTS the Director-General: 

(1) to strengthen and increase all measures to ensure that the Organization 
continues to respond expeditiously and effectively to the needs of the countries 
affected or threatened by cholera; 

(2) to continue to promote strongly hygiene education as well as sanitation and to 
support countries' efforts in this field, taking into account in particular the 
situation and needs of the poorest and most vulnerable groups； 

(3) to ensure that the Organization plays an active role in the mobilization of 
resources in order to provide these countries with the necessary financial support 
for their fight against cholera and other diarrhoeal diseases; 

(4) to coordinate the global effort to control cholera in order to achieve the most 
efficient use of technical and financial resources； 

(5) to submit to the eighty-ninth session of the Executive Board a report on the 
global cholera situation and the results of the action taken by the Organization in 
this regard. 

Hbk Res., Vol. Ill (2nd ed.), 1.6.1.3; 1.16.5 (Eleventh plenary meeting, 13 May 1991 -
Committee A, first report) 

WHA44•7 Control of acute respiratory infections 

The Forty-fourth World Health Assembly, 

Having considered the Director-General‘s report on the control of acute respiratory 
infections；1 

Concerned at the high morbidity and mortality caused by acute respiratory infections 
in children; 

Aware of the recent findings in relation to the effectiveness and feasibility of the 
case management strategy, 

1 Document A44/31. 
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1. NOTES with satisfaction the progress made in the development of the programme for 
the control of acute respiratory infections, which focuses on the prevention of mortality 
from pneumonia in children; 

2. APPROVES the close integration of the health-service and research components of the 
programme, which has ensured that research activities concentrate on major questions 
relating to the control of acute respiratory infections and has facilitated the prompt 
application of research results in control programmes； 

3. URGES Member States to initiate or intensify activities for the control of acute 
respiratory infections as an essential part of primary health care and as one of the 
high-priority programmes for reducing mortality in infancy and early childhood; 

4. EXTENDS its appreciation to the United Nations Children's Fund, the United Nations 
Development Programme and other international organizations, including bilateral agencies 
and nongovernmental organizations, for their continued collaboration in and support to 
the programme； 

5. URGES Member States, and organizations of the United Nations system and bilateral 
agencies, to provide further support to national programmes for the control of acute 
respiratory infections in children in developing countries, through financial and 
technical cooperation; 

6. EMPHASIZES the need for continuous provision of adequate financial support to enable 
the programme for the control of acute respiratory infections to carry out its planned 
activities and achieve its targets and objectives； 

7. REQUESTS the Director-General: 

(1) to increase support to Member States in developing and strengthening national 
control programmes through activities concerned with the planning, implementation 
and evaluation of the case management strategy and strategies for the prevention of 
morbidity; 

(2) to intensify support to clinical, sociocultural, disease-prevention, and health 
systems research on acute respiratory infections, with a view to developing and 
applying appropriate methods of prevention, diagnosis and treatment of pneumonia in 
children, including essential antibiotics at an affordable cost, promoting their 
rational use and seeking to avoid the development of microbial resistance； 

(3) to maintain close and effective collaboration with the United Nations 
Children's Fund, the United Nations Development Programme and other agencies in 
promoting the programme's policies and carrying out its activities； 

(4) to attract further extrabudgetary resources to meet the requirements of the 
programme； 

(5) to keep the Executive Board and the Health Assembly informed of the progress 
made in the implementation of the programme. 

Hbk Res., Vol. Ill (2nd ed.), 1.16.6 (Eleventh plenary meeting, 13 May 1991 -
Committee A, first report) 

WHA44•8 Tuberculosis control programme 

The Forty-fourth World Health Assembly, 

Recalling resolution WHA36.30; 
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Having considered the Director-General's report on the tuberculosis control 

programme； 

Expressing concern that three million tuberculosis deaths and eight million new 
cases continue to occur annually in the world; 

Noting with concern that the current strategy for tuberculosis control has begun to 
lose its effectiveness in the industrialized countries, and that in these countries the 
declining trend of incidence has either slowed down or been reversed; 

Recognizing that in many developing countries tuberculosis is decreasing little if 
at all owing to the constraints on effective application of programme policies for 
tuberculosis control, and that in some countries the disease is rapidly increasing owing 
to the HIV/AIDS pandemic； 

Further recognizing that the goal of tuberculosis control programmes in developing 
countries can nevertheless be achieved by resourceful application of existing technology 
even under very difficult conditions, as demonstrated in several countries on a national 
scale, 

1. URGES Member States to give high priority to intensifying tuberculosis control as an 
integral part of primary health care, reviewing the situation of current control 
activities, particularly in the light of the HIV/AIDS pandemic, introducing short-course 
chemotherapy, and improving the treatment management system; 

2. ENDORSES the dual approach of action and research adopted by the programme as the 
best means of achieving a reduction in tuberculosis mortality and morbidity; 

3. ENCOURAGES international and bilateral agencies and nongovernmental organizations to 
continue to help control tuberculosis by collaborating with, and providing support to, 
the programme； 

4. REQUESTS the Director-General: 

(1) to intensify collaboration with Member States in strengthening national control 
programmes in order to improve case-finding and treatment and attain a global target 
of cure of 85% sputum-positive patients under treatment and detection of 70% of 
cases by the year 2000, taking care to ensure that these programmes are integrated 
as far as possible into primary health care activities； 

(2) to focus and strengthen the tuberculosis control and research strategy for the 
1990s with a view to: 

(a) elaborating and implementing WHO's strategy for tuberculosis control in 
order to achieve the global target; 

(b) promoting as far as possible the integration of tuberculosis control into 
primary health care activities； 

(c) promoting global interest in research on all aspects of tuberculosis 
control and elimination and undertaking sharply focused research activities 
that are likely to produce new knowledge and technology to overcome critical 
constraints, including biological and psychosocial aspects, for the control and 
elimination of this disease； 

1 See Annex 2. 
о 
Elimination of tuberculosis as a public health problem is defined as the 

reduction of prevalence to a level below one case per million population. 
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(d) increasing the participation of international and bilateral agencies and 
nongovernmental organizations and providing international direction and 
coordination to combat tuberculosis, for example through a coordination 
committee or an advisory and review group； 

(3) to continue to seek the extrabudgetary resources required to support these 
activities； 

(4) to report to the Health Assembly through the Executive Board on the progress 
made in the implementation of the tuberculosis control programme. 

Hbk Res., Vol. Ill (2nd ed.), 1.16.7 (Eleventh plenary meeting, 13 May 1991 -
Committee A, first report) 

WHA44•9 Leprosy 

The Forty-fourth World Health Assembly, 

Having considered the report of the Director-General on leprosy 

Recalling resolution WHA40.35 and previous resolutions of the Health Assembly and 
the Executive Board on leprosy; 

Noting with satisfaction the significant progress made during the past five years 
with multidrug therapy for leprosy control and with case-finding in the majority of 
Member States where leprosy is endemic - progress which has led to reductions in disease 
prevalence； 

Recognizing the substantial and increasing support for leprosy control being 
provided by nongovernmental and other donor organizations； 

Aware of the increasingly high priority accorded by several Member States to the 
elimination of leprosy as a public health problem; 

Further aware of the opportunities to reduce disabilities due to leprosy through 
early case-detection, multidrug therapy and increased emphasis on managerial capabilities 
within leprosy control programmes and on disability prevention, 

1. DECLARES WHO'S commitment to continuing to promote the use of all control measures 
including multidrug therapy together with case-finding in order to attain the global 
elimination of leprosy as a pi^lic health problem by the year 2000; 

2. URGES Member States in which leprosy is endemic: 

(1) to further increase or maintain their political commitment and give high 
priority to leprosy control so that the global elimination of leprosy as a public 
health problem is achieved by the year 2000； 

(2) to strengthen managerial capabilities within leprosy programmes, particularly 
at the intermediate level, and to improve training in leprosy for health workers at 
all levels, including medical students and student nurses； 

(3) to ensure that coverage of multidrug therapy is maintained at the highest level 
possible and that patients comply with treatment； 

1 Document A44/7. 
о 
Elimination of leprosy as a public health problem is defined as the reduction of 

prevalence to a level below one case per 10 000 population. 
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4) to strengthen case-finding activities through various approaches, including 

health education, community participation and training of health workers； 

5) to integrate leprosy control within general health services and provide 
appropriate social and economic rehabilitation measures as soon as possible in 
accordance with local realities； 

6) to improve national information systems in order to facilitate monitoring and 
evaluation of the elimination of leprosy; 

7) to coordinate the technical and financial resources made 
control by international and nongovernmental organizations so 
n the best way; 

REQUESTS the Director-General: 

1) to strengthen technical support to Member States for the 
multidrug therapy together with case-finding so as to achieve 
of leprosy as a public health problem by the year 2000; 

available for leprosy 
that they are utilized 

implementation of 
the global elimination 

2) to continue to mobilize and coordinate scientific, technical and additional 
financial resources for implementing multidrug therapy together with case-finding, 
disability prevention and social and economic rehabilitation; 

3) to continue to strengthen national capabilities for leprosy control through 
support for training activities； 

4) to continue to support research for the development of 
diagnostic tools and vaccines through the Special Programme 
Training in Tropical Diseases; 

5) to promote further coordination with Member States and 
organizations in order to achieve the global elimination of 
health problem by the year 2000; 

improved drugs, 
for Research and 

nongovernmental 
leprosy as a public 

6) 
made, 

Hbk Res., Vol 

to keep the Executive Board and the Health Assembly informed of the progress 

[I (2nd ed.), 1.16.8 (Eleventh plenary meeting, 13 May 1991 -
Committee A, first report) 

WHA44•10 Interim financial report for the year 1990 

The Forty-fourth World Health Assembly, 

Having examined the interim financial report for the year 1990;̂ " 

Having noted the report of the Committee of the Executive Board to Consider Certain 
Financial Matters prior to the Forty-fourth World Health Assembly, 

ACCEPTS the Director-General‘s interim financial report for the year 1990. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.10.3 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

1 Document A44/16. 
2 Document A44/40. 
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WHA44•11 Status of collection of assessed contributions and status of advances to the 

Working Capital Fund 

The Forty-fourth World Health Assembly, 

Noting with concern that, as at 31 December 1990: 

(1) the rate of collection in 1990 of current-year contributions to the effective 
working budget amounted to 84.40%, leaving US$ 47 831 752 unpaid in respect of 1990 
contributions； 

(2) only 93 Members had paid their current-year contributions to the effective 
working budget in full, and 46 Members had made no payment towards their 
contributions, 

1. EXPRESSES concern at the level of outstanding contributions, which has had a 
deleterious effect on the financial situation; 

2. CALLS THE ATTENTION of Members to Financial Regulation 5.6, which provides that 
instalments of contributions and advances shall be considered as due and payable in full 
by the first day of the year to which they relate, and to the importance of paying 
contributions as early as possible to enable the Director-General to implement the 
programme budget in an orderly manner； 

3. RECALLS that, as a result of the adoption by resolution WHA41.12 of an incentive 
scheme to promote the timely payment of assessed contributions, Members which paid their 
assessed contributions for 1989 and 1990 early in the year to which they related will 
have their contributions payable for the 1992-1993 programme budget reduced appreciably, 
while Members paying later will see their contributions payable for the 1992-1993 
programme budget reduced only marginally or not at all; 

4. URGES Members that are regularly late in the payment of their contributions to take 
as rapidly as possible all steps necessary to ensure prompt and regular payment； 

5. REQUESTS the Director-General to draw this resolution to the attention of all 
Members• 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.4 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44•12 Members in arrears in the payment of their contributions to an extent which 
would justify invoking Article 7 of the Constitution 

The Forty-fourth World Health Assembly, 

Having considered the report of the Committee of the Executive Board to Consider 
Certain Financial Matters prior to the Forty-fourth World Health Assembly on Members in 
arrears in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution; 

Noting that Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican 
Republic, Equatorial Guinea, Grenada, Guatemala, Guinea-Bissau, Iraq, Liberia, 
Mauritania, Sierra Leone, Suriname and Zaire were in arrears at the time of the opening 
of the Health Assembly to an extent that it is necessary for the Health Assembly to 
consider, in accordance with Article 7 of the Constitution, whether or not the voting 
privileges of these Members should be suspended; 

1 Document A44/15. 
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Having been informed that, as a result of payments received after the opening of the 

Forty-fourth World Health Assembly, the arrears of contributions of Grenada, 
Guinea-Bissau and Zaire have been reduced to levels below the amounts which would justify 
invoking Article 7 of the Constitution; 

Reaffirming the principles laid down in resolution WHA41.7, 

1. EXPRESSES serious concern at the number of Members in recent years that have been in 
arrears in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution; 

2. URGES the Members concerned to regularize their position at the earliest possible 
date ； 

3. FURTHER URGES Members which have not communicated their intention to settle their 
arrears to do so at the earliest opportunity; 

4. REQUESTS the Director-General to approach the Members in arrears to an extent which 
would justify invoking Article 7 of the Constitution, with a view to pursuing the 
question with the Governments concerned; 

5. REQUESTS the Executive Board, in the light of the Director-General‘s report and 
after the Members concerned have had an opportunity to explain their situation to the 
Board, to report to the Forty-fifth World Health Assembly on the status of payment of 
contributions； 

6. EMPHASIZES the necessity of applying the principles laid down in resolution WHA41.7 
consistently, so as to maintain equity amongst Member States; 

7. DECIDES : 

(1) that if, by the time of the opening of the Forty-fifth World Health Assembly, 
Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican Republic, 
Equatorial Guinea, Guatemala, Iraq, Liberia, Mauritania, Sierra Leone and Suriname 
are still in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution, their voting privileges shall be 
suspended as from the said opening, unless the Executive Board has previously found 
that the Member concerned is faced with exceptional difficulties and the Member has 
made a payment considered by the Board to be reasonable in the circumstances； 

(2) that any suspension which takes effect as aforesaid shall continue until the 
arrears of the Member concerned have been reduced, at the next and subsequent Health 
Assembly sessions, to a level below the amount which would justify invoking 
Article 7 of the Constitution; 

(3) that this decision shall be without prejudice to the right of any Member to 
request restoration of its voting privileges in accordance with Article 7 of the 
Constitution; 

(4) that the provision of services to the Members concerned shall continue 
uninterrupted. 

Hbk Res., Vol. Ill (2nd ed.),6.1.2.4 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 
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WHA44.13 Use of casual income to reduce adverse effects of currency fluctuations on the 

programme budget for 1990-1991 

The Forty-fourth World Health Assembly, 

Having considered the recommendation of the Executive Board on the use of casual 
income to reduce adverse effects of currency fluctuations on the programme budget for the 
financial period 1990-1991,1 

1. AUTHORIZES the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the appropriation resolution for the financial period 
1990-1991, to charge against available casual income the net additional costs to the 
Organization under the programme budget resulting from differences between the WHO 
budgetary rates of exchange and the United Nations/WHO accounting rates of exchange with 
respect to the relation between the United States dollar and the CFA franc, the Danish 
krone, the Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc 
prevailing during this financial period, provided that such charges against casual income 
shall not exceed US$ 43 million in 1990-1991; 

2. REQUESTS the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the appropriation resolution for the financial period 
1990-1991, to transfer to casual income the net savings under the programme budget 
resulting from differences between the WHO budgetary rates of exchange and the United 
Nations/WHO accounting rates of exchange with respect to the relation between the 
United States dollar and the CFA franc, the Danish krone, the Egyptian pound, the Indian 
rupee, the Philippine peso and the Swiss franc prevailing during this financial period; 

3. FURTHER REQUESTS the Director-General to report such charges or transfers in the 
financial report for the financial period 1990-1991; 

4. DECIDES that this resolution cancels and supersedes resolution WHA42.8. 

Hbk Res., Vol. Ill (2nd ed.) , 2.3.3.1 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

УНЛ44•14 Use of casual income to reduce adverse effects of currency fluctuations on the 
programme budget for 1992-1993 

The Forty-fourth World Health Assembly, 

Having considered the recommendation of the Executive Board on the use of casual 
income to reduce adverse effects of currency fluctuations on the programme budget for the 
financial period 1992-1993,2 

1. AUTHORIZES the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the appropriation resolution for the financial period 
1992-1993, to charge against available casual income any net additional costs to the 
Organization under the programme budget resulting from differences between the WHO 
budgetary rates of exchange and the United Nations/WHO accounting rates of exchange with 
respect to the relation between the United States dollar and the CFA franc, the Danish 
krone, the Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc 
prevailing during the financial period to the extent that these cannot realistically be 
met by offsetting savings and provided that such charges against casual income shall not 
exceed US$ 31 million in 1992-1993; 

2. REQUESTS the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the appropriation resolution for the financial period 

1 See document EB87/1991/REC/1, Part I, resolution EB87.R12 and Annex 1. 
2 See document EB87/1991/REC/l, Part I, resolution EB87.R13 and Annex 1. 
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1992-1993, to transfer to casual income the net savings under the programme budget 
resulting from differences between the WHO budgetary rates of exchange and the United 
Nat i oris/Ш0 accounting rates of exchange with respect to the relation between the 
United States dollar and the CFA franc, the Danish krone, the Egyptian pound, the Indian 
rupee, the Philippine peso and the Swiss franc prevailing during this financial period; 

3. FURTHER REQUESTS the Director-General to report such charges or transfers in the 
financial report for the financial period 1992-1993; 

4. STRESSES the importance of Members' paying their contributions to the Organization's 
budget in accordance with Financial Regulations 5.3 and 5.6, that is, not later than the 
first day of the year to which they relate, so that the approved programme may be carried 
out as planned. 

Hbk Res., Vol. Ill (2nd ed.), 2.3 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44.15 Salaries for ungraded posts and the Director-General 

The Forty-fourth World Health Assembly, 

Noting the proposal made with regard to remuneration of staff in the ungraded posts 
and of the Director-General, 

1. ESTABLISHES the salary for the posts of Assistant Directors-General and Regional 
Directors at US$ 116 442 per annum before staff assessment, resulting in a modified net 
salary of US$ 70 350 (dependency rate) or US$ 63 600 (single rate)； 

2. ESTABLISHES the salary for the post of Deputy Director-General at US$ 130 460 per 
annum before staff assessment, resulting in a modified net salary of US$ 77 639 
(dependency rate) or US$ 69 628 (single rate)； 

3. ESTABLISHES the salary for the Director-General at US$ 159 517 per annum before 
staff assessment, resulting in a modified net salary of US$ 92 749 (dependency rate) or 
US$ 82 122 (single rate)； 

4. DECIDES that these adjustments in remuneration shall 

Hbk Res., Vol. Ill (2nd ed.), 6.2.4.3 (Eleventh 

be effective from 1 March 1991. 

plenary meeting, 13 May 1991 -
Committee B, first report) 

2 WHA44•16 Amendments to the Financial Regulations 

The Forty-fourth World Health Assembly, 

Having considered the amendments to the Financial Regulations proposed by the 
Director-General as modified following 
the Executive Board, 

the discussions at the eighty-seventh session of 

ADOPTS the proposed amendments to the Financial Regulations 

Hbk Res., Vol. Ill (2nd ed.), 6.1.1 (Eleventh plenary meeting, 
Committee B. 

13 May 1991 -
first report) 

1 See document A44/42. 
о See Annex 4, Appendix 1. 
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WHA44.17 Appointment of the External Auditor 

The Forty-fourth World Health Assembly 

1. RESOLVES that the holder of the office of Comptroller and Auditor General of the 
United Kingdom of Great Britain and Northern Ireland be appointed External Auditor of the 
accounts of the World Health Organization for the financial periods 1992-1993 and 
1994-1995 and that he conduct his audits in accordance with the principles incorporated 
in Article XII of the Financial Regulations, provided that, should the necessity arise, 
he may designate a representative to act in his absence； 

2. EXPRESSES its thanks to Mr John Bourn for the work he has performed for the 
Organization in his audit of the accounts for the financial periods 1986-1987 and 
1988-1989. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.10.1 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44.18 Assessment of Belize 

The Forty-fourth World Health Assembly, 

Noting that Belize, a Member of the United Nations, became a Member of the World 
Health Organization by depositing with the Secretary-General of the United Nations a 
formal instrument of acceptance of the WHO Constitution on 23 August 1990; 

Noting that the United Nations General Assembly, in resolution 43/223, established 
the assessment of Belize at the rate of 0.01% for the years 1989 to 1991; 

Recalling the principle established in resolution WHA8.5, and confirmed in 
resolution WHA24.12, that the latest available United Nations scale of assessments should 
be used as a basis for determining the scale of assessments to be used by WHO； 

Recalling further that the Twenty-sixth World Health Assembly, in resolution 
WHA26.21, affirmed its belief that the scale of assessments in WHO should follow as 
closely as possible that of the United Nations, 

DECIDES : 

(1) that Belize shall be assessed at the rate of 0.01% for the financial period 
1990-1991 and future financial periods; 

(2) that Belize's assessment relating to the year 1990 shall be reduced to 
one-ninth of 0.01%. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.2 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44•19 Assessment of Токе1au 

The Forty-fourth World Health Assembly, 

Noting the admission of Токе1au to associate membership in the Organization on 
8 May 1991; 
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that the 1991 instalment of the assessment shall be reduced to one-third of 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.2 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44.21 Assessment of the Federated States of Micronesia 

The Forty-fourth World Health Assembly, 

Noting the admission of the Federated States of Micronesia to membership in the 
Organization; 

Recalling that the Twenty-second World Health Assembly, in resolution WHA22.6, 
decided that from 1968 new Members shall be assessed in accordance with the practice 
followed by the United Nations in assessing new Members for their year of admission, 

Recalling that the Twenty-seventh World Health Assembly, in resolution WHA27.9, 
decided that the assessment of Associate Members for 1975 and future years shall be 
0.01%; 

Recalling further that the Twenty-second World Health Assembly, in 
resolution WHA22.6, decided that from 1968 new Members shall be assessed in accordance 
with the practice followed by the United Nations in assessing new Members for their year 
of admission, 

DECIDES that the 1991 instalment of the assessment of Токе1au shall be reduced to 
one-third of 0.01%. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.3 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44•20 Assessment of Marshall Islands 

The Forty-fourth World Health Assembly, 

Noting the admission of Marshall Islands to membership in the Organization; 

Recalling that the Twenty-second World Health Assembly, in resolution WHA22.6, 
decided that from 1968 new Members shall be assessed in accordance with the practice 
followed by the United Nations in assessing new Members for their year of admission, 

DECIDES: 

(1) that Marshall Islands shall be assessed for the second year of the financial 
period 1990-1991 and for future financial periods at a rate to be fixed by the 
Health Assembly, as and when an assessment rate for this country has been 
established by the United Nations General Assembly; 

(2) that Marshall Islands shall be assessed at the provisional rate of 0.01% for 
the second year of the financial period 1990-1991 and for future financial periods, 
to be adjusted to the definitive assessment rate established by the Health Assembly; 

)
о
 

3
 .
 

(
о
 



16 FORTY-FOURTH WORLD HEALTH ASSEMBLY 

that the 1991 instalment of the assessment shall be reduced to one-third of 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.2 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44.22 Scale of assessments for the financial period 1992-19931 

The Forty-fourth World Health Assembly 

1. DECIDES that the scale of assessments for 1992-1993 shall, subject to the provisions 
of paragraph 2 below, be as follows: 

Members and Associate Members Assessment 
(percentage) 

Afghanistan 0.01 
Albania 0.01 
Algeria 0.15 
Angola 0.01 
Antigua and Barbuda 0.01 
Argentina 0.65 
Australia 1.54 
Austria 0.72 
Bahamas 0.02 
Bahrain 0.02 
Bangladesh 0.01 
Barbados 0.01 
Belgium 1.15 
Belize 0.01 
Benin 0.01 
Bhutan 0.01 
Bolivia 0.01 
Botswana 0.01 
Brazil 1.42 
Brunei Darussalam 0.04 
Bulgaria 0.15 
Burkina Faso 0.01 
Burundi 0.01 
Byelorussian Soviet Socialist Republic 0.32 
Cambodia 0.01 
Cameroon 0.01 
Canada 3.03 
Cape Verde 0.01 
Central African Republic 0.01 

DECIDES : 

(1) that the Federated States of Micronesia shall be assessed for the second year 
of the financial period 1990-1991 and for future financial periods at a rate to be 
fixed by the Health Assembly, as and when an assessment rate for this country has 
been established by the United Nations General Assembly; 

(2) that the Federated States of Micronesia shall be assessed at the provisional 
rate of 0.01% for the second year of the financial period 1990-1991 and for future 
financial periods, to be adjusted to the definitive assessment rate established by 
the Health Assembly; 

(3) 
0.01 

1 See Annex 7. 
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Members and Associate Members Assessment 
(percentage) 

Chad 0.01 
Chile 0.08 
China 0.77 
Colombia 0.14 
Comoros 0.01 
Congo 0.01 
Cook Islands 0.01 
Costa Rica 0.02 
Côte d'Ivoire 0.02 
Cuba 0.09 
Cyprus 0.02 
Czechoslovakia 0.65 
Democratic People's Republic of Korea 0.05 
Denmark 0.68 
Djibouti 0.01 
Dominica 0.01 
Dominican Republic 0.03 
Ecuador 0.03 
Egypt 0.07 
El Salvador 0.01 
Equatorial Guinea 0.01 
Ethiopia 0.01 
Federated States of Micronesia 0.01 
Fiji 0.01 
Finland 0.50 
France 6.13 
Gabon 0.03 
Gambia 0_01 
Germany 9.18 
Ghana 0.01 
Greece 0.39 
Grenada 0.01 
Guatemala 0.02 
Guinea 0.01 
Guinea-Bissau 0.01 
Guyana 0.01 
Haiti 0.01 
Honduras 0.01 
Hungary 0.20 
Iceland 0.03 
India 0.36 
Indonesia 0.15 
Iran (Islamic Republic of) 0.68 
Iraq 0.12 
Ireland 0.18 
Israel 0.20 
Italy 3-91 

Jamaica 0-01 
Japan 11 • 16 
Jordan 0 •01 

Kenya 0.01 
Kiribati 0.01 
Kuwait °-28 

Lao People's Democratic Republic 0.01 
Lebanon 0 0 1 
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Members and Associate Members Assessment 
(percentage) 

Lesotho 0.01 
Liberia 0.01 
Libyan Arab Jamahiriya 0.27 
Luxembourg 0.06 
Madagascar 0.01 
Malawi 0.01 
Malaysia 0.11 
Maldives 0.01 
Mali 0.01 
Malta 0.01 
Marshall Islands 0.01 
Mauritania 0.01 
Mauritius 0.01 
Mexico 0.92 
Monaco 0 • 01 
Mongolia 0.01 
Morocco 0.04 
Mozambique 1 0.01 
Myanmar 0,01 
Namibia 0*01 
Nepal 0.01 
Netherlands 1.62 
New Zealand 0.23 
Nicaragua 0.01 
Niger 0.01 
Nigeria 0.20 
Norway 0.54 
Oman 0.02 
Pakistan 0.06 
Panama 0.02 
Papua New Guinea 0.01 
Paraguay 0.03 
Peru 0.06 
Philippines 0.09 
Poland 0.55 
Portugal 0.18 
Qatar 0.05 
Republic of Korea 0.21 
Romania 0.19 
Rwanda 0.01 
Saint Kitts and Nevis 0.01 
Saint Lucia 0.01 
Saint Vincent and the Grenadines 0.01 
Samoa 0 .01 
San Marino 0.01 
Sao Tome and Principe 0.01 
Saudi Arabia 1.00 
Senegal 0.01 
Seychelles 0.01 
Sierra Leone 0.01 
Singapore 0.11 
Solomon Islands 0.01 
Somalia 0.01 
South Africa 0.44 
Spain 1.91 
Sri Lanka 0.01 
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Members and Associate Members Assessment 
(percentage) 

Sudan 0 書 01 
Suriname 0.01 
Swaziland 0.01 
Sweden 1.19 
Switzerland 1.06 
Syrian Arab Republic 0.04 
Thailand 0.10 
Togo 0.01 
Tokelau 0.01 
Tonga 0.01 
Trinidad and Tobago 0.05 
Tunisia 0.03 
Turkey 0.31 
Uganda 0.01 
Ukrainian Soviet Socialist Republic 1.23 
Union of Soviet Socialist Republics 9.80 
United Arab Emirates 0.19 
United Kingdom of Great Britain and Northern Ireland 4.77 
United Republic of Tanzania 0.01 
United States of America 25.00 
Uruguay 0.04 
Vanuatu 0.01 
Venezuela 0. 56 
Viet Nam 0.01 
Yemen 0.01 
Yugoslavia 0.45 
Zaire 0.01 
Zambia 0.01 
Zimbabwe 0.02 

2. REQUESTS the Director-General, in the event that assessments are fixed provisionally 
or definitively by the present Health Assembly for any new Members, to adjust the scale 
as set forth in paragraph 1. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.1 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44.23 Recruitment of international staff in WHO: geographical representation 

The Forty-fourth World Health Assembly, 

Noting the report and proposals of the Director-General and the views of the 
Executive Board with regard to the recruitment of international staff in WHO; 

Recalling earlier resolutions of the Health Assembly arid the Executive Board on the 
same subject, and in particular resolution WHA42.12； 

Noting the progress made between October 1988 and October 1990 in geographical 
representation as a result of recruiting and maintaining the staff on as wide a 
geographical basis as possible； 

1 See document EB87/1991/REC/1, Part I, Annex 4, and document EB87/1991/REC/2, 
pp. 276-278. 
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Reaffirming that the principles embodied in Articles 4.2, 4.3 and 4.4 of the Staff 

Regulations remain the paramount consideration in staff recruitment, 

1. DECIDES to maintain the target of 40% of all vacancies arising in professional and 
higher-graded posts subject to geographical distribution during the period ending 
October 1992 for the appointment of nationals of unrepresented and under-represented 
countries； 

2. CALLS UPON the Director-General and the Regional Directors to pursue energetically 
their efforts to improve geographical representation； 

3. REQUESTS the Director-General to report on the recruitment of international staff in 
WHO to the Executive Board and the Health Assembly in 1993. 

Hbk Res., Vol. Ill (2nd ed.), 6.2.2.1 (Eleventh plenary meeting, 13 May 1991 -
Committee B, first report) 

WHA44•24 Health promotion for the development of the least developed countries 

The Forty-fourth World Health Assembly, 

Recalling United Nations General Assembly resolution 45/206 and resolutions WHA42.3, 
WHA42.4 and especially WHA43.17 of the Health Assembly on strengthening technical and 
economic support to countries facing serious economic constraints； 

Aware of the critical health situation of the least developed countries； 

Referring to the Paris Declaration and to the Programme of Action for the least 
developed countries for the 1990s, adopted on 14 September 1990 at the end of the Second 
United Nations Conference on the Least Developed Countries； 

Noting the contribution made by WHO to the preparations for and proceedings of the 
Conference； 

Welcoming the specific action already taken by the Organization on behalf of the 
least developed countries； 

Recalling, as stated by the Conference in the Programme of Action for the 1990s, that 
••without profound improvements in the health standards prevailing in the least developed 
countries, other measures of social and economic development will remain to a great extent 
ineffective"； 

Bearing in mind the concern expressed by the States taking part in the Conference 
that "the United Nations development system should respond effectively to the needs and 
requirements of the least developed countries, taking into account their different and 
complex conditions"； 

Considering that the priorities set out by the Director-General in his Introduction 
to the proposed programme budget for 1992-1993 - that is, strengthening of primary health 
care in the context of a country-by-country approach； integrated disease control； 
protection and control of the environment； nutrition; and information - broadly 
encompass those put forward in the "Health and sanitation" section of the Programme of 
Action for the least developed countries for the 1990s, 

1. REQUESTS Member States to take into account the outcome of the Second United Nations 
Conference on the Least Developed Countries, especially the need to include a health 
component in socioeconomic development programmes and cooperation activities； 
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2. REQUESTS the Director-General also to take these factors into account in all the 
activities of WHO, and: 

(1) to continue and intensify, in liaison with the competent organizations of the 
United Nations system, including the United Nations Conference on Trade and 
Development, the efforts to provide support for the countries that need it most -
with due priority for the least developed countries - in strengthening and 
developing their health systems and in identifying resources and new approaches to 
health in the current social and economic context; 

(2) to formulate, on the basis of cooperation between WHO and these countries, a 
policy for health action aimed at striking a balance between the activities planned 
for the medium and long term and those carried out to meet short-term needs; 

(3) to report to the Forty-fifth World Health Assembly on the measures taken by the 
Organization as a whole and on the coordinated use of all the resources mobilized 
for this purpose. 

Hbk Res., Vol. Ill (2nd ed.), 1.2.2.2 (Eleventh plenary meeting, 13 May 1991 • 
Committee A, second report) 

WHA44.25 Human organ transplantation 

The Forty-fourth World Health Assembly, 

Having considered the report of the Director-General on human organ 
transplantation, 

1. THANKS the Director-General for his report; 

2. ENDORSES the Guiding Principles on Human Organ Transplantation contained therein; 

3. RECOMMENDS that Member States take account of the Guiding Principles in the 
formulation of their own policies on human organ transplantation and that by appropriate 
means they disseminate the idea of multi-organ donation for human transplantation from 
deceased persons； 

4. REQUESTS the Director-General: 

(1) to review the Guiding Principles from time to time in the light of national 
experience in their implementation and of developments in the field of human organ 
transplantation； 

(2) to disseminate the Guiding Principles as widely as possible to all interested 
parties. 

Hbk Res., Vol. Ill (2nd ed.), 1.15.1 (Eleventh plenary meeting, 13 May 1991 -
Committee A, second report) 

1 See Annex 9. 
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WHA44.26 Smoking and travel^ 

The Forty-fourth World Health Assembly, 

Recalling resolutions WHA33.35, WHA39.14, WHA41.25 and WHA42.19 on the health 
consequences of tobacco consumption and the WHO "tobacco or health" programme, formerly 
the action programme on smoking and health; 

Recalling in particular resolution WHA43.16, which urges all Member States to adopt 
effective measures to prevent involuntary exposure to tobacco smoke in enclosed public 
places and public transport; 

Recognizing that there is no safe level of exposure to tobacco smoke； 

Aware of the technical problems of ensuring a smoke-free environment in many public 
conveyances, especially trains and aircraft; 

Congratulating the transport authorities and companies that have adopted measures to 
offer their passengers a smoke-free environment and encouraging all those responsible for 
public transport to do likewise; 

Deeply concerned about the dangers to 
health, of non-smokers caused by enforced, 
estimates that the annual number of deaths 
about three million in the 1990s, 

the health, and the violation of the right to 
or passive, smoking and about the WHO-approved 
in the world attributable to smoking will be 

URGES all Member States: 

(1) to adopt appropriate measures for effective protection from involuntary 
exposure to tobacco smoke in public transport； 

(2) to ban smoking in public conveyances where protection against involuntary 
exposure to tobacco smoke cannot be ensured, and to adopt effective measures of 
protection wherever possible; 

(3) to promote educational activities necessary to make people aware of the 
importance of protecting themselves and their families, especially children, against 
passive smoking, for example, while travelling in private cars； 

2. REQUESTS the Director-General: 

(1) to collaborate with the International Civil Aviation Organization and all 
competent international and national agencies in developing guidelines and 
recommendations for a smoke- free travel environment in all types of public 
conveyances； 

(2) to support Member States at their request in implementing effective 
protect people against involuntary exposure to tobacco smoke in public transport; 

(3) to keep the Executive Board and the Health Assembly informed of the progress 
made in implementing this resolution 
programme. 

an element of the WHO "tobacco or health" 

Hbk Res., Vol. (2nd ed.), 1.11. (Twelfth plenary meeting, 
Committee A. 

15 May 1991 -
third report) 

1 See Annex 7. 
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WHA44.27 Health development in urban areas 

The Forty-fourth World Health Assembly, 

Noting that between 1950 and 1990 the world's urban population rose from 734 million 
to 2390 million (more than triple), or from 29% to 45% of the total population, and that 
the increase is continuing; 

Aware that most of the increase was in cities of developing countries, whose urban 
population increased five-fold, from 286 million in 1950 to 1515 million in 1990; 

Noting that annual urban population growth rates of 3% or more have been common in 
developing countries, and may continue over the next 20 years； that such growth exceeds 
the capacity of a city to provide adequate resources, housing, employment and services, 
and results in the exposure of increasing numbers of urban dwellers to the hazards of 
poverty, unemployment, inadequate housing, poor sanitation, pollution, disease vectors, 
poor transport, and psychological and social stress； 

Taking account of the conclusions and recommendations of the Technical Discussions 
held during the Forty-fourth World Health Assembly; 

Recalling action taken by WHO for health development in urban areas； 

Recognizing the need for the reappraisal of urban health systems so that they 
contribute to the promotion of urban health in the context of health for all； 

Noting that the WHO Commission on Health and Environment considers urbanization a 
major driving force of development; 

Aware of the attention to urban development in the programmes of the United Nations 
Centre for Human Settlements, UNDP and UNEP, and in the preparations for the United 
Nations Conference on Environment and Development in 1992, 

1. URGES Member States: 

(1) to prevent excessive urban population growth by: 

(a) developing national policies that maintain urban population in balance 
with infrastructure and services, and that give due attention to family 
planning; 

(b) adjusting urban and rural development policies to provide incentives for 
the public, industry, the private sector and government agencies to prevent 
excessive concentration of population in potential urban problem areas； 

(2) to strengthen the capacity for healthy urban development by: 

(a) adjusting and implementing policies at all levels to render urban 
development sustainable and to preserve an environment supportive of health; 

(b) assessing the impact on health of the policies of agencies concerned with 
energy, food, agriculture, macroeconomic planning, housing, industry, transport 
and communications, education and social welfare, and adjusting them better to 
promote healthy communities and a healthy environment in cities; 

(c) developing suitable structures and processes for coherent intersectoral 
and community participation in the planning and implementation of urban 
development policies; 
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(3) to ensure that responsibilities for urban development and management, including 
health and social services, are decentralized from the national level to a level 
compatible with efficient and integrated management and technological requirements； 

(4) to give priority to the development, reorientation and strengthening of urban 
health services based on the primary health care approach, including appropriate 
referral services, with particular emphasis on response to the needs of the urban 
poor; 

(5) to strengthen effective and full community participation in urban development 
by promoting strong partnerships between government and community organizations, 
including nongovernmental organizations, the private sector and the local people； 

(6) to develop national and international networks of cities and communities for 
health in order to increase community participation and gain political support for 
technical programmes to improve health services and environmental health; 

(7) to improve information and research in order to relate health data to 
environmental conditions and health services； and to measure health differentials 
between parts of towns or cities in order to guide municipal authorities in the 
planning and management of health development programmes； 

2. CALLS ON international agencies: 

(1) to give proper attention in their programmes to the relation between the urban 
crisis and the growing degradation of the global environment； 

(2) to consider environmental, social and health needs when deciding on their 
priorities and allocations, and take into account the impact of those decisions on 
health; 

(3) to develop new ways of providing national governments, municipal authorities 
and community organizations with support in order to help them tackle urban health 
problems as part of urban development； 

3. REQUESTS the Director-General: 

(1) to further strengthen WHO's information base and ensure the availability of 
data to countries and cities so that they may deal with the human and environmental 
health aspects of urban development; 

(2) to strengthen technical cooperation in health development in urban areas with 
and between Member States in order to increase awareness of the needs of the urban 
poor, develop national skills in meeting these needs, and support the extension of 
city networks for health throughout the world; 

(3) to promote regional networks and interdisciplinary panels of experts and 
community leaders to advise on health aspects of urban development; 

(4) to submit a report on progress in the implementation of this resolution to a 
future Health Assembly through the Executive Board. 

Hbk Res., Vol. Ill (2nd ed.), 1.14.3 (Twelfth plenary meeting, 15 May 1991 -
Committee A, third report) 

WHA44.28 Water and environmental sanitation 

The Forty-fourth World Health Assembly, 

Recalling resolutions WHA42.25 and WHA42.26; 
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Regretting that, despite progress - especially under the International Drinking 

Water Supply and Sanitation Decade - in increasing the coverage of services to provide 
safe water and appropriate sanitation, 1200 million people in the developing countries 
still do not have access to an adequate and safe water supply, and approximately 
1800 million are without appropriate sanitation, while in developed countries the waste 
from millions of households is not being properly disposed of; 

Emphasizing the crucial importance of adequate and safe water supply and proper 
sanitation as an essential element of primary health care and a vital requirement for the 
prevention of waterborne diseases, protection of human health and the improvement of the 
quality of life; 

Recognizing that, in view of the present situation and rapid population growth, 
particularly in urban areas, increased and improved action is needed; 

Recalling United Nations General Assembly resolution 44/228 on the United Nations 
Conference on Environment and Development (to be held in Rio de Janeiro in 1992), which 
identifies the protection of the quality and supply of freshwater resources, the 
protection of human health and improvement of the quality of life and the living and 
working environment of the poor in urban slums and rural areas, as matters of major 
concern to be considered by the Conference； 

Recalling the New Delhi Statement on water supply and sanitation in the 1990s, 
advocating "Some for all, rather than more for some", which was adopted in September 1990 
by 115 countries； 

Emphasizing the need for a commitment by the international community to provide the 
resources to augment national efforts to achieve the objective of safe water and proper 
sanitation for all people by the year 2000; 

Convinced that WHO can make a significant contribution to the United Nations 
Conference on Environment and Development in 1992 as it has been invited to do by the 
Preparatory Committee, 

1. URGES Member States: 

(1) to reaffirm the priority accorded to programmes for safe and reliable water 
supply and environmental sanitation as essential to disease prevention - especially 
the prevention of waterborne diseases - and the promotion of community health, with 
emphasis not only on underserved people in the rural areas but also on the needs of 
the urban poor in the rapidly growing urban areas； 

(2) to ensure full participation of individuals and communities concerned in the 
action to be taken； 

2. REQUESTS the Director-General: 

(1) to promote the development and implementation of innovative and cost-effective 
approaches in technology and financing for the provision of safe water supply and 
sanitation systems in order to ensure their accessibility to all and their long-term 
sustainability； 

(2) to cooperate with the competent organizations of the United Nations system in 
the elaboration of a global water supply and sanitation action programme as part of 
measures for the protection of the quality and supply of freshwater resources to be 
agreed upon at the United Nations Conference on Environment and Development; 

(3) to contribute to the International Conference on Water and the Environment in 
Dublin in January 1992, this being one part of the preparatory process for the 
United Nations Conference； 
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(4) to report to the Forty-fifth World Health Assembly on the action taken in 
accordance with this resolution, taking into account the need to develop an updated 
strategy for water supply and sanitation within the framework of the health-for-all 
strategy, as requested in resolution WHA42.25. 

Hbk Res., Vol. Ill (2nd ed.), 1.14.2 (Twelfth plenary meeting, 15 May 1991 -
Committee A, third report) 

WHA44.29 Real Estate Fund 

The Forty-fourth World Health Assembly, 

Having considered resolution EB87.R19 and the report of the Director-General on the 
status of projects financed from thê  Real Estate Fund and the estimated requirements of 
the Fund for the period 1 June 1991 to 31 May 1992；1 

Recognizing that certain estimates must remain provisional because of the 
fluctuation of exchange rates, 

1. AUTHORIZES the financing from the Real Estate Fund of the expenditures summarized in 
part IV of the Director-General‘s report, at the estimated cost of US$ 1 208 000; 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US$ 1 082 000. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.7 (Twelfth plenary meeting, 15 May 1991 -
Committee B, second report) 

WHA44.30 Method of work of the Health Assembly 

The Forty-fourth World Health Assembly, 

Having considered the Director-General‘s report on the method of work of the Health 
Assembly, prepared in response to decision WHA40(10)； 

Recalling resolutions WHA32.36, WHA37.21 and EB79.R20, as well as previous 
resolutions dealing with this matter, and the recommendations contained in 
decision EB87(12); 

Recognizing the desirability of continued improvements in the method of work of the 
Health Assembly, 

DECIDES : 

(1) that proposals for resolutions on technical matters should not be considered by 
the Health Assembly unless they are based on a full debate under the item to which 
they relate, or unless they have been the subject of prior consideration by the 
Executive Board; 

(2) that, as from the Forty-sixth World Health Assembly, Technical Discussions 
should be held in even-numbered years only, when there is no proposed programme 
budget to consider. 

Hbk Res., Vol. Ill (2nd ed.), 3.1.3; 3.1.4 (Twelfth plenary meeting, 15 May 1991 -
Committee B, second report) 

1 See document EB87/1991/REC/1, Part I, Annex 6. 
о 1 See Annex 7. 
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WHA44.31 Health conditions of the Arab population in the occupied Arab territories. 

including Palestine 

The Forty-fourth 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; 

Seriously concerned by violations of human rights in the occupied Arab territories； 

Recalling the need for the occupying power to observe strictly its obligations under 
the Fourth Geneva Convention (1949), to which it has notably not conformed in such basic 
areas as health; 

Aware of its responsibility for ensuring proper health conditions for all people who 
are victims of exceptional situations, including settlements that are contrary to the 
Fourth Geneva Convention; 

Recognizing the need for increased support and assistance for the Palestinian people 
as well as the Syrian Arab people in the Golan under Israeli occupation, and for stronger 
cooperation with them; 

Expressing its deep concern at the negative effects of the practices of the 
occupying power against the Palestinian people in the field of health during the 
intifada, at a time when social and economic conditions in the territories were 
deteriorating； 

Expressing the hope that a just and comprehensive peace can be achieved in the 
Middle East, based on the principles of international legitimacy and, in particular, on 
the relevant United Nations resolutions； 

Thanking the Chairman of the Special Committee of Experts 
conditions of the inhabitants of the occupied Arab territories 
regretting the refusal of the Israeli authorities to allow the 
occupied Arab territories； 

Taking note of the relevant information provided; 

set up to study the health 
for his note , and 
experts to visit the 

Having considered the report of the Director-General on the health conditions of the 
Arab population in the occupied Arab territories, including Palestine, 

1. ASSERTS WHO's responsibility to promote for the Palestinian people in the occupied 
Arab territories the enjoyment of the highest attainable standard of health as one of the 
fundamental rights of every human being; 

2. EXPRESSES CONCERN at the deterioration in the health conditions of the Arab 
population in the occupied Arab territories, affirming that it is the role of the World 
Health Organization to assist in the provision of health care to the Palestinian people 
and the Arab population in the occupied Arab territories; 

3. STRESSES that the policies of the Israeli authorities in the 
territories are not consistent with the main requirements for the 
system appropriate to the needs of the population in the occupied 

occupied Arab 
development of a health 
Arab territories； 

1 Document A44/34. 
о 1 Document A44/31. 
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4. DEPLORES the continuing deterioration of the situation in the occupied Arab 
territories, which seriously affects the living conditions of the people, compromises in 
a lasting fashion the future of Palestinian society, and prevents the economic and social 
development of those territories； 

5. EXPRESSES ITS DEEP CONCERN at the Israeli refusal to permit the Special Committee of 
Experts to visit the occupied Arab territories, requesting that Israel allow the 
Committee to fulfil its mission of investigating the health conditions of the populations 
in those territories; 

6. THANKS the Special Committee of Experts for its note and requests it to continue its 
mission and report on the health conditions of the Arab population in the occupied Arab 
territories to the Forty-fifth World Health Assembly; 

7. RECALLS resolutions WHA42.14 and WHA43.26, and commends the Organization's efforts 
to prepare and implement the special technical assistance to improve the health 
conditions of the Palestinian people in the occupied Arab territories； 

8. THANKS the Director-General for his efforts, requesting him, in the light of 
relevant Health Assembly resolutions : 

(1) to intensify implementation of the special technical assistance programme, 
emphasizing the primary health care approach, in coordination with all Member States 
and all other organizations involved in health and humanitarian activities； 

(2) to coordinate health activities, in particular in priority areas such as 
maternal and child health, an expanded programme on immunization, water supply and 
sanitation, and other specific activities to be determined according to needs； 

(3) to monitor and evaluate the health conditions of the Arab population in the 
occupied Arab territories, in particular the proposals contained in the reports of 
the Special Committee of Experts, and given the deterioration of the health 
conditions of the inhabitants of those territories, to adopt all available measures 
in this regard; 

(4) to pursue the implementation of special technical assistance to improve the 
health conditions of the Palestinian people in the occupied Arab territories, in 
cooperation with all concerned WHO Members and observers referred to in Health 
Assembly resolutions related to this item, taking into consideration a comprehensive 
health plan for the Palestinian people; 

(5) to continue his efforts to seek funds from extrabudgetary sources in support of 
the special technical assistance programme； 

(6) to report on the above measures to the Forty-fifth World Health Assembly; 

9. CALLS ON all Member States and intergovernmental and nongovernmental organizations 
to contribute to the special assistance programme to improve the health conditions of the 
Palestinian people in the occupied Arab territories. 

Hbk Res., Vol. Ill (2nd ed.), 7.1.4.4. (Twelfth plenary meeting, 15 May 1991 -
Committee B, second report) 

WHA44.32 Health situation of displaced persons in Iraq and the neighbouring countries 

The Forty-fourth 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 United Nations Security Council resolution 688, of 5 April 1991; 
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Noting the appointment of the Executive Delegate of the Secretary-General for the 

United Nations Inter-agency Humanitarian Programme for Iraq, Kuwait and the Iraq/Iran and 
Iraq/Turkey Border Areas； 

Noting the Memorandum of Understanding of 18 April 1991 between the United Nations 
and the Government of Iraq; 

Expressing its grave concern at the risks to the health of the refugees and 
displaced people who moved towards and across international frontiers； 

Recognizing the need to create conditions conducive to the early and safe return of 
Iraqi displaced people to their homes； 

Taking into consideration the health problems facing the Iraqi citizens and that 
require an urgent solution, particularly those affecting vulnerable groups； 

Noting with appreciation the considerable help offered by the neighbouring countries 
as well as the international efforts to relieve the plight of these refugees and 
displaced people； 

Recognizing the need to alleviate further the burden carried by the neighbouring 
countries； 

Aware that the solution of these problems demands considerable financial, logistic 
and other resources from the international community; 

Noting that the financial targets set by United Nations appeals have not yet been 
reached; 

Noting the action taken so far by the Director-General of WHO in providing health 
assistance in Iraq and in neighbouring countries within the context of the United Nations 
humanitarian programme, 

1. URGES WHO, in full cooperation with other agencies taking part in the coordinated 
United Nations humanitarian relief effort in the region, to take action to alleviate the 
heavy burden borne by countries neighbouring Iraq by improving the delivery of health 
care to refugees and displaced people, including preventive and hygienic measures； 

2. CALLS UPON Member States to facilitate WHO'S operations in this area by contributing 
to the health aspects of the United Nations emergency humanitarian plan of action for the 
region; 

3. CALLS UPON countries affected by the crisis in the region to take the measures 
necessary to prevent outbreaks of communicable diseases occurring as a result of the 
increased risk from mass population movement and disruption of the social and health 
infrastructure； 

4. REQUESTS the Director-General: 

(1) to provide the affected countries of the region with assistance in establishing 
effective epidemiological surveillance of communicable diseases； 

(2) to assist these countries in controlling communicable diseases and in 
developing the necessary resources for this purpose； 

5. REQUESTS the Director-General to report as necessary to Member States on the 
measures he has taken in the context of implementation of the United Nations humanitarian 
plan of action for the region. 

Hbk Res., Vol. Ill (2nd ed.), 7.1.4 (Twelfth plenary meeting, 15 May 1991 -
Committee B, second report) 
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WHA44.33 World Summit for Children: follow-up action 

The Forty-fourth World Health Assembly, 

Having considered the report by the Director-General on action to follow up the 
World Summit for Children which was convened in New York on 30 September 1990 and 
which adopted the World Declaration on the Survival, Protection and Development of 
Children and a related Plan of Action containing specific "goals for children and 
development in the 1990s"; 

Recognizing that the Summit goals and Plan of Action are in accord with the global 
policy and strategy of health for all by the year 2000, based on the primary health care 
approach, and that they reflect the international health priorities and goals adopted by 
the Health Assembly in recent years； 

Expressing appreciation of the commitment made by heads of state or government to 
the goals and action for the health of children and women, particularly mothers, during 
the decade of the 1990s and beyond, as proclaimed at the World Summit for Children; 

Emphasizing the importance of a holistic and integrated approach to action to be 
taken to implement the Declaration and Plan of Action; 

Considering that breast-feeding: (a) is the only natural method of infant feeding, 
and is ideal for the harmonious physical and psychosocial development of the child; 
(b) helps to space births, protects women's health and fosters safe motherhood; and 
(c) is a major factor in the promotion of infant health, and as the first immunization of 
the child, prevents diarrhoea as well as acute respiratory and other infections； 

Welcoming the Innocenti Declaration on the Protection, Promotion and Support of 
Breastfeeding,2 which is a basis for international health policy and action, 

1. WELCOMES AND FULLY SUPPORTS the World Declaration on the Survival, Protection and 
Development of Children and its related Plan of Action with its appeal for a "first call 
for children", recognizing that attainment of the goals for the 1990s is essential for 
the overall goal of health for all； 

2. INVITES all Member States and other partners in the human development process to 
take concerted action and to give the political and economic priority necessary to 
implement the commitments set out in the World Declaration and Plan of Action, in 
particular paragraph 34 of the Plan of Action, which suggests action countries might take 
to give every child a better future； 

3. URGES Member States that have not yet done so to ratify the Convention on the Rights 
of the Child and promote its urgent implementation； 

4. REQUESTS the Director-General, in close cooperation with UNICEF and other competent 
organizations of the United Nations system, as well as bilateral and nongovernmental 
organizations, to implement the action outlined in his report to the Health Assembly and 
to monitor achievements in child health in all countries, including the targets of the 
Innocenti Declaration, keeping future 
framework of WHO'S established system 
health work. 

Health Assemblies informed thereon, within the 
for the monitoring and evaluation of international 

Hbk Res., Vol. Ill (2nd ed.), 1.12.1; 7.1.3 (Twelfth plenary meeting, 15 May 1991 -
Committee B, second report) 

1 Document A44/27. 
о 
Adopted by participants at a WHO/UNIСEF meeting at the Spedale degli Innocent!, 

Florence, Italy, from 30 July to 1 August 1990 (Innocenti Declaration on the Protection 
Promotion and Support of Breastfeeding. UNICEF, New York, 1990). 
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WHA44•34 Traditional medicine and modern health care 

The Forty-fourth World Health Assembly, 

Having considered the Director-General‘s report on traditional medicine and modern 
health care； 

Recalling resolutions WHA22.54, WHA29.72, WHA30.49, WHA40.33, WHA41.19, and 
WHA42.43； 

Aware of the accepted crucial importance of traditional medicine in many societies; 

Recognizing the important contribution of traditional medicine to the provision of 
essential care； 

Acknowledging the role of traditional medicine in the treatment of illness by 
informed self-medication; 

Cognizant of the potential medical and economic value of plant substances； 

Mindful of the fact that many species of medicinal plants are threatened by 
ecological and environmental changes, 

1. NOTES with satisfaction the progress made in the development of the programme of 
traditional medicine； 

2. REITERATES that a substantial increase in national and international funding and 
support is needed to enable traditional medicine to take its rightful place in health 
care ； 

3. URGES Member States: 

(1) to intensify activities leading to cooperation between those providing 
traditional medicine and modern health care, respectively, especially as regards the 
use of scientifically proven, safe and effective traditional remedies to reduce 
national drug costs； 

(2) to introduce measures for the regulation and control of acupuncture methods； 

REQUESTS the Director-General: 

(1) to continue to recognize the great importance of this programme and to mobilize 
increased financial and technical support as required; 

(2) to ensure that the contribution of scientifically proven traditional medicine 
is fully exploited within all the WHO programmes where plant-derived and other 
natural products may lead to the discovery of new therapeutic substances； 

(3) to seek appropriate partnerships with governmental bodies and nongovernmental 
organizations as well as with industry in implementing this resolution; 

(4) to keep the Executive Board and the Health Assembly informed of the progress 
made in the implementation of the programme of traditional medicine. 

Hbk Res., Vol. Ill (2nd ed.), 1.15.4 (Thirteenth plenary meeting, 16 May 1991 -
Committee A, fourth report) 

1 Document A44/31. 
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WHA44.35Appropriation resolution for the financial period 1992-19931 

The Forty-fourth World Health Assembly 

RESOLVES to appropriate for the financial period 1992-1993 an amount of 
US$ 808 111 000 as follows : 

Appropriation Purpose of appropriation Amount 
section US$ 

1. Direction, coordination and management ••• 87 539 700 
2. Health system infrastructure 234 891 200 
3. Health science and technology: 

health promotion and care 130 709 400 
4. Health science and technology: 

disease prevention and control 94 243 600 
5. Programme support 187 552 100 

Effective working budget 734 936 000 

6. Transfer to Tax Equalization Fund 59 000 000 
7. Undistributed reserve 14 841 000 

Total 808 777 000 

B. Amounts not exceeding the appropriations voted under paragraph A shall be 
available for the payment of obligations incurred during the financial period 
1 January 1992 - 31 December 1993 in accordance with the provisions of the Financial 
Regulations. Notwithstanding the provisions of the present paragraph, the 
Director-General shall limit the obligations to be incurred during the financial 
period 1992-1993 to sections 1-6. 

C. Notwithstanding the provisions of Financial Regulation 4.5, the 
Director-General is authorized to make transfers between those appropriation 
sections that constitute the effective working budget up to an amount not exceeding 
10% of the amount appropriated for the section from which the transfer is made, this 
percentage being established in respect of section 1 exclusive of the provision made 
for the Director-General‘s and Regional Directors' Development Programme 
(US$ 12 099 000). The Director-General is also authorized to apply amounts not 
exceeding the provision for the Director-General's and Regional Directors' 
Development Programme to those sections of the effective working budget under which 
the programme expenditure will be incurred. All such transfers shall be reported in 
the financial report for the financial period 1992-1993. Any other transfers 
required shall be made and reported in accordance with the provisions of Financial 
Regulation 4.5. 

D. The appropriations voted under paragraph A shall be financed by assessments on 
Members after deduction of the reimbursement of programme support costs by the 
United Nations Development Programme in the estimated amount of US$ 4 million thus 
resulting in assessments on Members of US$ 804 777 000. In establishing the amounts 
of contributions to be paid by individual Members, their assessments shall be 
reduced further by (a) the amount standing to their credit in the Tax Equalization 
Fund, except that the credits of those Members that require staff members of WHO to 

1 For Committee B's report to Committee A on this subject, see document 
WHA44/1991/REC/2. 
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pay taxes on their WHO emoluments shall be reduced by the estimated amounts of such 
tax reimbursements to be made by the Organization and (b) their part of the amount 
of interest earned and available for appropriation (US$ 24 929 000), in accordance 
with the incentive scheme adopted by the Health Assembly in resolution WHA41.12. 

E. The maximum net level of the exchange rate facility provided for under 
Article 4.6 of the Financial Regulations is established at US$ 31 million for the 
financial period 1992-1993. 

Hbk Res., Vol. Ill (2nd ed.), 2.3 (Thirteenth plenary meeting, 16 May 1991 -
Committee A, fourth report) 

WHA44.36 International programme on the health effects of the Chernobyl accident 

The Forty-fourth World Health Assembly, 

Recalling resolution 45/190 of the United Nations General Assembly and resolution 
1990/50 of the United Nations Economic and Social Council on international cooperation on 
activities concerning the Chernobyl accident, and decision WHA41(9) of the Forty-first 
World Health Assembly authorizing the Organization to accede to the conventions 
concerning nuclear accidents； 

Noting resolution EB87.R10 of the Executive Board; 

Noting the Director-General‘s report on the international programme on the health 
effects of the Chernobyl accident; 

Referring to Article 18(1) of the WHO Constitution which provides that one of the 
functions of the Health Assembly shall be to establish such institutions as it may 
consider desirable； 

Aware of the Memorandum of Understanding between the World Health Organization and 
the Ministry of Health of the Union of Soviet Socialist Republics on the establishment of 
a long-term international programme to monitor and mitigate the health effects of the 
Chernobyl accident; 

Mindful of the severity of the accident and its grave implications for human health, 
especially in the areas of high radionuclide contamination； 

Noting the worldwide concern that this accident has caused among Member States; 

Taking into account the information and data concerning the consequences of the 
Chernobyl accident, and recognizing the important lessons to be learned from them by the 
world community when considering measures to deal immediately with any major nuclear 
disaster and its effects on human populations and when seeking a better understanding of 
the health effects of radiological accidents; 

Noting with appreciation the work already being done by WHO and other international 
organizations to monitor and mitigate the adverse effects of the Chernobyl accident, and 
the support being extended by Member States, 

1. ENDORSES the proposal to establish under the auspices of WHO an international 
programme financed from voluntary contributions to mitigate the health effects of the 
Chernobyl accident, including the setting-up of an international centre； 

2. URGES Member States to participate actively in and to provide support for the 
implementation of the international programme； 

1 See Annex 9. 
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3. REQUESTS the Director-General: 

(1) to accelerate the implementation of the international programme and to proceed 
with the necessary organizational arrangements； 

(2) to seek outside financial and other material support for the programme； 

(3) to continue close collaboration with other competent international 
organizations, including organizations of the United Nations system, in the further 
development and implementation of the international programme； 

(4) to report periodically to the Health Assembly on progress made in the 
implementation of the programme. 

Hbk Res., Vol. Ill (2nd ed.),1.14.4 (Thirteenth plenary meeting, 16 May 1991 -
Committee B, third report) 

WHA44.37 Health and medical assistance to Lebanon 

The Forty-fourth World Health Assembly, 

Recalling previous resolutions of the Health Assembly on health and medical 
assistance to Lebanon, particularly resolution WHA43.12； 

Taking note of United Nations General Assembly resolutions on international 
assistance for the reconstruction and development of Lebanon calling on the specialized 
agencies and other organizations and bodies of the United Nations system to expand and 
intensify programmes of assistance within the framework of the needs of Lebanon, the 
latest being resolution 45/225 of 21 December 1990; 

Having examined the Director-General‘s report̂ " on the action taken by WHO, in 
cooperation with other international bodies, for emergency health and medical assistance 
to Lebanon in 1990 and the first quarter of 1991; 

Aware of the situation arising from the increase in the numbers of wounded, 
handicapped and displaced persons and the paralysis of economic activities and government 
organizations； 

Aware also of the considerable serious consequences of events in Lebanon in terms of 
damage to and destruction of the environment and institutions, homelessness, and harm to 
individuals and their health; 

Aware that the increased financial burden upon the State, coinciding with the 
alarming drop in budgetary revenue, requires assistance to the health services that are 
the responsibility of the State; 

Noting the health and medical assistance provided by the Organization to Lebanon 
during 1990-1991, 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts to 
mobilize health and medical assistance to Lebanon; 

2. EXPRESSES also its appreciation to the specialized agencies and other organizations 
and bodies of the United Nations system, and to all governmental and nongovernmental 
organizations, for their cooperation with WHO in this regard; 

3. CONSIDERS that the growing health and medical problems in Lebanon, which have 
recently reached a critical level, constitute a source of great concern and necessitate 

1 Document A44/15. 
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thereby a continuation and substantial expansion of programmes of health and medical 
assistance to Lebanon； 

4. REQUESTS the Director-General to continue and expand substantially the 
Organization's programmes of health, medical and relief assistance to Lebanon and to 
allocate for this purpose to the extent possible funds from the regular budget and other 
financial resources； 

5. CALLS UPON the specialized agencies and other organizations and bodies of the United 
Nations system, and all governmental and nongovernmental organizations, to intensify 
their cooperation with WHO in this field, and in particular to put into operation the 
recommendations of the report on the reconstruction of the health services of Lebanon； 

6. CALLS UPON Member States to increase their technical and financial support for 
relief operations and the reconstruction of the health services of Lebanon in cooperation 
with the Ministry of Health in Lebanon; 

7. CALLS UPON donors to direct their assistance in cash or in kind to the Ministry of 
Health, which has responsibility for the health centres, hospitals and public health 
services, or to the Trust Fund for Lebanon established by the Director-General on the 
request of the Government of Lebanon, in order to ensure that Lebanon, like other 
countries, can take measures for the attainment of health for all by the year 2000; 

8. REQUESTS the Director-General to report to the Forty-fifth World Health Assembly on 
the implementation of this resolution. 

Hbk Res., Vol. Ill (2nd ed.), 1.2.2.3 (Thirteenth plenary meeting, 16 May 1991 -
Committee B, third report) 

WHA44.38 Health assistance to refugees and displaced persons in Cyprus 

The Forty-fourth World Health Assembly, 

Mindful of the principle that the health of all peoples is fundamental to the 
attainment of peace and security; 

Recalling resolutions WHA28.47, WHA29.44, WHA30.26, WHA31.25, WHA32.18, WHA33.22, 
WHA34.20, WHA35.18, WHA36.22, WHA37.24, WHA38.25, WHA39.11, WHA40.22, WHA41.22, WHA42.23 
and WHA43.13; 

Noting all relevant United Nations General Assembly and Security Council resolutions 
on Cyprus； 

Considering that the continuing health problems of the refugees and displaced 
persons in Cyprus call for further assistance, 

1. NOTES with satisfaction the information provided by the Director-General^" on 
health assistance to refugees and displaced persons in Cyprus； 

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United Nations 
Humanitarian Assistance in Cyprus to obtain the funds necessary for the Organization's 
action to meet the health needs of the population of Cyprus； 

1 Document A44/31. 
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3. REQUESTS the Director-General to continue and intensify health assistance to 
refugees and displaced persons in Cyprus, in addition to any assistance made available 
within the framework of the efforts of the Coordinator of United Nations Humanitarian 
Assistance in Cyprus, and to report to the Forty-fifth World Health Assembly on such 
assistance. 

Hbk Res., Vol. Ill (2nd ed.), 7.1.4.5 (Thirteenth plenary meeting, 16 May 1991 -
Committee B, third report) 

WHA44.39 Liberation struggle in Southern Africa: assistance to the front-line States. 
Lesotho and Swaziland 

The Forty-fourth World Health Assembly, 

Considering that the front-line States still suffer directly or indirectly from the 
consequences of the social, political and economic situation in South Africa that hamper 
their economic and social development; 

Noting the positive developments in South Africa, which may lead to a just solution 
of the social and health problems of the country and the subregion; 

Considering that the front-line States have still to accept enormous sacrifices in 
order to rehabilitate and develop their health infrastructure, which has suffered in the 
past; 

Noting the initiatives being taken for community-based health care inside South 
Africa by the African National Congress and the Pari Africariist Congress of Azania and 
nongovernmental organizations； 

Considering resolutions AFR/RC31/R12 and AFR/RC32/R9 of the Regional Committee for 
Africa, which call for a special programme for health cooperation with the People's 
Republic of Angola； 

Recalling resolutions WHA39.24, WHA40.23, WHA41.23, WHA42.17 and WHA43.14; 

Bearing in mind that the consequences of the past political situation force the 
countries concerned to divert large amounts of financial and technical resources from 
their national health programmes to relief and reconstruction, 

1. THANKS the Director-General for his report 

2. RESOLVES that WHO shall: 

(1) continue to take appropriate and timely measures to help the front-line States, 
Lesotho and Swaziland to meet health problems of displaced people and refugees in 
the area; 

(2) continue to provide the front-line States with technical cooperation in the 
field of health for the rehabilitation of their health infrastructure； 

3. CALLS UPON the Member States, according to their capabilities, to continue to 
provide adequate health assistance to the front-line States (Angola, Botswana, 
Mozambique, Namibia, United Republic of 
Swaziland; 

4. REQUESTS the Director-General: 

(1) to maintain assistance in the 
and the Pan Africanist Congress of 

Tanzania, Zambia and Zimbabwe) and Lesotho and 

field of health to the African National Congress 
Azania； 

1 Document A44/15. 
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(2) to make use, when necessary, of funds from the Director-General‘s and Regional 
Directors' Development Programme and to mobilize extrabudgetary resources in order: 

(a) to assist the countries concerned to overcome the problems arising from 
the presence of the South African refugees and displaced persons； 

(b) to plan and implement in close cooperation with UNHCR and others concerned 
a special rehabilitation programme in the field of health for the thousands of 
refugees who wish to return to their homes in South Africa; 

(c) to support the initiatives in community-based health care being undertaken 
inside South Africa; 

(3) to report to the Forty-fifth World Health Assembly on the implementation of 
this resolution. 

Hbk Res., Vol. (2nd ed.), 1.2.2.2 (Thirteenth plenary meeting, 
Committee B, 

16 May 1991 -
third report) 

WHA44•40 Reconstruction and development of the health sector in Namibia 

The Forty-fourth World Health Assembly, 

Recalling previous resolutions of the Health Assembly on this subject, particularly 
resolution WHA43.15 and its operative paragraphs 4 and 5； 

Having considered the report of the Director-General on reconstruction and 
development of the health sector in Namibia, prepared in response to the above 
resolution; 

Bearing in mind the pressing need to reconstruct the health sector as a whole, thus 
allowing the acceleration of the implementation of primary health care programmes towards 
the attainment of the objective of health for all by the year 2000, 

1. COMMENDS the Director-General for all the steps already taken to assist the 
Government of Namibia in the reconstruction endeavour； 

2. CALLS UPON Member States v organizations of the United Nations system, other 
intergovernmental organizations and nongovernmental organizations to provide necessary 
financial assistance and cooperation; 

3. REITERATES its request to the Director-General to continue intensifying technical 
cooperation and to support the efforts already undertaken by the Government and the 
people of Namibia to ensure reconstruction and development in the health sector; 

4. REQUESTS the Director-General to report to the Forty 
the implementation of this resolution. 

fifth World Health Assembly on 

Hbk Res., Vol. (2nd ed.), 1.2.2.2 (Thirteenth plenary meeting, 
Committee B. 

16 May 1991 • 
third report) 

WHA44•41 Emergency relief operations 

The Forty-fourth World Health Assembly, 

Recalling resolution WHA42.16； 

1 Document A44/31. 
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Considering the succession of natural and man-made disasters that have occurred in 

various regions, including the severe cyclone which struck parts of Bangladesh on 
30 April 1991; 

Recognizing the threat to health and the risk of outbreak of epidemic diseases among 
the populations affected; 

Recognizing also the limited capabilities of the countries affected to cope with 
such emergencies； 

Acknowledging the response of the international community and the efforts of the 
Organization to mitigate the health effects of these disasters； 

Stressing the need for close collaboration between all agencies involved and the 
need for proper coordination within the countries concerned, 

1. URGES international and regional organizations to accord greater priority to 
assistance aimed at mitigating the health effects of natural and man-made disasters； 

2. REQUESTS the Director-General: 

(1) to strengthen the Organization's capability to respond urgently and effectively 
to the health needs of victims of disasters, working as appropriate with the various 
organizations of the United Nations system, nongovernmental organizations and other 
parties involved in emergency relief operations； 

(2) to assist countries to reinforce their capabilities for emergency preparedness； 

(3) to ensure that the Organization plays an active role in the mobilization of 
resources to provide the countries affected with the financial support necessary to 
meet the immediate and medium-term medical and health needs of the victims of 
natural and man-made disasters； 

(4) to submit to the Executive Board a report on the results of the action taken by 
the Organization in this regard. 

Hbk Res., Vol. Ill (2nd ed.), 1.2.2.3 (Thirteenth plenary meeting, 16 May 1991 -
Committee A, fifth report) 

WHA44•42 Women, health and development 

The Forty-fourth World Health Assembly, 

Recalling resolution WHA39.18 relating to the United Nations Decade for Women and 
resolution WHA42.42 on women's health, which emphasized the crucial role of women in 
health and development； 

Having considered the Director-General‘s report on women, health and development,^ 
and commending him on its excellence; 

Recognizing that effective socioeconomic development cannot be realized without 
improvements in the health and economic and social status of women； 

Concerned at the continued high mortality and morbidity of women at all ages y 
especially in developing countries； 

1 Document A44/15. 
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Concerned at the lack of demonstrable progress in many parts of the world in 

implementing resolutions and programmes for the improvement of women's health, education, 
socioeconomic and political status, for equal recognition and remuneration of women for 
work of equal value, and for their full participation in health and development; 

Recognizing the urgency of the need to accelerate progress and strengthen action for 
the promotion of the status of women throughout the world, and to ensure their full and 
equal participation in all aspects of national and international health and development 
programmes； 

Recognizing that women make an essential contribution to the socioeconomic 
development of countries while not always enjoying the full benefits of that process； 

Noting that Technical Discussions on "Women, health and development" will be held 
during the Forty-fifth World Health Assembly in 1992, and in preparation for these 
discussions, 

1. URGES Member States: 

(1) to accelerate the implementation of measures for the improvement of the health 
status of women, their economic and social status, and their quality of life, and 
for their full and equal participation in all aspects of national health and 
development activities； 

(2) to ensure that programmes on women, health and development include action to: 

(a) improve female literacy; 

(b) support the role of women as health educators and providers of care； 

(c) promote reproductive health, including family planning and safe 
motherhood; 

(d) provide in particular for the social, economic and health needs of female 
children and elderly women； 

(e) provide specifically for the prevention and management of chronic 
illnesses in women； 

(f) promote and support women's income-generating opportunities which favour 
their health and development; 

(g) cooperate with voluntary agencies in their activities on behalf of women, 
health and development; 

(3) to adopt monitoring and evaluation methods, including appropriate performance 
indicators, in order to measure progress in the implementation of national 
programmes on women, health and development; 

2. INVITES Member States that have not yet done so, to designate a person as national 
focal point on matters of women, health and development, and to support and facilitate 
their participation in the preparations for the Technical Discussions to be held during 
the Forty-fifth World Health Assembly; 

3. REQUESTS the Director-General: 

(1) to ensure the integration of the aims and objectives relating to women, health 
and development in all WHO programmes at all levels； 

(2) to expedite the development of appropriate quantitative and qualitative 
indicators sensitive to changes in women's health in order to monitor progress in 
achieving global aims and objectives relating to women, health and development; 
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(3) to provide Member States with technical support to enable them to accelerate 
the implementation of their programmes on women, health and development; 

(4) to intensify the advocacy role of WHO at the international level to ensure that 
the health status and quality of life of women receive the required attention, 
especially in economic forums； 

(5) to report to the Executive Board and the Health Assembly on progress made in 
implementing this resolution. 

Hbk Res., Vol. Ill (2nd ed.), 7.1.3.1 (Thirteenth plenary meeting, 16 May 1991 -
Committee A, fifth report) 

WHA44•43 Health and medical assistance to Somalia 

The Forty-fourth World Health Assembly, 

Deeply concerned at the situation resulting from the increase in the numbers of 
persons wounded, disabled and displaced following recent events in Somalia; 

Concerned also at the attendant and increasing harm inflicted on civilians, 
especially women, children and the elderly, as well as the damage to health and medical 
facilities that leaves them without water supplies； 

Aware of the heavy burden that must be shouldered by the Government of Somalia as a 
result of these events, which have now become so serious that immediate assistance is 
needed to improve health services, 

1. CONSIDERS that the deteriorating health situation necessitates immediate action to 
provide urgently needed health and medical assistance to Somalia; 

2. REQUESTS the Director-General to initiate a programme of health, medical and relief 
assistance to Somalia, and to mobilize all possible technical, material and financial 
resources for this purpose, as part of and in cooperation with the special appeal of the 
Secretary-General of the United Nations for humanitarian assistance to Africa; 

3. CALLS UPON Member States, organizations of the United Nations system and all 
governmental and nongovernmental organizations to intensify their cooperation with WHO in 
this field. 

Hbk Res., Vol. Ill (2nd ed.), 1.2.2.3 (Thirteenth plenary meeting, 16 May 1991 -
Committee B, fourth report) 



DECISIONS 

(1) Composition of the Committee on Credentials 

The Forty-fourth World Health Assembly appointed a Committee on Credentials 
consisting of delegates of the following 12 Member States: Brazil, Côte d'Ivoire, 
Czechoslovakia, Greece, Grenada, Indonesia, Luxembourg, Nigeria, Oman, Saudi Arabia, 
Tonga, and United Republic of Tanzania. 

(First plenary meeting, 6 May 1991) 

(2) Composition of the Committee on Nominations 

The Forty-fourth World Health Assembly elected a Committee on Nominations consisting 
of delegates of the following 25 Member States: Bangladesh, Canada, Cape Verde, Chile, 
Fiji, France, Gabon, Germany, Honduras, Iran (Islamic Republic of), Japan, Libyan Arab 
Jamahiriya, Madagascar, Paraguay, Republic of Korea, Sierra Leone, Sudan, Swaziland, 
Syrian Arab Republic, Thailand, Trinidad and Tobago, Turkey, Union of Soviet Socialist 
Republics, United Kingdom of Great Britain and Northern Ireland, and Zimbabwe. 

(First plenary meeting, 6 May 1991) 

(3) Election of officers of the Forty-fourth World Health Assembly 

The Forty-fourth World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the following officers: 

President: Dr P. Nymadawa (Mongolia) 

Vice-Prèsidents: 

Dr A.W. Al-Fouzan (Kuwait) 
Professor F.J.0. Fernandes (Angola) 
Dr D. de Souza (Australia) 
Dr M.С. Prieto Conti (Paraguay) 
Dr D. van Daele (Belgium). 

(Second plenary meeting, 6 May 1991) 

(4) Election of officers of the main committees 

The Forty-fourth World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the following officers of the main committees: 

COMMITTEE A: Chairman. Mr E. Douglas (Jamaica) 
COMMITTEE B: Chairman. Dr Seung Woo Lee (Republic of Korea) 

(Second plenary meeting, 6 May 1991) 

-41 -
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The main committees subsequently elected the following officers : 

1 COMMITTEE A: Vice-Chairmen. Mr C. Ortendahl (Sweden) and Dr J. Fernando (Sri Lanka) 
Rapporteur• Professor A.M. Ansari (Pakistan) 

COMMITTEE B: Vice-Chairmen. Dr E. Yacoub (Bahrain) and Dr N.M. Hien (Burkina Faso) 
Rapporteur• Dr S. Chunharas (Thailand) 

(First meetings of Committees A and B, 7 and 8 May 1991) 

(5) Establishment of the General Committee 

The Forty-fourth World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the delegates of the following 17 countries as members 
of the General Committee: Algeria, Argentina, Central African Republic, China, Cuba, 
Ethiopia, Finland, France, Guinea-Bissau, Jordan, Maldives, Namibia, Tunisia, Union of 
Soviet Socialist Republics, United Arab Emirates, United Kingdom of Great Britain and 
Northern Ireland, and United States of America. 

(Second plenary meeting, 6 May 1991) 

(6) Adoption of the agenda 

The Forty-fourth World Health Assembly adopted the provisional agenda prepared by the 
Executive Board at its eighty-seventh session with the addition of two sub-items and the 
deletion of two items. 

(Third plenary meeting, 7 May 1991) 

(7) Verification of credentials 

The Forty-fourth World Health Assembly recognized the validity of the credentials of 
the following delegations : 

Members : 

Afghanistan, Albania, Algeria, Angola, Antigua and Barbuda, Argentina, Australia, 
Austria, Bahamas, Bahrain, Bangladesh, Barbados, Belgium, Belize, Benin, Bhutan, 
Bolivia, Botswana, Brazil, Brunei Darussalam, Bulgaria, Burkina Faso, Burundi, Cameroon, 
Canada, Cape Verde, Central African Republic, Chad, Chile, China, Colombia, Comoros, 
Congo, Costa Rica, Côte d'Ivoire, Cuba, Cyprus, Czechoslovakia, Democratic People's 
Republic of Korea, Denmark, Djibouti, Dominican Republic, Ecuador, Egypt, El Salvador, 
Ethiopia, Fiji, Finland, France, Gabon, Gambia, Germany, Ghana, Greece, Grenada, 
Guatemala, Guinea, Guinea-Bissau, Guyana, Haiti, Honduras, Hungary, Iceland, India, 
Indonesia, Iran (Islamic Republic of), Iraq, Ireland, Israel, Italy, Jamaica, Japan, 
Jordan, Kenya, Kiribati, Kuwait, Lao People's Democratic Republic, Lebanon, Lesotho, 
Liberia, Libyan Arab Jamahiriya, Luxembourg, Madagascar, Malawi, Malaysia, Maldives, Mali, 
Malta, Mauritania, Mauritius, Mexico, Monaco, Mongolia, Morocco, Mozambique, Myanmar, 
Namibia, Nepal, Netherlands, New Zealand, Nicaragua, Niger, Nigeria, Norway, Oman, 
Pakistan, Panama, Papua New Guinea, Paraguay, Peru, Philippines, Poland, Portugal, Qatar, 
Republic of Korea, Romania, Rwanda, Saint Kitts and Nevis, Saint Vincent and the 
Grenadines, San Marino, Sao Tome and Principe, Saudi Arabia, Senegal, Seychelles, Sierra 
Leone, Singapore, Solomon Islands, Somalia, Spain, Sri Lanka, Sudan, Swaziland, Sweden, 
Switzerland, Syrian Arab Republic, Thailand, Togo, Tonga, Trinidad and Tobago, Tunisia, 

1 Credentials provisionally accepted. 
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Turkey, Uganda, Union of Soviet Socialist Republics, United Arab Emirates, United Kingdom 
of Great Britain and Northern Ireland, United Republic of Tanzania, United States of 
America, Uruguay, Vanuatu, Venezuela, Viet Nam, Yemen, Yugoslavia, Zaire, Zambia, and 
Zimbabwe• 

New Members : 

Federated States of Micronesia^" and Marshall Islands 

Associate Member: 

Tokelau. 

(Fifth, eleventh and twelfth plenary meetings, 8, 13 and 15 May 1991) 

(8) Report of the Director-General on the work of WHO in 1990 

The Forty-fourth World Health Assembly, after reviewing the Director-General‘s 
report on the work of the Organization in 1990, noted with satisfaction the manner in 
which the Organization's programme for that year had been implemented. 

(Tenth plenary meeting, 10 May 1991) 

(9) Election of Members entitled to designate a person to serve on the Executive Board 

The Forty-fourth World Health Assembly, after considering the recommendations of the 
General Committee, elected the following as Members entitled to designate a person to 
serve on the Executive Board: Afghanistan, Bolivia, Bulgaria, Denmark, Greece, Maldives, 
Philippines, Sierra Leone, Tunisia, and Uruguay. 

(Eleventh plenary meeting, 13 May 1991) 

(10) Annual report of the United Nations Joint Staff Pension Board for 1989 

The Forty-fourth World Health Assembly noted the status of the operations of the 
Joint Staff Pension Fund, as indicated by the annual report of the United Nations Joint 
Staff Pension Board for the year 1989 and as reported by the Director-General. 

(Thirteenth plenary meeting, 16 May 1991) 

(11) Appointment of representatives to the WHO Staff Pension Committee 

The Forty-fourth World Health Assembly appointed Sir John Reid, in a personal 
capacity, as member of the WHO Staff Pension Committee, and the member of the Executive 
Board designated by the Government of Tunisia as alternate member of the Committee, the 
appointments being for a period of three years. 

(Thirteenth plenary meeting, 16 May 1991) 

1 Subject to deposit of a formal acceptance of the WHO Constitution, 
о See Annex 10. 
3 For report of the General Committee, see document WHA44/1991/REC/2. 
4 Document A44/32. 
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(12) Reports of the Executive Board on its eighty-sixth and eighty-seventh sessions 

The Forty-fourth World Health Assembly, after reviewing the Executive Board's 
reports on its eighty-sixth and eighty-seventh sessions, approved the reports； 
commended the Board on the work it had performed; and expressed its appreciation of the 
dedication with which the Board had carried out the tasks entrusted to it. It requested 
the President to convey the thanks of the Health Assembly in particular to those members 
of the Board who would be completing their terms of office immediately after the closure 
of the Assembly. 

(Thirteenth plenary meeting, 16 May 1991) 

(13) Selection of the country in which the Forty-fifth World Health Assembly will be 
held 

The Forty-fourth World Health Assembly, in accordance with Article 14 of the 
Constitution, decided that the Forty-fifth World Health Assembly would be held in 
Switzerland. 

(Thirteenth plenary meeting, 16 May 1991) 

1 Document EB86/1990/REC/1. 
2 Documents EB87/1991/REC/l and EB87/1991/REC/2. 







ANNEX 1 

RESEARCH AND DEVELOPMENT IN THE FIELD OF VACCINES1 

Progress report by the Director-General 

[A44/8 - 27 March 1991] 

I. BACKGROUND 

1. Since the early 1970s WHO has become increasingly involved in supporting research 
leading to the development of new vaccines. An important component of the Special 
Programme for Research and Training in Tropical Diseases, established in 1975, was the 
development of vaccines against five parasitic diseases and leprosy; and one element of 
the Diarrhoeal Diseases Control Programme, established in 1978, was support to work on 
vaccines for the control of intestinal infections. 

2. The overall progress made by the two programmes was so encouraging that in 1984, 
following the advice of a group of leading scientists, it was decided to establish 
another programme which would be specifically devoted to the development of vaccines 
against selected viral and bacterial diseases. Two important factors were the need to 
encourage and coordinate national initiatives for vaccine development, and the 
utilization of the newer biotechnological and immunological tools for this work. Above 
all there was a need to accelerate progress in the control of communicable diseases. The 
programme also has a potentially vital contribution to make to the global eradication of 
poliomyelitis by the year 2000, which the Health Assembly in resolution WHA41.28 (1988) 
had resolved to achieve. 

3. Immunization programmes in developing countries have made remarkable progress since 
the inception of the Expanded Programme on Immunization in 1977, when it was estimated 
that fewer than 5% of the world's children were adequately immunized. Today, over 80% of 
children in developing countries have access to immunization services, and some 70% are 
being reached with a protective course of immunization during the first year of life. It 
is estimated that, with these levels of coverage, immunization programmes are preventing 
some 2.6 million deaths annually. 

4. Universal immunization coverage with improved vaccines could prevent an estimated 
additional 2 to 3 million deaths annually due to measles, tetanus of the newborn, and 
pertussis, as well as prevent over 180 000 cases of paralytic poliomyelitis. In 
addition, the development of new vaccines against viral and bacterial diseases such as 
dengue, viral hepatitis, rotavirus infections, meningococcal meningitis, bacterial 
diarrhoeas and acute respiratory infections could prevent an additional 5 to 6 million 
deaths annually. However, vaccines against many diseases that are important in 
developing countries would not be of general use in industrialized countries； the 
commercial value is not sufficient to attract the industrial sector, and their 
development is therefore unfortunately neglected. 

II. OBJECTIVES 

5. Advances in molecular biology, immunology and biotechnology have recently provided a 
number of remarkable new techniques which the programme for vaccine development utilizes 
to produce modern vaccines adapted to the particular requirements of children in 
developing countries. 

1 See resolution WHA44.4. 
о 
In 1990 UNDP became a partner in the programme for vaccine development. In the 

same year WHO, UNICEF and UNDP launched the Children's Vaccine Initiative at the time of 
the World Summit for Children. 

-47 -
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6. The objectives of the programme include: 

(a) The improvement of existing vaccines to simplify their use and increase their 
efficacy in the special settings and situations of the developing world. The 
specific goals are : 

(i) to replace vaccines requiring multiple doses, such as tetanus toxoid, 
diphtheria/pertussis/tetanus vaccine, hepatitis В vaccine and oral 
poliomyelitis vaccine by vaccines which would only require one or two doses so 
that people would not "drop out" of a course of immunization; 

(ii) to replace injectable vaccines by vaccines which can be given orally, 
less expensively and with no special training or equipment requiring 
sterilization; 

(iii) to improve heat-stability of all vaccines, particularly oral 
poliomyelitis vaccine, so that a "cold chain" will no longer be required for 
vaccine delivery; 

(iv) to develop vaccines which can be given soon after birth so that 
protection may begin before exposure to risk and when the opportunity of 
contacts with health services is still relatively great (e.g. measles vaccine)； 

(V) to increase vaccine efficacy and ensure long-lasting protection 
(e.g., BCG, pertussis vaccine). 

(b) The development of new vaccines against major viral and bacterial diseases for 
which no vaccine currently exists for children: cholera, shigellosis, typhoid, 
meningococcal meningitis, rotavirus infections, respiratory syncytial virus 
infectionsf hepatitis А, С and E, and dengue. 

7. These objectives are part of the global Children's Vaccine Initiative launched by 
WHO, UNICEF and UNDP. The ultimate goal is a vaccine which would be given in a single 
dose soon after birth, would be heat-stable, and would provide long-lasting protection 
against major viral and bacterial diseases. At present, such a single-dose children's 
vaccine is a distant but theoretically feasible goal. Under the programme for vaccine 
development, research will concentrate in the first instance on various single- or 
two-dose vaccines combining several antigens in order to limit the number of contacts 
with health services required to ensure immunization against a broad spectrum of 
diseases. 

III. TARGET DISEASES 

8. The viral and bacterial diseases targeted by the programme are listed below, 

(a) Viral diseases that cause the death of over 3 million children annually: 

-measles : causes 1.4 million deaths every year； 

rotavirus infection is responsible for 800 000 deaths every year 
from acute diarrhoea; 

poliomyelitis : still causes the paralysis of at least 180 000 
children each year; 

hepatitis А, В, С, E hepatitis A and E cause severe epidemics with 
significant morbidity and mortality; 
hepatitis E is devastating for pregnant women, 
with high mortality (up to 20%) often observed 
during outbreaks； up to 2000 million people 
have at some time in their lives been infected 
with hepatitis B, and 5% of the world's 
population are chronic hepatitis В carriers； 
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dengue and Japanese encephalitis : 

hepatitis В virus is responsible for infections 
during childhood and chronic conditions which 
include cirrhosis and liver cancer, causing 
over 1 million deaths annually; 

these mosquito-borne diseases are spreading in 
tropical areas； dengue causes major epidemics 
(30 to 60 million infections every year), with 
high morbidity and 5000 to 10 000 deaths 
annually; Japanese encephalitis causes 
1 million infections a year, with 10 000 
deaths, and severe neurological damage in 
10 000 of the survivors； 

-acute respiratory viral diseases are the cause of 40Z of all respiratory illness 
in children under one year of age. 

(b) Bacterial diseases that cause the death of over 4.5 million children annually: 

-tetanus : 

bacterial meningitis : 

bacterial diarrhoeal diseases : 

pneumococcal pneumonia : 

tuberculosis : 

causes over 750 000 deaths in newborn infants 
each year； 

causes 300 000 deaths per year； periodic 
epidemics often affect 1% of a population and 
result in neurological damage in the survivors； 

more than 1.6 million deaths each year are 
caused by shigellosis, cholera, 
Escherichia coli diarrhoea, and typhoid; 

causes 1.4 million deaths per year in patients 
with acute respiratory illness； 

causes over 3 million deaths each year, 
including 450 000 in children. 

IV. RESEARCH PRIORITIES 

9. The goal is to develop new and improved vaccines, and new methods to increase the 
effectiveness of immunization. 

(a) Vaccines for easier administration 

-single- or two-dose vaccines: development of slow-release vaccines (tetanus 
toxoid, diphtheria/pertussis/tetanus vaccine, hepatitis В vaccine) using the 
controlled-release technology; use of genetically engineered attenuated live 
viral or bacterial vaccines as carriers for other, unrelated vaccines； 

-oral vaccines : research on induction of systemic and mucosal immunity through 
mucosal immunization using encapsulated vaccines or live viral or bacterial 
attenuated carriers； 

-vaccines combining several antigens delivered in one dose : application of new 
techniques to combine different vaccines in a single-dose vaccine administered 
only once. 

(b) Improved vaccines needed because current vaccines are not always fully 
satisfactory in developing countries 

-vaccines not fully effective: tuberculosis, cholera and typhoid vaccines; 
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-vaccines not fully effective in early infancy: measles, group С meningococcal 
meningitis and pneumococcal pneumonia vaccines； 

-vaccine not fully satisfactory in developing countries : poliomyelitis vaccine； 

-vaccine too costly for use in developing countries : Japanese encephalitis 
vaccine. 

(c) New vaccines needed because no effective vaccine exists 

-vaccines against viral diseases: dengue, rotavirus diarrhoea and hepatitis А, С 
and E vaccines； 

-vaccines against bacterial diseases : bacterial diarrhoea and group В 
meningococcal meningitis vaccines. 

V. MANAGEMENT AND STRATEGY 

Management 

10. The Microbiology and Immunology Support Services unit, within the Division of 
Communicable Diseases, is responsible for the operational management and administration 
of the programme. 

11. A Scientific Advisory Group of Experts decides on the general orientation of the 
programme and reviews its implementation. The group consists of scientists from all over 
the world, internationally recognized for their expertise in microbiology, molecular 
biology, immunology, epidemiology or vaccinology. 

12. Steering committees (one for each group of vaccines), consisting of leading 
international scientists in the field concerned, decide on research strategies, recommend 
research projects, and promote collaborative research. 

13. For each vaccine, specific task forces (or executive subcommittees) have been 
established, including one or two members of the steering committee, a member of the 
Secretariat and ad hoc external advisers, to ensure on a continuous basis all the 
activities needed to reach a final stage of development, including appropriate trials. 
These task forces also collaborate with vaccine manufacturers in both the private and the 
public sectors. 

Strategy 

14. The overall strategy of the programme is the following. First, the specific needs 
are defined and the "missing" vaccines are determined in consultation with vaccine 
users. Secondly, research and development activities are stimulated by deciding on 
research priorities, presenting them to the international scientific community, calling 
for research proposals, and providing financial support for the most relevant projects. 
Thirdly, collaborative research involving both the public and the private sector is 
coordinated and encouraged on an international basis； if deemed appropriate, research is 
commissioned. 

15. After candidate vaccines have been produced, trials are planned and implemented. In 
the ensuing stage, vaccine producers are encouraged to complete the development of the 
selected candidate vaccines, and assistance is provided in the organization and 
management of the final safety and efficacy trials. 

16. For each new vaccine being developed the scientific strategy outlined below is 
generally followed. 
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SPECIFIC SCIENTIFIC STRATEGY 
FOR THE DEVELOPMENT OF NEW VACCINES 

1. Define the immunological mechanisms by which an organism is protected after 
being naturally infected with the disease. 

2. Identify the antigenic portions of the organism which induce this protection. 

3. Identify the genes in the nucleic acid of the organism which code for the 
production of the antigen identified as important in inducing protection. 

4. Utilize new biotechnological methods to produce antigens. 

5. Test the antigens produced by these methods (candidate vaccines) for their 
safety and protective efficacy in animal models. 

6. Optimize vaccine design and delivery systems to increase efficiency and 
facilitate administration (e.g. single-dose vaccines). 

1• Select the best candidate vaccine for human safety and efficacy trials. 

VI. ACHIEVEMENTS TO DATE 

17• At the inception of the programme in 1984 the limited funds available made it 
essential to focus initial research on a small number of the target diseases. Research 
priorities were established by the Scientific Advisory Group of Experts primarily on the 
basis of the needs of the developing world, but also taking into account the status of 
research on a particular disease and the need for funds for such research. Other 
diseases were added over the years, and in 1990 the programme was expanded to include 
viral and bacterial diarrhoea. Consequently, research on some vaccines is very advanced, 
while studies on those against rotavirus infections, bacterial diarrhoeas, measles, 
pneumococcal pneumonia, and hepatitis E are in the early stages. In all, 230 research 
projects in 28 countries have received support since 1984. 

Improved vaccines 

18. Single- or two-dose vaccines. Initially, two approaches have been selected to 
attempt to replace vaccines requiring multiple injections by a one- or two-dose vaccine. 
The first is the microencapsulation approach. A first one-shot, controlled-release 
vaccine is now being developed with tetanus toxoid integrated in injectable 
microcapsules. These capsules are biodegradable, and after injection release the 
entrapped antigen in such a way as to mimic repeated injections. Studies have progressed 
quickly, and four projects have produced different candidate microencapsulated, one-dose 
tetanus vaccines. The first comparative animal tests will start in 1991. The same 
technology will soon be applied to other vaccines which now require multiple shots 
(hepatitis В and diphtheria/pertussis/tetanus vaccines), and later to conjugated 
polysaccharide vaccines (meningococcal, Haemophilus influenzae B. pneumococcal and 
typhoid vaccines). 

19. The live-vaccine carrier approach is the second path of research towards a one- or 
two-dose vaccine. Unrelated live viral or bacterial vaccines will be employed as 
carriers to deliver a second vaccine more efficiently. Genes which code for the 
protective components of a vaccine are inserted into the genome of a currently available 
viral (e.g. vaccinia) vaccine or bacterial (e.g. BCG) vaccine. A number of studies have 
focused on improving general aspects of this technique. The approach is being used in 
other activities of the programme to produce new or improved vaccines. 

20. Oral vaccines. Work in this area is in an early stage of development. The main 
goal is to convert inoculated vaccines into orally administered vaccines so as to induce 
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either systemic or mucosal immunity. The microencapsulation and live-vaccine carrier 
approaches mentioned in paragraphs 18 and 19 above are used for this purpose. 

21. Other studies. Research on the genetic stability, immunogenicity, and heat-
stability of poliomyelitis vaccine is now well advanced. Candidate vaccines are being 
evaluated in animal model systems and through early human trials. Japanese encephalitis 
is closely related to dengue, and much of the new information obtained during the 
development of dengue vaccines has been quickly applied in this field. Consequently, 
research has progressed to the candidate vaccine stage. Significant progress has been 
made on the molecular analysis of the bacteria causing tuberculosis. Studies are now 
proceeding in an attempt to develop candidate vaccines, and the knowledge gained has 
already been applied to improve the diagnosis of tuberculosis. 

New vaccines 

22. Substantial progress has been made with vaccines against dengue. hepatitis A. and 
respiratory syncytial viruses. Their development has advanced through initial phases of 
study and, in parallel, a number of candidate vaccines have been produced by scientists 
associated with the programme as well as by other private or public institutions using 
different molecular biological methods. These are being tested in early animal trials 
for safety and protective efficacy. Animal trials have now been completed with both live 
attenuated and inactivated candidate vaccines against hepatitis A that are produced by 
industry, and human trials have started. New conjugated vaccines against 
meningococcal meningitis have now also reached the stage of human trials. 

VII. FUTURE TARGETS 

23. The targets are indicated in Tables 1 and 2. It is expected that by 1995 at least 
six improved or new vaccines will be available, and that by 1999 eight vaccines will be 
integrated into a single-dose "multivalent vaccine" while several others will be 
available as single-dose vaccines that can be given at the same time, soon after birth. 
Thus an important step should already have been made towards a new generation of "super 
vaccines" in accordance with the global concept of the Children's Vaccine Initiative. 

TABLE 1. IMPROVED VACCINES : TARGETS 

Present situation Before 1995 Before 1999 

Tetanus 
toxoid 
(women) 

3-5 injections Encapsulated single dose 

Hepatitis В 3 injections Single dose } Incorporation 
} into single-dose 
} "multivalent 
} vaccine" 

Diphtheria/ 
pertussis/ 
tetanus 

3 injections Single dose 

} Incorporation 
} into single-dose 
} "multivalent 
} vaccine" 

Poliomyelitis Heat-sensitive; 
3 oral doses 

Heat-stable 
oral doses 

Single dose 

BCG Cultured vaccine of 
variable effectiveness 

Engineered vaccine 
of increased 
effectiveness 

Measles Injection at 6-9 months Single oral dose 
soon after birth 

Japanese 
encephalitis 

3 injections at 12 months Single-dose 
candidate 
vaccine 

Single dose, 
soon after birth 



TABLE 2. NEW VACCINES: TARGETS 

Infectious agents Present situation Before 1995 Before 1999 

1. Bacterial vaccines 

1.1 Meningitis and 
respiratory 
infections 

1.2 Diarrhoea 

-Meningococci A 
and С 

-Meningococcus В 

-Haemophilus 

Candidate conjugated 
vaccines (3 injections) 
Candidate vaccines 

Haemophilus influenzae В 

Single-dose candidate 
vaccine(s) 
Single-dose candidate 
vaccine(s) 

Single-dose vaccine 

Conjugated pneumococcal 
vaccine 

Single-dose candidate 
vaccine 
Candidate vaccine 

) 
) } 
} ) 
} Incorporation 
} into single-dose 
} "multivalent vaccine" } 
} 
} 
} 

) 

1. Bacterial vaccines 

1.1 Meningitis and 
respiratory 
infections 

1.2 Diarrhoea 

influenzae 

-Pneumococcus 

-Salmonella tvDhi 

-Shigella/ 
Vibrio cholerae 

conjugate 
(3 injections) 

Vaccine not protective 
in infants 

Candidate vaccine 

Research in progress 

Single-dose candidate 
vaccine(s) 
Single-dose candidate 
vaccine(s) 

Single-dose vaccine 

Conjugated pneumococcal 
vaccine 

Single-dose candidate 
vaccine 
Candidate vaccine 

) 
) } 
} ) 
} Incorporation 
} into single-dose 
} "multivalent vaccine" } 
} 
} 
} 

) 

2. Viral vaccines 

-Respiratory 
syncytial virus 

-Rotavirus 
-Hepatitis A virus 
-Hepatitis С and 

E viruses 
-Dengue virus 

Candidate vaccines 

Candidate vaccines 
Candidate vaccines 
Research in progress 

Single-type candidate 
vaccines 

Single-dose vaccine 

Single-dose vaccine 

Candidate vaccine 

Multi-type single-dose 
candidate vaccine(s) 

Oral attenuated vaccine 
Vaccine 

Vaccine 
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VIII. RELATIONS WITH OTHER WHO PROGRAMMES 

24. Through the Expanded Programme on Immunization WHO supports countries' efforts to 
ensure childhood immunization coverage for six diseases : diphtheria, poliomyelitis, 
tetanus, pertussis, tuberculosis and measles. It is foreseen that, depending on 
availability and cost, other essential vaccines will be added. The Programme is closely 
coordinated with the programme for vaccine development, and it plays an important role in 
defining priorities in relation to the real needs. 

25. The Division of Diarrhoeal and Acute Respiratory Disease Control cooperates closely 
with the programme for vaccine development in setting up trials to assess new vaccines 
against those diseases. 

26. In close cooperation with the Division of Control of Tropical Diseases, the Special 
Programme for Research and Training in Tropical Diseases is supporting research on 
leprosy and several diseases caused by parasites (e.g., malaria). In view of the 
similarity between the mycobacterial agents responsible for leprosy and tuberculosis, the 
research on tuberculosis vaccines is closely coordinated with that on the immunology of 
leprosy. 

27. The Expanded Programme on Immunization, the Special Programme for Research and 
Training in Tropical Diseases, the Global Programme on AIDS and the Biologicals unit 
collaborate with the programme for vaccine development in its activities aimed at 
improving the effectiveness of vaccines. 

IX. PARTICIPATION OF SCIENTISTS FROM DEVELOPING COUNTRIES 

28. As members of the Scientific Advisory Group of Experts and of the steering 
committees, scientists from developing countries are directly involved in the setting of 
priorities, the planning of research strategies and the monitoring of research projects. 

29. The research projects provide excellent opportunities for the training of scientists 
from developing countries, and an increasing number are being carried out with their 
collaboration. This trend will be emphasized in relation to the organization of vaccine 
trials and the assessment of immunogenicity and efficacy. In many projects visiting 
scientists and fellows are learning to use new technology that has been developed in the 
most advanced laboratories in the world. 

30. Every year, with the financial support of the Government of Switzerland, two 
eight-week advanced courses in vaccinology, immunology and biotechnology are organized at 
the Lausanne/Geneva WHO Immunology Research and Training Centre for 40 to 50 participants 
from developing countries. The objective is to create nuclei of scientists capable of 
participating in vaccine research and of providing basic training to younger researchers 
in their countries. So far, 540 scientists from 86 countries have been trained in 
immunological aspects of vaccinology. A follow-up programme ensures continuing contact 
with previous trainees, and facilitates the organization of ad hoc workshops and courses 
in developing countries. 

X. BUDGETARY ASPECTS 

31. Since the launching of the programme for vaccine development, when the 
Director-General allocated US$ 1 500 000 as seed money, funds for administrative and 
technical meetings have been allocated from the WHO regular budget. However, most of the 
funds for research have been received from external contributors : the Rockefeller 
Foundation, the Glenmede Trust, UNDP, and the Governments of Australia, Italy, Japan, 
Norway, Sweden and Switzerland. Since 1990, when UNDP became a partner in the programme, 
and the Children's Vaccine Initiative was launched with UNICEF, efforts have been made to 
increase the mobilization of resources to accelerate the development of essential 
vaccines and ensure the optimal impact of new and improved vaccines on the prevention of 
major communicable diseases affecting children in developing countries. 
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32. A total of US$ 15.1 million has been received in external contributions to the 
programme since its initiation. The total resources available to the programme for 
1990-1991 (including the training provision and funds from the WHO regular budget) are 
estimated at US$ 8.2 million. 

33. The following table provides an estimate of the resources needed from the public 
sector to accelerate target vaccine development during the next decade. 

TABLE 3. ESTIMATED COST OF DEVELOPMENT OF TARGET VACCINES 

1999 targets 
Estimated cost 
(public sector) 

Improved vaccines 

Single-dose tetanus toxoid 

Single-dose hepatitis В and diphtheria/ 
pertussis/tetanus 

Single-dose, heat-stable oral poliomyelitis 
"New" BCG 
"Early" measles 

Single-dose Japanese encephalitis 

New vaccines 

Single-dose "multivalent vaccine" against 
meningitis and respiratory infections 
(meningococcal А, С and B; 
Haemophilus influenzae B: pneumococcal) 

Combined oral vaccine against bacterial 

$
 

s
 

и
 

6 to 10 million 

15 to 28 million 
15 to 25 million 
12 to 18 million 
20 to 30 million 

10 to 15 million 

36 to 48 million 

diarrhoea (Shigellosis/cholera) 20 to 30 million 

Viral vaccines : 
combined respiratory syncytial virv is and 
rotavirus 30 to 45 million 

Hepatitis А, С, E 28 to 38 million 
Dengue (multi-type, single-dose) 20 to 30 million 

34. It can therefore be estimated that a global amount of US$ 20 to 30 million would be 
needed annually to reach the 1999 targets. 

35. The increased participation of scientists from developing countries in 
vaccine-oriented research will largely depend on the strengthening of research capability 
and the availability of financial resources. 
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TUBERCULOSIS CONTROL PROGRAMME1 
Progress and evaluation report 

[A44/6 - 10 April 1991] 

I. BACKGROUND 
Epidemiological situation 
1. Tuberculosis is one of the major causes of morbidity and mortality in the developing 
world. To understand its nature and magnitude more fully, a special study was undertaken 
in 1989 and 1990 to review official statistics and available data from both published and 
unpublished field studies. 

2. The study indicates that 1.7 thousand million people, or one-third of the world's 
population, have been or are infected with Mycobacterium tuberculosis. although not all 
of them develop the disease. The overall proportion of the total population infected in 
the industrialized and developing worlds is similar. However, 80% of infected 
individuals in industrialized countries are 50 years old or more, and 75% in developing 
countries are less than 50 years old, reflecting the differences in the past and current 
levels of transmission of infection, and in the population structures. 

3. It is estimated that in 1990 eight million new tuberculosis cases occurred, 
7.6 million cases (95%) in developing countries and 400 000 cases (5%) in industrialized 
countries, the largest numbers being in the Western Pacific Region (2.6 million), the 
South-East Asia Region (2.5 million), and the African Region (1.4 million), and the 
highest incidence in the African Region (272 cases per 100 000). 

4. It is estimated that 2.9 million tuberculosis deaths occurred in 1990. This number 
makes tuberculosis the foremost cause of death from a single pathogen in the world. 
Although the highest numbers of deaths occurred in the South-East Asia Region (940 000), 
the Western Pacific Region (890 000), and the African Region (660 000), it is estimated 
that more than 40 000 tuberculosis deaths still occurred in the industrialized world 
(Table 1). 

TABLE 1. ESTIMATED GLOBAL TUBERCULOSIS SITUATION, 1990 

People 
Region infected New cases Deaths 

(in millions) 

Africa 171 1 400 000 660 000 
Americas- 117 560 000 220 000 
South -East Asia 426 2 480 000 940 000 
Europe and other 
industrialized countries-

Europe and other 
industrialized countries- 382 410 000 40 000 

Eastern Mediterranean 52 594 000 160 000 
Western Pacific- 574 2 560 000 890 000 

Total 1 722 8 004 000 2 910 000 

-Excluding Canada and the United States of America. 
—Australia, Canada, Japan, New Zealand and the United States of America. 
-Excluding Australia, Japan and New Zealand. 

1 See resolution WHA44.8. 
-56 -
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5. There is a striking difference between kinds of tuberculosis sufferers in developing 
and in industrialized countries because of dissimilar pathogenesis. In the 
industrialized countries tuberculosis is mainly seen in the elderly and is caused by 
endogenous reactivation of infection contracted in the past. Only sl small percentage of 
all cases are the result of recent infection. These occur mainly in ethnic minorities 
and migrants. In developing countries the risk of infection remains high and 
tuberculosis afflicts nearly all age groups. Although 1.3 million cases and 
450 000 deaths from tuberculosis occur annually in children under 15 years of age in 
developing countries, the greatest incidence and mortality is concentrated in the 
economically most productive age group (15 to 59 years). More than 80X of deaths from 
tuberculosis in the developing world are in this age group. Furthermore, it is estimated 
that tuberculosis accounts for 26% of avoidable adult deaths. 

6. Countries can be divided into four groups in terms of the current level and past 
trend in the annual risk of infection, and availability of health resources. 

TABLE 2. EPIDEMIOLOGICAL PATTERN OF TUBERCULOSIS 

Annual risk of infection tT ., Health resource 
Countries/areas Current Annual declining availability 

level trend 
(%) (%) 

Industrialized countries 0.1-0.01 > 10 Excellent 

Middle- income countries 
in Latin America, 
West Asia and 
North Africa 

Middle- income countries 
in East and 
South-East Asia 

Sub-Sabaran Africa and 
Indian subcontinent 

0.5-1.5 

1.0-2.5 

1.0-2.5 

5-10 

< 5 

0.3 

Good 

Good 

Poor 

In industrialized countries (A), tuberculosis has been very rapidly declining as 
transmission, expressed in terms of the annual risk of infection, has diminished. But 
tuberculosis is still one of the most common notifiable infectious diseases. 
Furthermore, in many industrialized countries the declining trend has slowed down, and in 
some countries (Japan and the United States of America) it has been reversed. In some 
middle-income developing countries (B), tuberculosis has declined relatively rapidly and 
has begun to lose its position as a major public health problem. In other middle-income 
developing countries (C), the decline is slow and tuberculosis remains a major public 
health problem. In these countries, there is a higher frequency of drug-resistant 
patients than in other countries, owing to the combination of poor treatment under the 
national tuberculosis control programmes in the past and uncontrolled use of 
antituberculosis drugs in the private sector. In the majority of low-income developing 
countries (D), almost no decline has been observed and the absolute number of cases is 
probably increasing owing to population growth. 

Current status of control activities 

7. To assess the current' status of activities in developing countries, another special 
study was undertaken in 1989, which involved a review and analysis of available published 
and unpublished reports on tuberculosis control, as well as visits to programmes in more 
than 10 countries. 
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8. The results of the study indicate that the majority of countries do not have a 
built-in mechanism to monitor the results of treatment. So far fewer than 15 countries 
have such a built-in monitoring system producing, on a regular basis, crucial information 
on the percentage of patients cured, deceased or untraced. However, many countries have 
partial information on the outcome of treatment based on ad hoc surveys in a limited 
number of treatment centres. 

9. In many developing countries less than half the tuberculosis patients who started 
treatment were cured or completed their treatment. However, four countries (Malawi, 
Mozambique, Nicaragua and United Republic of Tanzania), which have a built-in system to 
monitor results of treatment, achieved a cure rate of over 80%. These excellent results 
were obtained with technical and financial assistance from the International Union 
against Tuberculosis and Lung Disease. 

10. It is estimated that less than half the existing tuberculosis cases in developing 
countries, excluding China, have access to treatment services. This proportion varies 
considerably among different WHO regions, as shown in Table 3. 

TABLE 3. ESTIMATE OF TUBERCULOSIS SERVICES 
COVERAGE IN DEVELOPING COUNTRIES BY WHO REGION, 1980-1989 

Region Service coverage 

(%) 
Africa 24 
Americas— 42 
South-East Asia 44 
Eastern Mediterranean 70 
Western Pacific- 88 

Total 46 

—Excluding Canada and the United States 
of America. 

—Excluding Australia, China, Japan 
and New Zealand. 

There has been no significant change in the services coverage rate in any region over the 
past 15 years. 

Human immuno de f i с i ency virus (HIV) and tuberculosis 

11. It is estimated that more than 3 million people in the world are infected with both 
the tubercle bacillus and human immunodeficiency virus (HIV), 2.4 million in sub-Saharan 
Africa alone. HIV infection is the highest risk factor so far identified that increases 
the likelihood of latent tuberculosis infection progressing to active disease by reducing 
the protection provided by cell-mediated immunity. Currently, less than 5% of the total 
global tuberculosis incidence is associated with HIV infection, the majority of cases 
being concentrated in some 10 sub-Saharan African countries. However, the AIDS epidemic 
in these countries is having a devastating effect on tuberculosis control programmes, 
with up to 100% increases in reported tuberculosis cases in the past four to five years. 
There are increasing demands for diagnostic services, antitubérculos is drugs, hospital 
beds and other supplies and services in areas where they were already in short supply. 
HIV-infected persons show a higher frequency of extrapulmonary tuberculosis, which is 
more difficult to diagnose than pulmonary tuberculosis. Also, because HIV-infected 
persons have, in certain instances, adverse reactions to drugs, particularly 
thioacetazone, patient management will become increasingly difficult. In countries where 
HIV infection is endemic, BCG vaccination of the newborn is particularly 
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indicated, even for those born to mothers known or suspected to be HIV-infected, provided 
the infant is asymptomatic for AIDS. The risk of tuberculosis in such infants is 
substantially increased. Although some 25% of them may be HIV-infected, available data 
suggest that the risk of their contracting tuberculosis is about 500 times greater than 
the risk of serious adverse reactions to the vaccine. 

11. PROGRAMME OBJECTIVES AND TECHNICAL POLICY 

12. The objectives of the control programme are: to reduce the mortality caused by 
tuberculosis； to reduce the prevalence of the disease, which is currently estimated at 
more than 20 million in the world; and to reduce the incidence. 

13. WHO'S tuberculosis control policy (case-finding and treatment, with priority for 
sputum-positive infectious cases, and BCG vaccination at birth) was formulated more than 
a quarter of a century ago, with the aim of achieving the above three objectives. It was 
based on a relatively comprehensive understanding of the natural history and epidemiology 
of the disease, and on the availability of relatively effective and simple intervention 
technology. Since then there have been no major policy changes, except that it was 
realized that the epidemiological impact of mass BCG vaccination had been grossly 
overestimated. Although BCG prevents childhood tuberculosis, particularly the most 
severe forms (more than 50 000 deaths in children up to four years of age can be 
prevented by increasing BCG coverage from the current 81% to 90%), its preventive effect 
on the infectious types of adult tuberculosis is limited. BCG vaccination therefore does 
not contribute significantly to reducing the transmission of infection. Otherwise, from 
a scientific perspective, this policy is basically sound enough to achieve the programme 
objectives for countries where the risk of infection remains substantial. 

14. The control policy was successfully implemented in the industrialized countries and 
in some middle-income developing countries, leading to a rapid reduction of tuberculosis 
problems. For example, in western European countries, the annual rate of decline of 
tuberculosis incidence, after the implementation of modern tuberculosis control, reached 
10% to 15%, compared with 4% to 5% in the pre-control era, as a result of the improvement 
in general socioeconomic conditions (housing, nutrition, etc.) and the isolation of 
tuberculosis patients in sanatoria. Although the incidence in these industrialized 
countries has reached a very low level, the rate of decline has recently slowed down 
because the cases now originate from the still large pool of persons infected earlier 
on. It should be realized that such countries are at a new stage of tuberculosis control 
in which the once very effective control strategy can no longer have the same impact. In 
order to eliminate tuberculosis in the future, a new strategy is needed. 

15. On the other hand, the implementation of the control policy in the majority of 
developing countries has not been successful. The main problem in most developing 
countries is, as described in paragraphs 8 to 10, that not "enough" tuberculosis patients 
are cured to achieve the objectives of the programme. This probably stems from a 
combination of the following factors : 

-technical policies largely concentrate on "what should and could be done" in 
relatively well-developed health systems or under special research settings, and 
often lack the component of "how to do it" in different settings； 

-some of the intervention technology, which is effective, simple and affordable in 
well-developed health systems, is not necessarily as effective, simple or 
affordable in poorly developed systems； 

-some of the technical policies appear to have been taken as a dogma (i.e. 
tuberculosis patients should not be hospitalized), so that innovative 
result-oriented area-specific approaches tended to be discouraged. 

1 Elimination of tuberculosis as a public health problem is defined as the 
reduction of prevalence to a level below one case per million population. 
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III. PROGRAMME ACTIVITIES AND IMPLEMENTATION STATUS 

16. In order to achieve its objectives, the programme is built around operational 
support and research and development. These components are closely linked to ensure that 
the research is geared to solving the problems that occur during the programme's 
implementation, and that the findings are integrated into the programme. 

Operational support 

17. Operational support applies current information and intervention technology to the 
prevention and control of tuberculosis in different epidemiological situations and health 
systems. WHO's main activities over the past two years have been the development of more 
effective tuberculosis control and elimination strategy, and training. 

Strategy development 

18. Given the current tuberculosis situation in the world, as described above, strategy 
development receives the highest priority. The aim is to elaborate a tuberculosis 
control and elimination strategy, which includes the setting of specific targets and the 
identification of key activities and their monitoring indicators. for the following 
groups of countries : low-income developing countries with still poorly developed health 
infrastructures； middle- income developing countries with relatively well-developed 
health infrastructures； industrialized countries and low tuberculosis incidence 
countries； and countries affected by the AIDS pandemic. 

19. This outline for WHO's strategy for tuberculosis control and elimination was 
elaborated on the basis of a series of workshops and case studies over the past two 
years. The primary objective of the strategy is to improve the cure rate of tuberculosis 
patients under treatment, particularly sputum-positive infectious patients. This will 
make a cure rate of 85% the target for developing countries and one of 95X the target for 
industrialized countries. Experience of tuberculosis control programmes in more than a 
dozen countries has clearly demonstrated that both the introduction of short-course 
chemotherapy in place of "standard" chemotherapy and improved management of the treatment 
system are necessary to achieve an S5X cure rate in developing countries without 
exceptionally well-developed health systems or systems using human resources 
intensively. In addition, operational research has shown that short-course chemotherapy, 
which currently costs US$ 30 to US$ 40 per patient, is more cost-effective than 
"standard" chemotherapy, which costs US$ 15. The reason is mainly that short-course 
chemotherapy makes it easier to overcome the main operational constraints to achieving a 
high cure rate by securing patients' compliance, reducing the number of patients under 
treatment, and preventing the emergence of drug-res i s tant bacilli, particularly when 
combined tablets (isoniazid/rifampicin) are used. 

20. However, as frequent experience has shown, the introduction of short-course 
chemotherapy does not automatically lead to an 85% cure rate without simultaneous 
improvement in the management of the treatment system. Two key factors for an improved 
management system are provision of regular anti-tuberculosis drug supplies to the 
treatment centres and rigorous cohort analysis of treatment outcome of all 
sputum-positive patients at all treatment centres. The analysis will show the health 
workers how well or poorly they are administering the treatment. 

21. The second objective, which should not be actively pursued until the first objective 
is achieved, is to expand tuberculosis services by fully utilizing the available 
health-service networks, at least down to district hospital level, in order to detect 
more cases, particularly sputum-positive cases. It should be realized that establishing 
a microscope centre beyond district hospital level is not necessarily effective； the 
prevalence of tuberculosis is usually much lower than that of common acute infectious 
diseases, such as diarrhoea and pneumonia, so that fewer than five sputum-positive cases 
can be expected in a year by a typical health centre in a developing country covering 
10 000 inhabitants. In this situation, it is not easy to maintain a high quality of 
sputum microscopy examination. 
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22. The most effective factor for increasing the services coverage is a high cure rate 
of diagnosed cases, as this makes it possible to attract tuberculosis patients even from 
very remote areas. By achieving a high cure rate in all district hospitals, where 
tuberculosis can be diagnosed by direct microscopy examination, often with the use of 
chest X-ray for screening, the United Republic of Tanzania has achieved a 65% 
case-finding coverage rate. In a country with a more developed health services 
infrastructure, it would be quite possible to achieve a much higher rate. Target rates 
are tentatively proposed as 60% to 65% in low-income developing countries with poorly 
developed transport and communication systems, and 85% in middle-income developing 
countries with relatively well-developed infrastructures. 

23. The proposed global target of WHO's new tuberculosis control strategy is to achieve, 
by the year 2000, 85% cure of all sputum-positive cases under treatment arid 70% case 
detection. As indicated above, different targets are set according to the availability 
of resources for health-related activities in a country. The expected impact of 
achieving the targets is shown in Table 4. 

TABLE 4. NEW TUBERCULOSIS CONTROL STRATEGY TARGETS 
AND EXPECTED IMPACT 

Countries 
Target 

cure rates 
(%) 

Case-finding 
coverage 
rates 
(%) 

Expected 
duration of 
efforts to 
reduce 
tuberculosis 
incidence by 
50% J 

Expected 
global 
number of 
tuberculosis 
deaths being 
prevented 
annually 

Low-income developing 
countries with poorly 
developed health service 85 60-65 10-12 years 

Middle-income developing 
countries with relatively 
well-developed health 1 200 000 
service system 85 85 7-9 years 

Industrialized 
countries and low 
tuberculosis 
incidence countries 95 N.A. unknown 

N.A. - Not applicable: it is impossible to monitor the case-finding coverage rate 
because of the lack of a methodology to estimate the incidence of 
tuberculosis when the annual infection rate is low. 

24. By achieving these targets, it is expected, first, to reduce annual tuberculosis 
deaths by 40%} to 1.7 million from the current 2.9 million. Secondly, the worldwide 
prevalence of tuberculosis will be reduced by 50X from the current level of more than 
20 million using short-course chemotherapy to eliminate vast numbers of chronic cases and 
cases needing retreatment; this will particularly favour countries in the Western 
Pacific and South-East Asia Regions, in some of which the prevalence of tuberculosis is 
three to five times higher than the incidence. Thirdly, in high- and middle-incidence 
countries, the tuberculosis incidence will be halved in 12 years given an 85X cure rate 
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and a 60% to 65% case-finding coverage rate, and in eight years given an 85% cure rate 
and an 85% case-finding coverage rate. 

25. Once these objectives have been achieved, the programme should start exploring ways 
to introduce preventive chemotherapy with six to 12 months isoniazid administration to 
the groups with a high risk of developing tuberculosis, such as contacts. For countries 
with low tuberculosis incidence, where new infection or reinfection is very rare and the 
vast majority of tuberculosis cases occur among those infected long before, the 
prevention of a progression from latent remote infection status to disease, together with 
the surveillance of new infections, are the main strategies for eliminating 
tuberculosis. The present technology, i.e., isoniazid chemoprophy1axi s and tuberculin 
testing, has too serious limitations to be effectively applied, on a mass scale, for the 
purpose of tuberculosis elimination. 

26. The basic strategy for countries where HIV infection is prevalent and the 
tuberculosis programme is not performing satisfactorily is to develop an effective 
tuberculosis programme as soon as possible to cope with the increased number of cases. 
The first objective is to improve the cure rate through the introduction of short-course 
chemotherapy and an improved treatment management system. Countries where HIV infection 
is prevalent and the programme is performing effectively should continue to give the 
highest priority to finding smear-positive cases and maintaining the high cure rate. In 
addition, disease surveillance and programme monitoring should be strengthened. 
Furthermore, the programme should continue or initiate treatment of symptomatic 
smear-negative cases and those suspected on radiological grounds. The main priority for 
countries where HIV infection is not yet prevalent is to intensify the present programme, 
particularly in the area of programme monitoring and disease surveillance, including the 
establishment of HIV testing in sentinel tuberculosis centres. 

Training 

27. Training activities concentrate on supporting existing courses and developing 
management-oriented modules for the training of senior and middle-level managers of 
national tuberculosis programmes in the effective implementation of new control 
strategies in developing countries. 

28. Technical, financial and administrative support is provided to two international, 
two regional and seven national training courses for tuberculosis control. Between 1985 
and 1988, 213 participants from 61 countries were trained in two international courses. 
Similar support was provided to two international bacteriological training courses. 

29. The objective of training with management-oriented modules is to provide selected 
practical knowledge and skills to a large number of health workers in a short period of 
time. The modules will include such key components of new tuberculosis control 
strategies as methods to diagnose cases, to register cases, to estimate service coverage 
rates, to supply drugs regularly to treatment centres, to organize the administration of 
short-course chemotherapy, and to monitor and evaluate the results of treatment. In 
order to reach a consensus on treatment activities prior to developing the training 
modules, a workshop was organized in 1990, which prepared guidelines on tuberculosis 
treatment, with emphasis on standardization of regimens, introduction of short-course 
chemotherapy and use of cohort analysis for regular monitoring of the cure rate. 

Research arid development 

Elaboration of research strategy 

30. Technology that has succeeded in controlling tuberculosis in the industrialized 
countries and in some middle- income developing countries has failed in many developing 
countries. A workshop was organized in 1990 to determine the reasons for this failure 
and to define research needs, including development of new technology that may be applied 
to both industrialized and developing countries. 
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31. The workshop defined a number of research priorities. For treatment, the highest 
priority is country- or area-specific operational research to determine ways to improve 
the cure rate and the efficiency of treatment systems once an 85% cure rate is achieved. 
Another research priority is the development of new drugs that can be used to treat 
multiple isoniazid- and rifampicin-resistant cases, which are now practically incurable 
in developing countries. 

32. For diagnosis, the highest research priority is country- or area-specific 
operational research to determine ways to expand case-finding coverage and to detect more 
cases in earlier or less infectious stages through the innovative use of existing 
knowledge or technology, such as that for the study of symptoms, chest X-ray and sputum 
examination. A new epidemiological methodology needs to be developed to monitor the 
progress of case-finding coverage rates more easily and accurately. Since the currently 
available diagnostic procedures are very time-consuming, not very sensitive, and 
non-specific, and as the cost of labour and materials is very high, another high-priority 
area is the development of new diagnostic technology making full use of the progress in 
molecular biology and immunology. Such technology should be reliable, feasible, safe and 
attractive to both health care workers and patients. Another high priority is the 
development of technology that is more sensitive and specific than the tuberculin skin 
test for detecting infection, the surveillance of which is crucial for tuberculosis 
elimination. 

33. In prevention the highest priority is the development of less toxic preventive 
treatment regimens, which should also be much easier to administer than isoniazid, and 
testing of the feasibility of including them in programme activities. Another priority 
is the identification of risk factors favouring transition from latent remote infection 
to disease； the findings would be useful in intervention programmes. 

Tubérculosis/AIDS research 

34. In order to define the nature and magnitude of HIV-related tuberculosis problems and 
priority research areas, two workshops were organized in 1988 in cooperation with the 
Global Programme on AIDS and the International Union against Tuberculosis and Lung 
Disease. Specific questions for study were formulated in the areas of epidemiological 
surveillance, diagnosis, clinical presentation, prevention and treatment. With the 
financial support of the Global Programme on AIDS, one professional and one (half-time) 
secretary were appointed in 1989 to administer tubérculos is/HIV research. A workshop was 
organized in 1990 to elaborate research methodology for preventive chemotherapy in 
HIV/tubérculosis infection. From April 1989 to September 1990 the following research was 
funded: five epidemiological studies, one study on diagnosis, three on clinical 
presentation and four on prevention. 

Other research 

35. Five studies of contacts, five case-control studies, and one comparative trial to 
measure the protective efficacy of BCG have been carried out over the past 10 years under 
the technical guidance of the tuberculosis control programme. These activities further 
confirmed that the efficacy of BCG vaccination varied but that it provided substantial 
protection against more severe types of childhood tuberculosis. The comparative trial 
showed that there were variations in efficacy and in incidence of side-effects with 
vaccines from different seed lots. 

36. A WHO cost-effectiveness study of three successful tuberculosis control programmes 
in Africa showed that short-course chemotherapy is more cost-effective than standard 
chemotherapy, and that it is an excellent investment compared with virtually any 
measure. Only the most cost-effective interventions, including immunizations and oral 
rehydration therapy, yield comparable estimates in terms of deaths averted. 
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IV. FUTURE PLANS (1992-1995) 

Coalition-building 

37. There is a striking resurgence of interest in tuberculosis among those concerned 
with development, stemming from increased awareness that the disease poses a problem of 
tremendous magnitude, but that it can be effectively controlled by existing technology, 
and that control is very cost-effective. It is crucial for WHO to provide international 
direction and coordination, in addition to serving as the technical authority, in order 
to combat the disease. In this respect, WHO strongly encourages all parties involved or 
interested to play a constructive role, and is willing to share the tools that have been 
and will be developed to implement effective strategies for tuberculosis control or 
elimination. Lessons will be drawn from the successes and failures of activities, 
including those in other domains and other WHO programmes, in order continuously to 
improve such tools. Further, WHO will continue its advocacy for tuberculosis control 
with its long-standing partners, and will form new partnerships to secure the resources 
needed for global control or elimination. 

Proposed organizational structure 

38. Since there was no formal organizational structure to advise the Director-General 
periodically on the direction of the programme, including its funding, the 
Director-General has established a Coordination, Advisory and Review Group consisting of 
representatives of governments of both developing and industrialized countries, which 
will review progress and provide an overall view and advisory support. The Group will 
also serve as a forum for the representatives of all interested parties and those 
involved in tuberculosis control, so that a coordinated global effort against the disease 
can be undertaken under WHO's leadership. Given the complexity of research on 
tuberculosis, a research steering committee will be created to bring together experts in 
order to provide direction and support for research and development. 

Planned activities 

39. The focus of programme activities in the period 1992-1995 will shift from the 
development to the accelerated implementation of new strategies for tuberculosis control 
or elimination not only by significantly strengthening activities in operational support, 
but also by undertaking sharply focused research to overcome the major constraints 
recognized in current control technology and strategies. Tools will also be developed to 
implement the new strategies, together with training, direct support for programmes at 
country level, monitoring and evaluation, and research and development. 

Tools 

40. The basic components of new strategies have been defined and elaborated over the 
past two years as described above. Development of the main tools for implementing new 
strategies, such as training modules, guidelines for tuberculosis control in countries 
affected by the AIDS pandemic and guidelines for elaborating a tuberculosis elimination 
plan, is progressing and will be completed by the end of 1991. Guidelines for 
tuberculosis control among migrants arid refugees and a manual for conducting a 
comprehensive programme review will be prepared by 1992. A tenth meeting of the WHO 
Expert Committee on Tuberculosis is to be organized in 1992 to advise the 
Director-General on the completion of the new strategies. 

Training 

41. Using the training modules, six WHO-sponsored courses will be held in 1992. By 1995 
there will be 24 courses annually, so that 360 key staff for national tuberculosis 
programmes will be trained per year. Once trained, the staff are expected to conduct 
training courses for middle-level programme managers in their own countries. 



ANNEX 1 65 
Direct support to national tuberculosis control programmes. including demonstration 
projects and technical coordination 

42. Six types of demonstration project will be undertaken for the following groups of 
countries or areas: French-speaking low-income developing countries； middle-income 
developing countries； industrialized or island countries with low tuberculosis 
incidence； countries affected by the AIDS pandemic where the national tuberculosis 
programme is not performing effectively; "megacities" in developing countries； and 
refugee camps or areas affected by conflicts. All projects except the one for 
industrialized countries will be undertaken using the integrated disease control approach 
initiated by WHO. Intensified technical and financial support will be provided for the 
demonstration projects. These projects are meant to serve as models for other countries 
with similar environments. 

43. In addition to the six demonstration projects, or as a part of them (if some are to 
be undertaken in cooperation with other sources of external assistance), the programme 
will ensure technical coordination between donors and the countries receiving external 
assistance； this will include provision of WHO short-term consultants, joint project 
appraisal and review. 

Monitoring and evaluation, including programme evaluation at country level. global 
monitoring of programme outputs and overall review of the WHO tuberculosis control 
programme 

44. Programme evaluation at country level will start in 1993 using the manual for 
programme review, and the number of evaluations will be increased to ten per year in 
1995. 

45. Programme output will be monitored globally through the collection and analysis of 
data relating to two indicators on an annual basis : the number of tuberculosis cases 
notified, with breakdown of sputum-positive, sputum-negative pulmonary and extrapulmonary 
tuberculosis, and the cure rate or treatment completion rate of sputum-positive cases. 
It is expected that the number of national tuberculosis programmes that can produce the 
data for these two indicators and report to WHO will rise with the increase in training 
activities. 

46. Overall review of the programme will be undertaken annually by the Coordination, 
Advisory and Review Group, encompassing not only operational support but also research. 

Research and development 

47. The volume of operational research is expected to grow, making a major contribution 
to the implementation of the new strategy, particularly in the WHO-supported 
demonstration projects. The research will aim at increasing the cure rate and/or 
expanding the service coverage rate. Important advances are expected in the development 
of new diagnostic technology, particularly polymerase chain reaction methods, and of new 
preventive treatment regimens. 

48. A summary of major targets for 1992-1995 is given in Table 5. 
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TABLE 5. MAJOR TARGETS, 1992-1995 

1992 1995 

Training 
Total WHO-sponsored courses/staff trained annually 
Direct support 
Demonstration projects 
Technical coordination activities 
Monitoring/evaluation 
National tuberculosis programmes evaluated 
National tuberculosis programmes with known cure rate 
and notified numbers of cases 

Research and development 
Operational research activities 

6/90 

2 

12 

0 

20 

24/360 

8 

36 

10 

75 

24 

Budpet requirements 

49. The programme is supported through the Organization's regular budget and 
extrabudgetary contributions. The regular budget provisions and extrabudgetary funds 
allocated for the three bienniums between 1986 and 1991 or pledged (up to 
30 September 1990) are shown in Table 6. 

TABLE 6. REGULAR BUDGET PROVISIONS AND EXTRABUDGETARY FUNDS, 1986-1991 

1986-1987 1988-1989 1990-1991 

Regular budpet 

Global and interregional 
Regions 

Extrabudgetary funds— 

Finnish Anti-Tubérculosis Association 
Sweden 
Italy 
Japan 
Netherlands 
Japan Pharmaceutical Manufacturers' 
Association 

$
 s

 
и
 

602 
3 056 

100 
200 

22 148 

US$ 

798 700 
3 436 900 

146 
349 
700 
262 

906 
866 
000 
091 

$
 

s
 

и
 

1 094 800 
2 743 600 

282 

137 

796 

487b 

931 

Total 3 680 448 5 694 463 259 614 

—Extrabudgetary funds received by the regions are not included. 
Ь Pledged. 
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50. Available resources for 1988-1989 have grown by 55% compared with 1986-1987, owing 
to the increase in the regular budget, particularly for the regions, and in 
extrabudgetary contributions for global and interregional activities. Despite a 
reduction of US$ 693 300 in the 1990-1991 regular budget for the regions, the overall 
available resources for 1990-1991 will probably grow further, mainly because of the 
expected substantial increase in extrabudgetary contributions to global and interregional 
activities. 

51. For the biennium 1992-1993 a total of US$ 6 496 304 is required for global and 
interregional activities alone, with the following breakdown: 

Planning/management US$ 1 144 900 
Operational support US$ 3 412 404 
Research and development US$ 1 939 000 

The total does not include approximately US$ 2 000 000 that the Global Programme on AIDS 
is expected to provide for tubérculosis/HIV-related research activities, including the 
cost of one professional staff member and one (half-time) secretary. 
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CAUSES OF DELAYED PAYMENT OF CONTRIBUTIONS BY MEMBER STATES OF WHO, 
AND POLICY AND PRACTICE IN OTHER ORGANIZATIONS 

OF THE UNITED NATIONS SYSTEM1 

Report by the Director-General 

[A44/INF.D0C./^ - 22 April 1991] 

Introduction 
1. During the discussion by the Forty-third World Health Assembly of the item "Members 
in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution", it was suggested that the Secretariat should 
provide the Executive Board and the Health Assembly with information on (a) the possible 
causes of delayed payment of contributions by some Member States and (b) the policies and 
practices concerning Members in arrears in other organizations of the United Nations 
system. 

Possible causes of delayed payment of contributions bv Member States 

2. There are numerous circumstances giving rise to delays in the payment of 
contributions by Member States； they may be classified under five main headings as 
follows : 

-political and social circumstances； 

-natural disasters on a national scale； 

-economic and financial problems； 

-procedural and logistic delays； 

-other causes. 

A detailed list of such circumstances is provided in Appendix 1. 
although they may result in some Members being in arrears, others 
circumstances have managed to pay their contributions in the year 
or have even paid in advance. 

Policy and practice in WHO concerning Members in arrears 

3. Financial Regulation 5.6 relating to the payment of contributions due reads as 
follows : 

Instalments of contributions and advances shall be considered as due and 
payable in full within thirty days of the receipt of the communication of the 
Director-General ..., or as of the first day of the year to which they relate, 
whichever is the later. As of 1 January of the following year, the unpaid balance 
of such contributions and advances shall be considered to be one year in arrears. 

It should be noted that 
in similar 
in which they were due, 

1 Report submitted under agenda item 22.3 (Members in arrears in 
their contributions to an extent which would justify invoking Article 
Constitution). See also resolution WHA44.12. 

the payment of 
7 of the 
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4. Article 7 of the Constitution of WHO, concerning suspension of voting privileges and 
services, reads as follows : 

If a Member fails to meet its financial obligations to the Organization or in 
other exceptional circumstances, the Health Assembly may, on such conditions as it 
thinks proper, suspend the voting privileges and services to which a Member is 
entitled. The Health Assembly shall have the authority to restore such voting 
privileges and services. 

5. In May 1955 the Eighth World Health Assembly, by resolution WHA8.13, resolved that 
"if a Member is in arrears in the payment of its financial contributions to the 
Organization in an amount which equals or exceeds the amount of the contributions due 
from it for the preceding two full years at the time of the opening of the World Health 
Assembly in any future year, the Assembly shall consider, in accordance with Article 7 of 
the Constitution, whether or not the right of vote of such a Member shall be suspended". 

6. In May 1988 the Forty-first World Health Assembly, by resolution WHA41.7, adopted 
the following statement of the principles to be applied in future : 

1. Towards the end of the year preceding each Health Assembly, the 
Director-General will invite Members that will, unless corrective action is taken, 
be in arrears to an extent which would justify invoking Article 7 of the 
Constitution pursuant to resolution WHA8.13, to submit to the Executive Board a 
statement of their intentions as to the payment of arrears so that the Health 
Assembly, when it considers whether or not the right of vote of those Members is to 
be suspended, can make its decision on the basis of the statements of the Members 
and the recommendations of the Executive Board. 

2. Unless there are exceptional circumstances justifying a different measure, the 
Health Assembly will adopt a decision, by a two-thirds majority pursuant to Rule 72 
of the Rules of Procedure of the World Health Assembly, under which the voting 
rights of a Member in arrears to the extent referred to in paragraph 1 above will be 
suspended as from the opening day of the following Health Assembly if at that time 
the Member is still in arrears to the extent referred to. If the Member is no 
longer in arrears to the said extent, the decision will lapse and the suspension 
will not take effect. Any suspension will be without prejudice to the right to 
request restoration pursuant to Article 7 of the Constitution. 

7. The statement of principles contained in resolution WHA41.7 has not been 
consistently applied by the Health Assembly. In May 1988 the Forty-first World Health 
Assembly adopted resolution WHA41.20, as a result of which the voting privileges of four 
Member States, namely, Benin, Comoros, Dominican Republic and Sierra Leone, were 
suspended as from the opening of the Forty-second World Health Assembly in May 1989. 
However, in May 1989 the Forty-second World Health Assembly decided not to adopt a 
resolution recommended by the Executive Board, which called for the suspension of the 
voting privileges of certain other Member States which were in arrears in amounts which 
equalled or exceeded the amount of the contributions due from them for the preceding two 
full years. Similarly, in May 1990 the Forty-third World Health Assembly decided not to 
adopt a resolution recommended by the Board, which called for application of the 
principles set out in resolution WHA41.7. Furthermore, in order to maintain equity 
amongst Member States, the Health Assembly decided to restore the voting privileges of 
the three Members whose voting rights had remained suspended under resolution WHA41.20. 

Comparison of policy and practice of organizations of the United Nations system 

8. The policy and practice of the United Nations and four of the largest organizations 
in the United Nations system (ILO, UNESCO, FAO and IAEA) are described in Appendix 2. 

9. The main observations to be made from a comparison of the constitutional texts, 
other regulations and practices of WHO, and those of the other organizations are as 
follows : 
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(1) In the United Nations and the specialized agencies in question it is required 
that Members in arrears to the extent laid down by such texts shall have no vote in 
their governing bodies, and those Members therefore automatically lose their voting 
privileges, whereas in WHO it is specified in Article 7 of the Constitution that 
"the Health Assembly may, on such conditions as it thinks proper, suspend the voting 
privileges and services to which a Member is entitled". In the United Nations and 
the other specialized agencies the constitutional texts state that the governing 
body may nevertheless "permit such a Member to vote if it is satisfied that the 
failure to pay is due to conditions beyond the control of the Member", whereas in 
WHO the statement of principles adopted in resolution WHA41.7 calls for the 
suspension of voting privileges unless "there are exceptional circumstances 
justifying a different measure". Thus in the other organizations suspension is 
automatic under the constitution unless waived by a governing body resolution, 
whereas in WHO suspension requires a governing body resolution with a two-thirds 
majority of those present and voting. In WHO it is not possible, without an 
amendment of the Constitution, for the Health Assembly to take a decision providing 
for automatic suspension of voting rights if, at any time in the future, a Member is 
two years in arrears. The reference to "exceptional circumstances" in Article 7 
indicates that each case must be considered on its merits as it arises； and a 
strict interpretation of the wording of that Article, in so far as it involves the 
imposition of sanctions, gives the Health Assembly the power to suspend the voting 
rights of a Member in arrears only "if a Member fails to meet its financial 
obligations to the Organization", and not before it fails to meet them. Thus in WHO 
it is the Health Assembly and not the Constitution (as in other organizations) which 
determines when and under what conditions suspension can be decided in the case of 
failure to pay contributions. 

(2) In WHO and the other organizations studied, apart from UNESCO, a Member has to 
be in arrears in an amount which equals or exceeds the amount of the contributions 
due from it for the preceding two full years for the suspension of voting rights to 
be considered. In WHO this period has been determined by decision of the Health 
Assembly, whereas in the other organizations it is specified in the constitution. 
UNESCO's Constitution goes one step further, providing for automatic suspension of 
voting rights in the General Conference if the total amount of contributions due 
from a Member exceeds "the total amount of contributions payable by it for the 
current year and the immediately preceding calendar year". 

(3) Whereas in the other organizations suspension of voting rights is immediate if 
the Member is in arrears to the extent laid down by the relevant texts, in WHO 
resolution WHA41.7 affords one further year's period of grace before any suspension 
can come into effect. 

(4) In the other organizations the application of the constitutional provision may 
be waived in individual cases which were due to "conditions beyond the control of 
the Member". In WHO a waiver may be made under resolution WHA41.7 where there are 
"exceptional circumstances justifying a different measure". 

(5) In the other organizations, with the exception of UNESCO, the constitutional 
provisions concerning suspension of voting rights are generally applied. In UNESCO 
these provisions are generally waived. 
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POSSIBLE CAUSES OF DELAYED PAYMENT OF CONTRIBUTIONS BY MEMBER STATES 

Political and social circumstances 

War 
Civil war 
Revolution 
Political and social upheavals 

Natural disasters on a national scale 

Earthquakes 
Floods 
Famine 
Other major disasters 

Economic and financial problems 

Socioeconomic policy changes 
Successive large devaluations 
Hyperinflation 
Budget deficits 
Balance of payments problems 
International debt problems 
Fall in prices of commodities and other export items 
Unfavourable rate of exchange of Member's currency against the US dollar 

Procedural and logistic delays 
Delays in budget approval 
Delays in foreign exchange approval 
Delays in interministerial approval 
Delays in transmission between banks 
Different fiscal periods for Member States and WHO 
Delays in routing within the government of assessment and reminder letters 

Other causes 
Authorities not interested, or priority not given to early payment 
Authorities not aware of importance of early payment, both as concerns consequences 
for the Organization and the benefits accruing to the Member State under the 
financial incentive scheme. 
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Appendix 2 

POLICY AND PRACTICE OF OTHER ORGANIZATIONS OF THE UNITED NATIONS SYSTEM 
CONCERNING MEMBERS IN ARREARS IN THE 

PAYMENT OF THEIR CONTRIBUTIONS 

Policy Practice 

United Nations 

Article 19 of the Charter 
of the United Nations 

"A Member of the United Nations which is in 
arrears in the payment of its financial 
contributions to the Organization shall have no vote 
in the General Assembly if the amount of its arrears 
equals or exceeds the amount of the contributions 
due from it for the preceding two full years. The 
General Assembly may, nevertheless, permit such a 
Member to vote if it is satisfied that the failure 
to pay is due to conditions beyond the control of 
the Member.и 

In general the policy is 
strictly followed; a few 
exceptions have been made by the 
General Assembly in accordance 
with the provisions of the 
second sentence. 

International Labour Organisation (ILO) 

Article 13.4 of the Constitution of ILP 

"A Member of the Organisation which is in In general the policy is 
arrears in the payment of its financial contribution strictly followed, 
to the Organisation shall have no vote in the 
Conference, in the Governing Body, in any committee, 
or in the elections of members of the Governing 
Body, if the amount of its arrears equals or exceeds 
the amount of the contributions due from it for the 
preceding two full years : Provided that the 
Conference may by a two-thirds majority of the votes 
cast by the delegates present permit such a Member 
to vote if it is satisfied that the failure to pay 
is due to conditions beyond the control of the 
Member.и 

Section D of the Standing Orders 
of the International Labour Conference : 

Disqualification from voting of 
Members which are in arrears in 

the payment of their contributions 
to the Organisation 

ARTICLE 29 

Notification to Member in arrears 

1. If the Director-General finds that the 
amount of the arrears due from a Member of the 
Organisation which is in arrears in the payment 
of its contributions to the Organisation will, 
in the event of no payment being received from 
the Member during the succeeding three months, 
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Policy Practice 

increase so as to equal or exceed the amount of 
the contribution due from that Member for the 
two full years preceding the expiration of the 
said period of three months, he shall send to 
the Member in question a communication calling 
its attention to the terms of article 13, 
paragraph 4, of the Constitution. 

2. When the amount of the arrears due to the 
International Labour Organisation from a Member 
which is in arrears in the payment of its 
contribution to the Organisation equals or 
exceeds the contribution due from that Member 
for the preceding two full years, the 
Director-General shall notify the Member in 
question of this fact and call its attention to 
the terms of article 13, paragraph 4, of the 
Constitution. 

3. Contributions are due on 1 January of the 
year to which they relate, but the year in 
respect of which they are due shall be regarded 
as a period of grace and a contribution shall 
be regarded as being in arrears for the purpose 
of this article only if it has not been paid by 
31 December of the year in respect of which it 
is due. 

ARTICLE 30 

Notification to Conference and 
Governing Body that Member 

The notification provided for in 
paragraph 2 of article 29 shall be brought by 
the Director-General to the attention of the 
next sessions of the International Labour 
Conference, the Governing Body, and any other 
committee of the International Labour 
Organisation in which the question of the right 
to vote of the Member concerned may arise, and 
to the attention of the electoral colleges 
provided for in articles 49 and 50 of the 
Standing Orders of the Conference. 

ARTICLE 31 

Procedure where proposal is made 
to permit Member in arrears to vote 

1. Any request or proposal that the 
Conference should nevertheless permit a Member 
which is in arrears in the payment of its 
contributions to vote in accordance with 
article 13, paragraph 4, of the Constitution 
shall be referred in the first instance to the 
Finance Committee of the Conference, which 
shall report thereon as a matter of urgency. 
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2. Pending a decision on the request or 
proposal by the Conference, the Member shall be 
entitled to vote. 

3. The Finance Committee shall submit to the 
Conference a report giving its opinion on the 
request or proposal. 

4. If the Finance Committee, having found 
that the failure to pay is due to conditions 
beyond the control of the Member, thinks fit to 
propose to the Conference that the Member 
should nevertheless be permitted to vote in 
accordance with article 13, paragraph 4, of the 
Constitution, it shall in its report -

(a) explain the nature of the conditions 
beyond the Member's control； 

(b) give an analysis of the financial 
relations between the Member and the 
Organisation during the preceding 
ten years ; and 

(c) indicate the measures which should be 
taken in order to settle the arrears. 

5. Any decision which may be taken by the 
Conference to permit a Member which is in 
arrears in the payment of its contribution to 
vote notwithstanding such arrears may be made 
conditional upon the Member complying with any 
recommendations for settling the arrears which 
may be made by the Conference. 

ARTICLE 32 

Period of validity of a decision to 
permit Member in arrears to vote 

1. Any decision by the Conference permitting 
a Member which is in arrears in the payment of 
its contributions to vote shall be valid for 
the session of the Conference at which the 
decision is taken. Any such decision shall be 
operative in regard to the Governing Body and 
committees until the opening of the general 
session of the Conference next following that 
at which it was taken. 

2. Notwithstanding the provisions of 
paragraph 1 of this article, after the 
Conference has approved an arrangement under 
which the arrears of a Member are consolidated 
and are payable in annual instalments over a 
period of years, any decision by the Conference 
permitting that Member to vote shall be valid 
as long as the Member concerned pays both its 
current contributions and the instalments on 
its consolidated arrears during the year in 
respect of which they are due. 
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ARTICLE 33 

Cessation of disqualification 
from voting 

When, as a result of the receipt by the 
Director-General of the International Labour 
Office of payments made by a Member, 
article 13, paragraph 4, of the Constitution 
ceases to be applicable to that Member -

(a) the Director-General shall notify the 
Member that its right to vote is no longer 
suspended; 

(b) if the International Labour Conference, 
the Governing Body, the electoral colleges 
provided for in articles 49 and 50 of the 
Standing Orders of the Conference, or any 
committee concerned, has received the 
notification provided for in article 30 of 
the present section, the Director-General 
shall inform it that the right to vote of 
the Member is no longer suspended. 

United Nations Educational. Scientific 
and Cultural Organization (UNESCO) 

Article IV. section С. paragraphs 8(b) 
and (c) of the Constitution of UNESCO 

"(b) A Member State shall have no vote in the The provisions of paragraph 8(b) 
General Conference if the total amount of were waived for all Members at 
contributions due from it exceeds the total UNESCO's General Conference in 
amount of contributions payable by it for the 1989. 
current year and the immediately preceding 
calendar year. 

(c) The General Conference may nevertheless permit 
such a Member State to vote, if it is satisfied 
that failure to pay is due to conditions beyond 
the control of the Member Nation." 

Paragraphs 3 and 4 of Rule 79 of 
the Rules of Procedure of the General 

Conference of UNESCO 

3. Before each ordinary session of the 
General Conference the Executive Board 
shall consider communications received 
from Member States invoking the terms of 
Article IV, paragraph 8(c), of the 
Constitution and make recommendations 
thereon in a report to the General 
Conference. 
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Before taking a decision on the 
communications referred to in paragraph 3 
above or on any other communications of 
the same nature received after the 
adoption by the Executive Board of the 
above-mentioned report, the General 
Conference may decide to refer the 
question for examination and report to one 
of its committees or commissions. 

Food and Agriculture Organization 
of the United Nations (FAQ) 

Article III � of the Constitution 
of FAQ 

"Each Member Nation shall have only one vote. 
A Member Nation which is in arrears in the payment 
of its financial contributions to the Organization 
shall have no vote in the Conference if the amount 
of its arrears equals or exceeds the amount of the 
contributions due from it for the two preceding 
calendar years. The Conference may, nevertheless, 
permit such a Member Nation to vote if it is 
satisfied that the failure to pay is due to 
conditions beyond the control of the Member Nation. 

The policy is generally 
implemented, with a few 
exceptions. 

International Atomic Energy Agency (IAEA) 

Article XIX of the Statute of IAEA 

A Member of the Agency which is in 
the payment of its financial contributions to 
the Agency shall have no vote in the Agency if 
the amount of its arrears equals or exceeds the 
amount of the contributions due from it for the 
preceding two years. The General Conference 
may, nevertheless, permit such a member to vote 
if it is satisfied that the failure to pay is 
due to conditions beyond the control of the 
member• 

The policy is consistently 
applied; only seven exceptions 
have been made in the history of 
IAEA. 

A Member which has persistently violated the 
provisions of this Statute or of any agreement 
entered into by it pursuant to this Statute may 
be suspended from the exercise of the 
privileges and rights of membership by the 
General Conference acting by a two-thirds 
majority of the members present and voting upon 
recommendation by the Board of Governors.“ 
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AMENDMENTS TO THE FINANCIAL REGULATIONS1 AND RULES 

Report bv the Director-General 

[A44/19 - 22 March 1991] 

Iri accordance with Financial Regulation 15.1 the Director-General is submitting, 
with this report (Appendix 1), amendments and certain editorial changes to the Financial 
Regulations with a view to their adoption by the Health Assembly. These amendments and 
editorial changes were considered by the Executive Board at its eighty-seventh session, 
and incorporate two modifications suggested by the Board. The Executive Board, by 
resolution EB87.R16, recommended the adoption of the amendments by the Health Assembly. 

The Director-General is also submitting to the Health Assembly (Appendix 2) the 
amendments and certain editorial changes to the Financial Rules that were confirmed by 
the Executive Board in resolution EB87.R16 (subject to the adoption by the Health 
Assembly of the aforementioned amendments to the Financial Regulations) and which the 
Director-General is now reporting to the Health Assembly in accordance with Financial 
Regulation 16.1. 

1 See resolution WHA44.16. 

-77 -
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AMENDMENTS TO THE FINANCIAL REGULATIONS 

Existing Financial Regulations Proposed amendments to the Financial 
Regulations 

Comments 

Article IV - Appropriations 

4.2 Appropriations shall be available for 
obligation for the financial period to which 
they relate. The Director-General is 
authorized to charge as an obligation 
against the appropriations : 

(a) the costs, including transportation, 
of operational supplies and equipment 
for which contracts have been entered 
into prior to the last day of the 
financial period; 

(b) the costs of publications for which 
complete manuscripts shall have been 
delivered to and received by the 
printer prior to the last day of the 
financial period; 

(c) the entire costs relating to 
short-term consultants whose period of 
assignment may not have been completed 
by the end of the financial period; 

(d) the full estimated cost of a 
fellowship. 

Article IV - Appropriations 

4.2 Appropriations shall be available for 
obligation for the financial period to which 
they relate. The Director-General is 
authorized to charge as an obligation 
against the appropriations the cost of goods 
or services which were ordered or 
commissioned during the current financial 
period and which are to be supplied or 
rendered during that period or within the 
year following the end of the period. The 
same conditions apply to the cost of 
fellowships obligated during the current 
period. The unobligated balance of the 
appropriations shall be surrendered and 
credited to casual income. 

The proposed amendment is 
intended to provide a closer link 
between the raising of 
obligations in the current 
financial period and the delivery 
of goods, services and 
fellowships. The amendment will 
also harmonize the treatment of 
obligations under a standard 
pattern whereby goods, services 
and fellowships must be fully 
delivered within 12 months of the 
end of that financial period. It 
is expected that this limitation 
of the availability of reserves 
will have a positive result on 
actual implementation of 
activities. 
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The unobligated balance of the 
appropriations shall be surrendered. 



4. 3 Appropriations shall remain available 
for twelve months following the end of the 
financial period to which they relate, to 
the extent that they are required to 
discharge obligations in respect of goods 
supplied and services rendered in the 
financial period and to liquidate any other 
outstanding legal obligations of the 
period. The obligations established under 
4.2 (a), (b), (c) and (d) shall remain 
available for expenditure until these 
obligations have been fully liquidated. The 
cash balance of the appropriations shall be 
surrendered. 

4. 3 Appropriations shall remain available 
for the financial period following the end 
of the financial period to which they 
relate, to the extent that they are required 
to discharge the obligations incurred under 
regulation 4.2. The cash balance of the 
appropriations shall be surrendered. 

The proposed amendment, whereby 
unliquidated obligations must be 
liquidated by the end of the 
following period, should result 
in more timely and effective 
implementation of activities 
referred to in existing 
regulation 4.2 (a) to (d). 
Unliquidated obligations for 
supplies and equipment, 
publications, consultantships 
and fellowships no longer remain 
outstanding indefinitely. 

4.4 At the end of the twelve-month period 
provided in regulation 4.3 above, the then 
remaining balance of any appropriations 
retained will be surrendered. Any 
unliquidated prior period obligations shall 
at that time be cancelled, or, where the 
obligation remains a valid charge, 
transferred as an obligation against current 
appropriations. 

4.4 At the end of the following financial 
period provided in regulation 4.3 above, the 
then remaining balance of any appropriations 
retained will be surrendered. Any 
unliquidated obligations from the prior 
financial period shall at that time be 
cancelled and, where the obligation remains 
a valid charge, an obligation against 
current financial period appropriations 
shall be established. 

To require that all unliquidated 
obligations must be liquidated 
during the following financial 
period. I 

vo 



Existing Financial Regulations Proposed amendments to the Financial 
Regulations 

(New) 4.6 An exchange rate facility shall 
be established through which, after any 
exchange rate savings have been taken into 
account, a charge may be generated against 
available casual income to finance the 
additional costs to the Organization under 
the regular budget resulting from 
differences between the WHO budgetary rates 
of exchange and the United Nations/WHO 
accounting rates of exchange prevailing 
during the financial period, with respect to 
the relationship between the United States 
dollar and the respective currencies of the 
countries of location of the regional 
offices and headquarters. Any net savings 
after meeting exchange rate losses under the 
regular budget resulting from differences 
between the WHO budgetary rates of exchange 
and the United Nations/WHO accounting rates 
of exchange prevailing during the financial 
period, with respect to the relation between 
the United States dollar and the respective 
currencies of the countries of location of 
the regional offices and headquarters, shall 
be transferred to casual income. In its 
appropriation resolution, the Health 
Assembly shall indicate the maximum net 
level of the facility to be made available 
for the financial period concerned. 

Comments 
00 о 

To include in the Financial 
Regulations the exchange rate 
facility which has been in 
existence and has operated under 
Health Assembly resolutions in 
each financial period since 
1978. 
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Article V - Provision of Funds Article V - Provision of Funds 

5.2 In the assessment of the contributions 
of Members, adjustments shall be made to the 
amount of the appropriations approved by the 
Health Assembly in respect of: 

(b) Miscellaneous income for which credits 
have not previously been taken into 
account, and any adjustments in 
estimated miscellaneous income 
previously taken into account; 

(d) Any balance of the appropriations 
surrendered under regulations 4.3 and 

Article VI - Funds 

6.1 There shall be established a General 
Fund for the purpose of accounting for the 
expenditures of the Organization. The 
contributions paid by Members under 
regulation 5.1, miscellaneous income, and 
any advances made from the Working Capital 
Fund to finance general expenditures shall 
be credited to the General Fund. 

5.2 In the assessment of the contributions 
of Members, adjustments shall be made to the 
amount of the appropriations approved by the 
Health Assembly in respect of: 

(b) Casual income for which credits have Editorial change 
not previously been taken into 
account, and any adjustments in 
estimated casual income previously 
taken into account； 

(d) Any balance of the appropriations 
surrendered under regulation 4.4. 

To adapt the requirement to 
surrender the balance of 
appropriations to a new 
provision, namely, that after 
the end of the financial period 
all unliquidated balances must 
be surrendered. 

Article VI - Funds 

6.1 There shall be established a General 
Fund for the purpose of accounting for the 
income and expenditures of the regular 
budget of the Organization. The 
contributions paid by Members under 
regulation 5.1, casual income, and any 
advances made from the Working Capital Fund 
to finance general expenditures shall be 
credited to the General Fund. Advances from 
the Working Capital Fund in excess of the 
balance available in the fund may be secured 
through the internal borrowing facility 
under regulation 5.1, against other 
available cash resources of the 
Organization, excluding Trust Funds. 

To reflect the accounting policy 
according to which, for the sake 
of transparency in the 
presentation of year-end 
accounts, advances from the 
Working Capital Fund to cover 
regular budget income deficits 
in excess of balance of funds 
available therein are secured 
through the internal borrowing 
facility under regulation 5.1. 



Existing Financial Regulations Proposed amendments to the Financial 
Regulations 

Comments 
00 N5 

6.3 Amounts borrowed internally or 
advances made from the Working Capital Fund 
to finance budgetary appropriations during a 
financial period shall be reimbursed as soon 
as and to the extent that income is 
available for that purpose, first priority 
being accorded to reimbursement of internal 
borrowings. 

6.3 Amounts borrowed internally shall be 
debited to the Working Capital Fund. Such 
amounts and advances made from the Working 
Capital Fund to finance budgetary 
appropriations during a financial period 
shall be reimbursed as soon as and to the 
extent that income is available for that 
purpose, first priority being accorded to 
reimbursement of internal borrowings. 

To clarify the provision that 
amounts borrowed internally are 
debited to the Working Capital 
Fund. The advance from that 
fund is secured by the other 
available cash resources 
referred to in regulation 5.1. 
Such borrowings are reimbursed 
as a first priority as and when 
arrears of contributions are 
collected. 

6.5 Income derived from investments of the 
Working Capital Fund shall be credited to 
miscellaneous income. 

6.5 Income derived from investments of the 
Working Capital Fund shall be credited to 
casual income. 

Editorial change 

6.8 Profits and losses on exchange shall 
be credited and debited to miscellaneous 
income. 

6.8 Profits and losses on exchange shall 
be credited and debited to casual income. 

Editorial change 

Article VII - Other Income 

7.1 All other income, except: 

Article VII - Other Income 

All other income, except: Editorial change 

shall be classed as miscellaneous income for 
credit to the General Fund. 

shall be credited to casual income. 
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Article X - Internal Control 

10.1 The Director-General shall: 

(d) Maintain an internal financial control 
and internal audit which shall provide 
an effective current examination 
and/or review of financial 
transactions in order to ensure : 

Article X - Internal Control 

10.1 The Director-General shall: 

(d) Maintain an internal financial control 
and internal audit which shall provide 
an effective current examination 
and/or review of financial 
transactions in order to ensure : 

(ii) The conformity of commitments or 
obligations and expenditures with 
the appropriations or other 
financial provisions voted by the 
Health Assembly or with the 
purposes, rules and provisions 
relating to the Fund concerned; 

(ii) The conformity of commitments or 
obligations and payments with 
the appropriations or other 
financial provisions voted by the 
Health Assembly or with the 
purposes, rules and provisions 
relating to the Fund concerned; 

Editorial change 

10.5 The Director-General shall establish 
rules for the procurement of equipment, 
supplies and other requirements, including 
rules governing the invitation of tenders. 

10.5 The Director-General shall establish 
rules governing invitation to tender and the 
procurement of equipment, supplies and other 
services. 

Editorial change 

Article XI - Accounts and Financial Reports 

11.1 The Director-General shall maintain 
such accounts as are necessary and shall 
prepare final accounts for each financial 
period showing: 

Article XI - Accounts and Financial Reports 

11.1 The Director-General shall maintain 
such accounts as are necessary and shall 
prepare final accounts for each financial 
period showing: 

(New) (vi) The operation of the exchange 
rate facility under regulation 
4.6; 

To provide that the status of 
appropriations reflect the 
operation of the exchange rate 
facility. 



Appendix 2 

AMENDMENTS TO THE FINANCIAL RULES 

Existing Financial Rules Proposed amendments to the Financial Rules Comments 

FINANCIAL RULES 

(Effective from 1 October 1986) 

FINANCIAL RULES 

(Effective from 1 June 1991, 
subject to approval of the proposed 

amendments of the Financial Regulations 
by the Health Assembly) 

Article III - Appropriations 

103.2 Appropriations shall remain available 
to the extent that they are required to 
discharge obligations in respect of goods 
supplied and services rendered in the 
financial period, to liquidate any other 
outstanding legal obligations of the period, 
and to cover those obligations specified in 
Financial Regulation 4.2. The unobligated 
balance of the appropriations shall be 
transferred to the Casual Income Account and 
the status of this account shall be reported 
in the interim and the biennial financial 
reports. 

Article III - Appropriations 

103.2 On completion of the financial period, 
appropriations shall remain available to the 
extent that they are required to discharge 
unliquidated obligations in respect of goods 
or services which were ordered or 
commissioned during that financial period. 
These same conditions apply to obligations 
related to fellowships. Any available cash 
element of the unobligated balance of the 
appropriations shall be transferred at the 
end of the period to the Casual Income 
Account• 

To reflect the concept whereby 
unliquidated obligations related 
to goods and services ordered 
and fellowship obligations 
raised during the financial 
period can be maintained as a 
charge against the current 
appropriations. To provide, as 
under the existing regulation, 
that the unobligated balance of 
such appropriations be 
transferred to Casual Income. 
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103.3 Appropriations shall remain available 
to liquidate the obligations established in 
accordance with Rule 103.2 above for the 
periods specified in Financial Regulation 
4.3. At the end of the twelve-month period 
specified in Financial Regulation 4.3, any 
unliquidated obligations except those 
established under Financial Regulations 4.2 
(a), (b), (c) and (d) shall be cancelled or, 
where the obligations remain a valid charge, 
transferred as an obligation against current 
appropriations. Obligations established 
under Financial Regulation 4.2 shall remain 
available for expenditure until fully 
liquidated. The remaining balances of 
appropriations surrendered at these times 
shall be credited to the Casual Income 
Account. 

103.3 Appropriations shall remain available 
to liquidate the obligations established in 
accordance with Rule 103.2 above until the 
end of the following financial period, after 
which any unliquidated obligations shall be 
cancelled or, where the obligation remains a 
valid charge, an obligation against 
appropriations for the current financial 
period shall be established. The remaining 
balance of appropriations shall be credited 
to the Casual Income Account, the status of 
which shall be reported in the interim and 
the biennial financial reports. 

To reflect the principle that 
unliquidated obligations must be 
liquidated during the following 
financial period. 

Article IV - Allotments Article IV - Allotments 

104.5 Officials to whom allotments are 
issued are responsible to the 
Director-General for the correct use of such 
allotments. 

104.5 Officials to whom allotments are 
issued are accountable to the 
Director-General for the correct use of the 

available. 

To amplify the responsibilities 
of programme managers. 
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Existing Financial Rules Proposed amendments to the Financial Rules Comments 
00 

Article V - Obligations Article V - Obligations (Expenditures) Editorial change 

Article VIII - Advances 

108.2 Salary advances may be given to staff 
members in accordance with the provisions of 
the Staff Rules. 

Article VIII - Advances 

108.2 Salary and education grant advances 
may be given to staff members in accordance 
with the provisions of the Staff Rules. 

To complete the definition of 
advances. 

Article X - The Accounts 

110.5 The accounts shall comprise the 
general accounts, budget accounts and 
treasury accounts from which the periodic 
financial statements shall be prepared. 

Article X - The Accounts 

110.5 The accounts shall comprise the 
general accounts, budget and expenditure 
accounts and treasury accounts from which 
the periodic financial statements shall be 
prepared. 

Editorial change 

Article XI - General Accounts Article XI - General Accounts 

(New) 111.2 Accounting transactions shall be 
recorded in the general accounts in 
accordance with a uniform chart of accounts 
established by the Director-General. 

To make reference to the uniform 
chart of accounts operated by 
the Organization. 
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Article XII - Budget Accounts Article XII - Budget and Expenditure Editorial change 
Accounts 

Original appropriations voted by the 
Health Assembly; 
Appropriations after modification by 
any transfers； 
Credits, if any, other than 
appropriations made available by the 
Health Assembly; 
(New) The operation of the exchange To include the exchange rate 
rate facility; facility as a separate item. 
Allotments issued; 
Obligations incurred, broken down into 
disbursements and unliquidated 
obligations； 
Unobligated balances of allotments； 
Unobligated balances of 
appropriations. 

(a) Original appropriations voted by the 
Health Assembly; 

(b) Appropriations after modification by 
any transfers； 

(c) Credits, if any, other than 
appropriations made available by the 
Health Assembly; 

(d) Allotments issued; 
(e) Obligations incurred, broken down into 

disbursements and unliquidated 
obligations； 

(f) Unobligated balances of allotments； 
(g) Unobligated balances of 

appropriations. 

112.2 Obligations shall be recorded in the 
accounts in accordance with a uniform system 
of classification established by the 
Director-General. 

112.2 Obligations shall be recorded in the 
expenditure accounts in accordance with a 
uniform system of classification established 
by the Director-General. 

Editorial change 

112.1 The Budget Accounts shall show: 112.1 The Budget and Expenditure Accounts 
shall show: 
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Existing Financial Rules Proposed amendments to the Financial Rules Comments 
00 oo 

Article XIII - Treasury Accounts 

113.1 Treasury Accounts shall comprise: 

Article XIV - Financial Statements 

114.1 Budget and Finance shall furnish: 

(c) Periodic special statements 
showing : 

(iii) The operations and 
financial position of the 
Working Capital Fund; 

(d) As early as possible each year a 
detailed balance sheet as at 
31 December immediately 
preceding. In addition to this 
balance sheet there shall be 
produced: 

Article XIII - Treasury Accounts 

113.1 Treasury Accounts shall comprise: 

(New) (c) Cash, bank and investment 
transactions which shall be 
recorded in the treasury 
accounts in accordance with a 
uniform system established by 
the Director-General. 

Article XIV - Financial Statements 

114.1 Budget and Finance shall furnish: 

(c) Periodic special statements 
showing: 

(iii) The operation and 
financial position of 
the Working Capital Fund 
including the use of 
internal borrowing against 
other available cash 
resources of the 
Organization; 

(d) As early as possible each year 
a detailed balance sheet as at 
31 December immediately 
preceding. In addition to 
this balance sheet there shall 
be produced: 

To make reference to the uniform 
system governing treasury 
accounts. 

To define the accounting for 
internal borrowing. 
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(iii) Statement of obligations as 
at 31 December for which 
reserves have been or will 
be established in 
accordance with Financial 
Regulations 4.2 and 4.3; 

(V) Statement of the Working 
Capital Fund and its 
sub-funds showing the 
establishment and 
composition thereof, 
advances made therefrom and 
the cash available; 

Article XVI - Procurement 

116.3 All purchases and contracts of over 
US$2 500 shall be made on the basis of 
competitive bids, except when otherwise 
authorized by the Director-General. 

Article XVIII - Working Capital Fund 

(ill) Statement of unliquidated 
obligations as at 
31 December maintained in 
accordance with Financial 
Regulation 4.2; 

Editorial change 

(v) Statement of the Working 
Capital Fund showing its 
establishment and 
composition, advances made 
therefrom, the cash 
available and use of 
internal borrowing against 
other available cash 
resources of the 
Organization; 

To make reference to the 
recording of internal borrowing 
through the Working Capital 
Fund. 

Article XVI - Procurement 

116.3 All purchases and contracts of over 
US$15 000 shall be made on the basis of 
competitive bids, except when otherwise 
authorized by the Director-General. 

To reflect the increase in 
level of competitive bid 
requirements from US$2 500 
US$15 000. 

the 

to 

Article XVIII • Working Capital Fund 

(New) 118.5 In case of exhaustion of the 
Fund, the amount of internal borrowing 
provided under Financial Regulation 5.1 
shall be recorded in the Working Capital 
Fund. For the purposes of Financial 
Regulation 6.3 such internal borrowing shall 
be closely monitored by the 
Director-General, to ensure that 
reimbursements are applied on a first 
priority basis to the repayment of such 
advances. 

To describe the internal 
borrowing mechanisms under the 
Working Capital Fund. 
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ANNEX 5 

CONTRIBUTIONS OF MEMBERS AND ASSOCIATE MEMBERS TO THE 
PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-19931 

[A44/INF.D0C./H - 16 May 1991] 

For the information of Members and Associate Members, the attached statement shows 
the contributions assessed in respect of the programme budget for the financial period 
1992-1993. The calculations are based on the decisions taken by the Health Assembly on 
the budget level and appropriation resolution, and on the scale of assessments for the 
financial period 1992-1993.1 

1 See resolution WHA44.22. 
2 See resolution WHA44.35. 
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[A44/11 - 15 March 1991] 

ANNEX 6 

HUMAN ORGAN TRANSPLANTATION1 

Report by the Director-General 

[A44/11 - 15 March 1991: 
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1 See resolution WHA44.25. 



ANNEX 6 97 
PART 1. DRAFT GUIDING PRINCIPLES ON HUMAN ORGAN TRANSPLANTATION 

Introduction 

1. In resolution WHA40.13, adopted in May 1987, the Fortieth World Health Assembly 
requested the Director-General "to study, in collaboration with other organizations 
concerned, the possibility of developing appropriate guiding principles for human organ 
transplants". The response to this request was initiated in June 1989 following the 
adoption by the Forty-second World Health Assembly, in May 1989, of resolution WHA42.5 
(Preventing the purchase and sale of human organs). 

2. In order to take due account of the diversity in systems of health care and law, and 
of their social, cultural, religious and medical circumstances, the Director-General 
initiated a process of consultation involving a broad range of organizations and 
individual experts. The principal initiatives were the establishment of an informal 
working group at WHO headquarters (with representatives from all relevant WHO programmes, 
as well as the Secretary-General of CIOMS) and the convening of an informal consultation 
on organ transplantation in Geneva (2-4 May 1990), with international experts in organ 
transplantation, medical ethics, health policy and law, and representatives of 
intergovernmental and nongovernmental organizations. 

3. The consultation expressed the view that it was "indeed feasible to develop the 
Guiding Principles that had been called for in resolution WHA40.13" and reviewed an 
initial draft of a set of Guiding Principles. On the basis of the outcome of the 
consultation as set f o ir üli In its report, the inlûîâl draft wâ.s âmencieci ând widely 
distributed for comment to all participants and to other experts on medical, legal, 
ethical, cultural, religious and health policy aspects of organ transplantation. It was 
also sent for comment to all the WHO regional offices. A second informal consultation, 
with smaller membership, was convened in Geneva on 3 and 4 October 1990, in order to 
review the second draft of the Guiding Principles in the light of the comments and 
suggestions received, and to prepare a third draft from which the final draft is derived 
(see below). 

4. The draft Guiding Principles are presented as a considered response to the 1987 and 
1989 Health Assembly resolutions and as a link in a process that may lead to 
consideration by the Forty-fourth World Health Assembly of the adoption of Guiding 
Principles on Human Organ Transplantation, for recommendation to Member States under 
Article 23 of the Constitution. 

1 At the Thirty-ninth World Health Assembly, held in May 1986, a number of 
countries had submitted a draft resolution on human organ transplants, dealing with, 
inter alia, ethical issues. It was agreed that, before the Health Assembly dealt with 
the matter, it should be considered by the Executive Board at its seventy-ninth session. 
The Director-General submitted a report entitled "Human organ transplantation" which was 
later published (document EB79/1987/REC/1, Part I, Annex 16). The debate on the subject 
appears in the summary records of the eleventh meeting at that session (document 
EB79/1987/REC/2, pp. 178-182). 

о 
The Director-General acknowledges with appreciation the particular contribution 

to the preparation of this document of Professor Bernard Dickens (Canada), 
Professor Henri Kreis (France), Professor Peter Morris (United Kingdom) and 
Mr Russell Scott (Australia). 

о 
The report of this consultation is available (in English only) as document 

WHO/HLE/90.1. 
“ The report of this consultation is available (in English only) as document 

WHO/HLE/90.2. 



98 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
GUIDING PRINCIPLES ON HUMAN ORGAN TRANSPLANTATION 

PREAMBLE 

1. As the Director-General‘s report to the seventy-ninth session of the Executive Board 
pointed out, human organ transplantation began with a series of experimental studies at 
the beginning of this century. That report drew attention to some of the major clinical 
and scientific advances in the field since Alexis Carrel was awarded the Nobel Prize in 
1912 for his pioneering work. Surgical transplantation of human organs from deceased, as 
well as living, donors to sick and dying patients began after the Second World War. Over 
the past 30 years, organ transplantation has become a worldwide practice and has saved 
many thousands of lives. It has also improved the quality of life of countless other 
persons. Continuous improvements in medical technology, particularly in relation to 
tissue "rejection", have brought about expansion of the practice and an increase in the 
demand for organs. A feature of organ transplantation since its commencement has been 
the shortage of available organs. Supply has never satisfied demand, and this has led to 
the continuous development in many countries of procedures and systems to increase 
supply. Rational argument can be made to the effect that shortage has led to the rise of 
commercial traffic in human organs, particularly from living donors who are unrelated to 
recipients. There is clear evidence of such traffic in recent years, and fears have 
arisen of the possibility of related traffic in human beings. Health Assembly 
resolutions WHA40.13 and WHA42.5 are an expression of international concern over these 
developments. 

2. These Guiding Principles are intended to provide an orderly, ethical, and acceptable 
framework for regulating the acquisition and transplantation of human organs for 
therapeutic purposes. The term "human organ" is understood to include organs and tissues 
but does not relate to human reproduction, and accordingly does not extend to 
reproductive tissues, namely ova, sperm, ovaries, testicles or embryos, nor is it 
intended to deal with blood or blood constituents for transfusion purposes. The Guiding 
Principles prohibit giving and receiving money, as well as any other commercial dealing 
in this field, but do not affect payment of expenditures incurred in organ recovery, 
preservation and supply. Of particular concern to WHO is the protection of minors and 
other vulnerable persons from coercion and improper inducement to donate organs. 

Organs and tissues (referred to in this text as "organs“) may be removed from 
the bodies of deceased and living persons for the purpose of transplantation 
only in accordance with the following Guiding Principles. 

GUIDING PRINCIPLE 1 

Organs may be removed from 
transplantation if: 

(a) any consents required 

(b) there is no reason to 
removal, in the absence of 

GUIDING PRINCIPLE 2 

Physicians determining that the death of a potential donor has occurred should not 
be directly involved in organ removal from the donor and subsequent transplantation 
procedures, or be responsible for the care of potential recipients of such organs. 

GUIDING PRINCIPLE 3 

the bodies of deceased persons for the purpose of 

by law are obtained; and 

believe that the deceased person objected to 
any formal consent given during the person's 

such 
lifetime. 

Organs for transplantation should be removed preferably from the bodies of deceased 
persons. However, adult living persons may donate organs, but in general such donors 
should be genetically related to the recipients. Exceptions may be made in the case of 
transplantation of bone marrow and other acceptable regenerative tissues. 



ANNEX 6 99 
An organ may be removed from the body of an adult living donor for the purpose of 

transplantation if the donor gives free consent. The donor should be free of any undue 
influence and pressure and sufficiently informed to be able to understand and weigh the 
risks, benefits and consequences of consent. 

GUIDING PRINCIPLE 4 

No organ should be removed from the body of a living minor for the purpose of 
transplantation. Exceptions may be made under national law in the case of regenerative 
tissues. 

GUIDING PRINCIPLE 5 

The human body and its parts cannot be the subject of commercial transactions. 
Accordingly, giving or receiving payment (including any other compensation or reward) for 
organs should be prohibited. 

GUIDING PRINCIPLE 6 

Advertising the need for or availability of organs, with a view to offering or 
seeking payment, should be prohibited. 

GUIDING PRINCIPLE 7 

It should be prohibited for physicians and other health professionals to engage in 
organ transplantation procedures if they have reason to believe that the organs concerned 
have been the subject of commercial transactions. 

GUIDING PRINCIPLE 8 

It should be prohibited for any person or facility involved in organ transplantation 
procedures to receive any payment that exceeds a justifiable fee for the services 
rendered. 

GUIDING PRINCIPLE 9 

In the light of the principles of distributive justice and equity, donated organs 
should be made available to patients on the basis of medical need and not on the basis of 
financial or other considerations. 

Commentaries on the Guiding Principles 

Commentary on the Preamble (underlined text): 

The purpose of this introductory proposition is to establish a comprehensive 
and exclusive system for the removal of organs from deceased and living donors for 
transplantation. As cadaver donation is best dealt with by national legislation, 
each jurisdiction will determine the definition of "deceased person" and criteria of 
death, as well as the means of implementing the Guiding Principles. 

Commentary on Guiding Principle 1: 

There are two systems dealing with the obtaining of organs from deceased 
persons. These are (1) the "opting 1пи/иcontracting in" ("explicit consent") system 
of post mortem organ removal, in which deceased persons expressly state before death 
that they approve such removal, or an appropriate family member expresses approval 
when the deceased person left no statement or other evidence to the contrary, and 
(2) the "opting out"/"contracting out" ("presumed consent") system. This presumes 
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that organs may be removed for transplantation from the bodies of deceased persons 
unless those persons when alive stated their objections, or perhaps others who were 
close to them stated at an appropriate time that the persons objected to their 
deceased bodies being so treated. In the case of both the "opting in" and "opting 
out" systems, any statements or other adequate indications of opposition by persons 
to posthumous organ removal from their bodies will prevent such removal. 

• 

When a deceased person leaves no evidence of opposition to removal, the "opting 
in" system normally requires consent of an appropriate family member for organ 
removal. In the "opting out" system, no consent is required, but family members may 
take initiatives to state the opposition of the deceased person or of themselves. 

Commentary on Guiding Principle 2: 

This provision is designed to reduce the possibility of a conflict of interest 
that would arise if the physician or physicians determining the death of a potential 
donor were also involved in organ removal or implantation. 

Commentary on Guiding Principle 3: 

The first paragraph of this Principle is intended to emphasize the importance 
of developing cadaveric donation programmes in countries where this is culturally 
acceptable, and to discourage donations from living, genetically unrelated donors, 
except for transplantation of bone marrow and of other acceptable regenerative 
tissues. 

The second paragraph seeks to protect potential donors from undue pressure and 
undue inducements from others. It emphasizes the necessity for complete and 
objective information to be given to the donor. It also takes into account issues 
relating to persons (other than minors) who are legally incompetent to fulfil the 
requirements for "free consent" or the other conditions specified in this paragraph. 

Commentary on Guiding Principle 4: 

This Principle provides for absolute prohibition of the removal of organs for 
transplantation from legal minors. However, an exception concerning regenerative 
tissues may be allowed by national legislation. In such cases, the protection of 
minors could be assured by requiring, among other conditions, the minor's 
comprehending consent and the consent of the parent(s) or the legal guardian. The 
parent(s) or the legal guardian may have a conflict of interest, for example if they 
are responsible for the welfare of an intended recipient of the donated tissues. In 
such a case, prior permission of an independent body, such as a court or other 
appropriate authority of comparable independence or status should be required. 
However, an objection by the minor should take effect and prevail over any other 
consent. 

Commentary on Guiding Principle 5: 

This Principle is designed to prohibit traffic in human organs for payment. 
The method of prohibition, including sanctions, will be determined independently by 
each jurisdiction. The Principle does not prohibit payment of reasonable expenses 
incurred in donation, recovery, preservation and supply of organs for 
transplantation. 

Commentary on Guiding Principle 6: 

The intention of this Principle is to prohibit advertisements that have a 
commercial (profit-making) purpose. Promotion and encouragement of altruistic 
donation of human organs and tissues by means of advertisement or public appeal are 
not affected by this Principle. 
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Commentary on Guiding Principle 7: 

This provision deals with the involvement of physicians and other health 
professionals in removal, intermediate management and implantation of organs with 
knowledge, actual or constructive, that commercial transactions have occurred. 

Commentary on Guiding Principle 8: 

This provision reinforces Guiding Principle 7 by restricting entrepreneurial 
practice in organ recovery and implantation. A medical or other health practitioner 
uncertain whether a fee proposed to be charged is justifiable may seek the opinion 
of an appropriate licensing or disciplinary authority before the fee is proposed or 
levied. 

Commentary on Guiding Principle 9 : 

This provision is self-explanatory. 

PART 2. USE OF HUMAN ORGANS AND TISSUES FOR 
THERAPEUTIC PURPOSES : A REVIEW OF INTERNATIONAL AND NATIONAL 
LEGISLATION, CODES AND OTHER MEASURES TO COMBAT COMMERCIALISM 

Introduction 

1. On 15 May 1989 the Forty-second World Health Assembly adopted resolution WHA42.5 
(Preventing the purchase and sale of human organs). Operative paragraph 5 requests the 
Director-General to report to the Forty-fourth World Health Assembly on the steps taken 
by the governments of Member States under the resolution. This report has been prepared 
on the basis of information received from Member States in response to a circular letter 
from the Director-General. In addition, a systematic search has been undertaken for all 
relevant material, and in particular legislative texts published in the WHO quarterly 
journal, the International Digest of Health Legislation. Acknowledged experts in 
developed and developing countries alike have been consulted in the preparation of the 
report. As far as possible, only primary sources have been cited, as well as statements 
and declarations issued by international and, in some cases, national governmental and 
nongovernmental organizations. The transmission of any additional material of which 
Member States may be aware relating to the question would be welcome. It should be 
mentioned that no attempt has been made to review the abundant literature concerning 
allegations of reported commerce in human organs and tissues for transplantation 
purposes. Certain aspects of this matter are under review by the United Nations 
Sub-Commission on Prevention of Discrimination and Protection of Minorities, as well as 
by a number of nongovernmental organizations. 

International developments 

2. It appears that the first international effort to deal with this issue dates back to 
1970, when the Committee on Morals and Ethics of the Transplantation Society adopted a 
Statement that includes a rubric (Prohibition of reimbursement for organ donation), 
affirming that "The sale of organs by donors living or dead is indefensible under any 
circumstances". In September 1985 the Council of the Transplantation Society proposed 
a series of "guidelines for the distribution and the use of organs from cadaver sources 
and from living unrelated donorsи. Paragraph 6 of the guidelines for cadaver organ 
distribution prescribes that: 

Transplant surgeons/physicians should not advertise regionally, nationally, or 
internationally. 

1 Annals of Internal Medicine. 75(4): 631-633 (1971)； reproduced in: Bulletin 
of the World Health Organization. 47(1): 131-133 (1972). 

2 Lancet. 2: 715-716 (1985). 



102 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Paragraph 2 of the guidelines for the donation of kidneys by unrelated living donors 
states that: 

It must be established by the patient and transplant team alike that the motives of 
the donor are altruistic and in the best interest of the recipient and not self 
serving or for profit. In the best interests of all concerned, the motivation and 
medical suitability of the donor should be evaluated by physicians independently of 
the potential recipient, the recipient's physicians, and the transplant team. An 
independent donor advocate should be assigned to the unrelated donor to ensure that 
informed consent is made without pressure, to enhance personal attention given to 
the donor throughout the entire donation period, to ensure official expressions of 
gratitude, and to aid with subsequent problems or difficulties. In all instances, 
and especially in the exceptional case where the emotionally related donor is not a 
spouse or second-degree relative, the donor advocate would ensure and document that 
the donation was one of true altruism and not self serving or for profit. 

Paragraph 3 states that: 

Active solicitation of living unrelated donors for profit is unacceptable. 

Paragraph 6 states that: 

It should be clearly understood that no payment to the donor by the recipient, the 
recipient's relatives or any other supporting organisation, can be allowed. 
However, reimbursement for loss of work earnings and any other expenses related to 
the donation is acceptable. 

The Council also adopted the following Special Resolution: 

No transplant surgeon/team shall be involved directly or indirectly in the 
buying or selling of organs/tissues or in any transplant activity aimed at 
commercial gain to himself/herself or an associated hospital or institute. 
Violation of these guidelines by any member of The Transplantation Society may be 
cause for expulsion from the Society. 

3. On 11 May 1978 the Committee of Ministers of the Council of Europe adopted 
resolution R (78) 29 on "harmonisation of legislations of member states relating to 
removal, grafting and transplantation of human substances". Article 9 of the resolution 
reads as follows : 

No substance may be offered for profit. However, loss of earnings and any 
expenses caused by the removal or preceding examination may be refunded. The donor, 
or potential donor, must be compensated, independently of any possible medical 
responsibility, for any damage sustained as a result of a removal procedure or 
preceding examination, under a social security or other insurance scheme. 

4. On 1 July 1986, in the course of its General Assembly held in Budapest, the European 
Dialysis and Transplant Associâtion-European Renal Association approved a Statement on 
"Safeguards for Live Kidney Donors", which includes the following paragraphs : 

(1) The practice of organ transplantation involving coercion or payment to a 
donor to induce him to donate an organ or organs is unacceptable within ethical 
medicine. 

(4) All responsible clinicians should make every effort to ensure that they do 
not become involved in transplantation from paid or coerced donors. 

(5) The deliberate use of paid or coerced donors is incompatible with 
membership of the EDTA-European Renal Association. 

1 Lancet. 2: 174 (1986). See also Nephrology Dialysis Transplantation. 1: 
149-150 (1986). 
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5. On 16 and 17 November 1987 a conference of European health ministers was convened, 
under the auspices of the Council of Europe, in Paris, at the invitation of the then 
French Minister of Health and Family Affairs. The Final Text agreed on by the ministers 
includes the following two paragraphs in Part II (The non-commercialisation of human 
organs): 

...A human organ must not be offered for profit by any organ exchange organisation, 
organ banking centre or by any other organisation or individual whatsoever. 
However, this does not prevent the compensation of living donors for loss of 
earnings and any expenses caused by the removal or preceding examination. 

...Neither organisations nor individuals should advertise outside their national 
territory either for donation or transplantation. 

6. In October 1985 the Thirty-seventh World Medical Assembly, convened by the World 
Medical Association (WMA) in Brussels, issued a Statement on Live Organ Trade. Noting 
that "in the recent past a trade of considerable financial gain has developed with live 
kidneys from underdeveloped countries for transplantation in Europe and the United States 
of America", WMA condemned the "purchase and sale of human organs for transplantation", 
and called on the "governments of all countries to take effective steps to prevent the 
commercial use of human organs". At the Thirty-ninth World Medical Assembly, held in 
Madrid in October 1987, WMA adopted a Declaration on Human Organ Transplantation. 
Paragraph 8 of this Declaration condemns the "purchase and sale of human organs for 
transplantation". 

7. A "Unified Arab Draft Law on Human Organ Transplants" was adopted at the twelfth 
session of the Council of Arab Ministers of Health, held in Khartoum from 14 to 
16 March 1987. Article 7 of this text lays down that: 

The sale, purchase or remunerated donation of organs is prohibited, and no 
specialist may perform a transplant operation if he knows the organ to have been 
acquired by such means. 

8. A Congress on Ethics, Justice and Commerce in Transplantation: A Global Issue was 
held in Ottawa from 20 to 24 August 1989. A number of resolutions were agreed to on the 
final day. Resolution 2 (Commercialism and transplantation) confirms that "the buying 
and selling of human organs and tissue for transplantation is unacceptable", and 
resolution 4 (Alleged criminal actions to obtain organs) reads as follows: 

Criminal activity to obtain organs for transplantation is abhorrent. No evidence 
was presented to substantiate allegations of illegal and criminal acts to obtain 
organs but such allegations impose a duty to continue investigation by appropriate 
authorities. 

9. In the course of the XIV International Congress on Penal Law, held in Vienna from 
1 to 7 October 1989 under the auspices of the International Association of Penal Law, a 
resolution was adopted on "Criminal law and modern bio-medical techniques". This 
includes a Section 3 entitled "Organ transplants and artificial organs", in which the 
following paragraph appears : 

3.10 Commercialization of human organs and tissues should be prevented, if 
necessary by penal sanctions. In particular, national and international measures 
should be adopted to prevent the utilization of organs and tissues obtained through 
the exploitation of the economic needs of the donors or their relatives. 

1 International Digest of Health Legislation. 39(1): 277 (1988). 
о Issued by the World Medical Association as document 17.M (not reported in 

International Digest of Health Legislation)• 
3 International Digest of Health Legislation. 39(1): 268 (1988). 
4 See document WHA40/1987/REC/1, pp. 47-48. 



104 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
African Region 

10. Under the terms of Section 161 of Law No. 85-05 of 16 February 1985 on health 
protection and promotion of Algeria, the "removal and transplantation of human organs and 
tissues may not be subject to any financial transactions". 

11. Section 28 of the Human Tissue Act, No. 65 of 1983, of South Africa lays down 
stringent provisions concerning "any payment in respect of the import, acquisition or 
supply of any tissue or gamete for or to another person for any of the purposes referred 
to".2 

12. In Zimbabwe. Section 17 of the Anatomical Donations and Post-Mortem Examinations 
Act, 1976, lays down that: 

No person, other than an authorized institution, may receive any fee, profit or 
remuneration for providing any other person for scientific purposes or therapeutic 
purposes with any tissue, other than blood or a blood product, removed from the body 
of any deceased or living person, and any payment which has been received for such 
provision of tissue shall be refundable to the person who made it. 

This provision is not, however, intended to "prevent any medical practitioner or dental 
practitioner from receiving remuneration for any professional services rendered by him to 
any person"• 

Region of the Americas 

13. In Argentina. Section 27 of Law No. 21.541 of 21 March 1977 on the removal and 
transplantation of organs and anatomical materials prohibits trade in human organs and 
tissues. Regulations for the implementation of this Law (as amended by Law 
No. 23.464) were promulgated by Decree No. 3011/77 of 3 October 1977, itself amended by 
Decree No. 397/89 of 28 March 1989. Annex I to the 1989 Decree includes a "code of 
ethics for banks of organs and/or anatomical materials". One of the provisions in this 
code states that "organs and/or anatomical materials from a bank may not be bought or 
sold". 

14. In Bolivia. Section 90 of the Health Code promulgated in 1978 prohibits trade in 
organs, tissues and body fluids in general (however, the Health Authority is empowered to 
authorize their "interchange" for charitable purposes). 

15. The Constitution promulgated in Brazil on 5 October 1988 prohibits (in Section 199) 
any kind of commercial transactions in human organs, tissues and substances (intended for 
transplantation, research, or therapeutic purposes), as well as any blood and blood 
derivatives. 

16. In Canada• there is no relevant legislation at the national level. At present, the 
legislation of the various Canadian Provinces is based on the Uniform Human Tissue Gift 
Act, proposed in 1971 by the Uniform Law Conference of Canada. This model act has now 
been superseded by the Uniform Human Tissue Donation Act, which was approved by the 
Uniform Law Conference on 14 August 1989. It includes the following Section 15 (Commerce 
prohibited): 

1 International Digest of Health Legislation. 36(4): 929 (1985). 
2 International Digest of Health Legislation. 41(1): 92-98 (1990). 
3 
This Act is reproduced in Feltoe, G. and Nyapadi, T. J. Lav and medicine in 

Zimbabwe• Harare, Baobab Books (in association with Legal Resources Foundation), 1989, 
pp. 99-113. ^ 

4 International Digest of Health Legislation. 28(4)： 893 (1977). 
5 International Digest of Health Legislation. 34(2): 230 (1983). 
6 International Digest of Health Legislation. 42(1): 30-32 (1991). 



ANNEX 6 105 
(1) No person shall buy, sell or otherwise deal in, directly or indirectly, 

any tissue, body or body part for the purpose of a transplant or for a therapeutic 
purpose, medical education or scientific research. 

(2) Any dealing in any tissue, body or body part that was lawful before this 
Act came into force shall continue to be lawful, provided this Act is complied with. 

(3) A person who contravenes this section is guilty of an offence and liable 
on summary conviction to a fine of not more than $100,000 or to imprisonment for not 
more than 1 year, or to both. 

17. The relevant provisions in Nova Scotia are contained in the Human Tissue Gift Act, 
1973； this includes a Section 11 laying down that: 

No person shall buy, sell or otherwise deal in, directly or indirectly, for a 
valuable consideration, any tissue for a transplant, or any body or part or parts 
thereof other than blood or a blood constituent, for therapeutic purposes, medical 
education or scientific research, and any such dealing is invalid as being contrary 
to public policy. 

There is a corresponding provision in (for example) the Human Tissue Gift Act of Alberta 
and of Ontario and the Human Tissue Act of New Brunswick. 

18. In Chile. there are relevant provisions in Book Nine of Decree-Law No. 725 of 
11 December 1967 amending Decree-Law No. 226 of 15 May 1931 approving the Health Code, as 
amended by Law No. 18.173 of 25 November 1982. Section 145 of the Health Code excludes 
payment for organs, tissues and body parts from living donors for transplantation 
purposes. Under Section 152, any contract or agreement providing for the promise or 
supply for payment of any organ or body part for such purposes is null and void. 
Furthermore, Section 3(f) of Regulations issued on 3 June 1983 for the implementation of 
Book Nine of the Health Code requires a living donor to make a sworn declaration that he 
has received no compensation, valuable consideration, or other material benefit from the 
recipient or from third parties. 

19. In Colombia. Section 7 of Law No. 73 of 20 December 1988, amending Law No. 9 of 1979 
and laying down detailed provisions concerning the donation and transplantation of organs 
and anatomical parts for transplantation and other therapeutic purposes, prohibits the 
donation or supply of the anatomical parts referred to in the Law for gain; the use of 
such parts may not be compensated in cash or in kind in any way.^ Further provisions 
were laid down in Decree No. 1172 of 6 June 1989, Section 17 of which reiterates the 
prohibition of any form of remuneration or compensation for organs or anatomical parts 
intended for transplantation or for other therapeutic, teaching, or research purposes. 
Section 18 deals with the export of organs or anatomical parts, in the following terms : 

The export of organs or anatomical parts shall be prohibited. However, the 
Ministry of Health may, in the event of a serious public health catastrophe or for 
reasons of human solidarity, subject to due regard for national requirements and 
provided that the channels used are blood banks, authorize exports from time to 
time, if this is an appropriate means of inter-state assistance; nevertheless, this 
shall apply only in the case of anatomical parts obtained from cadavers, and exports 
may be effected solely for therapeutic purposes, provided always that no 
profit-making motive is involved. 

20. In Costa Rica. Law No. 5560 of 20 August 1974 on human transplants prohibits any 
remuneration or compensation for organs and anatomical materials removed for therapeutic 
or research purposes. 

1 International Digest of Health Legislation. 41(2): 255 (1990). 
2 International Digest of Health Legislation. 41(3): 436 (1990). 
3 International Digest of Health Legislation. 41(3): 437 (1990). 
4 International Digest of Health Legislation. 27(2): 317 (1976). 
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21. In Cuba. Law No. 41 of 13 July 1983 on public health lays down that "The donation of 
organs, blood, and other tissues constitutes a highly humanitarian act". Section 80 
of the Regulations for the implementation of the Law on public health, promulgated by 
Decree No. 139 of 4 February 1988, amplifies this provision, by specifying that: 

The donation of organs, blood, and tissues shall constitute a free and expressly 
voluntary act of the donor or of his representative, performed for humanitarian 
reasons. 

22. In the Dominican Republic. Section 1 of Law No. 60-88 of 25 May 1988 on corneal 
donation lays down that "donations of eyes to become effective after death shall be made 
freely, without the anticipation of any remuneration". 

23. In Ecuador there are provisions in Law No. 64 of 26 May 1987 reforming the Health 
Code which clearly make it illegal to receive valuable consideration for cession of a 
cadaver or cadaver parts. 

24. In Guatemala. Section 10 of the Regulations on dealings in organs and tissues from 
human beings or from cadavers, promulgated by Government Order No. 740-86 of 
26 September 1986, provides that the donation of organs and tissues for transplantation 
purposes must always be free of charge. 

25. In Honduras• Section 5 of the Law on the transplantation and removal of human organs 
and tissues, promulgated by Decree No. 131 of 23 November 1982, lays down that no 
payment, in cash or in kind, may be made in respect of human organs and tissues. Any 
payment or other compensation received by a living donor or by the relatives of a 
deceased donor is recoverable, without prejudice to the penal sanctions incurred. 

26. In Mexico. the General Law on health of 26 December 1983, as amended by a Decree of 
25 April 1987, includes a Section 333 laying down that human organs and tissues may not 
be imported into or leave the national territory without the prior permission of the 
Secretariat for Health. Section 21 of Regulations issued on 18 February 1985 for the 
implementation of this Law lays down that no payment may be made for the donation of 
organs and tissues for therapeutic purposes. Section 22 prohibits trade in organs or 
tissues that are detached or sectioned in the course of a surgical operation, an 
accident, or an unlawful act. 

27. In Panama. Law No. 10 of 11 July 1983 regulating the transplantation of organs and 
anatomical parts includes the following Section 4: 

The transfer of human organs or anatomical parts shall, in principle, involve 
no remuneration. 

Should the donor so request, he shall be entitled to payment of hospital 
medical expenses, laboratory charges, and similar expenses incurred by him, as well 
as compensation for loss of earnings during his absence from work by reason of 
examinations and other necessary procedures. Similarly, the recipient or recipients 
of an organ or anatomical parts shall be entitled to free medical care on the 
national territory provided by the medical establishments in which the donation 
takes place, in order to ensure follow-up to the donation. 

1 International Digest of Health Legislation. 36(1)： 7 (1985). 
2 International Digest of Health Legislation. 40(4): 805 (1989) 
3 International Digest of Health Legislation. 40(2): 394 (1989) 
4 International Digest of Health Legislation. 37(3): 504 (1986) 

750 (1987). 
6 International Digest of Health Legislation. 42(1): 30-32 (1991). 

ibid., M(4) 
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28. In the United States of America. Title III (Prohibition of Organ Purchases) of the 
National Organ Transplant Act (approved by the President on 19 October 1984 as Public 
Law 98-507) has been summarized (unofficially) as follows : 

Under subsection (a) of Section 301, it is unlawful for any person to knowingly 
acquire, receive, or otherwise transfer any human organ for valuable consideration 
for use in human transplantation if the transfer affects interstate commerce. Penal 
provisions are laid down in subsection (b). Subsection (c) lays down that, for the 
purposes of subsection (a), the term "human organ" means the human [including fetal] 
kidney, liver, heart, lung, pancreas, bone marrow, cornea, eye, bone, and skin, and 
any other human organ [or any subpart thereof, including that derived from a fetus] 
specified by the Secretary of Health and Human Services by regulation. The term 
"valuable consideration" does not include the "reasonable payments associated with 
the removal, transportation, implantation, processing, preservation, quality 
control, and storage of a human organ or the expenses of travel, housing, and lost 
wages incurred by the donor of a human organ in connection with the donation of the 
organ"• 

29. At the State level, a Uniform Anatomical Gift Act was approved in 1968 by the 
National Conference of Commissioners on Uniform State Laws. Adopted (with variations) 
in all 50 States and the District of Columbia, it did not contain any explicit 
prohibition on commercial transactions. Such a ban does appear in the Uniform Anatomical 
Gift Act (1987), in the following Section 10 (Sale or purchase of parts prohibited): 

(a) A person may not knowingly, for valuable consideration, purchase or sell a 
part for transplantation or therapy, if removal of the part is intended to occur 
after the death of the decedent. 

(b) Valuable consideration does not include reasonable payment for the 
removal, processing, disposal, preservation, quality control, storage, 
transportation, or implantation of a part. 

(c) fPenal provisions 1• 

At the time of preparation of the present report, Arkansas, California, Connecticut, 
Hawaii, Idaho, Michigan, Montana, Nevada, North Dakota and Rhode Island had adopted 
statutory provisions based on this Section. 

30. It should be mentioned that the Council on Ethical and Judicial Affairs of the 
American Medical Association has issued an Opinion on organ donation, stating that: 

The voluntary donation of organs in appropriate circumstances is to be encouraged. 
However, it is not ethical to participate in a procedure to enable a donor to 
receive payment, other than for the reimbursement of expenses necessarily incurred 
in connection with removal, for any of the donor's non-renewable organs. 

1 International Digest of Health Legislation. 36(3): 607 (1985) (the words in 
square brackets indicate additions to the Act since it was summarized in the Digest). 

о 
See Manson, R. H., ed. Statutory regulation of organ donation in the 

United States. 2nd Edition. Richmond, Virginia, South-Eastern Organ Procurement 
Foundation, 1986, pp. 1-8. For information on State legislation, see Cowan, D. H. 
et al., ed. Human organ transplantation: societal. regulatory, and reimbursement 
issues. Ann Arbor, Michigan, Health Administration Press, 1987, pp. 416-432； and 
Williams, P. Life from death: the organ and tissue donation and transplantation source 
book. Oak Park, Illinois, P. Gaines Company, 1989. 

3 See 8A Uniform Legislative Acts 2 (Supp. 1989), pp. 2-31, at p. 10. 
4 See Current Opinions 1989 : The Council on Ethical and Judicial Affairs of the 

American Medical Association. Chicago, AMA, 1990, p. 10. 
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31. In Venezuela the Law of 19 July 1972 on transplantation of human organs and 
anatomical materials includes a Section 5, which prohibits any remuneration or 
compensation for organs and anatomical materials removed for therapeutic purposes. Under 
Section 6, persons who act as intermediaries, for profit-making purposes, in the 
procurement of organs or anatomical materials for therapeutic purposes are liable to 
between four and eight years‘ imprisonment. 

South-East Asia Region 

32. As far as India is concerned, WHO has been informed that the Government of the State 
of Maharashtra appointed a special committee to examine commercial transactions in human 
organs, and related matters. That committee has now submitted a report, in the form of a 
draft bill, which would prohibit commercial trafficking of any nature in human organs for 
transplantation purposes. It was expected that this bill would be enacted before the end 
of 1990.2 

33. In Indonesia. Government Regulation No. 18 of 16 June 1981 on clinical and 
anatomical autopsies and transplantation of human organs and tissues includes a 
Section 16 prescribing that neither the donor nor the donor's family has any right to 
material compensation in respect of organs and/or tissues removed for transplantation 
purposes. 

34. In Sri Lanka, the Transplantation of Human Tissues Act, No. 48 of 1987, includes a 
Section 17 entitled "Any sale, dealing in or disposal of a body, or any part or tissue 
thereof, prohibited".3 

European Region 

35. In Austria, under the terms of Section 62a of the Hospitals Law of 18 December 1956, 
as amended by the Federal Law of 1 June 1982, organ transplants may be performed only in 
non-profit-making hospitals. Organs or parts of organs of deceased persons may not be 
the subject of transactions carried out with a view to profit. 

36. In Belgium. Section 4 of the Law of 13 June 1986 on the removal and transplantation 
of organs lays down that "Organs and tissues may not be provided for profit, irrespective 
of the parties involved", while "the Crown is empowered to make rules concerning the 
compensation of living donors at public expense or by the social security agency 
designated by it". Such compensation is to cover both the costs and loss of income 
directly resulting from the provision of an organ. 

37. In Denmark it is an offence under Section 20(3) of Law No. 402 of 13 June 1990 on 
the examination of cadavers, autopsies, transplantation, etc., to offer or receive any 
form of compensation in respect of the removal or transfer of tissues or any other 
biological materials for therapeutic purposes (as referred to in Sections 13 and 14 of 
the Law). It is likewise an offence to collaborate in such procedures while being aware 
of transactions ó£ this nature. 

1 International Digest of Health Legislation. 23(3): 636 (1972). 
о Communication from Dr С. J. Vas, dated 14 August 1990. 
3 International Digest of Health Legislation. 42(2) (1991), in preparation. 
4 International Digest of Health Legislation. 37(1): 32-33 (1986). 
5 International Digest of Health Legislation. M(3): 523-524 (1987). 
6 International Digest of Health Legislation. 42(1): 30-32 (1991). 
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38. In Finland. Section 11 of Law No. 355 of 26 April 1985 on the removal of human 
organs and tissues for medical purposes lays down that "no payment may be promised or 
given to the donor or his/her assignee for the removal and use of an organ or tissue or 
for the donation of a body as stipulated in the Act". 

39. In France• Section 3 of Law No. 76-1181 of 22 December 1976 on the removal of organs 
lays down that, "without prejudice to the reimbursement of any costs that organ removal 
procedures may entail, the removal of organs (for transplantation and other therapeutic 
purposes) may not give rise to any remuneration". The preliminary draft Law on the 
life sciences and human rights (known as the "Braibant" draft) confirms the principle of 
non-remunerated donations. Specifically, the new Article L. 666-7 proposed for insertion 
in the Public Health Code affirms that "organ donation and the removal of products of the 
human body may not give rise to any financial compensation that benefits the donor other 
than reimbursement of expenses incurred ...". 

40. The inacceptability of commerce in human organs for transplantation purposes was 
reaffirmed by the National Consultative Ethical Committee for the Life and Health 
Sciences in its Opinion [Avis] of 13 December 1990 on "the lion-commercialization of the 
human body". 

41. In Germany, except as stated below, there is currently no legislation on organ 
transplantation. However, the Cartel of German Transplantation Centres has formulated a 
Transplantation Code, binding on all physicians performing transplantations. One of the 
effects of this Code is that "any trade in organs or any commercialization of the 
transplantation … s e c t o r is, in principle, excluded". 

42. In what was formerly the German Democratic Republic, the Ordinance of 
the performance of organ transplantations laid down, in Section 3, that: 

July 1975 on 

No material or financial benefits may be demanded, offered, or granted in return for 
organ donation. 

Information made available informally to WHO indicates that this Ordinance remains in 
force, on an interim basis, in the five new Lander created as a result of the unification 
process. 

43. In Greece• Law No. 1383 of 2 August 1983 on the removal and transplantation of human 
tissues and organs, lays down (in Section 2) that tissues and organs may be removed from 
a living donor for purposes of transplantation, and organs may be removed from a cadaver, 
only on a noil-remunerated basis； any financial exchange between the donor, the 
recipient, their families, and any other person is prohibited (however, the costs of the 
removal procedure and of storage and transportation of the tissue or organ are not 
covered by this provision). 

44. In Hungary• Section 2(1) of Ordinance No. 18 of 4 November 1972 of the Minister of 
Health for the implementation of the provisions of Law No. II of 1972 on health relating 
to the removal and transplantation of organs and tissues lays down that: 

The information provided by the physician to the donor must ... specify that 
donation of the organ may be made only in the absence of payment and neither the 
donor, nor the patient or his relative, nor any other person may ask for or receive 
any form of remuneration.^ 

International Digest of Health Legislation. 36(4): 
International Digest of Health Legislation. 28(2): 
Communication from Professor W. Schoeppe and Dr A, 
International Digest of Health Legislation. 28(3): 
International Digest of Health Legislation. 35(3) 
International Digest of Health Legislation. 24(4) 

972 (1985). 
271 (1977). 
Fürsch, dated 11 May 1990. 
511 (1977). 
601 (1984). 
857 (1973). 
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45. WHO has been informed that in Ireland the Medical Council would take a very serious 
view of any physician attempting to transplant purchased organs. There is no legislation 
on the subject. 

46. In the case of Israel• there is no legislation on the subject but information 
provided to WHO indicates that the existing arrangements between the health and religious 
authorities preclude any commercial transactions in human organs for transplantation 
purposes. 

47. In Italy the relevant provisions are contained in Sections 19 and 20 of Law No. 644 
of 2 December 1975 regulating the removal of parts of cadavers for purposes of 
therapeutic transplantation and prescribing rules governing the removal of the pituitary 
gland from cadavers with a view to producing extracts for therapeutic purposes. Under 
Section 19, a penalty of imprisonment and a fine are imposed on any person who "receives 
money or other benefit or who accepts a promise thereof for agreeing to the removal, 
after his death, of parts of his body or of another person's body for the purposes 
covered by this Law". Section 20 imposes imprisonment and a fine on any person who 
"acquires for financial gain a part of a cadaver to be used for the purposes covered by 
this Law, or who has any kind of dealings therein". If the person is practising a health 
profession he is, in addition, prohibited from practising his profession for between two 
and five years. 

48. In the case of Liechtenstein (a non-Member State) , WHO has received the following 
communication from a senior official in the Government responsible for social and health 
affairs : 

There is no legislation in Liechtenstein dealing with the transplantation of human 
tissue or organs of living persons or of embryos or dealing with the trade of human 
tissue or organs, since Liechtenstein does not dispose of the necessary 
technological facilities and staff capacities to perform any of the above-mentioned 
operations. 

Provisions dealing with cadaveric organ donation are contained in Section 14 of the 
Principality's Health Law of 18 December 1985. 

49. In Luxembourg, the Law of 25 November 1982 regulating the removal of substances of 
human origin includes a Section (16) establishing the principle of non-remuneration in 
respect of donations of human substances. This Section does, however, provide for the 
reimbursement of loss of revenue and other expenses that may be occasioned by organ 
removals. 

50. There is no legislation in Malta. However, guidance has been issued by the Medical 
Council to the health authorities, in the following terms : 

It is the unanimous view of the Council that, provided it is beyond doubt that the 
"donor" will truly make a donation of the organ to be transplanted, it would not be 
unethical " • to provide the facilities • … o r for a medical practitioner to carry 
out the necessary operation. In case the donor is a relative or a close friend of 
the patient the difficulty of ensuring that the offer is indeed a donation may be 
less than in the case of a complete stranger; and in the latter case, therefore, 
one is to require more clear evidence of the donation. 

Communication from Mr Z. Levin, dated 3 May 
International Digest of Health Legislation. 
Communication from Dr Peter Wolff, dated 11 
International Digest of Health Legislation. 

1989. 
28(3): :626-•627 (1977) 
April 1990. 
34(2): :263 (1983). 
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51. There is currently no legislation on organ transplantation in the Netherlands. 
However, a draft Law on organ donation (in the version dated 17 May 1990) includes a 
Section 2 which prescribes that: 

Consent for the removal of an organ with a view to receiving payment that exceeds 
the costs, including loss of earnings, directly linked with the removal of the 
organ, shall be null and void. 

52. In Romania, the Law of 6 July 1978 on the safeguarding of the health of the 
population includes a provision (in Section 131) laying down that: 

The removal and transplantation of human tissues and organs may not be the subject 
of any financial transaction. 

53. Section 2 of Law No. 30 of 27 October 1979 of Spain on the removal and 
transplantation of organs prohibits any compensation for the donation of organs. It is 
however specified that "resources shall be made available to ensure that the execution of 
such procedures does not cause any hardship to the living donor or the family of the 
deceased person". The donor may not receive any financial compensation whatsoever, nor 
may the recipient be required to make any payment for the transplanted organ. These 
provisions are reiterated in Crown Decree No. 426 of 22 February 1980. Section 5 of this 
Decree states that the living donor "shall be guaranteed the care necessary for his 
recovery as well as coverage of any costs incurred as a result of the donation and 
operation". Reference should also be made to Section 428 of the Penal Code (as 
amended by a law dated 25 June 1983), which includes provisions making it a serious 
offence to obtain consent "against payment or reward" for, inter alia, organ 
transplantation. 

54. In Switzerland there is no federal legislation dealing with organ transplantation. 
It is however noteworthy that the Swiss Academy of Medical Sciences has issued "Medical 
ethical guidelines for transplantations" (dated 17 November 1981). These lay down 
that "human tissue for grafting must be provided free of charge, but the donor may be 
reimbursed for any expenses and for loss of earnings". These guidelines are stated by 
the Academy to be based on the "rules" formulated by the Council of Europe in its 
resolution R (78) 29 of 11 May 1978 (see paragraph 3). The Central Committee for Medical 
Ethics of the Academy is currently updating its guidelines in order to prevent, in more 
specific terms, the commercialization of organ transplantation. 

55. Only one Canton (Tiçino) appears to have enacted legislation prohibiting all 
commercial transactions in organ transplantation (the relevant provisions are contained 
in Section 15(6) of the Health Law of 18 April 1989.5 

56. Certain of the Cantons (Fribourg, Glarus. Obwald. Solothurn. Thurgau. Valais and 
Zug) have specifically endorsed the guidelines of the Swiss Academy of Medical Sciences. 
It appears that in the Canton of Jura the Academy's guidelines are observed, although not 
specifically mentioned in any legal instrument. 

International Digest of Health Legislation. 30(2 
International Digest of Health Legislation. 31(2 
International Digest of Health Legislation. 
International Digest of Health Legislation. 
International Digest of Health Legislation. 

30(2) 298 (1979) 
31(2) 380 (1980) 
32(4) 693 (1981) 
33(2) 389 (1982) 
40(4) 812 (1989) 
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57. In Turkey• Section 15 of Law No. 2238 of 29 May 1979 on the removal, storage, 
transfer and grafting of organs and tissues prescribes that any person engaging in 
commercial transactions in human organs or tissues, or as the intermediary in such 
transactions, is liable to between two and four years' imprisonment and a fine of between 
50 000 and 100 000 Turkish lira, unless he is liable to a more severe penalty under the 
terms of another law. 

58. In the United Kingdom of Great Britain and Northern Ireland, the Human Organ 
Transplants Act 1989 prohibits commercial dealings in human organs. Likewise prohibited 
are advertisements inviting persons to supply for payment such organs as are specified in 
the Act, or offering to supply such organs for payment. 

59. A law was promulgated in Yugoslavia on 15 July 1982 on the conditions governing the 
exchange and transport of parts of the human body for transplantation for therapeutic 
purposes. Section 4 of this Law prohibits any form of compensation for the donation of 
parts of the human body from living or deceased persons. The term "compensation" is 
defined to mean the "offer of services or the giving of any kind of reward". 

Eastern Mediterranean Region 

60. In Cyprus• Section 4 of Law No. 97 of 1987 on the removal and transplantation of 
biological materials of human origin lays down that all donations or offers of biological 
materials for diagnostic, therapeutic, or research purposes must be gratuitous； 
commercial agreements or transactions are strictly prohibited. 

61. In Egypt there is no legislation as such but WHO has been informed that, as far as 
kidney transplants are concerned, the donor must be a relative or acquaintance of the 
patient. A patient of Egyptian nationality must be a relative of a donor of the same 
nationality. In the case of patients treated free of charge at State expense, the State 
covers treatment expenses, but does not pay the Egyptian donor. 

62. In Iraq. Section 3 of Decree No. 698 of 27 August 1986 prohibits the sale or 
purchase of organs in any form. Physicians aware that organs have been the subject of 
sale or purchase are to refrain from proceeding with a transplant.^ 

63. In Kuwait. Decree-Law No. 55 of 20 December 1987 on organ transplantation includes 
the following Section 7: 

Organs may not be sold or purchased in any fashion nor may any material reward 
be obtained in relation to them. Medical specialists may not carry out organ 
removal if they are aware that such a situation exists. 

If an organ has been removed in accordance with the law, there shall be no 
right to its return. 

International Digest of Health Legislation. 
International Digest of Health Legislation. 
International Digest of Health Legislation. 

4 International Digest of Health Legislation. 
5 International Digest of Health Legislation. 
6 International Digest of Health Legislation. 

31(4) 
40(4) 
34(4) 
40(4) 
38(3) 
39(4) 

866 

840-
752 
836 
530 
840 

(1980). 
842 (1989) 
(1983). 
(1989). 
(1987). 
(1988). 
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64. In Lebanon. Section 1 of Decree No. 109 of 16 September 1983 on the removal of human 
tissues and organs for therapeutic and scientific purposes prohibits any form of 
compensation for the donation of tissues and organs. 

65. In Saudi Arabia there is no legislation at present, although WHO has been informed 
that it is absolutely prohibited to buy or sell human organs. Consideration is being 
given to approval of the "Unified Arab Draft Law on Human Organ Transplants" (see 
paragraph 7) as a guide for application in Saudi Arabia. 

66. In the Syrian Arab Republic. Legislative Decree No. 204 of 15 October 1963, dealing 
with the establishment of eye banks, includes a provision (in Section 3) indicating that 
eye banks may supply eyes, on a free-of-charge basis to ophthalmologists working in 
university, government, or private hospitals. Furthermore, Law No. 31 of 23 August 1972 
on the removal and transplantation of organs from the human body includes a provision in 
Section 2 laying down that "no organ or part of an organ may be donated for financial 
gain or remuneration in kind" (however, the donor has the right to be treated in State 
hospitals at the State's expense). It is further laid down in Section 7 that: 

The removal and transplantation of organs and tissues, as well as hospitalization 
and treatment, shall be provided free of charge to citizens of the Syrian Arab 
Republic. 

Western Pacific Region 

67. In Australia" all the States and Territories have introduced uniform legislation 
to regulate human tissue transplantation (the powers conferred upon the Federal 
Legislature under the Constitution are insufficient to justify federal legislation on 
transplantation). It should be recalled that Australia is a federation of six States and 
two Territories with a written Constitution conferring specific powers upon the Federal 
Legislature. In 1976-1977 the Australian Law Reform Commission (a federal body) produced 
a report entitled Human Tissue Transplants. which included model legislation. This model 
legislation provides an orderly regulatory system for obtaining and transplanting all 
human tissues, including organs, regenerative and non-regenerative tissue and blood (but 
excluding, in the case of living donors, semen, ova, and fetal tissues). The model 
legislation has, since 1977, been accepted and enacted, with minor variations, by every 
State and Territory. Accordingly, Australia has in force uniform legislation on human 
tissue transplantation. Commercial transactions in human tissues are prohibited under 
criminal penalties. Some States have also expressly prohibited advertisements relating 
to the sale of tissues. A power of exemption has been retained by the governments for 
appropriate cases, e.g. where tissues have been properly obtained and then subjected to 
processing to enable use for therapeutic purposes. 

68. In the Philippines a Senate bill (1110) known as "The Human Organ and Tissue 
Procurement and Transplant Act of 1989", which deals with the sale of human organs, has 
been introduced by Senator Teofisto Guingona. 

1 International Digest of Health Legislation. 36(2)： 392 (1985). 
о 
Communication from the Director of the International Health Department, Ministry 

of Health of Saudi Arabia, dated 28 November 1989. 
3 International Digest of Health Legislation. 28(1): 133-134 (1977). 
“ The Director-General is indebted to Mr Russell Scott for this information. 
5 Communication from Dr Linda L. Milan, dated 9 November 1989. 
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69. The Human Organ Transplant Act 1987 of Singapore includes a Part IV, entitled 
"Prohibition of trading in organs and blood". Section 14 lays down that "a contract or 
arrangement under which a person agrees, for valuable consideration, whether given or to 
be given to himself or to another person, to the sale or supply of any organ or blood 
from his body or from the body of another person, whether before or after his death or 
the death of the other person, as the case may be, shall be void" and a person who enters 
into such a contract is guilty of an offence. Provision is however made for the 
acceptability of contracts or arrangements that provide solely for the reimbursement of 
"any expenses necessarily incurred by a person in relation to the removal of any organ or 
blood in accordance with the provisions of any other written law". Similarly, the 
prohibition does not apply or relate to any scheme introduced or approved by the 
Government granting medical benefits or privileges to any organ or blood donor, any 
member of the donor's family, or any person nominated by the donor. Also prohibited is 
the issue of any advertisement relating to the buying or selling of organs or blood; any 
person who contravenes this prohibition is also guilty of an offence (Section 15). 

1 International Digest of Health Legislation. 41(2)： 257 -261 (1990). 
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WHO PROGRAMME ON TOBACCO OR HEALTH: 
IMPLEMENTATION OF RESOLUTIONS WHA42.19 AND WHA43.16 

Interim report by the Director-General 

[A44/9 - 14 March 1991] 

In resolution WHA42.19 the Health Assembly, inter alia, approved a plan of 
action for the WHO programme on "tobacco or health",1 and requested the 
Director-General to review the impact of tobacco production and collaborate in 
measures to develop alternatives (see paragraph 13 and section II.A below). 
"Tobacco or health" was not an item on the agenda for the Forty-third World 
Health Assembly in May 1990, but it adopted resolution WHA43.16, urging Member 
States to implement control strategies and making more specific requests of the 
Director-General, including this report to the Forty-fourth World Health 
Assembly (an earlier version was submitted to the Board at its eighty-seventh 
session)• Another draft resolution contained proposals for health protection 
against the effects of world trade in tobacco products； the matter had been 
referred to the Executive Board for further study, and this report takes into 
account the discussions at the Board's eighty-seventh session and deals with 
points raised. The Executive Board also adopted resolutions EB87.R8, 
recommending to the Forty-fourth World Health Assembly the adoption of a 
resolution on "Smoking and travel". 
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I. THE MAIN "TOBACCO OR HEALTH" ISSUES AND THE RESPONSE OF WHO 

A. Tobacco use: harmful effects and projections of related mortality 

The harmful health effects of tobacco use 

1. In countries where smoking has been a long-established custom, about 90% of lung 
cancer cases, 30% of all cancer cases and over 80% of cases of chronic bronchitis and 
emphysema are attributable to tobacco use, as are some 20%-25% of deaths from coronary 
heart disease and stroke. Numerous other adverse health conditions, including 
respiratory distress, gastric ulcers and pregnancy complications, are also attributable 
to smoking. The adverse effects of smoking on pregnancy range from low birth weight to 
increased incidence of spontaneous abortions, prematurity, stillbirths and neonatal 
deaths. Low birth weight is one of the strongest predictors of infant mortality. Other 
long-term effects on the child include impaired physical and intellectual development. 
Tobacco used in smokeless forms, e.g.9 for chewing or snuff taking, is a major cause of 
oral cancer in countries - mostly on the Indian subcontinent - where the habit is 
widespread. 

2. Tobacco smoke is dangerous not only to the smoker but to nearby non-smokers as 
well. Besides the acute effects of eye and throat irritation due to exposure to the 
smoke, passive smoking is reputed to increase the risk of lung cancer and cardiovascular 
diseases in non-smokers exposed for many years to sidestream smoking at the workplace or 
home. Children are particularly sensitive to the damaging effects of enforced passive 
smoking. 

3. Tobacco consumption is not only a major health hazard but an economic burden on 
individuals, families and countries at large. In addition to premature death and disease 
and the associated health and social costs, tobacco consumption causes huge production 
losses due to excessive work absenteeism among smokers. Smoking materials are also a 
leading cause of many forest and residential fires and fire-related casualties. In 
several industrialized countries these costs have been calculated and have been shown to 
be far higher than the revenue brought to the country by the tobacco business. 

4. Smoking prevention programmes have been carried out in some industrialized countries 
for several years at various levels of comprehensiveness and intensity. Expansion of 
cigarette consumption has been checked to some extent in these countries through 
legislation and through information and education of the public. Decreasing smoking 
trends were first apparent among middle-aged males of the higher socioeconomic classes, 
and now are also perceptible among women, at other ages and in other socioeconomic 
groups. Decreasing trends in some of the tobacco-related causes of death are now 
starting to appear in several of these countries. 

Projections of tobacco-related mortality 

5. Currently, tobacco use is estimated to account for 3 million deaths per year, 
slightly more than half occurring in the developed world where the cumulative exposure 
(primarily to smoke) has been much higher than in the developing world. Over the past 
decade or so, there have been significant changes in consumption patterns, prevalence of 
smoking and other forms of consumption stagnating or even falling considerably in several 
developed countries, notably the United Kingdom of Great Britain and Northern Ireland and 
the United States of America, but rising in many developing countries, especially among 
men. In China, for examplet which alone accounts for almost one-third of the entire 
population of the developing world, the consumption of cigarettes increased from 
500 thousand million in 1978 to 1400 thousand million in 1987: this represents 
one-quarter of the world's total cigarette consumption. About 70% of Chinese men smoke, 
compared with slightly less than 10% of women. Surveys conducted during the 1980s 
indicated that over half of the men smoke in almost 60% of the developing countries 
concerned, compared with fewer than 30% in most of the industrialized countries. 

6. Given these trends, what are the likely future health effects of previous tobacco 
consumption, particularly smoking? At the global level, the annual number of 
tobacco-related deaths is expected to rise dramatically from 3 million to about 
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10 million by the 2020s. Only if there were to be a very substantial fall in smoking 
prevalence among adolescents would this epidemic of smoking-related deaths be tempered, 
since the majority of those expected to die from tobacco-related diseases in the 2020s 
are the youth and young adults of today, born between about 1950 and 1980, precisely the 
period when cigarette-smoking became widespread throughout the world. Conversely, the 
3 million tobacco-related deaths now occurring annually are primarily deaths among 
smokers born before 1950 or thereabouts, i.e., before the massive increase in smoking 
took place at the global level. Of the estimated 10 million tobacco-attributable deaths 
each year in the 2020s, about 3 million are expected to occur in China alone owing to the 
very substantial rise in cigarette consumption among Chinese men over the past two or 
three decades. Almost 1 million of these deaths each year will be from lung cancer 
alone. Moreover, according to current trends, about 200 million children and teenagers 
living in China today will become regular smokers and, of these, about 50 million or 
one-quarter will die prematurely of smoking-related illness. 

7. Globally, unless there is a significant change in the tendency for children to 
become regular smokers, about 250 million of today's children and teenagers will 
eventually die as a result of smoking, along with a similar number of adults alive today. 

8. In some industrialized countries, there is increasing evidence that the peak 
mortality from smoking has already occurred among males and that it may shortly do so in 
other industrialized countries. Among women, on the other hand, death rates from lung 
cancer, a very reliable marker of the evolution of the smoking epidemic, are rising 
virtually throughout the developed world, and consequently the full effects of the 
massive increase in cigarette-smoking among women in the post-war period are yet to be 
seen. 

9. In the developing countries as a whole, life expectancy at birth is currently 
estimated at around 62 years, and it is expected to rise to 65 years by the year 2000. 
The infectious diseases that cause the majority of infant and child deaths are likely to 
continue to do so for several years to come. Thus the peak of mortality due to 
tobacco-induced diseases will appear in these countries later on. 

B. Main orientations of the WHO programme on "tobacco or health" 

Plan of action. 1988-1995 

10. In response to resolution WHA41.25, a plan of action on "tobacco or health" for 
1988-1995 was drawn up on the basis of the recommendations of the advisory group on the 
subject that met in March 1988. It contains a summary of the health problems associated 
with tobacco and of earlier activities under the programme, a description of components 
for the programme (national programmesf advocacy, promotion, health education and 
clearing-house activities), a schedule indicating the WHO responsibilities and timing for 
implementation of the activities, and a statement of the managerial implications. 

11. The plan of action was first reviewed by the Programme Committee of the Executive 
Board in October 1988 and was then presented to the Executive Board in January 1989 
together with the report by the Programme Committee. In submitting the plan of action 
to the Executive Board, the Programme Committee made a number of suggestions to 
accelerate implementation of the "tobacco or health" programme activities. Anticipating 
the decision of both the Executive Board and the Health Assembly, the Director-General 
transferred staff and resources to the programme at headquarters in November 1988. 

12. In resolution EB83.R13 the Executive Board noted the plan of action with 
satisfaction, welcomed the steps already taken by the Director-General and recommended 
that the Forty-second World Health Assembly approve the plan. That Health Assembly 
adopted resolution WHA42.19 in which it approved the plan of action as endorsed by the 
Executive Board and thanked the Director-General for having already accelerated the 
implementation of the WHO programme on tobacco or health. 

1 See document WHA42/1989/REC/1, Annex 2, Appendix 1. 
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13. Resolution WHA42.19 also requested the Director-General: 

to review the impact of tobacco production on the economy, environment and health of 
the populations in developing countries which depend upon tobacco production as a 
major source of income, and to report on this issue to the Forty-third World Health 
Assembly; 

to collaborate actively with FAO and other relevant United Nations agencies with a 
view to developing agricultural projects that demonstrate how crop substitution 
programmes can be implemented in countries whose economies depend heavily upon 
tobacco production and to encouraging such countries to implement these programmes. 

14. In view of the resources available to the programme, it was necessary to select 
activities for immediate implementation among those proposed by the plan of action and 
resolution WHA42.19. This task was entrusted to a Technical Advisory Group created 
according to the plan of action. The Group met in November 1989 to advise the 
Director-General on issues concerning the various aspects of the programme, to consider 
the scope of tobacco-related problems in the world, and to select priority activities. 

Technical Advisory Group on Tobacco or Health (28-30 November 1989) 

15. A common theme embraced by the Technical Advisory Group throughout the meeting was 
the need for WHO, governmental agencies and nongovernmental organizations to work closely 
together to combat the tobacco epidemic. With this in mind, members of the Group advised 
the Director-General that WHO should concentrate primarily on activities in developing 
countries, given that these countries are at present not as well equipped as developed 
countries to deal with the imminent epidemic of tobacco-related diseases. 

16. Among the activities proposed, members of the Group selected those concerned with 
data collection and clearing-houses as the first priority for WHO. Within this area, an 
important activity would be the production of a global report on the tobacco-or-health 
situation in the world (including epidemiological, mortality and morbidity data and an 
analysis of individual country situations). This report should be produced every three 
to five years. With a view to minimizing duplication of data collection activities, 
the Group recommended that WHO should set up a "federation of clearing-houses". In 
addition the clearing-house function should include collection and dissemination of 
information of an action-oriented nature. 

17. The second global priority for the WHO programme on tobacco or health would be 
advocacy, public information and health education. These activities, geared towards 
governments, other organizations of the United Nations system and the general public, 
would include technical reports, guidelines and specific studies. The annual World 
No-Tobacco Day and the publication of Tobacco Alert would also form part of this advocacy 
component. 

18. Development of national tobacco control programmes (including the production of 
programme guidelines) and training courses for managers of such programmes were 
considered of importance. National programme development was given third priority by the 
Group, which assumed that this activity could be implemented using the substantially 
increased staff and resources recommended for the WHO programme on tobacco or health. 

1 In the meantime resolution WHA43.16 requested the Director-General to monitor 
and report biennially on the progress and effectiveness of the comprehensive tobacco 
control programmes of Member States. These reports would be similar to those proposed by 
the Technical Advisory Group. However, the Director-General reports every three years 
alternately on the monitoring and on the evaluation of implementation of national 
health-for-all strategies. Considering the amount of work and cost involved in reporting 
progress in national tobacco control programmes, it would be beneficial to link the two 
exercises. Consequently, reporting on the progress and effectiveness of the 
comprehensive tobacco control programmes of Member States could be tied to the monitoring 
and evaluation of the health-for-all strategies at three-year intervals. 
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Priority-setting for the programme on tobacco or health 

19. During the past few years the Health Assembly resolutions have consistently 
emphasized WHO's main orientations concerning "tobacco or health". These orientations 
could give rise to a large number of activities, but budgetary constraints make it 
necessary to select from potentially suitable activities those most appropriate for WHO, 
taking into account its constitutional role and its priorities. This has been the role 
of the Technical Advisory Group. 

20. However, another aspect of the selection of activities for immediate implementation 
needs to be mentioned. Although, with the support of the Technical Advisory Group, the 
Health Assembly and the Executive Board have, through the plan of action on "tobacco or 
health", set clear priorities for the Organization, the programme has been confronted 
with opportunistic demands that are not directly in line with WHO'S usual range of 
approaches or the programme activities previously selected; and meeting some of these 
demands would entail the use of considerable resources (see section II below). 

21. While leaving the decisions on detailed priorities to the Technical Advisory Group 
and the Director-General, it may be worthwhile for the Executive Board and the Health 
Assembly to restate the major orientations of the programme and to determine which items 
WHO should concentrate its energy and resources on and which items should be left to 
other organizations of the United Nations system (see also paragraphs 39 to 43). 

C. Role of WHO Member States: interaction in programme development 

22. In reality the development of national tobacco control programmes is a synergistic 
activity between WHO (represented by the "tobacco or health" programme or other 
programmes such as that for cancer control) and its Member States. WHO supports national 
initiatives, but responsibility for them depends on the political will of each Member 
State. WHO'S experience in health policy development has shown that it is sometimes 
easier for a country to tackle politically and economically controversial issues through 
collective decisions rather than through individual actions. Countries that have adopted 
sound "tobacco or health" programmes should be used by WHO as examples to inspire 
countries that are slower to take action. But although it is often easier to follow up 
collective decisions, such as those adopted by WHO's governing bodies, the political 
decision to implement tobacco-or-health policies and strategies must remain a matter for 
individual governments. 

23. Resolution WHA43.16 urged all Member States to implement multisectoral comprehensive 
tobacco control strategies containing at least the nine elements outlined in resolution 
WHA39.14. While concentrating on the activities to be carried out by WHO, the Technical 
Advisory Group also drew attention to the need for joint action by all Member States and 
the Organization, stressing that countries lacking a comprehensive tobacco control policy 
should follow the examples given by other Member States successful in this field. The 
work carried out in 1990 jointly by WHO and Mongolia for the establishment of a tobacco 
control policy in that country exemplifies this type of cooperation, as does the joint 
review of the tobacco control policy of Finland, which will serve as a model for the 
formulation of similar policies in other Member States. 

24. In supporting action at the country level, WHO is not alone. Important work has 
been and continues to be done by other advocates in the tobacco-or-health sector. There 
are a few well-established governmental organizations concerned with anti-tobacco 
activities and a large number of national and international nongovernmental organizations 
specializing in tobacco control or dealing with it in relation to the control of specific 
diseases such as cancer, cardiovascular diseases or lung diseases. It has always been 
felt that these organizations play an indispensable and complementary role to that of 
WHO • 

25. In joining forces with these organizations in concerted action against tobacco use, 
WHO is trying to ensure a better distribution of tasks consistent with the respective 
functions of all involved at the national and international levels, in order to make the 
most of its resources, which are particularly meagre compared to those of the tobacco 
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industry. Some of the major successes in adopting legislation, winning court cases and 
lowering consumption trends are the results of symbiotic action from governmental and 
nongovernmental organizations backed, either directly or indirectly, by WHO. Conversely, 
requests from governments to WHO for technical cooperation are more likely to come as a 
result of strong campaigns organized by nongovernmental organizations. 

26. The strength of the programme on tobacco or health thus depends on the contribution 
that countries themselves make to tobacco control. It is the responsibility of 
individual countries to offer leadership, to employ more staff in the area of tobacco 
control and ultimately to provide examples of government leadership that WHO could use in 
its advocacy role. 

II. ECONOMIC AND HEALTH ISSUES RELATED TO TOBACCO PRODUCTION AND CONSUMPTION 

A. The issues raised by resolution WHA42.19 (paragraphs 3(4) and 3(5)) 

Previous position of the World Health Assembly on the economic aspects of tobacco 
production 

27. Resolution WHA42.19 raised the issue of the impact of tobacco production on the 
economy, environment and health of the population in developing countries, together with 
the issue of crop substitution. However, as early as May 1970, the Twenty-third World 
Health Assembly adopted resolution WHA23.32 which, inter alia, requested the 
Director-General "to bring to the attention of FAO the need for studying crop 
substitution in tobacco-producing countries". Contacts were subsequently established 
with FAO on this subject. A year later, the Twenty-fourth World Health Assembly in 
resolution WHA24.48 mentioned again the need "to draw the attention of FAO to the 
necessity of undertaking a study on crop diversification in tobacco-growing areas in view 
of the expected decrease in tobacco consumption". In January 1974 the Executive Board at 
its fifty-third session referred, in resolution EB53.R31, to the effects of 
tobacco-induced diseases on the economy of countries and to the need to study the 
economic component of the problem through a multidisciplinary approach. In May 1976 the 
Twenty-ninth World Health Assembly in resolution WHA29.55 requested the Director-General 
"particularly to work out with FAO and the United Nations a joint strategy for 
crop-diversification in tobacco-growing areas with a view to avoiding the anticipated 
economic consequences of reducing tobacco consumption in the world as a whole for public 
health reasons". 

28. Yet in May 1978 the Thirty-first World Health Assembly, in resolution WHA31.56, 
noted that few countries had so far taken comprehensive action to combat smoking 
effectively through educational, restrictive and legislative measures for the control of 
publicity and advertisements in the news media, combined with coherent taxation and price 
policies for tobacco cultivation and cigarette production. The Health Assembly again 
recommended collaboration with the United Nations for the formulation, implementation and 
evaluation of programmes to combat smoking, including studying possibilities for crop 
diversification in tobacco-growing areas. Similar requests were reiterated by the 
Thirty-third World Health Assembly in May 1980, in resolution WHA33.35. 

29. In May 1986 the Thirty-ninth World Health Assembly adopted the far more detailed 
resolution WHA39.14 urging Member States to implement smoking control strategies which 
should include "the promotion of viable economic alternatives to tobacco production, 
trade and taxation". It also appealed to organizations of the United Nations system to 
help Member States "in identifying and implementing economic alternatives to tobacco 
cultivation, production and trade". 

30. In May 1988, when the Forty-first World Health Assembly in resolution WHA41.25 
requested the Director-General to draw up a plan of action on tobacco or health, it 
specified that the plan should cover "the special problems of developing countries which 
at present depend upon tobacco production as a major source of income". Resolution 
WHA42.19 was adopted in May 1989; its main provisions are given in paragraph 13. 
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31. Lastly, resolution WHA43.16, adopted by the Forty-third World Health Assembly in 
1990, requested the Director-General: 

to ensure that the report requested in resolution WHA42.19 is presented to the 
Forty-fourth World Health Assembly; 

to report to the Forty-fourth World Health Assembly on the progress made in 
assistance to countries that depend on tobacco production as a major source of 
financial resources for health and development, with emphasis on measurement of 
efficacy of such assistance. 

Activities on the economic aspects of tobacco production prior to the adoption of 
resolution VHA42.19 

32. The interest expressed by the Health Assembly has led during the past few years to 
the implementation of a number of studies and projects in various countries in 
collaboration with other organizations of the United Nations system. However, the 
magnitude and complexity of the problems involved have made it difficult to reach final 
conclusions. 

33. In October 1982 FAO produced, as an initial contribution by the FAO secretariat to 
the WHO programme on smoking and health, a short report on the economic significance of 
tobacco in response to a series of Health Assembly resolutions. This study attempted, as 
a first step towards a more thorough analysis, to weigh the social and economic costs of 
smoking against the economic and social gains derived from tobacco cultivation by 
producing countries. It dealt particularly with two leading producing countries, namely 
Canada and the United States of America. The assessments made in the survey were based 
on the current economic situation: no attempt was made to forecast future trends that 
could bring about considerable changes in the profits accruing to producers and 
manufacturers of tobacco. It stressed, moreover, that at the time no account was taken 
of the economic and social costs deriving from the consumption of tobacco, which were to 
be evaluated at a later stage by WHO. Lastly, this paper made no value judgement 
regarding the effect of tobacco production and utilization, nor did it advocate policies 
designed to increase tobacco cultivation. 

34. A WHO-funded study on estimating economic benefits arid losses associated with 
cigarette-smoking was carried out in 1983 by the WHO Collaborating Centre for Reference 
on the Assessment of Smoking Habits at the University of Waterloo in Canada. 

35. Under WHO sponsorship, the National Cancer Institute of Cairo University studied the 
economic consequences of smoking in Egypt as part of an assessment of smoking prevalence 
in the country, which analysed tobacco production, the tobacco industry, smoking habits 
and the mortality due to smoking-related diseases. 

36. In June 1987 the population, health and nutrition department of the World Bank 
published an unofficial technical note on tobacco in developing countries, focusing on an 
economic approach to policy formulation. This document concluded that shifts in national 
tobacco policies and declines in tobacco consumption in developed countries could change 
the pattern of subsidy and foster policies designed to increase tobacco consumption 
within less developed countries. Accordingly, there was felt to be little justification 
for encouraging increased production. However, the World Bank has continued through the 
1980s to make loans to agricultural projects supporting tobacco production. 

37. In 1986 and 1987 WHO, with the financial support of the United States National 
Cancer Institute, initiated a study on the health effects and economic implications of 
tobacco production and consumption in selected developing countries. Brazil, Egypt and 
Thailand agreed to collaborate with WHO and the United States National Cancer Institute 
in a detailed analysis of the effects of tobacco consumption on health and, in turn, on 
the economy. The report on the study has been submitted to the United States National 
Cancer Institute. 
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38. In addition, representatives of the World Bank, FAO and other agencies attended and 
participated actively in WHO expert committees and an interagency meeting on smoking and 
health; they expressed a readiness to collaborate in tobacco control if approached by 
individual countries. 

Collaboration with organizations of the United Nations system 

39. In response to resolution WHA42.19, the Director-General contacted all "relevant 
United Nations agencies" in order to explore possibilities and methods of collaborating 
with them in the elaboration of country programmes, and in particular to encourage crop 
substitution programmes in countries whose economies depend heavily on tobacco 
production. 

40. The Director-General of the Food and Agriculture Organization of the United Nations 
pointed out that considerable work had already been done bv FAO concerning the economic 
impact of tobacco, including a major study on the subject. Further, the FAO Committee 
on Commodity Problems (CCP), at its session in June 1989, had considered that, in view of 
the complexities involved in associating tobacco-smoking with certain diseases, there was 
an urgent need to strengthen the collection of relevant information with a view to 
carrying out a comprehensive and objective cost/benefit analysis of the tobacco 
industry. CCP had suggested that FAO should take a lead in this work, cooperating with 
other concerned agencies, particularly WHO. The Director-General of FAO also drew 
attention to FAO's long history of activities dealing with crop substitution and crop 
diversification programmes and to the difficulties involved in achieving any significant 
impact as long as a demand existed for a certain product. The report recognized that, 
notwithstanding the health concerns of smoking, tobacco was of great socioeconomic 
importance. FAO has placed on record its readiness to assist interested countries in 
investigating diversification possibilities, subject to the availability of resources, as 
that is within its mandate and competence； but no requests for assistance have been 
forthcoming. Lastly, in 1990 FAO produced, with the financial support of WHO, a report 
entitled Tobacco: supply, demand and trade projections. 1995 and 2000. 

41. The Director-General of the International Labour Organisation replied that in the 
view of ILO, smoking was a threat to all segments of society. It was therefore entirely 
appropriate for WHO to take the lead in promoting a system-wide response to the problem 
and to ask other organizations of the United Nations system to join in a coordinated 
effort. As a tripartite organization, in which workers' and employers' organizations 
were represented on an equal footing with governments, ILO's contribution to this effort 
should consist principally in helping WHO to make appropriate information available to 
workers and employers. ILO would be glad to make such materials available on the 
occasion of World No-Tobacco Day in 1992. On the other hand, it would not be possible 
for ILO to start research on the employment and training implications of the phasing-out 
of tobacco production and consumption. This would require a further dispersion of 
resources at a time when ILO's work should concentrate on a limited number of topics. 

42. Contacts have already been made with the World Bank and information is being 
exchanged. The reply from the Bank added that although direct Bank support for tobacco 
investment was negligible, the tobacco/health issue was relevant to the Bank's broader 
policy approach to agricultural diversification which was presently being reviewed by the 
administration. 

43. The United Nations Development Programme assured WHO of its interest although it did 
not have any programmes in that area requested by Member governments. Accordingly, it 
was not in a position to provide any operational experience in that area. Should such 
requests be made by governments for UNDP resources in future, the Programme would be most 
pleased to join with WHO and other agencies in looking at the issues involved. 

1 FAO Economic and Social Development Papers : 
о FAO Economic and Social Development Papers : 

No. 
No. 

85, 1990. 
86, 1990. 
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Review of the impact of tobacco production 

(a) The impact of tobacco production on the economy: world overview^ 

44. A large number of countries in the world produce tobacco commercially, but only a 
few developing countries depend on tobacco production as a major source of income. 
Although the total area of land under tobacco cultivation is declining, having fallen by 
20% to 4.3 million hectares between 1976 and 1987, world tobacco production is rising, 
having grown by by 17% to 6.14 million tonnes over the same period, due to increased 
technical sophistication and rising productivity. Although the total area of land 
devoted to growing tobacco represents only 0.3% of the world's arable and permanent crop 
area, in a number of countries a larger proportion of arable land is used for tobacco 
production. These countries include Malawi (4.3%), Bulgaria (2.5%), Zimbabwe (2%) and 
China (1.1%). 

45. The geographical distribution of tobacco production has undergone a significant 
change over the past two decades. Developing countries' share of world tobacco 
production rose from 53% in 1962-1964 to 69% in 1985-1987, while over the same period the 
share produced by developed countries declined from 47% to 31%. The chief factors in 
this shift have been the increased production in Bangladesh, Brazil, China, India, 
Indonesia, Republic of Korea, Thailand and Turkey, coupled with a sharp decline in 
production in the United States of America. 

46. These trends are mirrored in the patterns of world tobacco consumption. Over the 
past decade, world consumption of leaf tobacco has been rising by around 2.4% per annum. 
In many developed countries, such as Canada, France, the United Kingdom of Great Britain 
and Northern Ireland and the United States of America, tobacco consumption is in fact 
declining, but in developing countries like Brazil, China, India, Indonesia and many 
others it is rapidly increasing. The reduction in tobacco consumption in the developed 
world is due to increased health awareness following anti-smoking campaigns, heavy 
taxation and the subsequent high retail price of tobacco products, as well as the 
increasing social stigma attached to smoking. More worrying is the fact that in the 
developing countries, the increase in consumption has been almost entirely in the form of 
manufactured cigarettes, with a decline in traditional smoking methods and a 
corresponding move from home-produced cigarettes to factory-made products. 

47. Tobacco is a lucrative short-term cash crop, and tobacco prices tend to be stable in 
contrast to the price instability of other commodities. However, this profitability is 
not necessarily part of the natural order； it is partly due to price support and other 
policy measures operating in the great majority of producer countries. These measures 
include production and supply management programmes, provision of seed, fertilizer and 
other inputs, as well as soft loans to tobacco farmers, guaranteed prices, premiums to 
buyers of domestic leaf, and export subsidies； many of these benefits are supplied by 
the tobacco companies in order to persuade farmers to grow tobacco. 

48. The processing of tobacco and the manufacture of tobacco products also provide 
employment, as do related industries such as agricultural equipment and transportation 
and engineering related to tobacco processing. Many people are also employed in the 
wholesale and retail trade in tobacco but it is difficult to estimate the number solely 
employed in the sale of tobacco products, at both wholesale and retail levels. 

49. In reviewing the effect of tobacco production on countries' economies, there are 
comparative issues to take into consideration. For example China, the United States of 
America, and Brazil are main producers of tobacco leaf but the economic significance of 
tobacco to each, as to many other producing countries, is quite different. In 1987 China 
exported relatively little tobacco whereas the United States was the leader in tobacco 
exporting worldwide with a share of 15% of the world export, followed by Brazil (13%). 

1 The cooperation and assistance provided by FAO in the preparation of this 
section of the document are gratefully acknowledged. 
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50. It is also of interest to consider the effect of tobacco on the trade balance in 
each country. Thus in Malawi tobacco is the backbone of the economy, tobacco export 
earnings in 1988 reaching almost 60% of total income from exports； in Zimbabwe the 
figure is 20%； whereas in Brazil exports of leaf tobacco have never exceeded 2%-3% of 
the total value of all exports. Other developing countries spend more on importing 
tobacco than they earn in exporting it. A large number of developing countries 
(including least developed countries) have an important deficit in their balance of trade 
for tobacco products, such as Angola, Bangladesh, Benin, Burkina Faso, China, Ethiopia, 
Papua New Guinea, Somalia. 

51. Moreover, it is apparent that world tobacco-leaf trade is no longer expanding 
rapidly, due to the reduction of consumption in the developed countries. An additional 
factor in the slowing-down of leaf demand is the development of manufacturing techniques 
that reduce total leaf requirements, such as the use of tobacco sheet made from leaf, 
stem, ribs and dust as a cigar wrapper and as a filler to be blended with leaf in 
cigarette tobacco. Puffed, foam and freeze-dried tobaccos also reduce the weight of 
tobacco used per cigarette. These techniques, in addition to a gradual extension of the 
filter tip, shortening of the tobacco column, and reduction in cigarette circumference, 
are likely to lead to a decline in leaf demand in the long term. This is one indication 
that the long-standing price stability of tobacco in an otherwise unstable agricultural 
commodities market may not continue indefinitely. 

52. Other trends in the international tobacco trade are also becoming less favourable to 
developing countries. Generally their share of the export market is decreasing as 
consumption declines in the developed world, while their cigarette imports are rising 
owing to the prevalence of a tobacco habit initiated and perpetuated by their own 
involvement in tobacco production. Thus there is a loss of foreign currency due to a 
reduction in tobacco leaf exports and an increase in the import of cigarettes, a 
combination which, if the trends continue, will result in a net loss in the longer term. 

53. Reduced demand in developed countries, notably the United States of America, the 
European Community and Nordic countries, will curtail the amount of hard currency earned 
by developing countries that supply them with tobacco. Consequently, tobacco-importing 
countries will increasingly pay with non-convertible currency or deal in countertrade. 
That development is likely to severely handicap countries which currently rely heavily on 
tobacco export revenues. This has important implications, in that tobacco is currently 
seen in many developing countries as providing a chance of offsetting balance-of-payment 
deficits. Any reduction in export revenue linked with an increase in imports is more 
than likely to impose additional burdens on the economy of those countries that currently 
have severe balance-of-payment problems. The ramifications of these changes in trade 
flows may be considerable, and it can be inferred that the long-term advantages to be 
derived from the production and export of tobacco may be substantially less than is 
currently stated. In fact, the long-term effect could be a considerable increase in the 
indebtedness of many developing countries. 

54. The points outlined above, as well as the fact that tobacco production may entail 
environmental losses, add to the very serious concerns that have arisen about the effects 
of tobacco on the health of a population. When these negative effects are superimposed 
on the ill-health and mortality consequent on tobacco consumption, it becomes clear that 
the problems are both severe and far-reaching. 

(b) Environmental effects of tobacco production 

55. Production of tobacco carries an environmental risk in many countries that is 
associated with soil degradation, the use of pesticides and deforestation. 

56. Soil degradation. In relation to other crops, tobacco is very demanding of 
nutrients. Furthermore, tobacco depletes soil nutrients faster than other crops, an 
important consideration in developing countries, particularly those where soils are 
characterized by their low nutrient content. Consequently, to maintain soil fertility, 
this extraction of nutrients must be balanced by suitable use of costly and, in many 
cases, imported fertilizers. Where tobacco is cultivated on land with minimal rotation, 
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there is also a tendency for the soil to become exhausted and crop pests to become 
endemic. The alternative to replenishment is to exhaust soil fertility and then clear 
new land which can be cultivated. In the past this shifting cultivation has been 
responsible for deforestation, and to some extent it still is today. 

57. Use of pesticides. Before 1940 few effective crop-protection chemicals were 
available to farmers. With the growth in the number and use of pesticides, the 
possibility of unwanted effects has become more generally recognized. Although tobacco 
grows like a weed, the production of good-quality leaf is notoriously beset by problems 
requiring the use of herbicides, nematocides, fungicides, insecticides and chemicals for 
sucker control. Thus the use of complex chemical compounds brings with it the 
possibility of crop contamination, with inherent danger to those who smoke or chew the 
leaf; land and water-supply contamination, posing a danger to local communities； and 
occupational hazards to the farmers and their families. 

58. Use of wood. Increasing concern has been expressed over deforestation and 
associated environmental problems such as soil erosion, siltation, flooding and drought, 
and the depletion and, in some cases, extinction of wildlife. Crop failures caused by 
floods or drought are a real loss both to farmers and to the national economy. 

59. Countries where fuelwood is an important input to tobacco production include 
Bangladesh, Brazil, Kenya, Malawi, Malaysia, Pakistan and the United Republic of 
Tanzania. However, tobacco production is responsible for forest depletion in a number of 
ways other than the use of wood for curing purposes. First, trees are felled to provide 
land for tobacco cultivation. Secondly, wood is utilized in the construction of barns 
for flue and air-cured tobaccos, as well as ancillary equipment used in the curing 
process. Thirdly, wood-based materials are used for packaging tobacco and for cigarette 
manufacture. 

60. A recent study carried out by the International Forest Science Consultancy in 
Argentina, Brazil, India, Kenya, Malawi, Thailand and Zimbabwe indicates that the amount 
of wood required to cure one kilogram of tobacco ranges from 4.8 kg in Argentina to 
12.9 kg in Malawi. It has been estimated that the total consumption requirement of the 
tobacco sector in developing countries is some 9.25 million m of wood per annum. 
Although the tobacco sector's use of wood is small in comparison with total wood 
consumption in tobacco-producing countries, the point should be stressed that many 
tobacco areas lie within parts of the world that have been identified by FAO as having, 
or likely to have, a wood deficit. Moreover, the area of all types of woodland in most 
African and Asian countries is now below the level at which it is capable of meeting 
present and future fuelwood demand on a sustainable basis. As a result, accelerating 
deforestation is expected, with potentially serious ecological consequences, and 
tobacco's contribution to this should not be underestimated. This issue should be 
brought to the attention of the United Nations Conference on Environment and Development 
to be held in Brazil in 1992. 

(c) Alternative crops 

61. It would appear from the facts outlined above that a good case can be made to show 
that tobacco has a significant economic impact on some countries by providing sources of 
income for farmers and other workers. However, if tobacco production and manufacturing 
were either decreased or had never been introduced, most if not all of them would be 
earning in other ways. Those involved in growing tobacco and those involved in the 
manufacture and distribution of tobacco products would for example grow, manufacture and 
distribute alternative crops and other products. An assessment of the possibilities for 
crop diversification in various countries is given below. 

1 Examples are taken from studies being carried out under a joint project with the 
United States National Cancer Institute on the health and economic implications of 
tobacco production and consumption in selected countries• 
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62. In the European Community the potential for crop diversification varies between 
countries and regions, and is dependent on soils, availability of irrigation facilities, 
access to markets and the current supply position for the crops in question. For 
instance in France tobacco is found mainly in areas where a large variety of crops are 
grown. These include cereals, oilseeds, horticultural and nut crops, grapes and 
specialized crops such as hops. Thus on purely technical grounds there are many 
opportunities for diversification. However, when economic and market conditions are 
taken into account the position is quite different. Where tobacco plays a key role in 
generating sufficient income to keep small family farms viable, it would, if removed from 
the farming system, have to be replaced by a crop capable of similar returns. Both 
strawberries and asparagus yield gross margins similar to tobacco. 

63. In Spain there exists the possibility of switching to crops other than tobacco. 
Data on two small farms in the province of Granada show that onions give a higher return 
per hectare than tobacco. However, any rapid expansion of the planted area could lead to 
unstable market conditions and a fall in prices. Farmers in Granada also have the option 
of producing maize, but the low returns per unit area compared with tobacco would 
probably mean that the operation of small family farms would have to be changed. 

64. Similar difficulties exist in the tobacco-producing regions in Greece and Italy. 
The problem is greater in these countries, as much tobacco is currently grown in 
semi-mountainous regions where the terrain and climate limit the cultivation of other 
high-value crops. 

65. Against this background the European Community is, through the AGRIMED programme, 
carrying out research into crop production and agricultural diversification by the 
Mediterranean members of the Community. One aspect of the programme has been study of 
"incidental culture reconversions". Research work is currently being carried out on such 
crops as exotic fruits and kenaf for the production of pulp for paper. Another aspect 
has been study of the socioeconomic impact of the proposed changes on rural communities 
which at present depend on tobacco as their principal source of income. However, unless 
additional research is funded in the near future, it is likely to be some years before 
viable alternatives can be identified. 

66. The identification of alternative crops in developing countries is hindered by the 
paucity of research. Moreover, policy-makers appear loath to use scarce resources to 
single out substitute crops for tobacco or even to encourage farmers to produce them 
where they exist. Most available research appears to have been sponsored by the tobacco 
industry to persuade governments of the benefits that tobacco brings, or to show that it 
does not have a negative effect on the production of food crops. 

67. Despite the overall lack of data, recent research in Brazil. in the state of Rio 
Grande do Sul, has identified two crops that have a higher gross profitability margin 
than tobacco - sweet potatoes and manioc. These crops are already economically important 
in the region, and thus the necessary production technology is familiar to farmers. 
Consequently, farmers would have little difficulty in growing greater quantities, or 
switching to these crops. 

68. In India it has been found that high-yielding hybrid cottons can be a more 
profitable crop than tobacco. Two studies on crop production in the Guntur region of 
Andhra Pradesh, where much of India's Virginia tobacco is produced, reveal that since the 
early 1970s cotton production has increased at the expense of tobacco, in areas which 
were hitherto predominantly used for tobacco. In the period 1971-1975 the average area 
under tobacco in Guntur was over 120 000 hectares； by the early 1980s it had dwindled to 
under 73 000 hectares, with a corresponding increase in the area devoted to cotton. This 
shift to cotton is principally due to a spectacular rise in profits from cotton 
production during the 1970s as well as far-sighted cotton development policies pursued by 
the state and central governments in expanding credit and marketing facilities. 

69. It would appear that in both developed and developing countries there are crops that 
match or exceed the level of return from tobacco. However, some crops that give high 
returns, such as fruits and vegetables, have a limited potential in the short term owing 
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to market constraints and unstable prices. Other crops that could be produced need to be 
grown on a more extensive basis. Moreover, farmers will not produce alternative crops 
unless they have a market for them. It is often not appreciated by policy-makers that it 
is not just the price farmers receive for a crop that matters, but knowing that the crop 
will be bought and that payment can be guaranteed within a certain time after delivery. 
Even in areas where tobacco is not the most profitable crop, farmers may still prefer to 
produce it because of the availability of support to overcome specific production 
constraints. For example, in Rio Grande do Sul in Brazil, tobacco farmers receive 
initial subsidies as well as substantial technical assistance through the extension 
services provided by a commercial tobacco company. Perhaps the biggest constraint on the 
production of alternative crops is that they lack the market support that tobacco 
currently enjoys. For example, in the United States of America and in the European 
Community, market outlets and sales price levels are assured through the federal support 
system and the Common Agricultural Policy, respectively. Thus coping with new crop 
systems can be a difficult challenge for a tobacco farmer, especially at the marketing 
end. 

70. Given these factors it is clear that applied research will be required to find 
viable alternatives for individual countries or areas as well as examining the marketing 
channels for crops that could be substituted for tobacco. Socioeconomic research will 
also be needed to ascertain the likely effects of crop diversification on both farming 
systems and the farm family. These studies would have to be carried out for individual 
countries or even provinces. 

(d) Measurement of the impact of tobacco production 

71. The above overview of the "tobacco economy" used aggregate data to describe what 
exists. It should be stressed that it did not measure the economic significance of the 
tobacco sector, bearing in mind that the production and distribution of tobacco leaf and 
products incur costs as well as benefits. Some costs are paid by the farmer as he 
applies his labour to tobacco production rather than other activities and purchases 
tobacco seed and other necessities. Other costs incurred immediately may be largely paid 
by future generations, such as the environmental costs of tobacco production and the 
health costs of tobacco consumption. 

72. Thus, to begin to measure the economic impact of growing tobacco, it is necessary to 
know the gross value of production, the costs of production (seed, fertilizer, 
acquisition of production tools), the extent to which these factors are affected by 
subsidies (governmental or private), and the net environmental costs of producing tobacco 
that are not covered by market prices； but the gross return and costs of production from 
the next most profitable farm activity must also be calculated. 

73. Taxation of tobacco products may be an important source of government revenue, 
although the amount of tax received is not a beliefit to society because it merely 
represents a transfer of resources from the private to the public sector. The tax is 
simply a convenience for the government, preferable to some other form of taxation; it 
may also be used as a means of redistributing income in the society. 

74. The benefit derived from tobacco production or use in terms of the foreign exchange 
position of a country has not been adequately assessed. However, foreign exchange 
earnings are important to all governments and are critical to economic development 
efforts in many developing nations. Tobacco affects foreign exchange through imports and 
exports of leaf or manufactured products and of machinery and supplies used in processing 
leaf for tobacco products. Lastly, in some cases special trade agreements or 
concessionary sales may alter the effects of tobacco on foreign exchange. 

75. The economic cost of labour used in the manufacture of tobacco products, as well as 
in retailing, is the "opportunity cost" of that labour: in a labour market with 
homogeneous labour and with a reasonably low level of unemployment, the opportunity cost 
of labour is the prevailing wage. 
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(e) The impact on health 

76. The general principles expounded at the beginning of this document (paragraphs 10 to 
26) underlined the adverse health effects of tobacco consumption. Considerable work has 
been done (mainly in developed countries) to devise economic models for estimating health 
and social costs attributable to smoking. However, the concepts and criteria used to 
calculate these costs vary considerably from country to country. 

77. It has been calculated that in several industrialized countries the costs associated 
with tobacco consumption are far higher than the revenue received through the tobacco 
business. For developing countries, where life expectancy is still very low, it is 
likely that tobacco-related diseases will have less impact than other major health 
problems. On the other hand, a number of third-world countries are now reaching a level 
of health development where tobacco consumption can progressively create health problems, 
very often without bringing special economic benefits. Although this part of the world 
is acquiring the technology to break the vicious circle of poverty and disease, increased 
tobacco consumption threatens to undo much of the progress made in health. Developing 
countries are unable to cope with the additional social and economic costs resulting from 
tobacco consumption. The case of two countries where tobacco use is already creating 
major problems have been selected for presentation: Egypt and Thailand. 

78. Smoking in Egypt has increased over 20 years from an annual average of 
680 cigarettes per person over 15 years of age at the beginning of the period to 1550 in 
1987. In the 15 years from 1959 to 1974, the increase in per capita consumption of 
cigarettes was around 30%, or 1.5% per year. Iri 1974 the Egyptian Government opened 
economic links with Western countries. From 1975 to 1986 the average increase in 
per capita consumption was almost 8% per year. In addition to manufactured cigarettes, a 
large quantity of tobacco is smoked in the form of hand-rolled cigarettes and in the 
hookah or narghile. 

79. The annual per capita consumption of cigarettes reached a peak of 1800 in 1984 but 
has since fallen as cigarette prices increased. There were significant price increases 
in January 1986, June 1987, May 1988 and May 1989 and the price of some cigarettes has 
risen more than fourfold. However, the changes, rather than reducing the amount of 
smoking, have diverted the trade from manufactured cigarettes to fine-cut tobacco for 
hand-rolled cigarettes and to tobacco for hookah and narghile smoking. Smoking in Egypt 
is heavy and is continuing to increase at a rapid rate. Consequently, there is every 
reason to expect that, by the end of the century, smoking-related disease will also have 
reached a high level and will be rising rapidly. 

80. Total deaths from three smoking-related cancers (of the oral cavity, larynx and 
lung), expressed as a percentage of all cancer deaths, rose from 8.9% in 1974 to 12.7% in 
1979 and 14.8% in 1987. Other important smoking-related conditions are cancers of the 
oesophagus and, particularly in Egypt, the bladder because of the synergism between 
schistosomiasis and smoking. However, these are not considered in this report. In Egypt 
12.4% of cancers in 1987 were not attributed to a specific site and 21% of all deaths 
were from ill-defined causes. Thus the impact of smoking-related diseases is probably 
underestimated. 

81. Deaths diagnosed as having been caused by cancer of the oral cavity, larynx and 
lung, expressed as a percentage of all diagnosed cancer deaths, are rising. At present 
they are equivalent to one-third to a half of the deaths from these causes in the United 
Kingdom of Great Britain and Northern Ireland or the United States of America. In view 
of the rapid increase in all forms of smoking during the past 15 years in Egypt, and 
allowing for the latency period of the diseases, it is likely that a marked rise in 
smoking-related cancer will be observed during the next 15 years. 

82. Demographic factors alone will account for a fourfold increase in the number of 
cancer deaths by the year 2020. If smoking-related cancer deaths were to represent a 
constant percentage of all cancer mortality, then they too would increase fourfold. 
However, the number of smoking-related cancer deaths is rising and the increase is likely 
to accelerate as the prevalence and intensity of smoking continue to grow. The increase 
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due to demographic factors alone will have a detrimental effect on the economy in 
health-economic terms. The much greater increase that will take place because smoking is 
increasing will impose an even heavier economic burden on the country. 

83. The number of deaths caused by bronchitis, emphysema and asthma is very high. In 
cases of silicosis, a condition arising from natural environmental circumstances in 
Egypt, impairment of the mucocilliary clearance mechanism by many of the constituents of 
tobacco smoke allows the siliceous material to reside in the lungs and subsequently 
initiate disease. 

84. From 1970 to 1980 there was a growth in the number of cases of ischaemic heart 
disease and a dramatic increase in the number of deaths from cerebrovascular disease, 
from 1800 to 3826, the rate per 100 000 rising from 31.7 to 54.1. 

85. Details of tobacco use in Thailand are given in paragraphs 101 to 105. 

B. Specific case of a country financially dependent on tobacco production for its 
health and economic development 

86. After the adoption of resolution WHA42.19, neither WHO nor FAO received requests 
from any Member State to study crop substitution or to collaborate in other ways with 
countries that depend on tobacco production as a major source of income. Consequently, 
in June 1990, after the adoption of resolution WHA43.16, the Director-General took the 
initiative in contacting Malawi. one of the few countries depending on tobacco production 
as a major financial resource for health and development and the country most likely to 
be affected, in order to study ways of collaborating with such countries. 

87. Malawi is a small, landlocked, densely populated country with over 8 million 
inhabitants. Life expectancy at birth is 48 years. Agriculture is the backbone of 
economic activity and is centred on subsistence maize production. Tobacco is the major 
commercial crop and currently accounts for over 60% of export earnings； tea and sugar 
combined account for a further 20%. The bulk of revenue derived from burley tobacco is 
earned by farmers in the estate sector. The smallholder sector is mainly confined to 
producing the lower value, fire-cured, sun- and air-cured and oriental tobaccos. Prices 
received by smallholders have tended to be considerably lower than the value of their 
tobacco on world markets. However, there are now initiatives to increase producer prices 
and give these farmers access to the more lucrative production of burley tobacco. 
Crucial factors in this development will be the introduction and dissemination of 
high-yield flint maize production which should, in time, free land for other crops, 
particularly tobacco. Consequently, the smallholder sector will benefit from estimated 
increases in demand for Malawian tobacco. The Ministry of Labour estimates that around 
30% of total paid employment is in tobacco production; however, it should be pointed out 
that Malawi's economy is essentially a subsistence economy. Thus the number of those in 
paid employment is not significant. 

88. The Government of Malawi, however, remains concerned that the excessive reliance 
placed on tobacco for foreign exchange earnings, though supported by tea and sugar, 
leaves the economy vulnerable to price fluctuations as well as crop failure. The major 
aim for the future is diversification, with increased tobacco production. At the moment 
there are no indications of a substitute for tobacco, although Malawi's political 
stability and continued improvements in the country's infrastructure make it attractive 
to foreign investment, which may lead to diversification. 

89. In 1990 the Government expects that tobacco exports will earn К 548.6 million. 
This, it estimates, will finance over half the goods imported into the country by the 
private sector. Consequently, a loss in tobacco revenue of 30% would imply a 
corresponding reduction in private sector imports of 15%. This decrease would result in 
a direct loss of import duty and surtax of around К 60 million. Furthermore, a decline 
in imports would have severe repercussions on the country's industrial base, which is 

1 2.63 Kwachas - 1.00 United States dollar. 
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import-dependent. For example, around 37% of private- sector imports are raw materials. 
The adverse consequences of a reduction in these imports for employment and capacity 
utilization would be severe. 

90. Thus it can be said that if demand for Malawi's tobacco weakens the repercussions 
will be felt throughout the economy, from the smallholder who earns supplementary income 
from tobacco production to the Government's overall development goals. A sudden 
reduction in income from tobacco would lead to across - the-board cuts in expenditure. 
Assuming a 30% loss of tobacco revenue, the Government would have to cut expenditure by 
10%. It appears that the areas that would suffer most are the social and economic 
sectors. These are currently underfunded, and conditions have already been declining 
recently in terms of social indicators. For instance, expenditure on health in 1989/1990 
was К 72.89 million; and it is envisaged that in 1990/1991 it will fall to К 71.98 
million. The Government estimates that overall expenditure on development declined from 
К 341.6 million in 1988/1989 to К 297.1 million in 1989/1990. 

91. The Malawian economy is heavily dependent on the production and sale of tobacco, in 
terms of numbers engaged in its production and processing as well as revenue from 
exports. Substantial technical and financial assistance would be required to enable the 
country to switch progressively to other agricultural enterprises and industrial and 
manufacturing activities. Without this assistance the country will continue to rely on 
tobacco as the mainstay of its economy. 

92. To illustrate the importance of tobacco and the effect on various sectors of the 
economy of a reduction in the revenue derived from its production, various government 
ministries have submitted position papers that present scenarios for the likely shortfall 
in their development goals. In addition, they have provided information on the specific 
areas that would require technical and financial assistance. If Malawi was to reduce its 
dependence on tobacco, it was felt that the following issues would have to be seriously 
considered by the international community: 

-compensation in the form of balance of payments support as well as budgetary 
support to the Government； 

-assistance to ensure the success of the crop/livestock diversification programme 
in the form of financial resources for the country to undertake diversification 
activities and of support to Malawi in international negotiations for increased 
quotas for Malawi's coffee, tea and sugar crops and other possible alternatives； 

-assistance in finding viable markets for alternative crops/livestock products that 
could be produced by those at present growing tobacco； 

-assistance in finding viable economic alternatives such as remunerative activities 
that would be suitable for the villagers, especially women, currently growing 
tobacco； and 

-financing of a more comprehensive study to quantify the magnitude and nature of 
assistance that Malawi would require if dependence on tobacco was significantly 
reduced. 

C. Conclusions 

93. Although the estimates both of the economic advantages and of the amount of disease 
due to tobacco vary greatly from one country to another, and even from one year to 
another and from one study source to another, conclusions of general validity can be 
drawn from all studies. 

-Financial assessments of the health costs of tobacco consumption will vary 
slightly from one country to another according to the methodology used. However, 
the point can be made that costs are higher in industrialized countries with a 
long history of cigarette-smoking and where a large part of the population is over 
55 years of age, and that these costs include the health and social costs of 
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premature death and disease attributable to tobacco consumption as well as 
production losses due to excessive absenteeism among smokers, whereas the pretium 
doloris of the harmful effects of tobacco, including invalidity, early death and 
the related family disruption, is not taken into account. 

-Substituting other crops for tobacco is technically possible in most cases but 
introduces a factor of national and international market fluctuation for the new 
crop, as the prices paid for tobacco are particularly stable. 

-FAO has extrapolated projections for the year 2000. They show a 10% increase in 
tobacco exports from developing countries and an 18% increase from developed 
countries. They also show an increase of almost 20% in the import requirements of 
developing countries and a 2.5% decrease in imports by developed countries, thus 
leading to a worsening of the global trade situation of developing countries. 

94. The stabilization of prices of replacement crops and the opening of markets for them 
seem to be conditions for the viability of the solutions envisaged. Consequently, a 
country-by-country approach must be adopted when considering the economic impact of 
tobacco production and consumption on the economy, on the environment and on health. The 
interest in and benefits to be derived from tobacco production depend on a country's 
trading policies. Successful cases of crop substitution have all involved complex 
packages of public policy measures developed on the basis of local knowledge. 

95. Furthermore, developing countries that depend on tobacco production as a major 
source of income are likely to need external support to switch from tobacco to other 
crops or activities. This support can be given on a technical basis by FAO, UNIDO, 
UNCTAD or ILO. However, to strengthen the position of these organizations, their 
respective governing bodies will have to adopt resolutions and take decisions within 
their field of competence. 

96. It is consequently the role of individual Member States concerned by the issue of 
"tobacco or health" to ensure that the global strategies to combat the worldwide tobacco 
epidemic involve all the competent organizations of the United Nations system. 
Resolution 44/218 (22 December 1989) of the United Nations General Assembly shows the way 
by stressing "the need for all countries, according to their economic capacity and their 
weight in the world economy, international organizations, multilateral financial 
institutions and other relevant organizations to undertake measures for the 
diversification of the commodity economy of developing countries and to ensure greater 
participation of those countries in the processing, marketing and distribution, including 
transportation, of commodities, and, in this context, ••• the importance of market access 
for commodities from developing countries and of improved market transparency". It also 
recognizes "that decisions on diversification are primarily the responsibility of 
developing countries". It emphasizes in that context "the need for continued 
implementation of their diversification programmes, bearing in mind, inter alia, the 
long-term evolution of market conditions and the linkage between diversification efforts 
and market access", and invites developed countries, international financial institutions 
and other competent organizations "to extend financial support to such diversification 
programmes". 

97. The resolution also notes that: "more stable market conditions for commodities 
would be conducive to the social and economic development of developing countries and 
could, inter alia, contribute to the international campaign against illicit production 
of, trafficking in and abuse of narcotic drugs, thus supporting the efforts undertaken by 
countries to combat such illicit activities；и

. This statement could also apply to a 
legally accepted drug such as tobacco. 

98. As mentioned in this resolution and illustrated by the case of Malawi, countries 
which choose to diversify will, in addition to technical cooperation, need financial 
support for a while at least. This support could be given on a multilateral basis by the 
concerned agencies of the United Nations system, with the cooperation of regional banks 
and UNDP, but also on a bilateral basis by government agencies. 
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III. PROTECTING HEALTH FROM THE EFFECTS OF WORLD TRADE IN TOBACCO PRODUCTS 

99. During the Forty-third World Health Assembly, Committee A was presented with a 
resolution emanating from Thailand concerning the promotion and sale of tobacco products, 
and the pressure imposed on countries to accept the import of foreign tobacco products. 
During the debate, delegates pointed out that the questions raised in the draft 
resolution must be considered in the context of WHO's mandate. It was felt that the 
issues raised went beyond the scope of the original study, proposed the previous year, on 
the health and economic implications of tobacco production and consumption, to address 
the much wider subject of limiting world trade in tobacco products. As additional 
information was needed, it was finally agreed to refer the issue to the Executive Board 
for consideration in January 1991. Background information prepared in that connection is 
given below. 

A. Tobacco or health: situation analysis in two countries 

100. As mentioned in the general principles, most of the burden of the 3 million deaths 
attributable to tobacco-smoking each year falls on developed countries. However, this 
burden is progressively being shifted to developing countries. The case of Thailand is 
analysed below, together with that of the United Kingdom of Great Britain and Northern 
Ireland, in order to show how a tobacco control policy can lead to a diminution of lung 
cancer after 30 years. 

101. Table 1 gives data on tobacco and cigarette consumption in Thailand. It has been 
estimated that a further number of cigarettes, equivalent to about 5% of the Thailand 
Tobacco Monopoly production, can be added to each year's consumption figure to allow for 
contraband cigarettes. 

TABLE 1. THAILAND: TOTAL CONSUMPTION OF TOBACCO AND CIGARETTES, AND 
ADULT PER CAPITA CONSUMPTION OF TOBACCO, CIGARETTES AND 

TOBACCO OTHER THAN CIGARETTES, IN SELECTED YEARS 

Annual adult consumption 
Total 
tobacco 
(tonnes) Tobacco Total Cigarettes Non-

per person number of per person cigarette 
(grams) cigarettes tobacco 

(X 106) (grams) 

1966 33 692 
1971 41 359 
1976 49 469 
1981 46 463 
1985 52 000 
1988 

1 910 11 967 
1 990 16 083 
2 030 24 256 
1 620 33 158 
1 590 30 200 
- 31 700 

680 1 290 
770 1 180 
990 990 

1 150 560 
920 560 
890 -

102. Thailand is a predominantly rural nation, and rural populations tend to cling to 
traditional practices. It is among urban populations that cigarette-smoking replaces 
traditional forms of smoking and becomes established. Overall tobacco consumption in 
Thailand increased from 26 000 tonnes in 1959 to 52 000 tonnes in 1985. Per capita 
consumption, however, remained steady at just under 2 kg per adult per annum until the 
late 1970s and then progressively fell to 1.6 kg in recent years as a result of control 
policies such as the prohibition of tobacco advertising. The adult per capita 
consumption of manufactured cigarettes increased from 600 per annum in 1959 to 1100 in 
1980 and has since fallen to around 900 in recent years. 

103. The total exports of tobacco fell from 1 638 257 thousand baht in 1984 to 
1 580 629 thousand baht in 1985 and 1 486 718 thousand baht in 1986. 
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104. Table 2 shows the recorded incidence of cancer for the years 1973 to 1982 in 
Thailand, for all sites and for the lung. Lung cancer as a percentage of all cancers is 
also given. The data, from the National Cancer Institute, Bangkok, refer only to the 
number of cases being treated as inpatients. They show that there has been a steady 
increase in the incidence of lung cancer over the period in question. 

TABLE 2. THAILAND: INCIDENCE OF CANCER, 
ALL SITES AND LUNG, 1973-1982 

Year All Lung Lung 
sites % 

19 
19 
19 
19 
19 
19 
19 
1980 
1981 
1982 

12 
14 
16 

328 
594 
460 
019 
019 
753 
431 
594 
739 
317 

4
8
6
4
1
0
9
0
7
0
 

0
5
4
3
2
2
1
0
1
9
 

3
4
4
4
4
5
7
1
2
4
 

105. A well-known feature of cancer in Thailand is that the incidence of lung cancer in 
the north of the country is very high in both men and women, at around 20% of all 
cancers. This is the area where smoking prevalence has been and remains the highest in 
the country, particularly among women. Mortality data for the period considered for the 
Thai population over the age of 45 years seem to indicate that the incidence of stroke 
and hypertension has increased significantly. Because of improvements in diagnosis, and 
an increasing older population, treatment of all forms of cancer and other chronic 
diseases is already making greater demands on Thailand's health facilities. The need to 
treat cancer and other smoking-related chronic diseases, of which the incidence and 
mortality are now rising rapidly, will add considerably to the burden on the health 
services and resources of the country, probably to the detriment of other forms of health 
care and of the general economy. 

106. Records of tobacco use in the United Kingdom of Great Britain and Northern Ireland 
date back to 1870, and it is reasonable to assume that smoking was predominantly a male 
habit at that time. The First World War boosted the consumption of cigarettes and of all 
other tobacco goods: that of cigarettes to 2500 per head, and that of all tobacco goods, 
including cigarettes, to around 4500 grams. During the Second World War smoking became 
more popular among women and continued to increase in the population at large. By 1950 
the adult per capita consumption was 3370 cigarettes for men and 1080 for women. Smoking 
prevalence at that time was 77% for men and 38% for women. The figure for men began to 
fall during the late 1950s； for women per capita cigarette consumption increased to 2630 
in 1974 before a downturn became apparent； and the prevalence of smoking increased to 
45% in 1966 before starting to fall, probably because of the first health information 
efforts. The total consumption of tobacco per capita, by weight, reached a peak around 
1960, by which time almost 90% was in the form of cigarettes. The weight of tobacco used 
in the manufacture of cigarettes began to decrease in the early 1960s, but the number of 
cigarettes smoked increased until the early 1970s, then began to fall. 

107. During the past 30 years substantial efforts have been made by people in many walks 
of life to reduce levels of smoking, and considerable success has been achieved. 
However, there is a period of delay between the cause (smoking) and the effect 
(smoking-related disease), and the high levels of disease and mortality occurring have 
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been the result of many decades of very heavy smoking. In the same way, a delay was to 
be expected between cessation of, or a decrease in, smoking and any evidence of a 
downturn in the levels of related disease. Nevertheless, during the past few years, the 
efforts of 30 years have begun to show in reductions in smoking-related disease incidence 
and mortality. 

108. The high levels of smoking spanning more than a century in the United Kingdom were 
almost unique in the world, and in the 1950s and 1960s it became evident that the country 
was also unique in having the highest levels of lung cancer. Standardized mortality 
rates, male and female, per 100 000 population, for malignant neoplasm of the trachea, 
bronchus and lung, are shown in Table 3. 

TABLE 3. UNITED KINGDOM： STANDARDIZED MORTALITY RATES PER 100 000 POPULATION, 
TRACHEA, BRONCHUS AND LUNG, 1960-1984, 1988 

1960/3 1964/7 1968/71 1972/5 1976/9 1980/3 1984 1988 

United Kingdom 
England and 
Wales 

Northern Ireland 

Scotland 

M 
F 
M 
F 
M 
F 

94.1 
12.3 
54.1 

8 .2 
100.3 
13.0 

102. 
14. 
61. 
9. 

112. 
16. 

108 
L7 
3 
2 

110. 
20. 
76. 
14. 
125. 
23. 

109. 
23. 
83. 
18. 
127. 
29. 

103. 
25. 
81. 
2 0 . 
123, 
34. 

100. 
2 8 . 
86. 
24. 

120. 
38. 

91.3 
30.2 
80.8 
29.2 

111.1 
39.8 

109. Throughout the United Kingdom, lung cancer in men reached a plateau between 1975 
and 1979 and the rate then began to fall. These observations concord with the changes in 
smoking habits and the expected time-lag between the cause and effect: the highest 
annual per capita cigarette consumption for adult males was 4030 in 1960 and the smoking 
prevalence in males has been falling since that date. For women, no similar disease 
plateau is yet apparent, which is in keeping with the fact that female annual per capita 
consumption continued to rise until 1974, when it reached 2630, and that smoking 
prevalence in women did not start to show any decrease before 1970. 

110. These data are extremely encouraging and show the success that has been achieved 
not only in arresting the escalating increase in smoking-related disease mortality but 
also in reversing the trend. 

B. International trade In tobacco products and influence of the introduction of foreign 
brands on consumption 

111. The following paragraphs provide information on the effects on consumption of the 
introduction of foreign brands of tobacco in three countries, namely Japan, the Republic 
of Korea and Thailand. 

112. Cigarettes have always been the main form in which tobacco has been used in Japan. 
In the 1920s, approximately equal weights of tobacco in the form of manufactured 
cigarettes and of fine-cut tobacco, for hand-rolled cigarettes, were used. However, 
apart from a slight hiatus during the immediate post-war years of shortage, the sales of 
fine-cut tobacco fell progressively and by the early 1970s were negligible. 

113. Cigarette consumption per head of the population 15 years and over increased 
steadily from a figure of 600 in 1920 to around 2000 in the early 1960s, and by 1977 the 
figure had reached 3500. Table 4 shows the annual changes from 1970 to 1989. Smoking 
prevalence was at its highest for both men and women in 1966: 83.7% for men and 18.0% 
for women. The percentage of men smoking showed a gradual but consistent fall over the 
years, to around 70% in the early 1980s, and an almost linear fall to the latest 



ANNEX 10 135 
available figure of 61.6% for 1987. Among women, the prevalence remained for many years 
around 15.5%, but the figure for 1987 (13.4%) suggests that this too has at last started 
to drop. 

TABLE 4. JAPAN: TRENDS IN CIGARETTE CONSUMPTION, 1970, 1980-1989 

Year 

Million 
cigarettes 

sold 

Million 
kg 

fine-cut 
tobacco 

Cigarettes 
manufactured 

per 
capita 

Percentage of 
smokers among 

adults 

Million 
cigarettes 

Imports 
as per-
centage 
of con-
sumption 

Year 

Million 
cigarettes 

sold 

Million 
kg 

fine-cut 
tobacco 

Cigarettes 
manufactured 

per 
capita 

male female imported exported 

Imports 
as per-
centage 
of con-
sumption 

1970 222 132 0.635 2 810 77.5 15.6 - _ _ 
1980 303 974 - 3 400 70.2 14.4 - - -

1981 - - - 70.8 15.3 - - -

1982 313 032 - 3 420 70.1 15.4 - - -

1983 310 805 - 3 360 - - 5 941 1 456 1.9 
1984 311 300 • 3 340 - - 6 500 1 200 2.1 
1985 311 028 - 3 300 - - 8 404 576 2.7 
1986 308 725 - 3 230 - - 13 870 645 4.5 
1987 308 280 - 3 180 61.6 13.4 36 370 1 790 11.8 
1988 305 118 - 3 110 - - 40 810 3 292 13.4 
1989 309 550 - 3 110 - - 46 500 5 350 15.0 

114. Overall sales of cigarettes in Japan started to fall in 1984/1985 but since 1988 
the numbers have shown a slight increase. Per capita consumption showed an encouraging 
annual decrease from its peak in 1977 until 1986/1987, but since then the annual fall has 
been very small. The decline can be attributed to some extent to population changes, but 
the most important cause of the reduction in smoking in Japan has been an increasing 
awareness of the adverse effects of smoking on health. The end of a decline in sales in 
the mid-1980s can only be attributed to the change in cigarette marketing and the influx 
of foreign brands with milder tobacco and enhanced flavours. 

115. The Japanese cigarette industry was controlled by a State-run monopoly, the Japan 
Tobacco and Salt Public Corporation, and protected by high tariff barriers until 1985, 
when the industry was restructured. Japan Tobacco Inc. was formed, and by 1987 almost 
all the government controls had been removed and there had been a liberalization of trade 
in cigarettes. The effects of these changes are clear from the change in the number of 
cigarettes imported annually from 1983 to 1989 and from the percentage of cigarette 
consumption that these imports represent; imports are increasing rapidly and commanding 
an ever-increasing share of the market. Since 1986 the smooth drop in annual per capita 
consumption has tailed off, and it would appear that the total market in cigarettes has 
begun to climb from the low levels reached in 1987/1988. 

116. Thus the entry of foreign competition into the Japanese cigarette market appears to 
have been responsible for a slight upturn in the overall consumption of cigarettes, which 
hitherto was falling; a stagnation in the rate at which per capita consumption has been 
falling; and an increase in the intensity of smoking by those who continue to smoke. 

117. The very rapid increase in smoking rates that was evident in Japan some 20 to 
25 years ago is now being reflected in very rapidly increasing rates of lung cancer and 
other smoking-related diseases. The gradual reduction in smoking that was occurring 
under the influence of the "smoking or health" measures adopted in Japan has, it seems, 
temporarily been jeopardized by changes in cigarette marketing in the country and in 
particular by opening of the market. 

118. As in Japan, cigarettes are the main form in which tobacco is used in the Republic 
of Korea and, as Table 5 shows, per capita consumption has been high for many years. 
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TABLE 5. REPUBLIC OF KOREA: TRENDS IN CIGARETTE CONSUMPTION, 

1977, 1982, 1985-1990 

Year Million 
cigarettes 

sold 

Adult 
per capita 
consumption 

Million 
cigarettes 

Imports 
as per-
centage 
of con-
sumption 

Year Million 
cigarettes 

sold 

Adult 
per capita 
consumption 

exported imported 

Imports 
as per-
centage 
of con-
sumption 

1977 59 166 2 550 14 19 0.03 
1982 70 999 2 680 803 16 0.02 
1985 74 850 2 640 505 20 0.03 
1986 78 271 2 690 263 44 0.06 
1987 81 735 2 740 201 503 0.62 
1988 87 748 2 880 211 1 715 1.95 
1989 90 856 2 920 146 4 206 4.62 
1990 93 857 2 950 280 7 300 7.77 

119. During the 15 years from 1972 to 1987, per capita consumption remained fairly 
constant. In 1987, however, it started to increase. The average annual increase in 
overall cigarette consumption has also shown a more dramatic increase since 1987 : from 
1980 to 1986 the average annual increase was less than 1.5%, but since then it has 
averaged 4.7%. 

120. As Table 5 shows, exports remained relatively constant during the second half of 
the decade, but there was a marked increase in imports in 1987 and they have risen 
rapidly each year since. The estimated figures for 1990 show imports as constituting 
almost 8X of consumption, whereas in the first half of the decade they accounted for less 
than 0.3%. Prior to September 1986 foreign cigarettes were only obtainable through 
duty-free outlets in the Republic of Korea, but the foreign cigarette companies first 
gained permission to take 11 of the market and then obtained concessions on cigarette 
taxation. The rapid increase in imports is a clear indication of the effect of these 
moves, and increasing sales and higher per capita consumption figures would also appear 
to be a corollary. 

121. The increase in smoking that occurred in the Republic of Korea in the early 1970s 
is now beginning to show in the rapidly increasing cases of lung cancer. The changes in 
smoking in the Republic of Korea were not unlike those that occurred 10 years earlier in 
Japan, and a similar 10-year gap separates the smoking-related cancer patterns. As with 
Japan, the current changes in the promotion of cigarettes will jeopardize any advantage 
that was starting to be derived from anti-smoking measures. 

122. Thailand was under pressure during the last part of 1990 to lift its barrier 
against imports of foreign tobacco, but refused. A GATT panel entitled "Thailand -
Restrictions on Importations of and Internal Taxes on Cigarettes" was convened to settle 
the matter on a consensual basis. WHO was called on to present evidence to the panel. 

123. In its report to the panel, WHO gave information on the current status of smoking 
in Thailand, mentioning that a number of factors contribute to low per capita cigarette 
consumption there. They include people's lack of sufficient income to purchase tobacco 
products, the absence of advertising or promotional activities that encourage smoking, 
and the "harshness" of locally produced cigarettes. The Thai market is controlled by a 
noncompetitive state monopoly that does not promote or advertise its cigarette brands and 
is seen by international tobacco market analysts as being inefficient. It does not apply 
the sophisticated manufacturing processes which some foreign companies use to produce 
cigarettes that are easy to draw on and give smoke that is easy to inhale and highly 
flavoured with additives (see paragraph 128). 

124. A major factor in the recent decline in per capita consumption is the adoption of 
recommended WHO smoking control policies by the small but growing Thai tobacco control 
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programme formed in 1976. An anti-smoking campaign was launched prior to the trade 
action and in 1986 secured passage of a law prohibiting all forms of tobacco advertising, 
including sporting-events sponsorship, and requiring the placement of forceful warning 
labels on packages. This action was based on WHO recommendations and the technical 
advice of other health organizations. The Thai group organized a number of activities on 
31 May, World No-Tobacco Day, and has conducted numerous educational programmes 
throughout Thailand to increase awareness of the dangers of smoking. The group has been 
critical of the Thai Government's support of tobacco and has acted independently of it. 
The campaign has helped to shape a national policy that is pro-health and anti-tobacco. 
If the multinational tobacco companies enter the Thai market, the remarkable gains will 
be lost and the poorly financed public health programmes will be unable to compete with 
the enormous marketing budgets of the international tobacco companies. 

125. A decision to open the market to foreign cigarettes would be the first step and an 
essential part of a larger process of introducing a variety of changes. The Thai 
Government may not necessarily be able to control imports through public health 
legislation, as has been the case in other Asian countries (see paragraphs 112 to 121). 

126. If the Thai market is opened up and the decline in male cigarette consumption is 
halted or the trend reversed, it is also likely that Thai female smoking prevalence will 
rise. 

127. Unlike Thai cigarettes, some of the latest foreign brands are designed to appeal to 
current non-smoking groups, and women； the cigarettes are manufactured with a far lower 
tar and nicotine content, making it easier for women to inhale the smoke. Some of the 
new women's brands have perfume added and emit a pleasant odour, while others are 
designed to produce less sidestream smoke. None of these changes has been shown to 
reduce the detrimental effects on health. 

128. The issue of cigarette additives was also raised in the case. Additives have been 
used for many years, but their use in American cigarettes increased greatly during the 
1970s with the introduction of low-yield (low tar, low nicotine) cigarettes. Additives 
were used to restore the loss in "flavour" of the cigarette brought about by the 
reduction in tar and nicotine. It should be noted that two United States Surgeon 
General‘s reports concluded that the lowering of tar and nicotine content had only a 
marginal benefit compared to giving up smoking. Smokers have been found to change their 
smoking behaviour by smoking more cigarettes or inhaling the smoke deeply. Evidence 
recently submitted in a Canadian court case found that foreign tobacco manufacturers 
promoted low-yield cigarettes as a deterrent to giving up smoking and that, according to 
industry surveys, 8X of smokers would have stopped if it had not been for the 
availability of low-yield brands. 

C. Relevant recommendations of WHO expert committees and a WHO study group 

129. WHO has always expressed concern about the international trade in tobacco products 
and their marketing. As early as 1979 the WHO Expert Committee on Smoking Control made 
recommendations of which some are particularly relevant to the present issue• 
Addressing all countries, the Committee recommended that there should be a total 
prohibition of all forms of tobacco promotion, that promotion of the export of tobacco 
and tobacco products should be discouraged, and that tobacco-growing and manufacturing 
industries should be progressively reduced in size as rapidly as possible. With regard 
to developed countries it recommended that exports of tobacco brands yielding higher 
levels of toxic substances than those marketed under the same brand designation in the 
country of origin should cease immediately. 

130. In 1982 another WHO expert committee recommended that all advertising and promotion 
of tobacco products should be prohibited, and that the prohibition should apply to 
sponsorship of sporting events and other indirect means of promotion, as well as to the 

1 WHO Technical Report Series, No. 636, 1979. 
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more obvious forms of advertising•丄~Addressing developed countries,""“it recommended 
that all possible action should be taken to curb activities aimed at promoting and 
selling tobacco products and promoting tobacco cultivation in developing countries. It 
stressed that any exported tobacco products, or those manufactured under licence, should 
at least conform to standards obtaining in the exporting country in terms of health 
warnings, emission products and product information. 

131. The 1982 expert committee also recommended that WHO, in conjunction with other 
interested organizations, could consider the feasibility of an international instrument 
(such as a World Health Assembly recommendation under Article 23 of the WHO Constitution) 
to deal with certain health aspects of international trade in tobacco products. 

132. Faced with the challenge posed by the reintroduction of smokeless tobacco, WHO 
convened a study group in 1987 whose recommendations were not only relevant to protecting 
health from the effects of world trade in these tobacco products but also applicable to 
the sale of all other tobacco products. It recommended that where sales were still 
permitted, all promotion of smokeless tobacco should be prohibited by law, and that the 
prohibition should cover not only direct advertising, but all forms of promotion 
including point-of-sales advertising, sports sponsorship and other related techniques. 
It was stressed that the ban should apply to all electronic, printed and written media, 
including satellite television, video films, the cinema, aerial displays arid any new 
media that may be developed in the future. 

D. Subsequent developments 

133. After the preparation in November 1990 of documentation for the eighty-seventh 
session of the WHO Executive Board, the report of the GATT panel (see paragraphs 122 
and 123 above) was presented to the GATT Council and approved. This report, dealing 
mainly with the rationale behind the trade issues, nevertheless included a lengthy 
summary of the considerations presented in WHO's evidence to the panel. Throughout the 
panel's report, information from the report of the WHO Expert Committee on Smoking 
Control Strategies in Developing Countries was cited, and there were references to 
resolutions of the Health Assembly, in particular resolution WHA43.16. 

134. Furthermore, in its "Findings", the panel agreed with WHO experts that smoking 
constituted a serious risk to human health and that Thailand was justified in taking 
measures to reduce the internal consumption of cigarettes. 

135. The panel, however, considered that there were various other measures, consistent 
with GATT provisions, that were reasonably available to Thailand to control the quality 
and quantity of cigarettes smoked and which, taken together, could achieve the health 
policy goals that the Thai Government had pursued by restricting the importation of 
cigarettes. The panel found therefore that Thailand's practice of permitting the sale of 
locally produced cigarettes while not permitting the importation of foreign cigarettes 
was inconsistent with the GATT provisions. It noted, however, that Thailand could 
continue its complete ban on direct and indirect advertising, as well as maintaining its 
pricing policy and ingredient disclosure requirements, provided they were applied equally 
to domestic and foreign brands. 

136. The conclusions of the GATT panel were that the quantitative restrictions on the 
importation of cigarettes maintained by Thailand were contrary to the provisions of 
Article XI of the General Agreement on Tariffs and Trade (on general elimination of 
quantitative restrictions) and were not justified. However, the current regulations 
relating to the excise, business and municipal taxes on cigarettes were found to be 
consistent with Thailand's obligations under Article III of the General Agreement. 
Finally, the panel recommended that Thailand abolish restrictions on the import of 
cigarettes. The Government of Thailand accepted these conclusions and, consequently, 
lifted immediately the 10-year-old restrictions on the import of foreign cigarettes. 

1 WHO Technical Report Series, No. 695, 1983. 
2 WHO Technical Report Series, No. 773, 1988. 
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I. INTRODUCTION 

1. At its seventy-ninth session in January 1987 the Executive Board adopted 
resolution EB79.R20 on "Method of work of the Health Assembly: amendments to the Rules 
of Procedure". The subjects covered by this resolution included a limit on the duration 
of delegates' statements in the main committees of the Health Assembly, the time allowed 
for submission of draft resolutions, and the procedure for roll-call votes. The proposed 
changes involved amendments to Rules 27, 50, 52, 55, 57 and 74 of the Assembly's Rules of 
Procedure. 

2. However, by decision WHA40(10) the Fortieth World Health Assembly in May 1987 
decided not to consider the draft resolution recommended by the Board in resolution 
EB79.R20, thus enabling the Board to monitor the method of work of the Health Assembly 
over the next three years in order to determine whether it would be desirable to adopt 
the proposed amendments to the Assembly's Rules of Procedure. 

3. The three years stipulated in decision WHA40(10) have now elapsed, and the results 
of the Board's monitoring exercise, covering the proceedings of the Forty-first, 
Forty-second and Forty-third World Health Assemblies, are presented in part II of this 
report, together with the Board's comments. 

4. Part III of the report examines certain other suggestions for rationalizing the work 
of the Health Assembly, made by members of the Board at its eighty-sixth and 
eighty-seventh sessions in May 1990 and January 1991. 

1 See resolution WHA44.30. 
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5. As a result of its deliberations at the eighty-seventh session, the Board adopted 
decision EB87(12) , which recommends changes'1' in the method of work of the Health Assembly 
with regard to prior review of technical resolutions by the Board, the procedure for 
roll-call votes and the periodicity of the Technical Discussions. 

II. MONITORING OF THE METHOD OF WORK OF THE HEALTH ASSEMBLY 

Interventions by delegates in main committees 

6. One of the recommendations contained in resolution EB79.R20 was for the 
establishment of a time-limit of five minutes on delegates' statements in the main 
committees of the Health Assembly. In this regard, the Executive Board at its 
seventy-ninth session recalled that a limit on the duration of speeches in the general 
debate in plenary had existed since 1967, when the Twentieth World Health Assembly 
adopted resolution WHA20.2 encouraging delegates to limit such speeches to ten minutes. 
Resolution EB79.R20 sought to formalize this practice and also to establish a new limit 
of five minutes on interventions in the main committees. Corresponding amendments to 
Rules 27, 55 and 57 of the Assembly's Rules of Procedure were therefore recommended in 
the resolution. 

7. The data from the Board's three-year monitoring exercise, covering the Forty-first, 
Forty-second and Forty-third World Health Assemblies, are presented below for the 
Assembly's consideration. The percentage distribution of interventions is based on a 
sample of 1164 interventions over the three years in Committee A and Committee B. 

TABLE 1. INTERVENTIONS BY DELEGATES IN THE MAIN COMMITTEES 
OF THE WORLD HEALTH ASSEMBLY, 1988-1990 

Length of intervent ions (percentage distribution) 

Less than 
2 minutes 2-5 minutes 5-10 minutes More than 

10 minutes 

Committee A 25% 60% 14% 1% 

Committee В 62% 31% 5% 2% 

8. From the above table it can be seen that nearly two-thirds (62%) of delegates' 
interventions in Committee В were less than two minutes, arid that fully 93% were within 
the five-minute limit. The comparable figures for Committee A were 25% arid 85% 
respectively. 

9. In view of the figures presented, the Director-General does not recommend any change 
in the existing practice or Rules of Procedure of the Health Assembly in this area. He 
will, however, continue to draw the attention of the Chairmen of the main committees to 
their powers and duties in limiting the time allowed to speakers, as presently laid down 
by Rules 27 and 38 of the Rules of Procedure. The Board endorsed this view at its 
eighty-seventh session. 

Circulation of draft resolutions 

10. In the past, a number of problems were caused by the late introduction during the 
Health Assembly of draft resolutions involving important policy matters. Such late 
circulation of draft resolutions tended to give rise to undesirable pressures, and did 
not allow delegates adequate time to reflect on the substance of the resolutions, or to 
undertake the consultations with each other or with their governments that were sometimes 
required. Consequently, in resolution EB79.R20 the Board recommended a change in Rule 52 
of the Assembly's Rules of Procedure, to the effect that no draft resolution should be 
discussed or put to a vote unless the text had been handed to the Director-General within 
six days from the day of the opening of the Assembly. 
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11. Records kept during the Forty-first, Forty-second and Forty-third World Health 
Assemblies show that of a total of 50 draft resolutions handed in by delegations, 
30 (60%) were received within five days after the opening of the Health Assembly, that 
another 14 (28%) were handed in within eight days, and that only six (12%) were received 
on the ninth or tenth days. The Director-General would draw the attention of the 
Assembly, when it considers these figures, to the fact that a few of the texts circulated 
late contained revised drafts for politically sensitive resolutions, where the imposition 
of an earlier deadline might have been counterproductive. Furthermore, there has been a 
significant improvement over the past three years. In the case of Committee A, of the 
16 draft resolutions handed in by delegations at the Forty-second World Health Assembly, 
five were received on the ninth or tenth days. During the Forty-third World Health 
Assembly no draft resolution was received in Committee A after the eighth day. 

12. In view of this development and the data provided, the Director-General does not 
believe that a change in Rule 52, as proposed in resolution EB79.R20, is warranted. As 
recommended by the Board at its eighty-seventh session, he will, however, request the 
President of the Assembly and the Chairmen of the main committees to remind delegates of 
the problems caused by late introduction of draft resolutions. 

Use of roll-call votes 

13. As presently worded, Rule 74 of the Assembly's Rules of Procedure stipulates that 
voting by roll-call must be carried out if requested by any one delegate. In 
resolution EB79.R20 the Board recommended a change in Rule 74 to the effect that a 
roll-call vote should be taken only when it was decided to do so by a show of hands or, 
alternatively, if the President so decided when the result of a previous show of hands 
vote was in doubt. 

14. In proposing such an amendment, the Board no doubt had in mind the frequent use made 
of this rather time-consuming method of voting during the Thirty-ninth World Health 
Assembly in May 1986, when there were seven roll-call votes: one in Committee A, four in 
Committee В and two in plenary. Since then, however, the situation has changed and 
during the past three years only one roll-call was taken, i.e. during the Forty-first 
World Health Assembly in Committee B. There were no roll-call votes in 1989 or 1990. 

15. Notwithstanding the positive trend over the past few years, members of the Board at 
its eighty-seventh session felt that Rule 74 as presently worded did not adequately 
protect the Health Assembly from unwarranted recourse to the roll-call facility. 
Decision EB87(12) reflected a broad agreement in the Board that an amendment to Rule 74 
was in fact necessary. 

III. OTHER PROPOSALS MADE BY MEMBERS OF THE EXECUTIVE BOARD 

Prior review of technical resolutions by the Board 

16. At both the eighty-sixth and the eighty-seventh sessions of the Executive Board, 
several members referred to the Board's functions as laid down by Article 28 of the 
Constitution, and to the question of whether resolutions on technical matters should be 
submitted directly to the Health Assembly without prior review by the Board. It was 
recalled that problems in this regard had arisen in 1989 during the Forty-second World 
Health Assembly, leading to numerous requests for progress reports by the 
Director-General. That practice, together with the heavy schedule of work involved in 
reviewing the programme budget in odd-numbered years, places a considerable burden on the 
Assembly. 

17. This issue is not a new one. At its seventy-ninth session the Board considered a 
report by its Programme Committee on the method of work of the Health Assembly, which 
recalled that "on several previous occasions the Board and the Health Assembly had 

1 Excluding resolutions proposed to the Health Assembly by the Executive Board at 
a previous session. 



142 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
considered the problems which arose when resolutions were introduced by delegates to the 
Health Assembly on programme matters and other important issues which had not been 
previously examined by either the Executive Board or the regional committees". At 
that time the discussion in the Board happened to coincide with the consideration of 
amendments to the Assembly's Rules of Procedure, notably Rules 27, 50, 52, 55, 57 and 74, 
as referred to in part I above. Thus the issue was somehow lost in the ensuing debate, 
and no final recommendation or resolution was reached. 

18. The concerns expressed in recent sessions of the Board are partly addressed in 
resolution WHA32.36 of the Thirty-second World Health Assembly in May 1979, which 
stipulates inter alia that "Executive Board representatives should help sponsors of draft 
resolutions by drawing attention to the existence of recent reports which might make a 
request for a further report on the same subject unnecessary • • • •• • 

19. The problem has, however, not yet been fully resolved, and for this reason the 
Board, in decision EB87(12), recommended to the Health Assembly that the formal procedure 
for considering draft resolutions on technical matters be changed, so that they would not 
be examined by the Assembly unless the subject had been fully debated by the Assembly or 
by the Board. 

Order of consideration of agenda items and scheduling of work 

20. Members of the Board also commented on the order in which items on the agenda should 
be considered, and the scheduling of work of both the plenary and the main committees. 
In this regard it was recalled that the Board had examined a similar proposal at its 
eighty-fifth session in January 1990, and had proposed that the order in which different 
programmes are examined during the programme budget review be changed in such a way as to 
facilitate full discussion of programmes which were traditionally placed towards the end 
of the list. 

21. At its eighty-seventh session the Board therefore, on an experimental basis, used a 
somewhat different order of programmes for its review of the programme budget proposals. 
The Board felt that the discussion of the proposals was improved as a result of this 
change, and could be improved still further through appropriate grouping of the 
programmes for the Health Assembly's review. 

22. Members of the Board further proposed that the arrangements for closure of the 
Health Assembly should be reassessed. The usefulness of six successive regional 
statements was questioned, since such speeches tended to be somewhat repetitive. As an 
alternative, the Executive Board recommended that the Chairmen of the two main committees 
might review their proceedings and achievements, and that the President might summarize 
the general debate. Should the Assembly agree with this proposal, it could be 
implemented as from the Forty-fifth World Health Assembly in May 1992. 

Technical Discussions 

23. The Technical Discussions have been the subject of several reviews and debates in 
the past. A suggestion was made at the eighty-fourth session of the Board in May 1989 
that, to save time, Technical Discussions should be held in even-numbered years only, 
when there was no programme budget to consider. At the time it was recalled that the 
Thirty-seventh World Health Assembly in May 1984 had confirmed by resolution WHA37.21 
••that the Technical Discussions shall be continued and that they shall be held annually" 
and "that the duration of the Technical Discussions shall continue to be one-and-a-half 
days"• 

1 Document EB79/1987/REC/1, Part I, Annex 9, paragraph 16. 
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24. The Programme Committee at its fourteenth session in July 1989 recalled that the 
vote on resolution WHA37.21 had been extremely close, indicating that the arguments 
for annual or biennial Technical Discussions were evenly balanced. It recommended that 
the Board should therefore take up the issue again, on the understanding that, should it 
be agreed to hold Technical Discussions in even-numbered years only, the time saved would 
be devoted solely to discussion of programme budget matters. At the Board's 
eighty-seventh session, there was broad agreement to recommend again to the Health 
Assembly a change in the periodicity of the Technical Discussions. 

Other issues 

25. At the eighty-sixth and eighty-seventh sessions of the Board, members commented on 
the highly successful initiative taken by the Director-General at the Forty-third World 
Health Assembly to invite two world leaders as guest speakers to address the plenary. 
The unique contribution of this event was fully acknowledged, and it was felt that the 
participation of such persons served to impress upon politicians the need to give 
priority to the development of health care as part of socioeconomic development in 
general. It was recommended that, while not necessarily becoming an annual event, such 
activities should take place in future Health Assemblies whenever a particular aspect of 
the work of the Organization might benefit from this exposure. 

26. Members of the Board drew attention to the importance of closely reviewing the 
financial and administrative implications of resolutions before they were adopted by the 
Health Assembly. In this regard, operative paragraph 1(5) of resolution WHA31.9 was 
recalled, which inter alia provides for the Secretariat to "report, in writing if 
feasible or appropriate, on any technical, administrative and financial implications 
which the proposal might have". The Director-General agrees that a wider use of this 
provision may be required in the future. 

27. At its eighty-seventh session the Board also considered the current procedure for 
the administration of awards. There are seven prizes and fellowships with different 
periodicity (Darling, Léon Bernard, Dr A.T. Shousha, Jacques Parisot, Child Health, 
Sasakawa and Dr Comían A.A. Quenum), for which the award procedure is similar; and the 
Francesco Pocchiari Fellowship has now to be added to this list. Recent developments 
indicate, however, that more prizes and fellowships will be bequeathed to the 
Organization, and problems may thus arise in handling the various awards properly under 
the present procedure within the time available during the Board sessions and the Health 
Assembly. In decision EB87(9) the Board therefore called for a comprehensive study of 
the administrative arrangements for awards, to be submitted at its eighty-ninth session 
in January 1992. 

1 An amendment to the 
in even (non-budget) years 
11 abstentions. 

resolution proposing that 
was rejected in Committee 

о ^ See Statutes attached to resolution EB87.R11. 

the Technical Discussions be held 
В by 31 votes to 30, with 
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INTERNATIONAL PROGRAMME ON THE HEALTH EFFECTS 
OF THE CHERNOBYL ACCIDENT1 

Report by the Director-General 

[A44/13 - 24 April 1991] 

I. INTRODUCTION 

1. Since the Chernobyl accident it is more and more apparent that the effects have been 
more complex than originally envisaged. The initial response concentrated on containing 
the accident, treating acute effects on workers exposed to high doses, and taking 
protective measures for people residing in the immediate vicinity; other effects are now 
assuming increasing importance. 

2. First, there is the problem of the health of people living in areas of the 
Byelorussian SSR, the Russian Soviet Federal Socialist Republic and the Ukrainian SSR 
that were contaminated by the radioactive emissions from the accident. Although 
assessments to date have indicated that the doses that have been received, and that are 
likely to be received, are low, there is a need to maintain continuous surveillance of a 
representative group of the population at risk to ensure that this is in fact the 
case. In addition, approximately 100 000 people were evacuated immediately after the 
accident and a greater number later on. Also, approximately 200 000 people from all over 
the Soviet Union were exposed to radiation during the recovery operations. All these 
groups require long-term surveillance for adverse effects. The problem is further 
aggravated by the effects of contamination of large tracts of agricultural land. The 
protective measures introduced range from the relocation of agricultural communities to a 
modification of agricultural practices, each with its attendant health risks. 

3. The second problem is the psychosocial impact of the accident. Large numbers of 
people are convinced that they and their children are suffering, or will suffer, from 
radiation effects. Living under this constant stress can have serious consequences for 
overall mental health and well-being. This may take the form not only of transient 
manifestations of stress and anxiety, but also of more permanent psychosomatic effects. 
Fear has prompted collective and individual action to protect against a perceived 
hazard - e.g., limiting the consumption of foodstuffs such as fruit and vegetables (which 
can contribute to malnutrition, especially in children) or restricting the outdoor 
activities of children and adults (which also has an effect on the fitness and well-being 
of the population). Efforts to mitigate these fears have been seriously hampered by the 
level of popular mistrust. 

4. The appropriate surveillance of such a large population requires the accumulation 
and organization of biographical, medical and dose data. A massive effort has already 
been made by the authorities in the USSR for this purpose, and the extensive data 
collected provide a sound basis for research on the health effects of exposure to 
varying, and particularly to low, doses of radiation. Furthermore, valuable experience 

1 See resolution WHA44.36. 
о 
Both short- and long-lived radionuclides were emitted during the accident. The 

contribution to the dose of the short-lived component is now negligible because of decay, 
but the longer-lived radionuclides will continue to contribute to the dose over the next 
two generations. 
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has been gained on measures for mitigation of the health consequences, including the 
treatment of overexposure, evacuation and overall organization of emergency response. 
This experience needs to be consolidated so that new and improved guidelines can be 
prepared arid disseminated to assist Member States in safeguarding public health in the 
remote event of a similar severe nuclear accident. 

5. The international organizations, including WHO, have been actively involved from the 
start in collaborating with the national authorities in dealing with the accident. This 
collaboration has ranged from facilitating the exchange of information and assessing the 
impact on health during the initial phase, to elaborating measures aimed at improving 
response capability in the future. The action taken during the initial phase was 
reported to the Executive Board in 1986 and 1987. Of particular importance at present 
is the recently completed assessment of health and environmental effects and evaluation 
of protective measures, carried out by IAEA in cooperation with XJNEP, UNSCEAR, FAO, WHO 
and the Commission of the European Communities. The final report of this assessment was 
not available at the time of the preparation of this document. 

6. A Memorandum of Understanding between WHO and the Ministry of Health of the USSR was 
signed in April 1990, dealing with the problems outlined in paragraphs 2 to 4 above. It 
calls for the development of a long-term international programme, including the 
establishment of an international centre. At its eighty-seventh session in January 1991 
the Executive Board considered this matter at the request of the Minister of Health of 
the USSR, and adopted resolution EB87.RIO endorsing in principle the further development 
of the international programme and requesting the Director-General, inter alia, "to 
explore further the organizational arrangements and structures required for the efficient 
and effective execution of the programme, including the exact status, role and functions 
of the international centre to be established at Obninsk at the invitation of the 
Ministry of Health of the USSR … "，and "to report to the Forty-fourth World Health 
Assembly on the development of the international programme ...". 

7. This report describes the international programme in terms both of its technical 
content and of its organizational and financial arrangements, and outlines the action 
taken by WHO, including collaboration with other international organizations, for its 
development. 

II. ACTIVITIES TO DATE 

Programme development 

8. Planning. Initial plans for the international programme were developed in 
March 1990 during a visit to WHO by experts from the USSR (including the Ukrainian SSR 
and the Byelorussian SSR). The resulting draft document outlined the main directions, 
objectives and expected outputs of the programme, and provided preliminary details of the 
proposed centre. It served as a basis for the drafting of the Memorandum of 
Understanding signed in April 1990. Since then there have been a number of meetings 
between USSR experts and WHO staff to consider different aspects of the programme, and 
various options have been reviewed. There have also been several meetings of 
international experts to advise on the content of the programme and organizational 
arrangements. 

9. Meeting of WHO collaborating centres. The first external review of the proposed 
programme was provided by the Third Coordination Meeting of WHO Collaborating Centres for 
Radiation Emergency Medical Preparedness and Assistance, held in Leningrad, USSR, in 
May 1990 and attended by representatives of WHO collaborating centres in Argentina, 
Australia, Brazil, France, Japan, USSR and United States of America. It reviewed the 
existing situation in the affected areas, stressed the need to undertake long-term 
follow-up studies as soon as possible, and noted that the collaborating centres with 

1 See document EB81/1988/REC/1, Annex 11. 
о 
A review of the interim report on the assessment has been published as 

International Chernobyl project: an overview. Vienna, International Atomic Energy 
Agency, 1991. 
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experience in this area could make a valuable contribution to the programme. It also 
made recommendations concerning the planned programme objectives and content. 

10. Scientific Advisory Committee. A Scientific Advisory Committee, consisting of nine 
senior scientists from as many countries, met in Hiroshima, Japan, in October 1990. The 
meeting was organized in collaboration with the Radiation Effects Research Foundation in 
Hiroshima, and attended by representatives of IAEA, the Commission of the European 
Communities, the Japanese Ministry of Health and Welfare, the Science and Technology 
Agency of Japan, and the Ministry of Health of the USSR. It reviewed the objectives and 
proposed activities of the programme, including the international centre, and made 
recommendations concerning its implementation, objectives and priorities. It noted that 
the Chernobyl accident had given rise to mixed internal and external radiation exposure 
at low dose-rates. It considered that the unique character of this exposure made it 
necessary to undertake studies on the potential health effects, which would produce 
results of great international scientific and medical importance. It was considered that 
the adoption of a single programme would facilitate the coordination of all 
Chernobyl-associated health studies. The Committee recommended that the international 
programme be implemented according to the priorities it had identified, and that the 
international centre be established as soon as possible, with affiliated regional centres 
in the affected areas. 

11. Task group on initiation of the international programme. In early January 1991 a 
task group was convened by WHO to draw up a detailed plan for initiation of the 
programme, including identification of the needs for equipment and supplies for the 
initial phase. The task group, guided in part by the priorities established by the 
Scientific Advisory Committee, selected three projects which should be set up to launch 
the programme, dealing with the detection and treatment of leukaemia, the identification 
and treatment of thyroid disorders, especially in children, and epidemiological 
research. It recommended that these projects be started without delay, using available 
funds (see paragraphs 24-26 below). 

12. Participation of the International Agency for Research on Cancer. From the outset 
IARC representatives participated in discussions concerning the establishment of the 
international programme. The Agency has already established a European childhood 
leukaemia-lymphoma incidence study (ECLIS), which is investigating temporal and 
geographical variations in the incidence of childhood leukaemia and has the added 
objective of determining whether any pattern emerges, indicating that changes could be 
attributed to exposure to radiation as a result of the Chernobyl accident. The 
feasibility of including Soviet data from the contaminated republics in ECLIS is still 
being assessed. In addition, arrangements have been made for two scientists involved in 
the all-Union register of persons exposed as a result of the accident to visit IARC to 
discuss criteria for the establishment of internationally supported epidemiological 
studies. It is envisaged that any further development of epidemiological studies will be 
carried out in close collaboration with IARC. 

International collaboration 

13. Inter-Agency Committee for the Response to Nuclear Accidents. Many international 
organizations are involved in dealing with the consequences of the Chernobyl accident. 
Coordination is carried out by the Inter-Agency Committee for the Response to Nuclear 
Accidents. This Committee, which has been functioning for more than four years, looks at 
the follow-up of activities concerning past accidents, and deals with the planning and 
preparation of joint action to be taken in case of a future accident. It has recently 
taken on the task of harmonizing the implementation of projects to mitigate the 
consequences of the Chernobyl accident. The following organizations have participated in 
the Committee's work: UNEP, UNDRO, UNSCEAR, ILO, FAO, UNESCO, WHO, WMO, IMO, IAEA and 
the Commission of the European Communities. 

14. Consideration of the consequences of the Chernobyl accident by the United Nations 
General Assembly and the Economic and Social Council. The need for international support 
in dealing with the consequences of the Chernobyl accident was discussed during the 
forty-fourth session of the United Nations General Assembly in December 1989 and 
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subsequently by the Economic and Social Council. The Council requested the 
Secretary-General to provide appropriate support to and coordination of activities within 
the United Nations system, and to prepare a comprehensive report on the action currently 
under way or planned, particularly regarding the agreement between the Government of the 
USSR and IAEA to study the radiological consequences, and that between the Government of 
the USSR and WHO on efforts to mitigate the health consequences of the Chernobyl 
accident. WHO collaborated in the preparation of that report, which was discussed by 
the General Assembly at its forty-fifth session in November 1990. 

15. The United Nations General Assembly invited the Secretary-General "in particular to 
support efforts made within the United Nations system by the Administrative Committee on 
Coordination and the Inter-Agency Committee for the Response to Nuclear Accidents to 
harmonize, strengthen and coordinate international projects aimed at mitigating the 
consequences of the disaster at Chernobyl ...". To implement this request, the 
Secretary-General assigned the task of coordination of all activities to mitigate the 
consequences of the Chernobyl accident to the Director-General of the United Nations 
Office at Vienna. One of the first steps will be to prepare a master plan for support of 
the people in the affected areas and to establish a task force to stimulate and monitor 
the activities of the United Nations system in this field. WHO has been actively working 
with other agencies concerned to improve coordination. 

Mobilization of resources 

16. Efforts have been made both by the Soviet authorities and by WHO to mobilize 
resources to support the international programme. The Soviet authorities have been in 
contact with a large number of governments to explore possibilities for their 
participation in the programme. As reported by the Minister of Health of the USSR at the 
eighty-seventh session of the Executive Board, 39 governments have responded, expressing 
their support for the international programme, seven of them expressing the wish to be 
co-founders of the proposed centre. In November 1990 the Director-General approached a 
number of governments with a request for support for the programme, and such contacts 
have continued. There have been numerous indications of potential support, and one 
government has already taken steps to provide substantial resources for the initiation of 
the programme. 

Review of the proposed programme by the WHO Executive Board 

17. The Minister of Health of the USSR requested that the development of the 
international programme on the health effects of the Chernobyl accident be placed on the 
agenda of the eighty-seventh session of the Executive Board. As stated in paragraph 6, 
the Board endorsed in principle the further development of the programme, urged Member 
States to participate actively in that work and requested the Director-General to 
continue the Organization's current activities, to explore further the organizational 
arrangements and structures required for the execution of the programme, to continue 
close cooperation with IAEA and other organizations, and to report to the Forty-fourth 
World Health Assembly on the progress of the programme and in particular on the 
organizational requirements and structures needed. 

18. In considering this matter, the Executive Board emphasized the need for 
collaboration to benefit from experience in mitigating the consequences of the Chernobyl 
accident in order to minimize adverse effects should nuclear accidents occur in the 
future. It considered that the pooling of international expertise to effect optimal 
research would produce new and unique information for the future. It stressed the need 
for wide-ranging international collaboration which would include the participation of 
scientists from many countries, both developed and developing. It recognized that the 
programme would require substantial resources which would have to be sought from 
extrabudgetary sources, and that more information was needed concerning the 
organizational and financial aspects of the programme and the international centre, to 
help governments see how best they could contribute. 

1 United Nations document A/45/643. 
о United Nations General Assembly resolution 45/190. 



148 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Action in pursuance of resolution EB87.R10 

19. To meet the Executive Board's request concerning organizational arrangements, the 
Director-General in February 1991 established an internal task force to consider various 
options. It was composed of staff responsible for environmental health, supplies, 
budget, personnel, legal matters, management and external coordination. In addition two 
consultants, one the director of an institution for radiation research, and the second a 
former Director of IARC, were called upon to assist in this effort. As part of the task 
force's activities a mission composed of WHO staff and the consultants visited the USSR 
for discussions concerning the establishment and operation of the programme. 

III. THE INTERNATIONAL PROGRAMME 

Overview 

20. The international programme is envisaged as a long-term collaborative effort of the 
USSR and other interested Member States, organized under the sponsorship of WHO with the 
collaboration of other competent international organizations. It would have the 
following general goals: mitigation of the health consequences of the accident, research 
on the health effects of mixed exposure to internal and external radiation, and 
development of guidelines for dealing with radiation emergencies in the future. The 
programme would be implemented through an international centre to be established at 
Obninsk in the USSR, as well as by the affiliated centres in the three republics affected 
by the accident. It would be supported by voluntary contributions from Member States and 
their institutions. Implementation of the programme, including the establishment of the 
centre, would have to be gradual, the pace being dependent on the availability of 
resources. The contributions received to date will allow an immediate start to be made 
on setting up the centre and initiating high-priority projects. 

Scientific aspects 

21. Programme objectives. The objectives of the international programme are: 

-to unite efforts in investigating and mitigating the health consequences of the 
Chernobyl accident; 

-to increase basic knowledge about the effects of radiation, especially in exposure 
incurred at low dose-rates； 

-to improve medical preparedness for radiation emergencies, drawing on experience 
of the Chernobyl accident; 

-to harmonize methods of radiation epidemiology and to develop data-bases; and 

-to educate the public concerning radiation hazards. 

22. Programme content and priorities. In view of the nature of the accident and its 
adverse effects, the programme needs to be broad and comprehensive, encompassing many 
activities, while retaining the flexibility to expand or contract according to changing 
priorities. The Scientific Advisory Committee, described in paragraph 10, identified the 
following main priorities for implementation of the programme : 

(1) epidemiological studies on children with thyroid exposure, emergency accident 
workers, people who continued to live in contaminated areas, and those who were 
evacuated soon after the accident; 

(2) dosimetric assessments focused on the groups mentioned above, using direct 
dosimetric methods or, where this is not feasible, other methods of dose assessment; 

(3) mitigation of psychosocial effects through individual counselling and the 
provision of full information, and evaluation of the impact of any mitigation 
strategies； 
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(4) standardized clinical studies to follow up epidemiological investigations； 

(5) education and training through specialized courses for participating staff, 
short courses for physicians in the medical aspects of radiation accidents, a 
programme of basic education on radiation effects for concerned professionals in the 
community, and the provision of general information for the public； 

(6) efficient data-base management, with emphasis on uniformity of data collection, 
quality assurance and implementation through a computer-based network. 

23. Initial projects. Implementation of the programme will proceed in stages subject to 
the availability of funds and the participation of research institutions in other 
countries. However, three projects have had to be initiated as a matter of urgency using 
the available resources, as five years have already elapsed since the accident and 
radiation effects, in particular thyroid disorders and late haematological effects, will 
soon begin to manifest themselves. Further delay could aggravate adverse health effects 
and hamper long-term research. The three projects are described in the following 
paragraphs. 

24. The first project is concerned with the detection of leukaemia, pre-leukaemic states 
and other haematological disorders in contaminated and control areas, and the medical 
treatment of such cases. Its objective is to determine whether radiation caused by the 
Chernobyl accident has increased the incidence of and mortality from certain 
haematological diseases in the population. It will involve screening in special clinics 
and in local hospitals and a review of tumour registries, death certificates and other 
sources of information. Whenever possible, patients will be treated and kept under 
observation by a team of expert haematologists, and provision will be made for 
bone-marrow transplantation if indicated. 

25. The objective of the second project is to detect, diagnose and treat thyroid 
diseases in children according to radiation dose. The incidence of various thyroid 
disorders such as carcinoma, non-malignant tumours and hypothyroidism will be studied in 
various radiation exposure cohorts. It is clear that a large number of children have 
received significant doses in the thyroid and, owing to the long latent period for some 
radiation-induced effects, they will need to be followed up for several decades. 

26. The third project is concerned with the management of health and dosimetric data 
(1) for the preparation of unified protocols and formats of electronic files for in-depth 
medical examination; and (2) for the determination, using the epidemiological and 
dosimetric data, of stochastic and nonstochastic risk factors for effects of radiation. 
In order to establish and maintain reliable data, primary information on about 240 000 
people will have to be collected at the local (rayon) level, then collated and checked at 
the district (oblast) and republic levels, before being transmitted to the coordinating 
centre in Obninsk. This will involve not only accurate data collection but also 
computerization； quality control mechanisms will have to be set up at all levels to 
ensure accuracy of the final data included in the dose registry. 

Organizational aspects 

27. Programme structure. Various options have been examined, ranging from modest 
international support of a Soviet institution, designated as a WHO collaborating centre, 
to establishment of a WHO international centre on the lines of IARC. The most 
appropriate structure appears to lie somewhere between these two extremes. The 
implementation of the programme by an existing USSR institution designated as a WHO 
collaborating centre would limit the opportunities for full international participation 
and also the scope of projects, so that unique information might well be irretrievably 
lost. A full-scale centre like IARC would require regular contributions from Member 
States, which is not a feasible option at this time. Consequently, the programme might 
best be implemented through a WHO international centre, financed by voluntary 
contributions and staffed by a small cadre of senior internationally recruited 
professional personnel, local professional and general service personnel, and visiting 



150 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
foreign experts mainly seconded from their own institutions or governments (see also 
paragraphs 31 and 32 below). The centre is to be located at Obninsk, a town in the 
Kaluga region affected by the Chernobyl fallout. Its principal role will be to 
coordinate the programme activities carried out both by the international centre and by 
affiliated regional centres in the areas affected by the accident. The regional centres 
are to be located in Briansk, Gomel and Kiev. An agreement has been signed by the 
Ministry of Health of the USSR and the health ministries of the three affected republics 
for this purpose. 

28. Management. The programme and its permanent management structure will have to be 
built up over a period of two to three years at a pace determined by the availability of 
resources and the capacity to utilize them. The objective, however, is a largely 
autonomous programme whose policy direction and management will be vested in a governing 
council and a director within the overall policy and management framework of WHO. The 
council will be established by the Director-General, taking into account the financial 
contributions made to the programme. It will meet at regular intervals to review the 
programme, establish policy and priorities and approve the programme's budget, in the 
light of WHO'S policy and programmes. The director, appointed by the Director-General in 
consultation with the council, will be the chief executive officer of the international 
centre, responsible for the overall management of the programme, the mobilization of 
resources and the elaboration of programme directives. 

29. The establishment of the governing council will have to be postponed until several 
more governments are prepared to participate actively in the programme and contribute 
resources for its support. Until such time as the council is established and 
functioning, its role will be discharged by the Director-General of WHO. In the first 
instance, he will appoint an interim director, provide policy guidance, and initiate 
recruitment. WHO headquarters will provide the requisite administrative support services 
until they are established in the centre. 

30. Advisory mechanisms. The major independent advisory mechanism for the programme 
will be a scientific advisory committee with a suggested membership of 12 eminent 
scientists subject to regular rotation, and selected by the governing council when it is 
established; until then the Director-General will select them on the advice of the 
programme director. It is envisaged that the committee will play an active part in the 
early stages of the programme and will assist the director in determining priorities for 
research. Where necessary, the director may appoint individual consultants and temporary 
advisers on an ad hoc basis. 

31. Staffing. Ultimately, it is expected that the total professional and support staff 
of the international centre will number approximately 100. Between 10 and 20 senior 
staff will be required to manage the major elements of the programme； they will be 
internationally recruited among USSR experts and experts from other countries and 
appointed in accordance with WHO recruitment policies. The remaining staff will be 
locally recruited under conditions to be determined. 

32. In order that the programme may start immediately, the USSR has already designated 
several departments of the Research Institute of Medical Radiology of the Academy of 
Medical Sciences of the USSR to work on the pilot projects described in 
paragraphs 23-26. They comprise some 165 professional and technical personnel of all 
levels, some of whom will form the core of the USSR national staff of the centre. 

33. Facilities. Obninsk, where the international centre is to be located, is a city 
with a population of 100 000. It was built during the 1950s and 1960s to house various 
scientific research and training establishments, now numbering 14 and dealing with such 
fields as medical radiology and radiation medicine, hydrometeorology, agricultural 
radiology, radiation chemistry and radiopharmaceuticals, and nuclear engineering. Since 
the accident at Chernobyl, some of these institutes have been directly involved in 
studying its impact on health, agriculture and the environment. The city has a 
conference centre and two hotels which can accommodate several hundred guests, and it is 
approximately one and a half hours by road from Moscow international airport. 
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34. Initially the international centre will be located in facilities provided by the 
Research Institute of Medical Radiology. A total of some 3000 m of office and 
laboratory space has been made available in different buildings. The long-term plan is 
to construct new facilities for the centre. 

35. The Institute has provided some US$ 4 million worth of imported scientific equipment 
and about 7 million roubles' worth of Soviet equipment. The facilities include a 
computer centre, a linear accelerator, gamma-cameras, tomographs, ultrasound and other 
diagnostic devices, instruments for haematology, biochemistry, histology and cytology, 
ganuna-spectrometers, and a "whole body" counter. Although they provide a valuable basis, 
it is evident that much more equipment will be needed, most of it to be located in the 
affiliated centres； a detailed list was prepared by the task group at its meeting in 
Obninsk in January 1991. 

36. Much of the work will be undertaken by the three affiliated centres in the affected 
republics. In Briansk, the health department will be responsible for initiating the 
programme in the oblast hospital, with the assistance of the Moscow Research Institute of 
Roentgenology and Radiology. In Gomel, the work will be carried out through the health 
department of the oblast. involving the community health epidemiology station, centres 
for endocrinology and oncology, and the local branch of the Institute of Radiation 
Medicine. In Kiev, the Institute of Endocrinology and Metabolism will be the main 
facility concerned with thyroid diseases, and it is envisaged that the All-Union Research 
Centre for Radiation Medicine there will participate in the epidemiological studies of 
the programme. 

Financial aspects 

37. Funds for the international programme will come primarily from voluntary 
contributions from Member States, including a substantial contribution from the USSR. 
Other resources for the programme will include the services of visiting scientists and 
research teams supported by their own institutions, and contributions in kind, such as 
land and buildings from the USSR and equipment and supplies from other countries. In 
response to the appeal of the Director-General of WHO, substantial voluntary 
contributions have been made by the Government of Japan and pledged by the Government of 
the USSR to support the international programme. Several thousands of millions of 
roubles have already been spent by the Government of the USSR to mitigate the 
consequences of the accident. 

38. The budget of the programme would include both a convertible currency component for 
salaries of international staff, purchase and maintenance of imported equipment, training 
of Soviet specialists abroad and other international costs, and a non-convertible 
currency component for local staff salaries, upkeep of facilities, provision of utilities 
and other project costs. It is estimated that for the first two or three years an annual 
operating budget of US$ 1.5 million, and equipment costs of around US$ 5 million per 
year, will be required. The annual requirements in non-convertible currency for local 
costs have as yet to be estimated but may well exceed the convertible currency budget. 
In later years, as the programme develops, an annual budget in convertible currency of 
the same order would be appropriate, i.e., US$ 6.5 million, with less need for equipment 
acquisition and more for operation of the programme. 

IV. RELATED ACTIVITIES OF WHO AND OTHER INTERNATIONAL ORGANIZATIONS 

39. Since the accident in April 1986, WHO, IAEA and other international organizations 
have been involved in various follow-up measures. Many of their activities relate 
directly to the work to be undertaken by the international programme, and the most 
relevant are outlined in the following paragraphs. 

40. WHO headquarters. Current work closely linked with the international programme 
includes : the activities of several components of the environmental health programme, 
particularly the network of WHO collaborating centres for medical preparedness and 
assistance in radiation emergencies (which promotes the strengthening of preparedness in 
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Member States) and the WHO/UNEP global environmental radiation monitoring programme 
(which is already functioning and will eventually have over 40 participating countries)； 
the preparation, as a result of the accident, of WHO guidelines for derived intervention 
levels concerning radionuclides in food; the continuous review of the effects of 
radiation on health; and the activities of the programmes on protection and promotion of 
mental health, radiological technology, nutrition, and epidemiological surveillance and 
health situation and trend assessment. 

41. WHO Regional Office for Europe. The Regional Office for Europe, in collaboration 
with the All-Union Research Centre for Radiation Medicine in Kiev, USSR, is implementing 
several activities with emphasis on epidemiological surveys and study of the 
psychological effects of nuclear accidents. A number of meetings of experts have been or 
will be held in 1990 and 1991 on subjects such as the psychological effects of the 
Chernobyl accident, the effects of radionuclides on the thyroid gland, and prospective 
investigations of the effects of the Chernobyl accident on the health of the population. 
A review of the activities will be made, culminating in the convening of a working group 
(Geneva, 15-18 October 1991), to consider all aspects of the Region's special project on 
nuclear accidents and public health, including recommendations concerning prophylaxis, 
sheltering, evacuation, treatment of acute effects, public information, and contingency 
planning for more distant communities that might be affected. 

42. International Atomic Energy Agency. Apart from being actively involved in dealing 
with the consequences of the Chernobyl accident, IAEA has programmes of relevance to the 
international programme. These include the provision of dosimetry services, monitoring 
of environmental contamination, and emergency planning and preparedness. Two recent 
initiatives have a direct bearing on the programme. The first is an assessment of the 
radiological consequences of the Chernobyl accident in the USSR, carried out during 1990 
with the participation of UNEP, UNSCEAR, FAO, WHO and the Commission of the European 
Communities. It will provide a comprehensive review of the situation, including its 
implications for health. The final report is still in preparation (see paragraph 5 
above). The second initiative is the establishment by the USSR, in cooperation with 
IAEA, of the Chernobyl Centre for International Research, which will primarily be 
concerned with different aspects of accident problems, especially those related to 
nuclear and radiation safety, decontamination, environmental impact and radiobiology. It 
is envisaged that foreign scientists will participate in collaborative studies to be 
undertaken by the Chernobyl Centre on, inter alia, the development of decontamination 
techniques suitable for large areas； the movement of radionuclides, their uptake in 
vegetation, and their effects on plant biology; and the consolidation of a shared 
data-base on the health of people living and working in the area. The agreement was 
signed in September 1990 by representatives of the USSR, the Byelorussian SSR and the 
Ukrainian SSR, and IAEA. 

43. Other international organizations. Several other organizations, besides 
participating in the IAEA assessment, carry out activities relevant to the international 
programme. For example, UNSCEAR has been involved in evaluation of the world 
population's exposure to radiation resulting from the Chernobyl accident; FAO, in 
cooperation with WHO, has drawn up guidelines on acceptable levels for radionuclides in 
food moving in international trade, following accidental nuclear contamination； UNESCO 
is collaborating with the USSR in a programme to increase public awareness, re-establish 
confidence, and raise funds for research and for assistance of the Chernobyl victims； 
and UNEP, jointly with WHO, is involved in the global environmental radiation monitoring 
programme (see paragraph 40 above). 
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DIRECTION, COORDINATION AND MANAGEMENT 

Governing bodies 

1. The eighty-fifth and eighty-sixth sessions of the Executive Board took place in 
Geneva from 15 to 24 January and on 21 May respectively. The Board endorsed a proposal 
by the Director-General that FAO and WHO should jointly convene an international 
conference on nutrition in close collaboration with other United Nations agencies and 
with concerned multilateral and bilateral organizations. It also agreed that WHO should 
convene a global conference on malaria in 1992. 

2. The Forty-third World Health Assembly took place in Geneva from 7 to 17 May under 
the presidency of Dr P. Naranjo, Minister of Health of Ecuador. At a plenary meeting on 
9 May, attention focused on the worsening economic situation in many countries and its 
negative impact on the health of their populations. Mr Robert Mugabe, President of the 
Republic of Zimbabwe, and Mr Giulio Andreotti, President of the Council of Ministers of 
Italy, addressed this meeting, which was coordinated by Professor S. Okita, a renowned 

1 See decision WHA44(8). 
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Japanese economist. Delegates taking part in the debate in plenary had been invited to 
give particular attention to national and international aspects of health development in 
the coming decade. Technical Discussions were held on "The role of health research in 
the Strategy for Health for All by the Year 2000" (see paragraph 44). Table 1 lists the 
resolutions on a number of programme issues adopted by the Health Assembly, and gives an 
indication of the wide range of technical and organizational topics discussed by the 
governing bodies in 1990. 

3. The six WHO regional committees met in 1990. The main item on each of their agendas 
was the review of the respective proposed regional programme budget for 1992-1993. 
Table 2 gives the locations and dates of the six regional committee sessions, and lists 
some of the other items discussed. 

4. Two new Members joined the Organization during the year: Namibia (formerly an 
Associate Member) on 23 April and Belize on 23 August. On 23 May the former Yemen Arab 
Republic and the former People's Democratic Republic of Yemen merged into a single 
Yemen. On 3 October the Federal Republic of Germany and the former German Democratic 
Republic were united, and now form a single Member of WHO. The number of Members at the 
end of 1990 thus remained at 166. By the end of 1990, 61 Members had accepted the 
amendments to Articles 24 and 25 of the WHO Constitution providing for an increase in the 
membership of the Executive Board from 31 to 32; 111 acceptances are required for the 
amendments to enter into force. 

5. The working group of the Executive Board's Programme Committee completed its study 
on criteria for the setting of programme priorities, begun in 1989 in compliance with 
resolution EB83.R22. Activities undertaken in 1990 included interviews in WHO and other 
agencies and organizations with similar missions； case studies； and study visits by 
group members to regional offices and countries. The group's report, including suggested 
criteria for priority-setting, was submitted to the Board at its eighty-seventh session. 

TABLE 1. SOME RESOLUTIONS ON TECHNICAL AND ORGANIZATIONAL 
SUBJECTS ADOPTED BY THE HEALTH ASSEMBLY IN 1990 

WHA43 2 Prevention and control of iodine deficiency disorders 
WHA43 3 Protecting, promoting and supporting breast-feeding 
WHA43 9 Improving technical cooperation among developing countries 
UHA43 10 Women, children and AIDS 
WHA43 11 Reduction of demand for illicit drugs 
WHA43 16 Tobacco or health 
WHA43 17 Strengthening technical and economic support to countries facing 

serious economic constraints 
WHA43 18 Tropical disease research 
WHA43 19 The role of health research 
WHA43 20 WHO Action Programme on Essential Drugs 
WHA43 24 Report of the International Conference for the Tenth Revision of the 

International Classification of Diseases 
WHA43 25 Hazardous wastes management 
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TABLE 2. SOME ISSUES DEBATED BY THE REGIONAL COMMITTEES IN 1990 

Regional Committee for Africa (Brazzaville, 5-12 September) 

Maternal and child health; AIDS； onchocerciasis； tuberculosis； 
traditional medicine； community mental health care based on the district 
health system approach； emergency preparedness and response; optimal use 
of WHO resources in the context of the regional programme budget policy. 

Regional Committee for the Americas (Washington, DC, 24-29 September) 

Maternal and child health; eradication of indigenous transmission of wild 
poliovirus； calendar of disease eradication targets； AIDS； environmental 
protection; workers' health; disability; strategic orientations and 
programme priorities for 1991-1994. 

Regional Committee for South-East Asia (New Delhi, 18-24 September) 

The role of women in health and development; tobacco or health; AIDS； 
iodine deficiency; health, equity and social justice for the 
underprivileged; safe motherhood; essential drugs； monitoring and 
evaluation of strategies for health for all； health systems research. 

Regional Committee for Europe (Copenhagen, 10-15 September) 

Progress in immunization; mechanisms and procedures for selection of the 
Regional Director; cooperation with countries of central and eastern 
Europe； health-for-all indicators and evaluation framework. 

Regional Committee for the Eastern Mediterranean (Damascus, 8-12 October 1990) 

Use of national languages in health and medical education; maternal and 
infant mortality; leprosy; iodine deficiency; malaria; AIDS； emergency 
preparedness and relief operations in natural disasters； leadership 
development in international health. 

Regional Committee for the Western Pacific (Manila, 10-14 September) 

AIDS and sexually transmitted diseases； poliomyelitis eradication; 
prevention and control of noncommunicable diseases； tobacco or health; 
health aspects of emergency preparedness； programmes and technical 
cooperation with countries. 

General programme development and management 

6. The management of WHO. Efforts continued in the regions to develop 
computer-assisted systems designed to capture programme management information at all 
stages, from planning to implementation, while providing input for monitoring and 
evaluation. At the same time work continued in developing centrally accessible systems 
to meet such needs as control of staff movements and monitoring of global and 
interregional activities, with emphasis on outputs. 

7. Management surveys and reviews were carried out on organizational issues and the 
cost-effective use of resources, both at headquarters and in the regional offices. A 
second phase was completed of the review of the Global Programme on AIDS, focusing on 
programme delivery at regional and country levels, and collaboration between headquarters 
and the regional offices. 
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8. External coordination for health and social development. Two main issues dominated 
intergovernmental and interagency consultations on operational activities for development 
of the United Nations system: resolution 44/211 adopted by the United Nations General 
Assembly at its forty-fourth session in December 1989 at the close of its triennial 
comprehensive policy review of operational activities； and successor arrangements for 
meeting programme support costs of agencies, to be introduced on 1 January 1992. At 
their 1990 sessions, the regional committees expressed concern about the possible 
implications of resolution 44/211 for health development. This question was referred to 
the Executive Board and the Health Assembly for discussion. 

9. The Director-General, addressing the second regular session of the Economic and 
Social Council in July 1990, recalled that the Health Assembly had expressed grave 
concern about the adverse effects on people's health of the world economic situation, 
especially the debt crisis and related adjustment policies, and had requested him to seek 
ways of sensitizing the international community to the importance of achieving agreement 
on health and economic priorities. He also drew attention to WHO's role as coordinator 
of national and international efforts to minimize the consequences of nuclear accidents 
and the resulting radiation. WHO's initiatives were acknowledged in the Council's 
resolution 1990/50. 

10. WHO pursued its partnership relations with official development agencies in many 
countries, notably the members of OECD's Development Assistance Committee. Discussions 
were held with both bilateral and multilateral bodies on resource mobilization, 
particularly in connection with the initiative for intensified WHO support to countries 
in greatest need (see paragraph 12). Steps taken in 1989 led to concrete results in 
1990, with the governments of France, Italy and Japan making contributions. For improved 
coordination of support to Member States, WHO has been using information from the 
OECD/World Bank Creditor Reporting System database to show the proportions of official 
development resources made available for the health sector in developing countries. 

11. Political events from the end of 1989 onwards have brought about a completely new 
situation in Europe as a whole and in the central and eastern European countries in 
particular. It has been shown that these countries, with a population of about 
415 million, have a significantly lower health status than the other Member States of the 
Region. Underlying this disparity are problems of life-styles, environment, and health 
service effectiveness. WHO therefore carried out a rapid assessment of the health 
implications of this unprecedented change and its consequences for international 
cooperation. Following an informal consultation on this subject in Geneva in August, the 
Regional Committee for Europe, by resolution EUR/RC40/R7, called for the urgent 
development of a programme to intensify cooperation in health with the countries of 
central and eastern Europe. It will be financed from regular and extrabudgetary sources, 
and will seek to raise the average life expectancy and improve the quality of life of the 
population, concentrating on improved health care, healthier life-styles, healthier 
environment, and health policy development. A specific emergency programme was set up to 
support the reconstruction of Romania's health care system. 

12. International cooperation. The Director-General launched an initiative for 
intensified WHO support to countries in greatest need, aimed at overcoming obstacles to 
the effective implementation of primary health care. It will seek to channel all 
resources into coherent and coordinated action on a country-by-country basis through 
WHO'S programmest with particular emphasis on those concerned with health system 
infrastructure. Despite the widely differing circumstances of these countries, a 
surprising degree of similarity has been observed with regard to the major obstacles to 
effective primary health care. These include weak management and financing, lack of 
human resources for health, poor health system coordination, and inadequate capacity for 
technical dialogue with the ministries responsible for planning and economic policy. 

13. The initiative was endorsed by the WHO governing bodies (resolutions EB85.R15 and 
WHA43.17), and by the end of 1990 WHO was cooperating with 16 countries within this 

1 

Bhutan, Bolivia, Central African Republic, Chad, Djibouti, Ecuador, Ghana, 
Guatemala, Guinea, Guinea-Bissau, Jamaica, Malawi, Nepal, Sudan, Viet Nam and Yemen. 
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framework. The Director-General decided to reallocate 21 of the 1992-1993 programme 
budget provision for global and interregional activities to priority activities 
contributing to the initiative. 

14. The magnitude of the health problems faced by the countries in greatest need was 
highlighted at the Second United Nations Conference on the Least Developed Countries 
(Paris, September), for which a special forum was held during the Health Assembly in May. 

15. An essential component of the initiative has been the strengthening of national 
capabilities for economic analysis so that national health authorities will be in a 
position to improve the cost-effect ivene s s of health care and are fully aware of the 
consequences for health of policy decisions taken in response to macroeconomic 
pressures. Steps were taken to enhance WHO's own capacity in this area, including the 
organization of an international round table on macroeconomics and the health sector at 
country level (Brioni, Yugoslavia, April) and several other meetings on related issues, 
and the launching of a series of economic studies on country situations. 

16. Continued efforts were made to include a component of technical cooperation among 
developing countries (TCDC) in all the WHO programmes concerned, and to promote the 
adoption of TCDC concepts at national, regional and global levels. Technical and 
financial support was given in formulating the second medium-term programme on TCDC for 
health for all for the period 1990-1995 and an initial plan of action for 1990-1991. 
Support was also given in the review of these documents by a meeting of experts (Zagreb, 
Yugoslavia, March) and by the Fourteenth Meeting of Ministers of Health of Non-Aligned 
and Other Developing Countries (Geneva, May). 

17. Emergency relief operations. A programme of action to promote the International 
Decade for Natural Disaster Reduction (1991-2000) was prepared in response to resolution 
WHA42.16. One of WHO's first activities for the Decade was the publication of a series 
of rapid health assessment protocols for use in different emergency situations. The Pan 
African Centre for Emergency Preparedness and Response in Addis Ababa set up a 
comprehensive interregional documentation support system with electronic mail and 
bibliographic search capabilities. The Centre also hosted a first workshop on the health 
aspects of technological disasters in Africa and is now the base for a project to 
strengthen epidemic preparedness in sub-Sahelian countries. In the South-East Asia 
Region, WHO provided emergency medical supplies and supported efforts to strengthen the 
health sector's emergency response to floods and landslides in Indonesia and Sri Lanka 
and the cyclone on the east coast of India. In the South Pacific, health sector 
preparedness was recognized as a key component of a disaster mitigation programme 
initiated by UNDRO. On the occasion of severe earthquakes in the Islamic Republic of 
Iran and the Philippines, rapid technical cooperation and the transfer of funds, 
essential drugs and medical supplies supported local response efforts. Similar steps, on 
a larger scale, were taken when the Jordanian Government launched an appeal for 
humanitarian assistance to cope with the influx of evacuees from Kuwait. Sanitation and 
public health measures were taken to help avert major outbreaks of communicable 
diseases. Following an estimation by WHO of the costs of health care for the evacuees, 
and the development of a contingency plan to manage future influxes, support to the 
equivalent of more than US$ 1.8 million was made available to the Ministry of Health in 
Jordan. 

18. Continued health sector support was provided to Namibia before and after 
independence, through 17 technical missions. In Afghanistan, health sector 
rehabilitation efforts comprised 37 different projects, including reconstruction of 
health care facilities, training of personnel, provision of essential drugs, supplies and 
equipment, and rehabilitation of disabled Afghans in opposition-held areas. Support was 
given to a pharmaceutical factory for essential drugs and an orthopaedic workshop in 
Kabul. In the occupied Arab territories, long-term technical cooperation included 
applied research and training by three WHO collaborating centres and the formulation of 
45 projects, of which 34 were submitted to funding agencies and elicited a positive 
response. There was also a very good response to a health sector appeal by WHO for 
resources for emergency relief following the upheaval in the Gulf, with donors pledging 
up to US$ 1.4 million. In Lebanon, emergency medical kits were provided, and plans drawn 
up to rehabilitate six hospitals and strengthen disease prevention and control 
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programmes. Following the outbreak of hostilities in Liberia in December 1989, which 
provoked a mass exodus of 800 000 people to neighbouring Côte d'Ivoire, Guinea and 
Sierra Leone, an assessment was made of the health needs of this population and of the 
400 000 displaced persons living in Monrovia. Health sector priorities were considered 
in a mission on the repatriation of refugees on the Thai-Cambodian border, undertaken 
with UNHCR. A later mission, sponsored by UNDP, assessed the needs for upgrading the 
health infrastructure and discussed the health component of an interim United Nations 
programme in Cambodia. In the aftermath of the earthquake in the Islamic Republic of 
Iran, the framework for a US$ 16 million plan for reconstruction and rehabilitation of 
health services in the affected areas was established by a WHO workshop, and a mission 
was organized to advise on earthquake-resistant construction of health facilities. 

19. Contributions by international and national development aid agencies and governments 
to the WHO Voluntary Fund for Health Promotion amounted to US$ 90 626 017 in 1990, 
designated for more than 15 major programmes and numerous subprogrammes； in addition, 
the Trust Fund for the Special Programme for Research and Training in Tropical Diseases 
received US$ 33 410 057, the Trust Fund for the Global Programme on AIDS, US$ 93 689 989 
and the Onchocerciasis Control Programme in West Africa, US$ 27 720 189. 

HEALTH SYSTEM INFRASTRUCTURE 

Health system development 

20. Health situation and trend assessment. The programme was strengthened to handle new 
responsibilities in monitoring and evaluation of the health-for-all strategies, in 
addition to its functions of development of epidemiological capabilities and assessment 
of future health trends to meet the health information needs of Member States and the 
Organization. A Common Framework was prepared to support countries in carrying out the 
second evaluation of health-for-all strategies, in 1990-1991. Many Member States have 
undertaken this second evaluation as an integral part of their health management 
process. Mechanisms have been strengthened to ensure the consistency of the information 
disseminated by WHO, especially with regard to that used by the Organization's executive 
management. 

21. A five-year programme of intensified action to strengthen national and WHO 
capabilities in epidemiology was launched; it draws on a range of resources within and 
outside the Organization, and is aimed at ensuring the production of valid and pertinent 
data and their use in decision-making. The objectives and main thrusts of the initiative 
were presented at the Xllth Scientific Meeting of the International Epidemiological 
Association (Los Angeles, USA, August). A task force on epidemiology was set up at 
headquarters, and held several meetings during the year. Other work in this field 
included collaboration with the World Tourist Organization in convening the Third 
International Conference on Tourist Health (Venice, Italy, November). A working group on 
health information for travellers was organized on this occasion. 

22. Activities for development of health monitoring, evaluation and projection 
methodology included reviewing the use of simulation models and other methods； 
identifying and establishing contact with experts and institutions active in this field; 
reviewing the results of health projection and forecasting; assembling an information 
base； and contacting selected national administrations in order to share findings. 
Support in the development of epidemiological and statistical methodology was provided to 
several other WHO programmes, including the Global Programme on AIDS, and the programmes 
for control of schistosomiasis and cardiovascular diseases. An informal consultation on 
epidemiological and statistical methods of rapid health assessment was organized in 
November. 

23. The Forty-third World Health Assembly adopted the Tenth Revision of the 
International Classification of Diseases (resolution WHA43.24). The process of revision 
of the International Classification of Impairments, Disabilities and Handicaps was 
initiated with the convening of a meeting in cooperation with the Council of Europe 
(Strasbourg, France, November). 
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24. Health systems research and development. A panel discussion on health systems 
research, organized during the Technical Discussions at the Forty-third World Health 
Assembly, was attended by more than 200 experts in medical and public health research, 
policy-makers, senior managers, and representatives of nongovernmental organizations, 
international research programmes and donor agencies. All strongly endorsed the central 
role of health systems research in the broader context of health research. 

25. WHO is collaborating with the International Development Research Centre (Canada) in 
the production of a package of materials to support training in this field for health 
managers, university-trained researchers, politicians, trainers, and research managers. 
A second interregional workshop for training senior managers in health systems research 
was organized (Arusha, United Republic of Tanzania, July). Under the joint programme on 
strengthening health systems research in southern Africa, carried out with the Government 
of the Netherlands and the Royal Tropical Institute, Amsterdam, further training 
workshops for health managers were held in Cameroon, Ghana, Lesotho, Malawi, Mauritius, 
Mozambique, Swaziland, United Republic of Tanzania, Zambia and Zimbabwe. A regional 
consultative meeting on health systems research was convened to consider ways of making 
the experience and methodology of this project more widely available (Accra, December). 
In the Eastern Mediterranean Region, a consultation was held to discuss the possibilities 
for establishing a regional programme for research promotion and development, with 
emphasis on health systems research (Teheran, December). 

Organization of health systems based on primary health care 

26. District health systems. The main concern remained support of countries in the 
planning and implementation of district health systems and the improvement of health care 
delivery. Evidence from many countries reveals that the greatest obstacle to achieving 
health for all is poor management of district health systems. Efforts therefore focused 
on strengthening health service capabilities with regard to organization and management, 
financing, promotion of community involvement, information support, the performance of 
district hospitals, and urban health. The programme has also become actively involved in 
the initiative of intensified WHO support to countries in greatest need (see 
paragraph 12), and will have major responsibilities for coordinating WHO activities in 
Ghana, Guatemala, Guinea-Bissau, Lao People's Democratic Republic and Nepal. In addition 
to regular budget funds, the programme's activities were supported by UNDP, DANIDA, 
FINNIDA and the Overseas Development Administration of the United Kingdom. 

27. Activities for strengthening national capabilities included support to Bangladesh in 
the preparation of health system profiles and the design of training methodologies for 
use at district level. A process of sustainable management development at district level 
was initiated in Ghana through training of district health management teams. WHO 
collaborated with the Ministry of Health in Lao People's Democratic Republic in 
activities to strengthen primary health care at provincial and district levels, including 
the organization of a national workshop which reviewed the present constraints and 
opportunities. In Nigeria, WHO supported the continuing national effort to strengthen 
capabilities in the areas of health services research, planning, management and training, 
and cooperated in the organization of a first national conference on village health 
workers. A method for identifying and correcting the maldistribution of human resources 
at district health centres and hospitals was developed in the United Republic of Tanzania 
with WHO support. Consultant and other services were provided for the establishment of 
an integrated district health system based on primary health care in two districts of 
Zimbabwe. The Conference of African Ministers of Health has adopted a five-year plan of 
work (1990-1994) for implementation of the three-phase African health development 
scenario, which provides for a partnership for health between people and governments at 
district or local government level. 

28. Intercountry and interregional activities included support for the improvement of 
urban health (see paragraphs 85 and 86), particularly in urban slums in Dhaka, and cities 
in the United Republic of Tanzania and in Zambia, and a review of the health information 
system in Addis Ababa. In November a Study Group on the Functions of Hospitals at the 
First Referral Level drew up principles for establishing a rational, balanced 
relationship between hospitals, health centres and health posts, with respect to their 
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staff, training, logistics and finances, and their support of community health 
activities. An interregional meeting of principal investigators of the 13-country 
research and development project on strengthening the performance of community health 
workers was convened in November, with AGFUND support, in order to assess the results 
achieved and the lessons learned. It was found that the project had resulted in major 
policy changes in two countries. Case studies in Jamaica and Thailand on the cost and 
financing of community health worker programmes in district health systems revealed that 
the costs to health services of providing referral and technical support to such 
programmes are substantial but neglected. A global study of traditional healers as 
community health workers showed that despite the absence of policies to encourage these 
practitioners to participate in community health programmes, many countries have been 
using them with good results. 

29. Guidelines for assessing progress in stimulating community involvement in district 
health systems based on primary health care were prepared and circulated for comments, 
and their usefulness in districts is being evaluated. An inventory and analysis of 
WHO-produced training materials for district health systems was completed. It suggests 
criteria for selecting suitable materials, identifies areas in which adequate material 
has not been prepared, and provides ideas on how to improve future production. WHO is 
collaborating with the Istituto Superiore di Sanità, Rome, in developing a "district 
library package" for district health personnel, which will be widely distributed and 
subsequently evaluated. 

30. National health systems and policies. WHO continued to promote the restructuring of 
health systems and the implementation of health policy in relation to organization, 
financing and resource managementf through activities in such areas as policy analysis, 
capacity building and information support. 

31. Activities for strengthening the capabilities of ministries of health were completed 
in Botswana， Ethiopia, Malawi, Maldives, Myanmar and Sri Lanka. A plan of action to 
improve organizational efficiency at national level was drawn up in Lesotho. The site 
for a primary health care institute was selected in the United Republic of Tanzania and 
agreement was reached with DANIDA on long-term funding for trainers. An assessment of 
the effect of Kenya's cost-sharing policy was initiated with local consultant support. 
Studies on integrated delivery of health care were undertaken with support from DANIDA 
and FINNIDA, and the findings are being analysed. Guidelines on self-assessment were 
drafted to assist ministries of health in reviewing the organization and management of 
health systems, and will be tested. A database was compiled to improve programme 
management, monitoring and evaluation, both technically arid financially. 

32. In the area of economics and financing, two technical missions were undertaken in 
Namibia to advise on primary health care policy and health ministry structures. A study 
on the effects of financing changes on health system utilization was completed in Zambia 
with SIDA support. A conference on community financing was held in collaboration with 
UNICEF (Kinshasa, June). A regional programme of work on health economics for the 
South-East Asia Region was drafted. Capacity building was promoted through short 
training courses in health economics, organized jointly with the World Bank (Arusha, 
United Republic of Tanzania, March) and French Technical Cooperation (Bamako, June). WHO 
was instrumental in setting up a three-year twinning arrangement for exchange of staff 
and resources and organization of training courses between the London School of Hygiene 
and Tropical Medicine (Health Economics Programme) and the University of Zimbabwe, with 
funding of US$ 400 000 for the period 1991 to 1994 from the United Kingdom Overseas 
Development Administration. A training manual was published jointly with UNICEF and the 
Aga Khan Foundation. 

33. Activities to strengthen the management of physical resources for health included 
collaboration with the Regional Office for the Western Pacific in producing a manual on 
planning, design and basic medical equipment for district hospitals, which will be tested 

1 Cost analysis in primary health care : a training manual for programme 
managers• Geneva, World Health Organization, 1990. 
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in other regions and then published for global use. The series of training courses on 
health care equipment maintenance management, initiated in 1989, continued with workshops 
iri China, Fiji and Portugal. Training materials were produced, including a technician's 
handbook for hospital engineering and a blueprint for training modules on health care 
equipment maintenance management, both developed in collaboration with UNIDO and the 
Germany Agency for Technical Cooperation (GTZ), and an annotated bibliography of training 
materials on clinical, hospital and medical engineering, prepared in collaboration with 
the International Federation of Hospital Engineering and the International Federation for 
Medical and Biological Engineering. Two issues of the WHO newsletter "Health Equipment 
Management" were distributed, and a directory of the training institutions in the field 
of clinical, hospital and medical engineering was prepared, also in collaboration with 
the two federations. 

Development of human resources for health 

34. Policy analysis. planning and management. In November an informal consultation of 
resource persons and regional office staff advocated the adoption of a comprehensive 
approach to the development of human resources for health, including nursing and 
leadership components, and the promotion of networking to ensure better use of the 
different institutions concerned in order to determine methodology, improve training and 
disseminate information. 

35. The value of policy analysis was stressed at a series of meetings organized with the 
regional offices, with financial support from the Government of Japan. They included a 
seminar on economics and financing of human resources in French-speaking Africa (Douala, 
Cameroon, January-February), which examined problems and drew up a general strategy and 
plan of action, and a meeting on information in support of planning and management of 
human resources for health (Bangkok, October). Policy options for staffing and staff 
financing in different situations were considered at two national workshops (Yangon, 
February； Beijing, June) and in the WHO international course for health administrators 
(Moscow, April). 

36. A draft training manual on human resource management for district and primary health 
care personnel was tested at a national workshop (Hyderabad, India, October), as a result 
of which the material will be simplified and strengthened. Two intercountry workshops on 
leadership development for health for all were organized in the Eastern Mediterranean 
Region (Sana'a, May; Teheran, November). In the South-East Asia Region, it was decided 
to establish a regional network of institutions and individuals working in leadership 
development, and an intercountry workshop/consultation of senior administrators and 
educators (Jakarta, July-August) was convened as a first step in this process. 

37. There is still a lack of basic information to support management decisions 
concerning roles and numbers of nurses. Particular attention has been paid to such 
issues as management and leadership, the shortage, recruitment and retention of nurses, 
the mix of health personnel and skills, and the development of a data bank, to ensure 
that nursing/midwifery in countries contributes to cost-effective provision of health 
care. These activities have been promoted through the global network of WHO 
collaborating centres for nursing development, which held a third meeting during the year 
(Galveston, USA, April). In the European Region, a profile was developed for the 
generalist (hospital and community) nurse. 

38. Education and training. Assessment tools for rapid situation analysis and 
monitoring of changes in medical education are being developed with support from several 
WHO collaborating centres and nongovernmental organizations, and cooperation with expert 
groups and professional associations is being strengthened. Problem-solving approaches 
in basic, postbasic and continuing education are being promoted for all categories of 
health professionals, and a number of initiatives are under way to ensure the full 
contribution of human resources to the goal of health for all through educational 
development. 

39. An international workshop on training in public health (Brazzaville, June) led to 
the creation of a network of schools of public health in Africa. A core curriculum was 
developed for postbasic nursing education in Europe. In the Eastern Mediterranean, the 



162 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Regional Committee adopted resolution EM/RC37/R.4 calling on Member States to set aside 
5% of the country budget allocated for the development of human resources for health in 
the period 1992-1993 to further the use of national languages in health and medical 
education, and a first regional conference was held to discuss the Arabization of medical 
education (Cairo, June). To meet the human resource needs of the health services of the 
Pacific nations, steps were taken to strengthen institutions in Fiji and Papua New Guinea 
which serve as major training centres. 

40. 1990 saw the expansion of the interregional health learning materials programme to 
include four more countries: Chad, Djibouti, Indonesia and Zaire. At an interregional 
meeting on health learning materials development (Livingstone, Zambia, March-April), 
project managers representing 17 national institutions recommended intercountry 
networking as a practical mechanism for the exchange of materials. Proposals were made 
for intercountry collaboration on materials development, including joint research, 
exchanges of staff, and sharing of scarce teaching and learning materials. Two 
intercountry training workshops were subsequently held for writers and editors (Arusha, 
United Republic of Tanzania, September) and for illustrators (Lusaka, November). Good 
progress was made in strengthening the French-speaking network on health learning 
materials, which links eight projects in Africa. A planning and strategy meeting in 
Mauritius (Port Louis, November) produced a plan for intercountry training and research 
activities in 1991-1992. 

41. The administration of all research training grants and visiting scientist grants was 
centralized in the Division of Development of Human Resources for Health at the end of 
1989 and further streamlined during 1990, in the interest of improved efficiency and 
economy. An evaluation of the WHO fellowships programme was carried out in response to 
resolution EB71.R6, and a report on the subject was prepared for the Executive Board 
in January 1991. It suggests a number of managerial improvements and stresses the 
continuing need to ensure that the fellowships currently being awarded are relevant to 
countries‘ needs. 

Public information and education for health 

42. Education for health. WHO cosponsored, with UNDP, UNESCO, UNICEF and the World 
Bank, the World Conference on Education for All - Meeting Basic Learning Needs (Jomtein, 
Thailand, March). WHO supported the establishment of school health education programmes 
in Bhutan, Cameroon and Nepal, and cooperated with UNICEF and UNFPA in efforts to involve 
both in- and out-of-school youth in individual and collective actions for health in 
Jamaica. A curriculum for introducing a health component into existing skills training 
programmes for youth workers was developed in collaboration with the Zambian Ministry of 
Youth and Sport. Support was given to the Ministry of Health in Kenya in setting up a 
community health workers' training project designed to enhance skills related to human 
relations, communication and leadership. Educational films were produced, using WHO's 
own facilities, on such topics as environmental health, tobacco and health, multidrug 
therapy for leprosy control, and prevention of cardiovascular diseases. A full-length 
feature film on poliomyelitis was produced in collaboration with the British Broadcasting 
Corporation. An exhibition on environmental health was prepared for World Health Day and 
has since been on display in more than 20 countries. 

43. Public information. Considerable importance is attached to information and 
communication within WHO's programme of work, in recognition of the need for broader 
public awareness of health challenges and of the Organization's activities. For this 
purpose over 100 press releases and other materials oriented to the media were produced 
during the year, resulting in a significant increase in media coverage. Television, a 
major source of information for the public at large, was specially targeted. Advocacy 
features were prepared on such priority issues as WHO's drugs policy, the global effects 
of tobacco use, children and health, immunization, tropical diseases, tuberculosis, the 
impact of AIDS on women, and the worldwide increase in sexually transmitted diseases. 

1 Document EB87/1991/REC/1, Part I, Annex 7. 
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Targeted information materials were supplied and press conferences organized to ensure 
the widest possible media coverage of special events such as World Health Day, World 
No-Tobacco Day and World AIDS Day. 

HEALTH SCIENCE AND TECHNOLOGY 

Research promotion and development 

44. Technical Discussions at the Health Assembly on "The role of health research in the 
Strategy for Health for All by the Year 2000" provided an opportunity to discuss 
scientific policies, to identify areas requiring strategic research, and to determine how 
health priorities influence research priorities and planning. Resolution WHA43.19 was 
subsequently adopted, reflecting the Health Assembly's commitment to health research and 
reaffirming the principles by which it should be governed. 

45. At its thirtieth session in October, the Advisory Committee on Health Research 
considered the implications of the Technical Discussions for the Organization's 
programme. Three new task forces dealing respectively with health development research, 
investigation of evolving problems of significance to health, and monitoring of emerging 
areas in science and technology were established, as well as a subcommittee on research 
capability strengthening. It was agreed that the subcommittee on health and the economy 
would continue its work and present a report in one year's time. 

46. A conference on the development of ethical guidelines for epidemiological research 
and practice was organized with CIOMS in November to consider a proposed text for this 
purpose, which will be published together with the proceedings. 

General health protection and promotion 

47. Nutrition. Preparations started with FAO for convening a major international 
conference on nutrition. A multi-agency task force representing WHO, FAO, UNICEF, UNDP 
and the World Bank has been set up to harmonize the agencies' collaboration with 
countries and their contribution to the interagency food and nutrition surveillance 
programme, which now covers more than 30 countries. WHO supported the development of 
software for analysis of the relationship between health, diet and anthropometric factors 
for use in this programme. Two meetings were convened in collaboration with UNICEF: one 
to review progress in improving the diet of young children, and the other to propose 
strategies to accelerate change at national and international levels. At an expert 
consultation on trace elements in human nutrition, organized jointly with FAO and IAEA in 
June, data were updated for those elements on which sufficient information was available 
to determine population risks. 

48. The First European Conference on Food and Nutrition Policies took place in Budapest 
in October, under the cosponsorship of WHO and FAO. It represented the first major 
effort within Europe to deal systematically with the challenges European societies face 
in ensuring healthy nutrition. It drew attention to the diversity of food and nutrition 
problems encountered in the Region and stressed the need for integrated action by the 
public and private sectors. WHO has developed a three-phase scenario for health 
development in relation to food and nutrition within the framework of the International 
Decade on Food and Nutrition in the African Region, 1991-2000. Development of 
nutritional surveillance systems continued with WHO support in China, Lao People's 
Democratic Republic, Malaysia, Philippines and Viet Nam. Meetings to draw up regional 
strategies and plans of action were convened in several regions. 

49. Activities in pursuance of resolution WHA43.2 on the control of iodine deficiency 
disorders included significant mobilization of technical and financial resources in 
collaboration with the International Council for the Control of Iodine Deficiency 
Disorders, and the organization of regional working groups on this subject. The effects 
of vitamin A and iodine deficiencies on infant and young child mortality and morbidity, 
and the rapidly growing public health evidence of the measurable effects of 
supplementation were discussed at two joint WHO/UNICEF technical consultations in 
December, which agreed on strategies for action. The Canadian Government has pledged 
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substantial financial resources for strengthening measures to eliminate micronutrient 
deficiency. 

50. A USAID-supported multicentre study on the value of different anthropometric 
measures to predict pregnancy outcome for mother and child was completed. It identified 
investigators in more than 40 locations who had carried out research in related fields so 
that existing data can be used for the study, following secondary analysis. A 
consultation on global food and nutrition monitoring, held jointly with UNICEF at 
Lilongwe in May, produced guidelines for the convening of a subregional workshop in 
southern Africa. 

51. Food aid. WHO continued to advise the World Food Programme on health aspects of the 
development programmes and projects of this second largest funding agency in the United 
Nations system. Although agriculture and rural development projects supported by food 
aid are targeted on the poorest and most vulnerable population groups, they are 
unfortunately also characterized by a failure to acknowledge the need for an 
intersectoral approach to health at both national and international levels. Efforts were 
therefore made, particularly through desk reviews of earlier and current projects, to 
find new ways for WFP and WHO to improve project design and enhance health development. 
Collaboration with governments in strengthening food aid support to national primary 
health care strategies continued, particularly in the Caribbean countries and in Chad, 
Senegal, Swaziland and Viet Nam. At the same time WHO became more involved in the health 
aspects of emergency food aid, an area of cooperation that will be further developed in 
the coming years. 

52. Women. health and development. WHO continued to support action by Member States to 
promote women's health, enhance their participation in health and socioeconomic 
development and ensure that account is taken of the woman's perspective in health and 
service issues. The approach within WHO remains one of making such action a component of 
all programmes with activities related to women, rather than setting up specific projects 
for women. During the year the membership of the Steering Committee on Women, Health and 
Development was renewed and expanded in order to benefit from the contributions of a 
larger number of the Organization's programmes. Particular importance is attached to 
cooperation with nongovernmental organizations and women's associations. One outcome of 
that work has been the production of an information kit on "Women and health". Close 
cooperation is also maintained with other United Nations bodies on such issues as 
functional literacy for women. In 1990 the Economic and Social Council's Commission on 
the Status of Women stressed the importance of improving women's health as a 
health-for-all priority, called for the elaboration of programmes to link women's role in 
development to population-related questions, and recommended that greater attention be 
given to the problem of women and AIDS. Health workers from three regions identified 
activities and strategies for implementation in their countries at an interregional 
workshop on leadership and participation of women in maternal and child health/family 
planning (Brazzaville, October). 

53. Oral health. Four countries have now completed or are finishing data collection for 
the second international collaborative study of oral health outcomes, which is examining 
epidemiological data from developing, mid-level and industrialized countries in the light 
of behavioural and oral health provider factors. A computer-assisted training programme 
on oral manifestations of HIV infection is being evaluated in Canada, France, 
New Zealand, Senegal and the USA. It is designed to give dentists a better understanding 
of HIV infection, to enable them to recognize and diagnose oral lesions associated with 
the infection, and to improve infection control practices in the clinical setting. 
Activities for community prevention in the framework of primary health care, including 
projects for refugee groups, were started or continued in many countries. A course in 
oral health was held for primary health care workers from 10 African countries, and will 
be followed by national courses. A joint working group was set up with the International 
Dental Federation to prepare an international collaborative research agenda and to help 
coordinate global oral health research efforts. Two more intercountry centres for oral 
health were established, in Ecuador and Nigeria, and drew up effective programmes for 
oral diseases prevention and control in the Americas and Africa. 
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54. Tobacco or health. The Seventh World Conference on Tobacco and Health (Perth, 
Australia, April) provided an opportunity for WHO to present its activities in this 
field. The subject was also addressed by the Forty-third World Health Assembly, which 
adopted resolution WHA43.16 dealing with protection from involuntary exposure to tobacco 
smoke； financial measures to discourage the use of tobacco； and restrictions and 
concerted action to eliminate advertising, promotion and sponsorship of tobacco 
products. In response to this resolution, a study was launched on the economic and 
health impact of tobacco production and consumption, with particular attention to 
Malawi. The Health Assembly also discussed the special case of Thailand which had been 
under pressure to open its barriers to the importation of foreign tobacco but had 
refused. A GATT panel was convened to settle the matter on a consensual basis, and WHO 
was asked to present health evidence to this body. It was decided that Thailand could 
retain its complete ban on advertising of all tobacco products as well as specific levels 
of taxation on such products. 

55. The 1990 World No-Tobacco Day, on the theme "Growing up without tobacco: childhood 
and youth without tobacco", received worldwide publicity, making the event even more 
successful than usual, with the participation of many organizations such as the World 
Organization of the Scout Movement and Smokebusters (United Kingdom). WHO information 
and material was reproduced in every Member State. The tobacco or health clearinghouse 
has established international links. 

56. Since mid-1990 more attention has been given to school health programmes, with the 
help of a grant from the Carter Presidential Center, Atlanta, USA. 

Protection and promotion of the health of specific population groups 

57. Maternal and child health, including family planning (MCH/FP)• The programme has 
been restructured to focus on three main thrusts of maternal health and safe motherhood; 
child health and development; and family planning and population. 

58. In October a second meeting of the scientific and technical advisory group for the 
safe motherhood programme stressed the need for an integrated approach to research, 
training, advocacy and technical cooperation with countries. The Fourth International 
Child Survival Conference (Bangkok, March) reviewed women's health needs and endorsed the 
UNICEF/WHO common goals for the health of women and children by the year 2000, as well as 
the goal of reducing maternal mortality rates by one half by the year 2000. A workshop 
convened by WHO, UNICEF and the International Confederation of Midwives (Kobe, Japan, 
October) prepared action plans for change in midwifery service and education. 

59. WHO provided technical support in the elaboration of the World Declaration on the 
Survival, Protection and Development of Children and related plan of action, adopted by 
the World Summit for Children (New York, September), and is considering how best it can 
collaborate with the United Nations system in furthering and monitoring progress towards 
these goals in the decade ahead. Member States are drawing up national plans to achieve 
the goals, and donor countries are re-examining their development aid budgets to support 
this effort. 

60. WHO produced guidelines on the use of the home-based maternal record for MCH/FP in 
primary health care, which will serve an additional function of monitoring maternal 
nutrition. A WHO/UNICEF meeting on breast-feeding (Florence, Italy, July-August) adopted 
the Innocenti Declaration recommending operational targets to be achieved by governments 
and international organizations by the mid-1990s. A strategy of tetanus toxoid 
immunization together with clean delivery is being promoted with a view to eliminating 
neonatal tetanus. A simple mask for resuscitation of the newborn has been developed 
according to specifications established by a WHO consultation, and will be field-tested. 
A subregional training workshop was attended by national MCH/FP programme managers from 
eight African countries (Nairobi, May). 

61. A conference, "From abortion to contraception: public health approaches to reducing 
unwanted pregnancy and abortion through improved family planning services", held under 
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joint sponsorship of WHO, UNFPA and the International Planned Parenthood Federation 
(Tbilisi, USSR, October), looked at ways of reducing the numbers of unwanted pregnancies 
and induced abortions through improved family planning services, national policies, 
legislative, administrative and economic mechanisms, and adequate medical and 
psychosocial training of care providers. The health risk to women posed by HIV/AIDS was 
addressed in two sets of guidelines providing a review of the latest information on this 
subject as it relates to MCH/FP and suggesting ways to improve services and care. 

62. Adolescent health. A first WHO Collaborating Centre for Adolescent Health was 
established at the University of Nairobi to promote research and training in 
English-speaking countries in Africa, and discussions were started to designate 
additional centres in all the regions. Eleven French- and English-speaking countries in 
Africa took part in a major study of patterns of young people's behaviour, carried out 
jointly with the World Organization of the Scout Movement and the World Assembly of 
Youth, with the help of youth leaders working in the field. Training activities were 
organized in China, India and Yugoslavia on development of counselling skills, and in the 
Eastern Mediterranean Region on planning of intersectoral action. 

63. Human reproduction research. Trials were started on monthly injectables and a 
hormone-releasing vaginal ring, developed with WHO support. Promising results were 
reported in the first clinical trial of a male hormonal contraceptive. A scientific 
group was convened in April to make an objective assessment of the new techniques of 
medically-assisted conception, and to provide Member States with reliable information on 
this subject. In December a further scientific group examined the relationship between 
oral contraceptives and neoplasia, and recommended, in particular, that there should be 
no change in family planning policies concerning the use of oral contraceptives in 
developing or developed countries. National self-reliance in research was promoted 
through support to countries in assessing their needs, and collaboration with other WHO 
research programmes. A new initiative was launched for technical cooperation among 
developing countries in research capability strengthening. 

64. A major external evaluation was made of the impact in developing countries of the 
Special Programme of Research, Development and Research Training in Human Reproduction. 
The report notes that the Special Programme has had a major impact, while urging donors 
to make increased financial resources available to enable it to meet the challenges of 
the twenty-first century. 

65. Workers' health. Support was given in preparing guidelines for training and 
management in the European Region, and in developing model curricula and methodologies in 
the African Region. A framework for WHO programme activities in the field of 
occupational ergonomics was established at a consultation held in June. 

66. Health of the elderly. Good progress was made in implementing the international 
research programme on aging. It is based at the United States National Institute on 
Aging, and is aimed at obtaining a better understanding of healthy aging and at finding 
optimum ways of applying this knowledge to the formulation, evaluation and application of 
policies and programmes. 

67. A panel of experts has drawn up a protocol for research on the determinants of 
healthy aging. Four developing and two developed countries will be invited to 
participate in a multicentre effort to identify the various factors affecting healthy 
aging in different geographic and socioeconomic settings, with a view to planning to meet 
the long-term care needs of the elderly within the existing national health services. A 
coordinating centre and participating institutions in Canada, Chile, Malta, Nigeria, 
Spain and the USA have been designated for a multicentre study on age-associated 
dementias. The steering committee for the multicentre research on osteoporosis met in 
September and approved a protocol for an epidemiologically oriented study to identify 
older women at risk of fractures, determine factors that protect them against fractures, 
and investigate ways of preventing and arresting bone loss. It designated the Department 
of Epidemiology of Columbia University in New York as the coordinating centre for the 
project, as well as participating institutions in Brazil, Chile, China, Hungary, Iceland, 
Japan, Yugoslavia and one country in each of the African and South-East Asia regions. 
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68. Approaches to the organization of community-based long-term care for the elderly 
were studied in Chile, Indonesia, Romania, Thailand, Uruguay and other Member States. 
Training of human resources for this purpose was promoted through joint activities with 
the International Institute on Aging in Valletta, and through a regional workshop 
(Manila, November) which discussed the basic and continuing education of health personnel 
for long-term care. 

69. Information exchange continued through joint activities with the regional offices, 
collaborating centres and nongovernmental organizations such as the International 
Federation on Ageing and Eurolink Age, and through publications, including a series of 
papers on health of the elderly. 

Protection and promotion of mental health 

70. The Regional Committee for Africa reviewed a set of guidelines on community mental 
health care based on the district health system approach and recommended measures to 
facilitate the provision of such care, and the Regional Committee for the Eastern 
Mediterranean looked at possibilities for action concerning life-styles and requested the 
Regional Director to review the current training of health workers with regard to 
behavioural and psychosocial factors, and to stimulate and support operational research 
in this field. The psychosocial aspects of health was also the subject of a set of 
training materials prepared for use in medical schools and of one intended for general 
practitioners. 

71. An assessment of the effects of sensory deficits on the psychosocial development of 
children was started in Egypt and Pakistan, and will be followed by the determination of 
measures for the prevention of such problems. In another set of studies, methods are 
being established for the assessment of abnormal psychosocial situations likely to affect 
children. Indicators of psychosocial development, formulated to allow their inclusion in 
routinely used growth charts, were determined and tested in several countries. A 
schedule for assessment of the psychosocial aspects of day-care facilities for children 
was produced in a collaborative study coordinated by WHO in several countries. A manual 
on health action for refugees is being prepared in cooperation with UNHCR, and the 
Organization continues to provide input into national and international programmes to 
assist these populations. 

72. WHO has undertaken several interlinked projects to facilitate the collection of data 
on national mental health programmes. This work includes the establishment of a data 
bank on mental disease surveys, and the preparation of reviews of the global situation of 
problems such as suicide. 

73. To promote the use of a common language in the mental health field, the Organization 
drew up definitions for each of the categories dealing with mental and behavioural 
disorders in the Tenth Revision of the International Classification of Diseases (ICD-10) 
and tested them in more than 40 countries and in a variety of languages； prepared a 
series of interview schedules and guidelines for the collection of information on the 
mental state and other characteristics of individuals suffering from mental illness, in a 
joint project with the United States Alcohol, Drug Abuse and Mental Health 
Administration; and produced glossaries and dictionaries of terms used in mental health 
programmes. 

74. Strengthening of services for the mentally ill was another focus of activity for the 
programme. Work began on the establishment of criteria for assessment of the quality of 
care. A major international study was launched in 15 countries to determine the type, 
frequency and severity of mental health problems frequently encountered in general health 
care. The prevalence of dementia in different populations was investigated in eight 

1 Kane, R.L. et al., ed. Improving the health of older people: a world view. 
Oxford, Oxford University Press, 1990. 

2 Document WHO/MNH/MEP/87.1, Rev. 4. 
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countries, and the long-term outcome of schizophrenia in different sociocultural 
settings, in 17 countries. Studies were carried out on reliable ways of discriminating 
between depression and dementia in old age. A number of documents and publications to 
facilitate the introduction of a mental health component into general health care were 
produced, and some are being translated into several languages. 

75. Reviews were made of current knowledge of cost containment in mental health care and 
the economic aspects of mental health programmes. The question of cost containment is 
also being addressed in the WHO initiative to help the chronically mentally ill. Cost 
implications were discussed at a symposium in March dealing with schizophrenia. 

76. A major study was launched in Brazil, Germany, Kenya, Thailand, USA and Zaire to 
explore the neuropsychiatrie manifestations of AIDS. The pilot phase of the study has 
demonstrated that the instruments developed for this purpose can be used reliably in 
different cultural settings and produce comparable results. Work on the use of lists of 
essential drugs for neuropsychiatry, including the preparation of training materials, was 
carried out in the African and Eastern Mediterranean Regions. 

77. WHO continued to promote efforts to combat epilepsy in close collaboration with 
nongovernmental organizations active in this field, which also assisted in preparing a 
neurological adaptation of the International Classification of Diseases. 

78. Multicentre studies on the etiology and treatment of mental disorders were 
completed, including studies on the validity of imipramine platelet binding sites as a 
biological marker of depression, on sleep abnormalities measured by EEG, and on the 
effectiveness of lower doses of lithium in the treatment of affective disorders. The 
results of studies on key issues for mental health, such as the ethical aspects of 
research, were compiled for publication. 

79. Substance abuse. The programme on substance abuse was established on 1 September 
1990. Its goals are to reduce the impact of existing substance abuse on the health and 
welfare of populations everywhere, and to prevent new forms of abuse. A strategy 
document was prepared and discussed with a number of national and international groups. 
Meetings took place with UNFDAC to ensure complementarity between the approaches of the 
two organizations. 

80. An event of major importance for international control of drug abuse was the United 
Nations General Assembly's seventeenth special session on this subject, in February. It 
adopted a political declaration that makes reference to the health sector and drew up a 
global programme of action that requests WHO to undertake specified tasks. The 
United Nations system-wide action plan on drug abuse control has been revised 
accordingly. The important role already played by WHO in the international control of 
psychoactive substances has been maintained, particularly through support of the work of 
the Expert Committee on Drug Dependence, and the holding of technical group meetings on 
such subjects as assessing standards of care in drug abuse treatment, family coping, 
research priorities, and international collaboration. 

Promotion of environmental health 

81. WHO Commission on Health and Environment. The purpose of the Commission, which was 
established in 1990 and has 23 members, is to review the present knowledge of the impacts 
of environmental change on human health, to identify areas where further research is 
needed, and to lay down a basis for WHO strategies to safeguard health in the context of 

1 The introduction of a mental health component into primary health care. Geneva, 
World Health Organization, 1990; Psychosocial disorders in general medical settings. 
Bern, Huber, 1990; and document WHO/MNH/MND/90.6. 

о Christen, Y. et al., ed. Ethical issues of molecular genetics in psychiatry (in 
press). 
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environment and development in the future. It held a first meeting in June to review its 
terms of reference and draw up a programme of work. Four expert panels, set up to 
examine respectively health implications of the environmental impact of food production 
and agricultural practices, industrial activities, energy use and production, and 
urbanization, held their first meetings in June and considered their reports in 
December. The reports review the environmental impacts in each field, analyse causes and 
effects, single out the more important or more urgent issues, assess likely future trends 
and make recommendations on the research arid strategies required to mitigate or prevent 
harmful consequences for human health. 

82. Community water supply and sanitation. 1990 marked the conclusion of the 
International Drinking Water Supply and Sanitation Decade. The final assessment report 
on the Decade noted that despite considerable achievements in water supply and sanitation 
coverage at all levels, intensified efforts will be required to provide the unserved with 
water and sanitation services by the end of the century. This call was reiterated at a 
global consultation on safe water and sanitation for the 1990s (New Delhi, September). 

83. The focus of WHO support to countries in the 1990s will be on the expansion of 
sustainable community water and sanitation services； the inclusion of a health component 
in water resources management； the development of improved environmental technologies； 
cost recovery; operation and maintenance； and the legal and institutional aspects of 
water supply and sanitation. 

84. To ensure coordination with other external support agencies t WHO will continue to 
provide secretariat services to the collaborative council that was set up in 1988 as a 
forum for external donor agencies. In 1990 the Inter-Agency Steering Committee for 
Cooperative Action for the Decade became the Inter-Agency Steering Committee for 
Cooperative Action for Water Supply and Sanitation. Coordination among the various 
agencies and bodies of the United Nations will continue to be promoted through this body, 
with WHO acting as secretariat. 

85. Urban development and housing. In April a WHO Expert Committee on Environmental 
Health in Urban Development called for wider dissemination of information concerning the 
practical environmental health technologies and management approaches that are already 
available for use in large urban and semiurban areas. 

86. During 1990 all regions were in the process of establishing projects for city 
networking for health aimed at enabling the participating cities to strengthen the 
capability of municipal governments, and to provide opportunities for individuals, 
families and community groups to deal with problems of health and the environment. A 
European Healthy Cities network has been in operation since 1986, and 1990 saw the 
inception of a multi-city action plan to promote cooperation on such issues as smoking, 
waste disposal and the health of youth. An intercountry Healthy Cities conference was 
organized in the Eastern Mediterranean Region bringing together representatives of 16 
cities in 11 countries (Cairo, November). The outcome of the interregional meeting on 
city health (Karachi, November 1989) was presented to the third international congress of 
Metropolis (Melbourne, Australia, October). 

87. Chemical safety. The number of Member States officially collaborating in the 
International Programme on Chemical Safety rose to 31, and the number of national 
scientific institutions carrying out programme activities to 66. 

88. Evaluations of the risk to health and the environment of priority chemicals were 
published in 22 volumes of the Environmental Health Criteria series, and in 10 Health and 
Safety Guides. Some 250 International Chemical Safety Cards were produced for the 
information of workers coming into contact with chemicals. An updated version of the 
computerized listing of chemicals being tested for toxicological effects was issued. 
Evaluations were made of food additives, food contaminants and veterinary drugs at 
meetings of the relevant joint FAO/WHO expert committees. A joint FAO/WHO meeting on 
pesticide residues and a meeting of the WHO Expert Committee on the Safe Use of 
Pesticides also took place. 
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89. Monographs were issued on principles for the assessment of pesticide residues in 
food, on the evaluation of tests for carcinogens, on nephrotoxicity, on safe use and 
disposal of chemicals in laboratories and on early indicators of non-genotoxic 
carcinogenesis. Other publications dealt with such subjects as immunotoxicology, injury 
from chemical accidents, and ecotoxicology and climate. A collaborative study aimed at 
validating assays for analysis of complex mixtures was completed, and others dealing with 
immunotoxicology, neurobehavioural toxicology and assays for the detection of 
environmental mutagens and carcinogens continued. 

90. A handbook on poisonings, a manual on analytical toxicology and guidelines on 
setting up a poison control centre were completed, and work continued in preparing 
monographs on the clinical efficacy of antidotes used in the treatment of chemical 
poisonings, and an information package on the diagnosis and treatment of poisonings. 

91. Training courses were organized for developing countries on chemical safety and on 
environmental epidemiology. Modular training materials on toxicological and 
ecotoxicological aspects of chemical hazards, chemical risk and hazard assessment, and 
chemical safety in occupational health were produced, together with several training 
tests for use at different levels. 

92. Control of environmental health hazards• In April WHO signed a memorandum of 
understanding with the Ministry of Health of the USSR to set up a long-term international 
programme to mitigate adverse health effects in people exposed to radiation as a result 
of the Chernobyl nuclear accident. In October a scientific advisory committee meeting 
convened in collaboration with the Radiation Effects Research Foundation in Hiroshima, 
Japan, proposed that the programme should concentrate on five priority areas of 
epidemiology, dosimetry, psychosocial effects, clinical follow-up, and education and 
training. To facilitate implementation of the programme, it has been proposed to 
establish an international centre at Obninsk in the USSR. 

93. An assessment of potential health effects of climate was issued and made available 
to the Second World Climate Conference, cosponsored by WMO and UNEP (Geneva, 
October-November)• 

94. A global network on training and research in environmental epidemiology has been 
established with support from SIDA/SAREC, and about 1200 scientists are now participating 
in this activity. National workshops for network members were held in Argentina, Brazil, 
India, Kenya and Viet Nam. Training materials on basic epidemiology and the health 
effects of chemicals were prepared, as well as inventories of training courses and 
audiovisual training materials. The network was used to review current research in 
environmental epidemiology. 

95. 1990 saw the establishment of a European Centre for Environment and Health 
comprising three units located in Rome, Bilthoven (Netherlands) and the Regional Office 
in Copenhagen. The operating costs of some US$ 6 million per biennium will be covered by 
the Governments of Italy and the Netherlands. The Centre will enhance WHO's capacity to 
develop a European environmental health information system with appropriate indicators； 
to carry out epidemiological studies in areas of high pollution; and to cooperate with 
central and eastern European countries and other Member States of the Region. 

96. Food safety. The First Asian Conference on Food Safety was convened during the year 
(Kuala Lumpur, September). An interregional seminar on health education in food safety 
(Islamabad, September) looked at ways of increasing consumer knowledge about the safe 
preparation of food for consumption. In November a joint FAO/WHO consultation on the 
assessment of biotechnology in food production and processing as related to food safety 
prepared a strategy for evaluating the safety of foods derived from biotechnology, and 
provided a technical basis for action by national food regulatory agencies and the food 
industry. In December a task force on integrated approaches to health education in food 
safety reviewed pilot projects under way in the Dominican Republic and Pakistan, and 
provided guidance for the development of an intersectoral approach to food safety, 
including health education and community participation. A guide to assist primary school 
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teachers in planning and implementing health education programmes was produced•丄 
Training activities included the organization of courses for public health personnel 
responsible for food safety in countries of the South Pacific and Africa, held in Suva 
and Cairo with financial support from DANIDA. A food safety information network, 
FOSINFONET, has been established and currently serves 24 countries in the Western 
Pacific. 

Diagnostic, therapeutic and rehabilitative technology 

97. Clinical and laboratory technology. Continued attention was paid to the transfer of 
anaesthetic and surgical technology to the district level of hospital care in developing 
countries. Two workshops, held in Kathmandu and in Jiading, China, looked at the 
procedures outlined in the WHO handbooks on this subject to assess the desirability of 
including regional supplements in future editions, and made recommendations concerning 
the skills, knowledge, equipment, supplies and facilities required to cover the range of 
patient care described. In the European Region, considerable progress was made in 
developing WHOCARE software for continuous surveillance of hospital-acquired infections. 
By providing feedback to surgeons on individual infection rates, it has been shown that 
the use of this software can bring a 30% to 50% reduction in surgical wound infections. 

98. Data and guidelines on such subjects as laboratory management and safety, the 
selection and performance of tests appropriate for different levels of laboratory 
services, blood safety and standardization were produced by eight international or 
regional workshops and meetings. Several technical documents were issued. The database 
on blood transfusion services was further developed and five informal consultations took 
place on various aspects of blood safety. Four training courses were held, with support 
from DANIDA or UNDP. The number of national external quality assessment schemes has 
increased, as has participation in the two international schemes. Battery-operated and 
solar-powered photometers, centrifuges and bioluminometers are being field-tested at 
peripheral laboratories in several countries with WHO support. 

99. Radiation technology. An evaluation of the WHO Basic Radiological System, carried 
out jointly with the Netherlands foundation SIMAVI in 11 developing countries, showed 
that the system is both reliable and effective. A regional training programme for 
radiologists is in operation at the University of Nairobi with support from the 
International Society of Radiology, and a similar programme for French-speaking countries 
in Africa is being established in collaboration with the French authorities. An 
interregional training course on nuclear medicine for specialists from developing 
countries was held in Moscow in collaboration with IAEA. 

100. Support continued for 60 secondary standard dosimetry laboratories as part of a 
WHO/IAEA programme for technology transfer. The WHO/IAEA pilot project in Egypt on 
brachytherapy of carcinoma of the cervix in cases where teletherapy is unavailable was 
completed and evaluated by a group of experts. It was concluded that the method is 
satisfactory and should be used in developing countries when feasible. Other aspects of 
radiation therapy were discussed by a workshop on radiation protection and quality 
assurance, held in Kuwait City in March, and by a working group on estimation of 
low-level radiation risk, convened jointly with the Institute of Medicine of the Research 
Centre (KFA) in Julich, Germany in November. 

101. Essential drugs and vaccines. By the end of 1990, 62 Member States had operational 
essential drugs programmes, 26 had programmes under development and 50 had formulated 
national drug policies. Situation analyses or programme reviews were undertaken in 
57 Member States in five regions. Training activities continued with good results, both 
qualitative and quantitative, and nine operational research and 28 development projects 

1 Williams, T. et al. Food, environment and health: a guide for primary school 
teachers• Geneva, World Health Organization, 1990. 

2 Dobson, M.B. Anaesthesia at the district hospital. Geneva, World Health 
Organization, 1988. Cook. J. et al., ed. General surgery at the district hospital. 
Geneva, World Health Organization, 1988; Surgery at the district hospital: obstetrics, 
gynaecology, orthopaedics and traumatology. Geneva, World Health Organization, 1991. 
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were initiated during the year. Direct country support was significantly increased, 
particularly in Africa and the Americas. In Europe, cooperation was reinforced in 
response to recent developments in central and eastern European countries. The use of 
standard drug treatment regimens, particularly at the primary health care level, was 
promoted in South-East Asia. 

102. Pharmaceuticals. In response to widespread concern expressed about the extent to 
which spurious and substandard products have been entering the distribution chain in some 
Member States, WHO has stressed the importance of pharmaceutical inspectors as the 
enforcement arm of the regulatory body, is proposing amendments that will strengthen its 
Certification Scheme on the Quality of Pharmaceutical Products Moving in International 
Commerce, and is reviewing its Good Practices in the Manufacture and Quality Control of 
Drugs in the light of current needs. As part of the continuing priority given to model 
prescribing information, specifications for drugs used in parasitic diseases were 
published. Efforts were made to strengthen the teaching of therapeutics, both within 
the medical curriculum and in the training of primary health care workers, through active 
collaboration with the International Union of Pharmacology and other nongovernmental 
organizations. 

103. Biologicals• The Expert Committee on Biological Standardization approved 
requirements for a vaccine against Haemophilus influenzae type В infections, and 
established six new reference materials for diagnostic and therapeutic agents. The 
preparation of reference materials for several biological response modifiers, important 
in the study and treatment of cancers and for wound healing, reached an advanced stage. 

104. Evaluation of potential suppliers of vaccines for the Expanded Programme on 
Immunization continued and the UNICEF list was updated, bearing in mind the need to 
maintain vigilance in the quality control of essential vaccines. Technical support was 
provided to four Member States on measures to assure the production of safe and effective 
vaccines. 

105. Traditional medicine. A standard acupuncture nomenclature was prepared to 
facilitate international exchange of information. A WHO display of medicinal plants was 
organized at the International Garden and Greenery Exposition in Osaka, Japan. The WHO 
Collaborating Centre for Traditional Medicine at the University of Illinois, Chicago, 
USA, made good progress in the identification of plant samples for eventual screening for 
anti-HIV activity, and the preparation of extracts for submission to WHO for testing. 
Ways of involving traditional health practitioners in the prevention and control of AIDS 
in Africa were considered at a consultation in September. A conference on medicinal 
plants was held in Arusha, United Republic of Tanzania, in June. 

106. Rehabilitation. Guidelines for training personnel in developing countries for 
prosthetic and orthotic services were issued following a consultation on this subject 
(Alexandria, June). The preparation continued of guidelines on training of middle-level 
rehabilitation workers in developing countries and on management of community-based 
rehabilitation programmes t and of a manual on prevention of deformities caused by 
poliomyelitis, which is being produced jointly with the Expanded Programme on 
Immunization. Studies were undertaken in Chad and Mozambique as part of a joint 
African/European regional project for support of the disabled in five countries affected 
by civil war. 

Disease prevention and control 

107. Immunization. Remarkable progress has been made in developing countries since the 
inception of the Expanded Programme on Immunization in 1974, when it was estimated that 
less than 5% of the world's children were adequately immunized. Today some 70% of 
children receive a protective course of immunization during the first year of life. The 
development of capacity to reach these levels of coverage of infants represents a major 

1 WHO model prescribing information: drugs used in parasitic diseases. Geneva, 
World Health Organization, 1990. 

2 Document WHO/RHB/90.1. 



ANNEX 10 173 

AMERICAS SOUTH-EAST ASIA EUROPE EASTERN 
MEDÍTERRANEAN 

WESTERN 
PACIFIC 

DPT 3 И P O U O 3 Ш MEASLES-

AFRICA 

• BCG 

Global 

2 “ 

public health triumph of the 1980s, which is directly attributable to the efforts of 
Member States, WHO, UNICEF, other United Nations bodies, bilateral development agencies 
and nongovernmental organizations. The eradication of poliomyelitis, the elimination of 
neonatal tetanus, a dramatic reduction in measles and the achievement of 90Z immunization 
coverage are the challenges facing the Expanded Programme in the 1990s. 

108. All WHO regions organized one or more meetings of national immunization programme 
managers during the year and all made substantial progress in drawing up plans of action 
for the eradication of poliomyelitis and the elimination of neonatal tetanus. The 
immunization coverage levels achieved in the regions primarily reflect the degree of 
development of the health infrastructure (see Fig. 1). An International Commission on 
the Certification of Interruption of Wild Polio Virus in the Americas was established in 
1990. 

109. Immunization targets were included in the Declaration on the Survival, Protection 
and Development of Children adopted by the World Summit for Children (New York, 
September). The Children's Vaccine Initiative, enunciated in New York on 10 September, 
provides impetus to develop new and improved vaccines that require fewer doses, can be 
given earlier in life, are more heat-stable, and can be given through oral routes and in 
combined forms. The initiative also calls for the strengthening of national 
epidemiological capabilities to ensure that optimum use is made of vaccines and to 
simplify the logistics of their storage, transport and administration. 

Fig. 1. ESTIMATED PERCENTAGE OF CHILDREN IMMUNIZED IN THE FIRST YEAR OF 
LIFE (BCG, DPT, POLIOVIRUS AND MEASLES VACCINATION) AND PERCENTAGE OF 

PREGNANT WOMEN IMMUNIZED AGAINST TETANUS, 
BY WHO REGION (MARCH 1991) 

100 
percentage coverage 

一
 i
l
 
一

 I
I
I
I
1
I
É
 

l
n
l
_
l
l
l
l
_
B
l
l
_
_
l
l
l
_
l
l
_
I
I
I
I
I
I
É
I
I
I
I
_
l
l
l
l
l
l
l
_
 圓
圓
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
M
I
 

É
I
_
l
_
l
l
l
i
l
l
l
l
l
l
l
É
I
I
É
_
d
l
l
l
l
l
l
l
l
l
i
l
l
l
l
l
l
_
l
l
l
_
l
l
a
É
画
 

•
¡
|
|
|
|
一
|
|
|
|
|
|
|
|
画
画
画
|
|
|
|
|
画
画
|
|
|
|
1
|
|
|
|
|
一
|
_
|
|
|
|
|
|
|
|
|
|
|
|
|
=
|
|
|
=
|
|
|
|
画
画
画
画
一
_
|
匪
|
一
 

=
1
 匪
画
画
 |
|
|
|
|
垂
|
|
一
_
一
画
画
画
画
|
|
|
|
|
|
|
1
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
一
|
|
|
|
|
|
|
|
|
|
|
1
1
_
|
_
|
_
|
|
1
|
|
_
|

 
画
 l
i
l
i
 

i
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
l
一
|
|
|
|
一
=
|
|
一
|
一
|
|
|
一
|
一
|
|
画
|
|
|
|
|
|
|
|
|
|
_
|
|
=
|
 

• c h i l d r e n up to 2 4 m o n t h s of age 
• • t e t a n u s toxoid ( p r e g n a n t w o m e n ) 



174 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
110. Disease vector control. Strengthening of technology for vector control continued 
to receive high priority. In June a consultation was organized with the pesticide 
industry to look at ways of improving the development and testing of new materials for 
disease control, to consider how they could best be incorporated into an integrated 
control approach also involving the community, and to discuss alternative methods for 
vector control and vector resistance monitoring. A further consultation was held in June 
to prepare guideline specifications for household pesticides, coils, mats and aerosols. 

111. Malaria. Among the diseases posing a threat to health in tropical countries, 
malaria remains the most serious, with control efforts being hampered in many cases by 
the economic crisis and the emergence of new risk situations following intensified 
exploitation of natural resources. Drug-re s i s tant Plasmodium falciparum continues to be 
a problem even with the availability of mefloquine. Substantial collaboration was 
initiated with Namibia, and a project for managing severe malaria was undertaken in 
Cambodia, in cooperation with the United Kingdom. In Africa, greater emphasis was given 
to the training of health workers at district level, and a training manual was 
successfully tested in national and intercountry workshops. In the Western Pacific, 
epidemiological data have shown a marked reduction in malaria incidence among the six 
million people, mostly in China, who use pyrethroid-impregnated bednets. 

112. Other parasitic diseases. Recent progress in countries and regions has shown that 
the objective of eradication of dracunculiasis is technically feasible when and where 
political, social or economic conditions are met. The certification of elimination of 
the disease, an integral part of eradication efforts, was the subject of a consultation 
in February. It was agreed that the criterion for successful elimination should be when 
the results of adequate surveillance confirm that no case has been contracted locally 
during three consecutive years. The third regional conference on dracunculiasis in 
Africa was held at Yamoussoukro, Côte d'Ivoire in March. 

113. In the 11 West African countries participating in the onchocerciasis control 
programme, the disease is combated through a combination of vector control and 
distribution of the microfilaricide ivermectin. In all other endemic countries in Africa 
and Latin America and in Yemen, control rests almost exclusively on the periodic repeated 
distribution of ivermectin. Since the safety of this drug for mass distribution has been 
confirmed, its use throughout the endemic area continues to expand. 

114. Schistosomiasis morbidity was reported to have fallen in some of the 76 countries 
where large-scale praziquantel treatment was under way, complemented by other control 
measures such as improved water supply, better sanitation and environmental management, 
and by health education and community participation. A comprehensive guide on this 
subject was published. 

115. National programmes for the control of African trypanosomiasis in Chad, 
Côte d'Ivoire and Gabon were reorganized and training programmes were launched in five 
additional countries. A new drug active against Trypanosoma brucei gambiense infection 
has been approved for human use (see paragraph 116). An important contribution from the 
pharmaceutical industry was received, in the form of a donation by Rhône-Poulenc of 
US$ 1 million worth of pentamidine, a drug effective against the early stages of 
T. b. gambiense. It is therefore available to Member States at the cost of transport and 
handling. An outbreak of the disease in Uganda was brought under control using tsetse 
fly traps produced and maintained with community involvement. 

116. Tropical disease research. The UNDP/World Bank/WHO Special Programme for Research 
and Training in Tropical Diseases supported studies leading to the registration by the 
United States Food and Drug Administration in November 1990 of the first new drug against 
African trypanosomiasis for 40 years. Known as the "resurrection drug" because of its 
dramatic curative effect on comatose patients suffering from T. b. gambiense infection, 
eflornithine (DFMO) was originally developed as an anticancer drug. Its action on 

1 Health education in the control of schistosomiasis. Geneva, World Health 
Organization, 1990. 
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trypanosomes was demonstrated under Special Programme sponsorship at Pace University in 
New York, and it was tested against sleeping sickness for the first time in Sudan. The 
manufacturer, Marion Merrel Dow, will market the drug at cost, and has offered WHO the 
rights, patents and technical know-how for its production without payment of royalties. 

117. The Special Programme also supported research showing that insecticide-impregnated 
bednets could greatly reduce child mortality from malaria in the Gambia; that ivermectin 
could be used to interrupt transmission of onchocerciasis in Guatemala; and that this 
drug is effective and acceptable in the treatment of lymphatic filariasis. In addition 
it launched a phase-1 trial in the Islamic Republic of Iran of a locally manufactured 
vaccine against leishmaniasis, and undertook extended trials and demonstration projects 
on community-based use of fumigant cans, insecticidal paints and simple detector traps 
against Chagas disease vectors in Latin America. A product development unit was set up 
within the Special Programme to examine research products of high priority for disease 
control, and to collaborate with industry in order to turn them into real tools delivered 
in the field. 

118. Diarrhoeal diseases. Emphasis was given to training to ensure correct case 
management of diarrhoeal diseases for children in health facilities and at home. New 
learning materials for medical students were presented at workshops in three countries, 
and a short course on case management was prepared for use in decentralized training. 
Greater emphasis was given to breast-feeding as a preventive intervention. A review of 
commonly used antidiarrhoeal drugs was published with the aim of achieving more rational 
use of drugs in diarrhoea management. A protocol for assessing drug use in the 
household was applied in three countries. In research supported by WHO, persistent 
diarrhoea and dysentery were shown to contribute more significantly to overall childhood 
diarrhoea mortality than had previously been recognized. Animal milk intolerance was 
observed to play an important role in persistent diarrhoea; while replacement of milk by 
yoghurt led to a significant reduction in the duration of such diarrhoea as well as in 
stool output. The clinical signs that indicate an increased risk of developing severe, 
dehydrating diarrhoea were defined more precisely, and guidelines drawn up to assist 
health workers in selecting children who should be referred for early medical care. 

119. Acute respiratory infections. By the end of 1990 four more primary target 
countries (having an infant mortality rate higher than 40 per 1000 live births per year) 
had operational programmes for the control of acute respiratory infections, bringing the 
total to 26 countries, or 29% of those targeted. During the year a training course for 
the managers of such programmes was given on six occasions with the participation of 150 
health officers. A training module based on revised guidelines for case management was 
completed and introduced in training activities. A manual describing epidemiological and 
microbiological techniques for monitoring the resistance of respiratory bacteria to 
commonly used antibiotics was prepared and reviewed by a group of experts with a view to 
publication. Important research projects initiated in 1990 included a multicentre study 
to determine the etiology and clinical signs of pneumonia, sepsis and meningitis in 
infants under two months； comparative studies on invasive and nasopharyngeal isolates of 
Streptococcus pneumoniae and Haemophilus influenzae as regards capsular type and drug 
sensitivity; and surveillance of invasive H. influenzae type b in the Gambia in 
preparation for a vaccine efficacy trial. 

120. Tuberculosis. HIV infection has been identified as a serious risk factor 
increasing the likelihood of tuberculosis progressing to active disease. Of particular 
concern is the situation in several sub-Saharan African countries, where the AIDS 
epidemic is having a devastating effect on tuberculosis control. At the same time it is 
recognized that the disease can be cost-effectively controlled by existing technologies. 
A meeting to develop a tuberculosis control and research strategy for the 1990s, held in 
October, recommended that WHO should seek to achieve an 85% cure rate among 
sputum-positive patients under treatment, as well as a 70% case-detection rate by the 
year 2000. 

1 The rational use of drugs in the management of acute diarrhoea in children. 
Geneva, World Health Organization, 1990. 
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121. Leprosy. The elimination of leprosy as a public health problem, i.e. the reduction 
of local prevalence to below one case per 10 000 population, has become a practical 
possibility following the adoption of multidrug therapy. Globally, the number of 
registered cases in 1990 was about 30% lower than in 1985, while coverage with multidrug 
therapy continued to increase, from 45% in 1989 to 56% in 1990. A regional seminar on 
leprosy control was held in Cairo in September. 

122. Zoonoses• Existing procedures and vaccines for reducing salmonellosis infection in 
livestock and contamination of foodstuffs were reviewed and it was agreed that the 
available new technologies should be promoted. A first field trial was started in the 
USA on oral immunization of raccoons against rabies. Instructions for designing, 
equipping and staffing a veterinary rabies vaccine production laboratory were issued. 
International cooperation on research and control of arctic rabies was initiated. 
Guidelines for dog population management were produced in collaboration with the World 
Society for the Protection of Animals. 

123. Training activities included the design of curricula for teaching veterinary 
epidemiology and methods for management of veterinary public health programmes f and the 
provision of instruction in new techniques for brucellosis diagnosis through the 
Mediterranean zoonoses control programme. 

124. Vaccine research and development. An initiative aimed at accelerating the 
development of essential vaccines for children has been launched (see paragraph 109). 
Progress was made in the preparation of new or improved vaccines against acute 
respiratory viral infections, meningococcal meningitis, hepatitis A, dengue, Japanese 
encephalitis and hepatitis E. New techniques are under study to replace multi-injection 
vaccines with single-dose preparations. A prototype single-dose, slow-release tetanus 
vaccine is being developed. This technology will soon be applied to other vaccines. 
Promising research is being supported on methods to place several different vaccines in 
timed-release, injectable microcapsules that could be combined and administered in one 
dose. In another promising research approach, existing live vaccines are used to carry 
or "vector" several other vaccines. 

125. Sexually transmitted diseases. Particular attention was paid to the coordination 
of activities for the prevention and control of AIDS and of sexually transmitted diseases 
(see paragraph 129). Guidelines for the management of patients with sexually transmitted 
diseases were published. They give practical guidance on diagnosis and treatment 
particularly in a primary health care setting, on counselling and health education of 
patients, on partner notification arid treatment, on additional testing and on reporting 
of cases. 

126. AIDS• WHO'S support to national AIDS programmes was strengthened through a 
reorganization of its Global Programme on AIDS, and the gradual transfer of 
responsibility for activities to the regional offices. The regional AIDS prevention and 
control programme for Africa was established, regional strategies were developed, and a 
workshop was held for AIDS programme managers (Brazzaville, October). Headquarters 
remains active in the areas of technical cooperation; management strengthening； 
intervention-linked research; biomedical research including drug and vaccine 
development; diagnosis of HIV and associated infections； epidemiology; and 
surveillance, forecasting and impact assessment. By the end of 1990 short-term plans for 
national AIDS programmes had been established by 130 of the 169 countries/areas 
collaborating with WHO (seven in 1990) and medium-term plans by 113 (18 in 1990). 

127. WHO is working with UNFPA to incorporate information on HIV/AIDS into the training 
of maternal and child health/family planning workers, is supporting the development of 
preventive measures for use by women, is evaluating new diagnostic tests for women with 
sexually transmitted diseases, and is producing a manual on home care of persons with 
HIV/AIDS. The Organization is also working with UNICEF to promote an effective community 
response to the care of children born to parents with HIV/AIDS. A workshop on nursing 
care in AIDS prevention and control, convened by the Regional Office for Africa in 

1 WHO Technical Report Series, No. 810, 1991. 
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February-March, was attended by health workers from most African countries. Women and 
AIDS was the theme of World AIDS Day on 1 December, which marked the culmination of a 
year-long series of activities focusing on this issue. 

128. Four regional consultations on ethical, legal and human rights aspects of HIV/AIDS 
were organized. In May WHO wrote to all Member States suggesting that they review their 
national HIV/AIDS-related policies and laws with a view to repealing those that may give 
rise to discrimination. 

129. To promote the involvement of nongovernmental organizations in AIDS prevention and 
control, efforts were made to develop the "partnership programme", an experimental 
seed-funding mechanism for innovative, replicable, AIDS projects at community level. A 
consensus statement was issued with a view to enhancing coordination of national 
programmes on AIDS and on sexually transmitted diseases. 

130. Model prescribing information for AIDS has been prepared, together with protocols 
to help countries make rational choices on drug use and estimation of drug requirements. 
More than 50 drugs are undergoing safety or efficacy evaluation, and will subsequently be 
tested at selected sites. WHO's aim is to ensure the availability of drugs to the 
population at large at an affordable price. To facilitate research in this field, a WHO 
clinical staging system for HIV infection/AIDS was developed and validated through a 
multicentre cohort study involving 27 centres and 938 patients with HIV/AIDS. 

131. WHO is promoting the development of candidate vaccines aimed at preventing HIV 
infection, preventing persons with HIV infection from developing AIDS} or preventing 
perinatal transmission. Criteria are being established for selecting sites for 
field-testing of the vaccines, with particular attention to the conditions in developing 
countries. A global network of collaborating laboratories at vaccine trial sites is 
being established to collect HIV strains for characterization and thereby ensure that 
candidate vaccines have the appropriate antigenic composition. 

132. Other communicable diseases• Activities in this field included collaboration in 
the implementation of a hepatitis В eradication plan in over 50 developing countries； 
strengthening of laboratory support for worldwide poliomyelitis eradication; promotion 
of measures to incorporate yellow fever vaccine into the Expanded Programme on 
Immunization in Africa; and enhancement of the prevention and recognition of dengue, 
especially in areas where increased urbanization and environmental change have caused 
reinfestâtion and extension of mosquito vectors. Support was given in responding to over 
15 separate epidemics of cerebrospinal meningitis which struck developing countries in 
1989-1990 and caused over 300 000 cases, including 45 000 in Ethiopia alone. 

133. A pan-African epidemic preparedness project has been established, with support from 
the USA and Canada, in order to promote measures to mitigate the excessive disability and 
death caused by outbreaks of diseases. 

134. Blindness• So far, 66 countries have formulated national plans for the prevention 
of blindness and WHO has contributed to a number of them, working with nongovernmental 
organizations. Support from these organizations made it possible to convene a seminar on 
manpower development for blindness prevention in French-speaking African countries (Lomé, 
April) and a global meeting on the prevention of childhood blindness (London, May-June), 
which stressed the importance of intervention at an early age. 

135. Cancer• The establishment of cancer control programmes was supported in Cameroon, 
Indonesia, Pakistan and Spain (Catalonia). A workshop on national cancer control policy 
development was held jointly with the International Union against Cancer for several 
South-East Asian and Western Pacific countries. A WHO/USSR controlled trial of breast 
self-examination was expanded with a view to preparing WHO global recommendations for the 
control of breast cancer. In January a four-year postgraduate interregional course in 

1 Document WHO/GPA/INF/90.2. 
2 Weekly Epidemiological Record. 65: 221-224 (1990). 
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radiotherapy and oncology was established in Zimbabwe with financing from the Swiss 
Government. Funds from SIDA/SAREC and other sources supported cancer pain relief 
activities, including country demonstration projects. 

136. Cardiovascular diseases. The first phase of the AGFUND-supported programme for the 
prevention of rheumatic fever and rheumatic heart disease in 16 developing countries was 
completed: 1 382 000 children were screened, a prevalence of 2.1 per 1000 population was 
found, and 32 000 children received penicillin prophylaxis. 1990 marked the half-way 
stage of the WHO project for multinational monitoring of trends and determinants of 
cardiovascular diseases (MONICA). 

137. A global teleconference on "Heart health around the world" was organized in London 
in October to raise awareness of the worldwide problem of cardiovascular diseases and 
their emergence in developing countries. It linked up participants in 25 countries, who 
discussed aspects of prevention, the role of physicians and nongovernmental 
organizations, action being taken by governments, legislation, and other topics. 

138. Other noneommuniсab1e diseases. Activities in this field included modelling and 
forecasting of the effectiveness of programmes on appropriate health technology, and the 
elaboration of mathematical models to test different scenarios for the evaluation of 
expected medical and economic results. 

139. In the majority of countries, programmes on noneommuniс ab1e diseases and on the 
elderly have been developing independently. WHO has therefore begun to seek common 
components in such programmes with a view to preparing joint plans of action. Since the 
implementation of noneommuniсable diseases programmes in countries depends upon close 
cooperation between different sectors, another new activity is the training of 
intersectoral national teams responsible for such programmes. 

140. Guidelines have been prepared for the development of national programmes for 
control of diabetes mellitus through intersectoral team training, an approach that will 
serve as a model for other noneommuniсable disease control programmes. Good working 
relationships are maintained with the International Diabetes Federation to coordinate 
activities. 

141. The programme on chronic rheumatic diseases was carried out in close collaboration 
with the International League Against Rheumatism, and a number of recommendations for 
action were drawn up by joint meetings of the two organizations. Consultant services and 
funding were provided to support the control of Kashin-Bek disease in China. 

142. Implementation of INTERHEALTH, the WHO integrated programme for community health in 
noneommuniсable diseases, continued through 16 demonstration projects. Guidelines on 
protocols for the projects were issued. An integrated approach to the treatment of the 
diseases within the framework of the secondary prevention component of the programme was 
developed, and several conferences and training courses on the subject were sponsored. 

143. An international panel discussion on education in medical genetics took place 
during the annual meeting of the Japan Society of Human Genetics (Tokyo, August). 
Guidelines on the control and management of phenylketonuria were issued for use at 
country level. Educational materials on thalassaemia were distributed to interested 
institutions. A training course on physiоtherapy methods for the treatment of cystic 
fibrosis was organized (Prague, May). 

CONCLUSION 

144. This brief and highly selective report on WHO's achievements during 1990 gives some 
indication that the Organization made every effort, by modifying its structure, its 
activities and its relations with other bodies, to concentrate on meeting priority 
requirements in the world health situation. The year was, in fact, characterized by a 
grossly disturbed political and economic climate, exacerbated by disasters, both natural 
and man-made. WHO did its best to mitigate those calamities, by participating with 
relief operations, at the same time strengthening its emergency preparedness activities 
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so as to be in a better position to respond to future events of this kind, which can 
cause epidemics and dislocation of health services. In the current world economic 
situation, all Member States, rich and poor, are experiencing problems in meeting the 
cost of health services, and WHO has given added support to countries in the fields of 
health economics and financing. Worthy of special mention is the Organization's 
initiative for intensified support to countries in greatest need. This initiative is 
clear evidence of the commitment of WHO and its Member States to continue and to 
strengthen collaboration in attaining the Organization's objectives. 
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INCENTIVE SCHEME TO PROMOTE TIMELY PAYMENT 
OF ASSESSED CONTRIBUTIONS BY MEMBERS1 

Report by the Director-General 

[A44/23 - 12 April 1991] 

INTRODUCTION 

1. When considering the draft appropriation resolution for the financial period 
1992-1993 at the eighty-seventh session of the Executive Board in January 1991, some 
Board members felt that implementation of the financial incentive scheme should be 
deferred until the financial period 1994-1995, whereas others felt that it should begin 
in 1991-1993 as decided by the Health Assembly in 1988. As a result, the Board decided 
to add an item on this matter to the provisional agenda of the Forty-fourth World Health 
Assembly. 

2. Prior to the adoption of resolution WHA41.12 in May 1988, the Executive Board and 
the Health Assembly discussed the details of the scheme on several occasions, as 
indicated below. 

2.1 At its seventy-ninth session in January 1987 the Executive Board, after reviewing a 
recommendation made by the Joint Inspection Unit, requested the Director-General to 
prepare a proposal or alternative proposals for an incentive scheme for the apportionment 
of casual income among Members in order to promote the timely payment of assessed 
contributions, to be submitted to the Board's eighty-first session in January 1988. 

2.2 After a careful review of the report on this subject presented to its eighty-first 
session, the Board endorsed the Director-General‘s proposals and recommended to the 
Forty-first World Health Assembly that it adopt an incentive scheme whereby interest 
earned would be apportioned among Members in accordance with an S-curve formula, taking 
into account the timing of payment of assessed contributions by Members. It was proposed 
that the scheme should come into effect as from the programme budget for the financial 
period 1992-1993, the allocation of credits being calculated in accordance with payment 
records in 1989 and 1990 and interest earned in those two years. 

3. After lengthy deliberations5 the Forty-first World Health Assembly in May 1988 
adopted resolution WHA41.12, as recommended by the Executive Board. The results of a 
vote on the draft resolution both in Committee В and in plenary were as follows : 

1 See summary record of the third meeting of Committee B, section 3 (document 
WHA44/1991/REC/3). 

2 
See summary record of the sixteenth meeting, section 1 (document 

EB87/1991/REC/2, pp. 222-233). 
3 See document EB79/1987/REC/1, Part I, Annex 13. 
4 Document EB81/1988/REC/1, Annex 8. 
5 See documents WHA41/1988/REC/3, pp. 

pp. 309-310 (second report of Committee B) 
168-171 and 186-191, and WHA41/1988/REC/2, 

-180 -
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Committee В Plenary 

Votes for 45 64 

Votes against 19 18 

Members present and voting 64 82 

Abstentions 28 29 

II. TIMING OF FIRST APPLICATION OF THE FINANCIAL INCENTIVE SCHEME 

Considerations put forward in support of deferment until the financial period 1994-1995 

4. The following considerations have been put forward in support of deferment of 
application of the financial incentive scheme until the financial period 1994-1995. 

4.1 The fall in the value of the dollar and cost increasest combined with a lower level 
of available casual income, will result in large increases in contributions payable by 
Member States between the 1990-1991 and 1992-1993 budget bienniums. 

4.2 The distribution of casual income in accordance with resolution WHA41.12 would 
aggravate the situation of Member States unable to pay their contributions early in the 
year, since they would receive little or no benefit from the allocation of credits under 
the financial incentive scheme. 

4.3 Some of those Members are least developed countries, and an increase in their 
contributions would add to their indebtedness because of the financial difficulties they 
face. 

Considerations put forward in support of implementation as from the financial period 
l99Z-\993t tn ^ççQyday>ce with yeso^yition WHA41tl? 

5. The following considerations have been put forward in support of immediate 
application of the scheme, in accordance with resolution WHA41.12. 

5.1 The scheme meets the criteria of justice and morality since it is merely a method of 
distributing interest earnings to Member States whose contribution payments give rise to 
the interest earnings in the first place. Under the previous system, not only did 
late-paying Members have the use of the unpaid assessment, whereas those that paid on 
time lost interest they could have earned, but also the Organization suffered a reduction 
in interest earnings, as a consequence of which assessments on all Member States, early 
and late payers alike, were increased. 

5.2 Both the Executive Board and the Health Assembly discussed the scheme at length, and 
it was eventually adopted by the Health Assembly by a large majority, as indicated in 
paragraph 3 above. A deferment of the scheme would seem to undermine the credibility of 
the Executive Board and the Health Assembly. 

5.3 Deferment of implementation of the scheme would not be equitable for Member States 
which paid their 1989 and 1990 contributions early in those years in the expectation that 
they would receive financial incentive credits during 1992-1993, in accordance with 
resolution WHA41.12. Member States which paid their 1989 and 1990 contributions late, 
and would therefore receive little or no credit under the financial incentive scheme, 
have already received compensation in 1989 and 1990 in the form of the interest they 
earned from 1 January to the date of payment of contributions in each year. 
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5.4 Since the first distribution of interest income in accordance with the financial 
incentive scheme has not yet been made, it would be premature to evaluate the benefits to 
be derived from the scheme. However, there has been a discernible improvement in the 
timing of payment by Member States in 1990 as compared with 1989. 

5.5 The contention that the developing countries would be particularly affected by 
implementation of the scheme is not borne out, since 44 out of the 83 Member States 
contributing at the minimum assessment rate of 0.01% in the WHO scale of assessments at 
the time of preparation of this report would pay lower contributions in 1992-1993 if the 
scheme were to be applied to that budget biennium than they would pay if the scheme were 
not so applied. 

5.6 If the scheme were to prove to be successful, the resulting earlier payment of 
contributions by Members would permit an orderly implementation of the Organization's 
work programme and would also produce higher interest income for the benefit of all 
Member States, early and later payers alike. 

III. CONCLUSIONS 

6. The Director-General provided the above information at the request of the Board in 
order to facilitate a review of the matter by the Health Assembly. He firmly believes 
that the incentive scheme is a positive factor in the financial management of the 
Organization and that the provisions of resolution WHA41.12 should be implemented 
according to the time-scale originally envisaged by the Health Assembly. 
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PROPOSED ADJUSTMENT OF BUDGETARY EXCHANGE RATES FOR 1992-1993 
IN THE LIGHT OF CURRENCY EXCHANGE DEVELOPMENTS UP TO MAY 199l1 

Report by the Director-General 

[A44/43 - 8 May 1991] 

1. When the Executive Board at its eighty-seventh session (January 1991) examined the 
proposed programme budget for 1992-1993, it was understood that the Director-General 
would closely follow financial developments with a view to reducing the assessed 
contributions on Member States for the programme budget 1992-1993. In his report on 
casual income (document A44/18) the Director-General is proposing that US$ 24 929 000 of 
available casual income be applied towards reducing Members' assessed contributions for 
the regular budget for 1992-1993. This is US$ 2 929 000 more than initially proposed 
before the interim closure of accounts for 1990. 

2. The Director-General has also monitored the budgetary rates of exchange used in his 
proposed programme budget for 1992-1993. Since the time of the eighty-seventh session of 
the Executive Board the United States dollar has strengthened considerably. 
Notwithstanding the uncertainty of exchange rate fluctuations, the Director-General now 
proposes to revise the budgetary rates of exchange used in the proposed programme budget 
for 1992-1993 taking into account the most recent financial market developments and based 
on the United Nations/WHO accounting rates of exchange established for the month of May 
1991. 

3. Accordingly, it is proposed that the 1992-1993 budgetary rates of exchange between 
the United States dollar and the Swiss franc and the major regional office currencies be 
adjusted upwards as set out in the table below: 

Currency 
Rate of exchange per US dollar 
used in the preparation of the 
proposed programme budget for 

1992-1993 

Budgetary rate of exchange 
per US dollar now proposed 
to be used for 1992-1993 

Swiss franc 1.30 1.49 

CFA franc 262 296 

Indian rupee 18.00 20.00 

Danish krone 5.98 6.70 

Egyptian pound 2.74 3.32 

Philippine peso 26.00 27.70 

1 See summary record of the second meeting of Committee B, section 3 (document 
WHA44/1991/REC/3). 
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4. The upward adjustments of the budgetary rates of exchange between the 
above-mentioned currencies and the United States dollar would reduce the level of the 
proposed effective working budget by US$ 28 824 000 for 1992-1993, i.e., from 
US$ 763 760 000 to US$ 734 936 000. 

5. It will be recalled that the effective working budget of US$ 763 760 000 for 
1992-1993 recommended by the Executive Board at its eighty-seventh session represented a 
total increase of 16.83% over the effective working budget for 1990-1991, and would 
entail an increase of 21.19% in assessments for the effective working budget for 
1992-1993 over those for 1990-1991. The combined effect of adjusting the budgetary rates 
of exchange and endorsing the use of an additional amount of US$ 2 929 000 of available 
casual income to help finance the regular budget for 1992-1993 would be to reduce the 
increase in the level of the effective working budget for 1992-1993 over 1990-1991 from 
16.83% to 12.42% y and to reduce the increase in the assessments for the effective working 
budget from 21.19% to 15.97%. 

6. If the above-mentioned proposals should be approved, it would be necessary to revise 
the draft appropriation resolution for the financial period 1992-1993 recommended by the 
Executive Board in resolution EB87.R14 in order to reflect (1) the change in the proposed 
effective working budget for 1992-1993 that would result from using adjusted budgetary 
rates of exchange between the United States dollar and the currencies listed in 
paragraph 3 above, and (2) the proposed increase of US$ 2 929 000 in the amount of 
available casual income to be used to help finance the regular budget for 1992-1993^". 

1 On the recommendation of Committee В in its report 
WHA44/1991/REC/2), the draft appropriation resolution was 
adopted by the Health Assembly (resolution WHA44.35). 
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