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FIFTH MEETING 

Saturday，9 May 1992, at 9h00 

Chairman: Dr С. L. MEAD (Australia) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) � 

Strengthening the role of nursing and midwifery personnel In support of the strategy for health for all 
(Resolution WHA42.27; Documents A45/4; A45/INF.DOC./6) (continued) 

The DEPUTY DIRECTOR-GENERAL said that from the earlier debate in Committee A on 
strengthening the role of nursing and midwifery personnel in support of the strategy for health for all he had 
the impression that many delegations were uncertain about the Organization's commitment to that issue. 
Consequently, he wished to allay any doubts in that regard. 

His colleagues had already provided information on the technical and programme aspects of the matter. 
Nevertheless, in view of the fundamental role played by nursing and midwifery personnel, such information was 
not sufficient. The questions that had been raised called for answers at the level of policy and strategy. 

He wished, therefore, to affirm the absolute commitment of the Organization to ensuring jthe momentum 
that was needed to strengthen the role of nursing and midwifery personnel in support of the health-for-all 
strategy. The debate on that strategy had been unequivocal: the goals were clear and the Organization must 
maintain its course. None the less, questions had been raised with regard to deadlines and the difficulties 
encountered by the least developed countries. In response, the Director-General had launched an initiative 
directed specifically towards those countries, to ensure that they, too, could make progress towards the 
objectives of health for all. It followed logically that priority should be given to the nursing and midwifery 
sector, as it constituted one of the keys to reaching those objectives, in particular in the least developed 
countries. 

In view of its determination and wholehearted commitment, the Organization should certainly be able to 
find the resources to implement its policy. The Director-General would make every effort to implement the 
resolution in full and in a timely manner, and he would not hesitate to make use of the development fund, if 
necessary. Once the implementation of the resolution had been set in motion, additional funds would 
undoubtedly be forthcoming. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
appreciated the intention of the Director-General and his staff to implement the resolution in full. It was 
particularly pleased to hear that the Director-General would not hesitate to use his Development Programme 
in support of the objectives of the resolution. 

Health promotion, public information and education for health (Resolution WHA42.44; 
Document A45/5) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the Director-General's 
progress report (document A45/5), said that the Executive Board had endorsed the three programme 
strategies: advocacy for health, empowerment of the people and building social support. The Board had 
stressed that health education programmes were an essential component of all health activities and should be 
horizontally integrated into all health programmes; furthermore, such integration should be sustained and 
intensified. Strengthening of national capabilities in health education, promotion of the training of health 
professionals in health education and communication had also been highlighted. 

The Board had noted with satisfaction that properly planned health education programmes succeeded in 
achieving positive change in health behaviours and life-styles. Such programmes would need to target specific 
population groups; strengthening health education and health promotion programmes for schoolchildren and 
young people would be one of the most efficient ways of ensuring the health of future generations. In view of 
the difficulty of creating conditions favourable to health and of changing deep-rooted habits, there was a need 
to expand the scope of programmes and develop strategies that would foster social norms conducive to healthy 
living. To that end, greater use should be made of the social and behavioural sciences. While the media 



played an important role in fostering awareness about health issues and influencing social policies, media 
advertising sometimes carried conflicting emotional messages, which might be harmful to health. Health 
promotion efforts should also be directed towards those sectors of the population without access to the media 
or to health professionals. 

Appropriate legislation should be incorporated into health and social policies and applied vigorously, in 
order to gain popular acceptance. Legislators should be kept informed and persuaded to play an active role in 
facilitating health-supportive legislation. 

Health education needed to be sensitive to the culture and health concerns of local communities; it also 
had an ethical dimension, namely, the extent to which the health profession had the right to intervene in 
matters that represented the private lives of individuals. The involvement of social and political institutions, 
development sectors, community leaders and community workers was crucial in ensuring the flow of 
information within the community and in generating and sustaining community interest and action for health. 

Mrs MANYENENG (Botswana) said that most of the major health problems were preventable. It was 
only through strengthening, supporting and promoting activities in the areas of public information, education 
and communication that health information could be disseminated which could influence people to adopt 
healthy life-styles. 

Noteworthy among the many recent activities in that area was the Third International Conference on 
Health Promotion, held in Sundsvall, Sweden in June 1991. With its emphasis on the involvement of 
community members in the health sector, that conference had reset the stage for health information, education 
and communication during the 1990s. It had also highlighted the need to recognize and use women's skills and 
knowledge in all sectors, including policy-making and the economy, in order to develop a more positive 
infrastructure for supportive environments. Conference participants had agreed that equity must be a basic 
priority in creating supportive environments for health. 

Her delegation endorsed resolution WHA42.44 and urged WHO and its partners to increase their 
support for health promotion, public information and health education, which were integral components of all 
programmes. 

Mrs MORAIS (Canada) said that, as had been stated by the Director-General in his opening statement 
to the Assembly, health protection and promotion represented a basic element in the health-for-all strategy. 
Health promotion and disease prevention were based on recognition of the interaction between a number of 
factors: the physical, psychological and social capabilities of individuals; individual habits; socioeconomic and 
education levels; the physical and social environment; individual and community values; and the capacity of 
social institutions to protect and encourage individual development. It was in that spirit that the First 
International Conference on Health Promotion in Industrialized Countries had adopted, in 1986, the Ottawa 
Charter for Health Promotion, subsequently endorsed by the Second and Third International Conferences on 
Health Promotion. 

Health promotion activities could help to combat disease, increase individual and group capacities, create 
healthy environments and reduce inequities. Such activities could take specific forms such as training, 
education and policy-making. Whatever their form, those activities had to be comprehensive and integrated 
and should incorporate system and programme development, organization of services, research, staff training 
and the establishment of favourable economic and social conditions. 

The implementation of coordinated public health policies, oriented towards developing human potential, 
represented a basic dimension in health promotion and required a unified approach. To that end, WHO 
should consolidate and integrate the various elements in its programme of health promotion, clarifying it with 
respect to the various WHO programmes. 

Dr KHORONFUL (United Arab Emirates) said that in its deliberations on the issue of health 
promotion, public information and health education, the Organization should consider the potential of 
telecommunications technology, a field in which great advances had been made in recent years. There were 
multiple possibilities for using telecommunications in the health sector, including televised educational 
programmes, public information, continuing education and human resources development. His Government 
was considering the use of telecommunications technology for the purposes of communication within the 
country and for receiving health education information from other Member States and from institutions. Once 
the telecommunications infrastructure had been set up, countries could expand the use of that technology to 
other fields. It would be useful to expand telecommunications collaboration among Member States. WHO 
could spearhead such an effort, thus providing objective technical support and ensuring the quality of any 
activities in that field. 



Dr GEORGE (Gambia), agreeing that a health promotion and education programme was the most 
important and cost-effective strategy to address future health problems, stressed the need for greater attention 
to the developing world and in particular, the African Region, which was facing an epidemiological transition 
and had to deal with expensive diseases that were preventable through behavioural change. An acute shortage 
of manpower, particularly of health educators and graphic artists, had made health education programmes 
unattractive and ineffective. In the short term emphasis had to be placed on technical assistance and training 
for small groups of countries; early decentralization as proposed in the Director-General's progress report 
might result in diluted programmes at district level. Support was also needed in the form of materials and 
equipment. Health promotion programmes for schools had to be planned and comprehensive, avoiding a 
piecemeal approach. 

Intense health promotion and information was needed in the field of occupational health. Owing to 
cheap labour and less stringent laws on work safety and compensation, many factories were being set up in 
developing countries, and those countries had to be prepared as regards legislation and knowledge of working 
conditions and materials. The report might also have included a section on environmental health, since 
disposal of human, industrial or hazardous wastes was also less stringently regulated in developing countries, 
where the possibility of dumping and importation of toxic waste was ever-present. 

Gambia was currently preparing its health policy for the next five years, and health promotion and social 
mobilization would be a key issue. 

Mr ANDERSSON (Sweden) recalled that the Alma-Ata Declaration, the Ottawa Charter and the 
recommendations of the Second International Conference on Health Promotion, held in Adelaide, had been 
followed in June 1991 by the Sundsvall Statement, adopted by the Third International Conference on Health 
Promotion, held in Sundsvall, Sweden. That conference, which had taken as its theme "Supportive 
environments for health", had been the first global conference on health promotion with equal participation of 
developing and industrialized countries and of women and men. The Sundsvall Statement had recently been 
distributed to Member countries with a note-verbale from the Director-General. 

The three main strategies in the Director-General's progress report, advocacy, empowerment and social 
support, were the basis for creating supportive environments for health. Equity was a basic priority: all action 
and resource allocation had to be based on a commitment to the poorest. Another priority was the gender 
perspective, which, if applied to health promotion and supportive environments for health, would imply a whole 
range of different choices. It was not enough to consider women only as regards their reproductive role or as 
a "special" or 'Vulnerable" group: they also had to be seen in their productive roles. Their skills and 
knowledge had to be used in all sectors, including policy-making and the economy, so as to develop a better 
infrastructure for supportive environments. The workload of women should be recognized and shared by men. 
Women's community-based organizations had to have a stronger voice in the development of promotion 
policies and programmes. Similarly, application of a gender perspective to epidemiology might result in a 
different data-base for the development of health promotion programmes. 

National policies and programmes in countries should aim more at supporting activities at local level. 
Local and regional authorities should identify relationships between environmental issues and health, 
contribute to sustainable social development, build health support systems, protect ecosystems and recognize 
the comprehensive holistic approach in health education in schools and workplaces. Local authorities in 
wealthy societies should be encouraged to respond to the needs of local authorities in poorer societies with 
economic, organizational and technological means needed for sustainable development. 

At the Sundsvall Conference, over 300 case reports on practical work presented by participants from all 
over the world had demonstrated the wealth of knowledge and experience gained in projects to create health 
support systems; however, it was not always easy to overcome sectoral barriers. Networks had to be created 
for capacity building at local, national, regional and global levels for implementation of the recommendations 
in the progress report. "Supportive environments for health" could be a blueprint for the next decade in the 
implementation of the health-for-all strategy, implying a shift from the individualistic life-style approach to the 
more comprehensive creation of favourable environments for health. A global approach was needed, built on 
an enlightened popular movement, visionary leadership, and intersectoral and local action. 

Dr ABU BAKAR Suleiman (Malaysia) stressed the high priority given by Malaysia to health promotion 
and health education at all levels. Over the past ten years the number of health education officers had 
doubled to a total of 56: they served as planners, facilitators and organizers for health education activities 
implemented by health workers, workers in health-related agencies and nongovernmental organizations. 
Health workers were given pre-service and in-service training, and other workers were trained as part of the 
planned outreach programme. The Ministry of Health had secured the active cooperation of the mass media: 



health information had been presented through news coverage, feature articles, documentaries, short films, 
reports, interviews and phone-ins. Media advertising using social marketing and advocacy for health had also 
been developed, starting with the "Healthy life-style" campaign, covering such issues as coronary artery disease, 
AIDS and other sexually transmitted diseases, cancer, food poisoning and diabetes mellitus. A recent theme, 
"Love your heart", had increased the level of awareness of the intended target groups, and that type of 
approach would be continued. Health education would be further strengthened by placing health education 
officers at district levels, intensifying multisectoral collaboration with governmental and nongovernmental 
agencies and the private sector, and using new methodologies, strategies and educational technology. 

Mrs HERZOG (Israel) explained that health promotion activities in Israel were coordinated by the 
National Committee for Health Promotion, under the direction of the Ministry of Health and consisting of 
representatives of several government ministries, public agencies, health insurance funds, academic institutions, 
nongovernmental and volunteer organizations, and national coordinators of the countrywide integrated 
noncommunicable disease intervention programme (CINDI) and the Healthy Cities project. The Committee 
was responsible for coordinating and setting guidelines for educational and informative programmes to increase 
awareness of healthy life-styles in all sectors; advocating the creation of health-supportive conditions in the 
workplace and the enactment of appropriate supportive legislation; and generating political will and 
commitment to the principles of health promotion and the allocation of financial resources for preventive 
measures. Educational and information programmes on proper dietary behaviour, HIV/AIDS prevention, 
smoke-free environments, and accident prevention at home, at work and on the roads had been developed for 
children, parents and the elderly throughout the national network of family health centres; for students in the 
entire school system; and for CINDI and the national Healthy Cities network. All educational and health 
promotion material was translated into various ethnic languages and presented in a culturally acceptable form. 
In addition, special campaigns involving public events, seminars, media coverage, an open-line telephone 
service and specific educational activities were conducted on occasions such as World Health Day, World No-
Tobacco Day and World AIDS Day. Although curative concepts still dominated health services, greater 
awareness of the importance and social and economic benefits of prevention could be discerned. Israel's work 
in that area would continue to be guided by the strategies for action recommended by WHO, whose continued 
advocacy was crucial to maintain the momentum in meeting the challenges of health promotion and health for 
all. 

Professor LU Rushan (China) endorsed the orientations and actions of the programme objectives and 
the three main action strategies of advocacy, empowerment and social support presented in the report. The 
promotion and maintenance of healthy life-styles and living conditions had to be vigorously advocated to 
change people's attitudes so that they no longer turned blindly to medicines and medical equipment, regardless 
of whether or not they were ill or of the severity of their ailment. In educating people for involvement, 
emphasis should be placed on self-care. Special curricula had been introduced in schools of medicine and 
health education research institutes had been set up at central and local levels to strengthen health promotion 
and health education. Efforts had also been made within the framework of primary health care to extend 
health education and publish material on health care for popular consumption. Whenever WHO had initiated 
unified global action for health promotion through the observance of a specific day it had proved to be an 
impetus to international health work. The wide dissemination by WHO of educational materials on the theme 
chosen by the Organization had been fruitful, and notable results had been achieved in China through such 
activities. 

Professor LEOWSKI (Poland) observed that the initiatives taken in health promotion and education had 
not yet produced many spectacular successes in Poland, nor perhaps in other countries: the comprehensive, 
well-designed set of guidelines presented in the report was therefore welcome. Some activities were already in 
progress. In 1990，a new National Health project had been prepared by the Polish Ministry of Health to 
implement 14 activities, including many concerned with health promotion, such as an anti-smoking campaign, a 
campaign to reduce alcohol consumption, rationalization of nutrition and increasing community involvement in 
physical fitness. Health promotion activities were among the main objectives of the loan negotiated by Poland 
with the World Bank for the development of its health care system, and the training of health educators was a 
priority task. A National Council for Health Promotion had recently been established to serve as an advisory 
body to the Minister of Health in the development and implementation of health promotion projects in 
Poland; in addition, the Centre for Health Promotion had been founded to play an executive role in that field. 
Other initiatives broadly related to health promotion had been taken, and activities in progress included 



research, e.g., collaboration in the MONICA project, a cholesterol control study and a study of the role of 
health promotion at the workplace. 

With regard to the situation in central and eastern Europe, there was a need to establish an international 
institution to facilitate collaboration between centres in different countries in health promotion projects. 
Intercountry collaboration was also desirable between the countries within the European Region as a whole in 
the exchange of experience in implementing health promotion projects and in training for them. Poland would 
be receptive to such initiatives. 

Professor MANCIAUX (France) pointed out that a whole series of obstacles existed between the 
statement of principles and their implementation. For the public, information had to be relevant, up to date 
and above all, readily available. Access to health information was an element of, perhaps even a prerequisite 
for, access to health care. Education could increase knowledge and even maintain it at a high level if it was 
provided early, repeated, and permanent; but it was harder to produce a lasting change in behaviour. Why 
acquired knowledge was not always followed by behaviourial change constituted a highly important field of 
research in the humanities. As far as professionals were concerned, their ability to educate and inform was not 
inborn, they were strongly tempted to transmit their own value system and therefore needed training in their 
role as educators; such training was still largely inadequate. Governments and institutions had to ensure a fair 
balance between vertical programmes for combating specific diseases, and the necessary horizontal integration 
of health education. His delegation welcomed the report under consideration, which firmly linked information, 
education and promotion and gave examples of successful integration in the field of AIDS, and of tobacco or 
health, but such integration needed strengthening. 

While public information and health education were necessary conditions for health promotion, they 
were not in themselves sufficient; health promotion also required a specific strategy and a number of 
preconditions had to be satisfied. The strategy proposed in the report was derived from the 1986 Ottawa 
Charter for Health Promotion and was well adapted to efforts to ensure recognition of health as an essential 
component of development and to the training of individuals to allow them to take an active part in promoting 
their own and their community's health and in social mobilization. His delegation considered that two 
complementary and essential requirements were inherent in the concept of social assistance: first, an effort on 
the part of the State and/or communities to provide individuals and families with a minimum of well-being, 
and, second, social support on the part of the community, particularly for individuals and families in difficult 
situations. It was ethically unacceptable to make people responsible for their own health and for the 
management of their health capital if they had no control over their destiny and no prospects for the future, as 
was true for many persons, families and groups in all countries, albeit at very different levels. His delegation 
considered that the document under consideration reflected those different points of view and provided very 
useful guidance for the future. 

Tobacco abuse was a crucial problem in health education and promotion on which his own country had 
adopted a firm policy; the international community and WHO should also adopt a logical stance on the issue. 
If tobacco use was to be gradually phased out, steps should also be taken to reduce the adverse economic 
effects on certain producer countries. As a consequence, while the measures taken by states to reduce 
consumption should be considered as perfectly legitimate, at the same time, developing countries which 
produced tobacco should have the right to ask for help from the international community, and from UNDP 
and FAO in particular, in finding alternative crops. The same comments applied even more strongly to the 
cultivation of poppies. 

His delegation had noted with interest that the Director-General, in his statement to the Health 
Assembly, had referred to health protection and promotion as one of the key orientations for new public 
health action. That basic orientation should be developed, not by establishing new structures within WHO or 
in countries, but as a horizontal component of all health action, including both public policies and activities in 
the field. An in-depth examination of the subject and methodological guidance were necessary to that end. 
From that point of view, the Division of Health Protection and Promotion was undertaking significant and 
promising work at both the policy and the strategy levels. Such work was essential both for WHO and for its 
Member States as, in addition to identifying the main issues, target populations, favourable places and periods 
and appropriate methods, truly into sectoral health promotion represented a social investment for health and 
development, of which the Healthy Cities project was evidence. Health promotion also represented a 
transgenerational investment, as behaviour patterns were established at a very early age. 

Dr VAN ETTEN (Netherlands) said that his delegation was pleased with the report and supported its 
conclusions. In view of the recent growth of international satellite television and its possible impact on the life-
styles of population groups, WHO might perhaps take the initiative to enter into a dialogue with those 



responsible with the aim of exploring the possibilities of their contributing to the promotion of healthy life-
styles. 

Dr ESKOLA (Finland) said that education for health had traditionally been recognized in Finland as an 
essential part of public health policy. Particular attention had been paid to dietary behaviour, smoking and 
physical inactivity, three factors strongly associated with cardiovascular diseases and cancer. As an indicator of 
success, the serum cholesterol values of the economically active population in Finland had decreased by 20% in 
20 years and the prevalence of smoking had declined among middle-aged men. Those changes had already 
been reflected in the health of the nation; the incidence of coronary heart disease had decreased by over 50% 
since the 1960s and lung cancer mortality among men had declined since the early 1980s. 

Unfortunately, however, success had not been uniform; some population groups had not been receptive 
to health education. Social class, educational level and the presence or absence of social and emotional 
support were factors which influenced health behaviour and were strong determinants of life-style-associated 
diseases in Finland. It was therefore obvious that new methods and fresh approaches were required if all 
sections of the population were to be reached. He believed that the three-fold strategy - advocacy, 
empowerment and social support - described in the report - would be critical in work aimed at strengthening 
health promotion and education as a part of national policy. 

His delegation welcomed the excellent progress report on health promotion, public information and 
education for health, and hoped that the active role played by WHO in recent years would continue. 
Horizontal cooperation with other organizations was essential and should be strengthened in the future. 

Dr CICOGNA (Italy) congratulated the Director-General on his excellent progress report. Considering 
that actions for the promotion of healthy life-styles should be based on two main principles, namely the 
information and education of the population in order to motivate informed choices, and the protection of 
people from behaviour which might endanger their health, the Italian Ministry of Health had launched special 
information campaigns on issues such as nutrition, drug abuse, AIDS and women's health. 

On nutrition, texts had been published for health personnel, as well as pamphlets for the public on the 
problems of different age groups, alcoholism, food intolerances, the prevention of cardiovascular diseases, 
osteoporosis and goitre. Weekly newspapers and major magazines had been involved in the nutrition 
campaign, together with radio and television networks. On drug abuse, in accordance with the European 
Community action programme on demand reduction and with the conclusions of the Council of Europe Pan-
European Ministerial Conference, training courses for trainers had been held on drug-abuse prevention and 
the prevention of AIDS among injecting drug users. Courses had also been targeted at different age groups in 
schools and universities; it was estimated that some 5000 secondary school teachers had attended training 
courses on prevention activities in schools. Many activities were also being carried out concerning health 
education and promotion with regard to AIDS. Five national campaigns had been organized, targeted at 
teachers, prison staff, journalists, and voluntary associations and health personnel dealing with drug abusers at 
community level. On women's health, a national commission of health information and health education 
specialists had recently been established by the Minister of Health. Its work was based on the eighth target of 
the European health-for-all strategy (reducing rates of maternal mortality), and was concerned, in particular, 
with reproduction, women's diseases, working conditions and the social environment. It was developing 
methods of health promotion and education that would encourage women to make greater use of cancer 
screening services. Special attention was being given to improving accessibility of health services in the 
deprived south of the country. Eliminating the differences between the health care delivery system in the 
north of the country and that in the south from the point of view of women's health was one of the most 
challenging aspects of Italian national health planning. 

WHO played a very important role in health promotion and education for health • a role which was 
clearly shown in the comprehensive report before the Health Assembly. 

Professor MATTHEIS (Germany) said that her delegation had studied with great interest the report 
under discussion. The impact of health promotion on the situation of individuals and communities could 
hardly be overestimated. In Germany, legislation currently required health insurance to make a financial 
contribution to health promotion. Previously, national health insurance - which in her country had a tradition 
of over 100 years - had covered only curative care; in the 1970s, a number of secondary prevention 
programmes in the form of early case-finding for selected groups had been financed, and health promotion had 
been included later. Through cooperation with the Regional Office for Europe, concern for health promotion 
had led to visible results, an outstanding example of which was the Healthy Cities project. 



An important aspect of health promotion was health education aimed at healthy life-styles. If public 
information and education for health succeeded in eliminating the abuse of alcohol and tobacco and reducing 
the number of road accidents, the consequences for hospital care alone would be a great number of empty 
beds, with the financial savings which that implied. It must be asked, therefore, how changes in health 
behaviour could be brought about and what factors were involved. Her country was currently going through an 
interesting but difficult period of change which clearly showed that health behaviour was not only a question of 
knowledge but was also strongly influenced by social and political factors. Some 60 million people in the west 
of the country had become accustomed to a health care system characterized by decentralized planning and 
decision-making, taking responsibility for one's own health, and individual initiative, whereas 17 million people 
living in the eastern part had been cared for for 40 years by a health service that left little room for individual 
initiative or active participation in decision-making by the community. For the population in eastern Germany, 
it was not always easy to adjust to the health care system of the west, which had been extended to cover the 
entire country. For example, many parents, accustomed to their children being vaccinated automatically in 
kindergartens or schools, were not bringing them to public health services or paediatricians to be vaccinated, 
despite the fact that no financial problems were involved. The situation was similar in regard to check-ups for 
pregnant women. Thus access to health services, even where there were no financial constraints, was not 
sufficient. Material help for many countries in a transitional phase, important as it was, was not sufficient in 
itself; public knowledge and above all motivation for healthy living was required if people were to make the 
best possible use of the facilities available - something which could not be separated from the general social 
and political situation. 

2. FIRST REPORT OF COMMITTEE A (Document A45/43) 

Dr CHAVEZ PEON (Mexico), Rapporteur, read out the draft first report of the Committee. 

The report was adopted. 

3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (resumed) 

Health promotion, public information and education for health (Resolution WHA42.44; document 
A45/5) (continued) 

Dr MARAMBA (Philippines) thanked the Director-General and the Secretariat for the brief but 
excellent report before the Committee. He fully agreed that - together with other accepted public health 
strategies • advocacy, health education, information and promotion were vitally important means of addressing 
the complex health issues and challenges confronting the world. Having an informed and involved public 
meant that the battle was more than half won in terms of disease prevention and improvement in the quality 
of life. He was pleased to note the progress made in the field of health promotion in training and education 
generally, although he was all too aware that the challenges of technological progress and changes in life-style 
still remained, requiring all governments as well as WHO and other collaborating agencies to find ways of 
conveying understandable messages through the appropriate media and thus succeed in changing people's 
behaviour. In the Philippines, senior officials were politically committed to public health programmes and had 
actively participated in the celebration of international days, including World Health Day, World AIDS Day 
and the International Day against Drug Abuse and Illicit Trafficking. 

The monitoring and evaluation of previously applied strategies, operational and behavioural research for 
developing innovative approaches and methods for developing and sustaining support structures and 
mechanisms in both the public and private sectors were all important, and his delegation endorsed the goals 
and main action strategies described in document A45/5. 

Dr AL-ZAHRANY (Saudi Arabia) was pleased to note that WHO was undertaking major efforts to 
improve health information systems as one of the main means for making improvements in other areas. The 
report under consideration contained many new guidelines and ideas to help improve health education. At the 
same time, however, he drew attention to the importance of research; health education was based on the 
principle of bringing about changes in behaviour patterns, which was very difficult to achieve, so that efforts 
must be made to find the concepts and ideas best suited to local circumstances in order to achieve that aim. 



For that reason, experts must be educated in health promotion, in addition to the education and training 
provided in other health sectors. 

In Saudi Arabia, far-reaching health education programmes had been introduced, particularly through the 
expanded network of primary health care. All means of communication were used for health education and 
health education videos were shown in all primary health care centres. 

International events, such as World Health Day and World AIDS Day, were celebrated in Saudi Arabia, 
in conjunction with mass campaigns organized by the media. Intensive programmes had also been undertaken 
and a national committee established to increase awareness of the dangers of substance abuse. 

As Saudi Arabia was a gathering point for Muslims, with over a million pilgrims arriving in Mecca every 
year, appropriate health care services, including health education and information, were provided. Special 
television and radio programmes were broadcast in several languages, and it had been noted that such action 
had helped reduce problems related to heat stroke, communicable diseases and the environment. 

Other programmes were aimed at evaluating the impact of health education, and it was hoped that 
research in that area would improve health education programmes. He hoped that the media and 
communication systems would help to improve health education and awareness and reduce the number of 
advertisements for substances, such as tobacco and alcohol, which damaged health. 

Dr RAKOTONDRAJAONA (Madagascar) said that 80% of the illnesses occurring in his country could 
be prevented by public information and education, but it was very difficult to reach the poor people eking out 
a living out in the bush. Since the modern mass media reached only 20% of the population, an information 
department had been established at the Ministry of Health to coordinate health education with the other 
ministries concerned. The health information strategy had also been given priority in the 2120 public and 
private health units on the island. Thus every health worker had become an agent for development, in which 
health education was an essential component. 

Dr SAVEL'EV (Russian Federation) said that the report before the Committee constituted a fairly full 
and comprehensive reflection of what WHO had done to implement resolution WHA42.44, even covering 
events which, although they had taken place before the adoption of the resolution, had a direct connection with 
the problems dealt with in it. Much had been done in the period under review. The most obvious successes 
had been in education on how to prevent and control a number of specific diseases. If information on healthy 
life-styles and other health problems was to achieve the desired results, it was very important that it should be 
geared to the specific needs of particular population groups. In that regard, a great virtue of the work done by 
WHO was that it was directed towards such groups. The growing tendency to strengthen the dissemination of 
information on healthy life-styles among young people was commendable. Particularly important was the 
priority which the Organization attached to the key issue of developing and implementing national policies to 
promote health and healthy life-styles. The future directions and actions dealt with in Chapter IV of the 
report were outlined with due regard for the principle of continuity, preserving the most valuable elements of 
WHO'S work in the past, which should be continued and further developed. 

The consideration of progress reports on the implementation of resolution WHA42.44 was a useful 
exercise. In view of the importance of the problems involved, it would be advisable to carry out the next 
review in three years' time, at the Forty-eighth World Health Assembly. 

Dr GONZÁLEZ CARRIZO (Argentina) said that health promotion was one of the three major 
programmes of the Argentine Ministry of Health. In it priority had been given to health education, which was 
provided in horizontal programmes for schools as well as through the mass media and primary health care 
leaders. That involved cooperation between the Federal Health Board and the Federal Education Board. 
Certain public health information days were commemorated in Argentina and other countries of the Southern 
Cone. Moreover, in March 1992 the Eighth World Conference on Tobacco or Health had been held in 
Argentina, mobilizing a great deal of support, and the Pan American Institute for Food Protection and 
Zoonoses had been inaugurated there in the same month. 

Dr SIDHOM (Tunisia) said that the Director-GeneraPs report gave a broad overview of objectives, 
strategies and future orientations, especially with regard to advocacy, which was a basic notion in education to 
combat such scourges as AIDS and drug addiction. In Tunisia it had been developed only recently, with the 
help of many multidepartmental committees such as those responsible for immunization, maternal and child 
health and the control of AIDS, diarrhoeal diseases and acute respiratory infections. A mental health 
programme with an extensive education component had also been established, as well as training programmes 
in health education for primary health care professionals. Various sociobehavioural surveys had made it 



possible to develop action-oriented research and evaluation for use in primary health care. Through them the 
needs of target groups could be better identified and strategies adjusted accordingly. 

Tunisians participated in the celebration of various world and national days to combat life-style diseases 
such as cardiovascular and sexually transmitted diseases and AIDS. In that endeavour the media played a 
decisive mobilizing role; specific topics were dealt with in dozens of radio and television broadcasts and in 
hundreds of press articles, with tangible effects on the public, particularly with regard to the vaccination 
coverage of children and women of childbearing age and the use of oral rehydration therapy. Improvements, 
however, could still be made, through a continuation of television programmes and the dissemination of 
educational material. The shortage of media professionals specializing in health issues could be made good by 
training at seminars and workshops. 

Thus WHO's call for concerted action was being heeded in Tunisia, where the information and 
educational components needed for active community mobilization were being taken into account in most 
national programmes as a natural complement to the services provided by the public health authorities. 

Mr OKELY (Australia) drew attention to the need for WHO, in executing its programmes, to develop a 
better integration of its health promotion activities and to strike a more favourable gender balance, already 
mentioned by several delegations. Australia was a strong supporter of the Organization's health-for-all 
strategy, in the implementation of which its own "Better Health" programme was a key element at the national 
level. One aspect of that programme was the reduction of inequalities in health status between different social 
groups, and an important part of it had been the development of strategies to integrate health promotion 
principles into state and territory legislations. Strategies had also been developed to promote area 
management and planning for health, including greater community participation in health decision-making. A 
major objective had been the facilitation of locally-based planning and the encouragement of a cross-sectoral 
approach to health care delivery. The arguments put forward in favour of greater integration were clearly in 
accord with Australia's national approach and therefore had his delegation's support. 

Referring to the Swedish plea for greater attention to gender balance in the execution of WHO'S 
programmes, he strongly advocated a drastic change in the approach to women in their reproductive role and 
as a special group, since it was in the interest of all countries to harness the skills of women in all sectors, 
particularly in the area of health and health promotion. 

Dr FUKUDA (Japan) said that health promotion was vigorously pursued in Japan along with disease 
prevention and control measures. The first comprehensive national health promotion programme, 
incorporating health education, had been started, in 1978, and a second in 1988. His delegation supported 
WHO's health promotion policy and considered that health information and education were essential for 
ensuring the success of health programmes. Health promotion, public information and education for health 
were not merely the basis of primary health care, but also essential components of all health activities. In 
fields such as "Tobacco or health" and AIDS control, public information activities were extraordinarily effective. 
His delegation trusted that WHO would continue to play a leading role in such an important area. 

Dr FEHER (Hungary) said that the political changes in Hungary had opened up new prospects for 
health promotion. In 1991 legislation had been enacted under which a national public health centre had been 
established and a new organizational and political framework for health education and public information had 
been instituted. Overall responsibility for health was shared and financed by local authorities and institutions. 
The recently introduced network of family doctors would be instrumental in promoting health education, which 
might result in effective prevention at both the individual and community levels. Various foundations, self-help 
groups and religious organizations had come into being, thus providing a third component in prevention. A 
major challenge was to orient changes in the social insurance system, financing and curative medicine towards 
health promotion. The radical transformations under way, which affected the whole of society, offered a good 
opportunity to launch an intersectoral health promotion programme which, in spite of economic difficulties, 
should have a favourable effect on the health status of the population. 

Hungary had started to elaborate a new health system and had set priorities for health promotion. 
Among the main priorities were youth and secondary prevention projects. Although the situation with regard 
to AIDS was relatively favourable in Hungary, primary prevention of the disease was of the utmost importance. 
Special programmes were also needed to decrease inequalities in the health status of the poor, the 
unemployed, ethnic minorities and immigrants. The relevant strategies were primarily based on close 
cooperation with WHO headquarters and the Regional Office for Europe. WHO had a special role to play in 
capacity-building, training, information and research. Headquarters programmes such as MONICA, the Global 
Programme on AIDS and Health Systems Research were of particular importance. Hungary participated in 



almost every project of the Lifestyles and Health Department at the Regional Office for Europe and in its 
Healthy Cities project. With the help of WHO, the Government was intending to launch a Tobacco or health" 
programme at the national level. 

Mr SALA Vaimilí II (Samoa) stressed the importance of health promotion, public information and 
education for health in a small country such as his, where they were instrumental in making people think about 
their health before the onset of serious illness and in reducing public health costs. The public information 
campaign against smoking was a good example. He wished to take the opportunity to thank, in particular, the 
Governments of Australia, New Zealand and France, as well as the United Nations and FAO and various 
nongovernmental organizations for the assistance they had provided in coping with the effects of a hurricane 
some six months previously. 

Dr RODRIGUEZ DOMINGUEZ (Mexico) said that health promotion encompassed most of the efforts 
that would increasingly take the place of primary action for the treatment of disease. For the past 30 years, a 
health-education component had been included in all health programmes introduced in Mexico. At the current 
stage of epidemiological transition from underdevelopment towards a greater commitment to health, Mexico 
saw health promotion as a model to enable communities, families and individuals to have a real impact on 
their own health and the quality of their lives • an attitude akin to that of the Japanese, who had long 
interpreted health promotion in the broadest possible sense, as education for life. That definition 
appropriately covered everything from environmental concerns to the modification of life-styles and the 
prevention of noncommunicable diseases. Health promotion was also an effective weapon against the threat 
posed by growing health care costs. ) ‘ 

As an example of preventive, health-promotional work leading to intersecioral action, he mentioned that, 
since the water in most Mexican communities had a low fluoride content, salt fluoridation was being 
introduced to protect the oral health of 60 million of the country's 84 million inhabitants. That called for 
concerted action by the authorities responsible for health, development, trade and industry. 

Mrs LAMARRE (International Union for Health Education), speaking at the invitation of the 
CHAIRMAN, said the report before the Committee (document A45/5) highlighted the close cooperation 
between her organization and WHO. For example, the joint IUHE/WHO position paper mentioned in 
paragraph 14 of the report was now available from IUHE or from WHO’s Division of Health Education. 
IUHE supported the strategies outlined in the report to improve the health situation and standards of living of 
people throughout the world. 

The Union's objectives were to enable each individual, within his or her community, to enhance, through 
education, his or her knowledge about health and to acquire the capabilities and the individual and collective 
self-sufficiency necessary for the adoption of healthy lifestyles and the improvement of the physical and social 
environment. She pledged the Union's continued contribution to the efforts undertaken in the context of the 
programmes outlined in the report. 

Dr VIOLAKI-PARASKEVA, representative of the Executive Board, summing up the debate, said it had 
brought out the themes that most major health problems and premature deaths were preventable; that health 
education, information and promotion were important public health measures in addressing health challenges; 
and that the mass media played an important role in such efforts. Health education and communication were 
indispensable in achieving the goal of health for all by the year 2000. The health status of populations could 
only be improved through social and political action with support for individual citizens. The need for 
involvement by health education specialists had also been touched on. 

Dr MANDIL (Adviser on Informatics) said that although previous speakers had referred to the 
importance of telecommunications in connection with support for the programme on health promotion, public 
information and health education, his replies could apply equally to other WHO programmes, since the same 
could serve them all. Indeed, information and information technology could facilitate integration among WHO 
programmes, a matter to which some speakers had specifically referred. 

WHO was conscious of the fact that it needed to be in the vanguard of telecommunications use for 
health work and for providing unbiased advice to Member States. Its activities in telecommunications fell into 
four categories. First, for the past nine years WHO had been holding - and would continue to hold - courses 
in informatics and telematics, some of which had already been adapted for use by Member States. Over 170 
nationals of more than 40 Member States had attended these courses to date. Networking and 
telecommunications had played a prominent role in such courses. 



Second, WHO collaborated directly with Member States, upon request, by providing assistance in the 
areas of telecommunications and networking among national institutions and facüities and with other Member 
States. 

Third, WHO was actively involved in satellite use for establishing message exchange systems and for 
access to information which as one speaker had noted, was as important as information itself. Satellite 
communications, however, were not cheap and required extensive resources on the ground. The most 
affordable communications were through low-orbit satellites, but they could be accessed only for brief periods 
every day. Practical studies had been carried out, using the costly geostationary satellites, through the 
generosity of INTELSAT, in six countries, and had confirmed the importance of satellite communications, both 
for "telemedicine" and in health education and promotion. 

Fourth, WHO had recently received a generous offer for at-cost use of a low-orbit satellite. Medical 
faculties in six countries in the African Region were now able to access the satellite for short periods each day, 
during which they could transmit the equivalent of 50 pages of text. The office of the WHO Representative in 
Zambia had recently been given satellite access facilities through the Zambian medical faculty. It was planned 
to expand such uses and assure their reliability. 

Mrs GASTAUT (Office of Information) said recent United Nations studies had shown that 70% of the 
world's population used television as a source of information, compared with 50% for radio and 30%-40% for 
the print media. WHO was accordingly seeking contacts with television networks, including international 
electronic news syndicators and satellite television stations with a view to finding ways of disseminating 
messages about health and healthy life-styles. Three examples of success in those efforts were: the 
teleconference on noncommunicable diseases held in Alma Ata, the teleconference on AIDS organized by the 
Regional Office for the Americas, and the current Health Assembly, whose debates were being transmitted in 
part by the World Television Network and the Agence international d'Images. Those two bodies had also 
cooperated closely with WHO in broadcasts concerning leprosy, malaria and respiratory diseases. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for a very positive reaction to the 
report, which would bolster the morale of staff working in health promotion and education. The experience 
countries had so generously shared would contribute to the programme's further efforts. He was particularly 
grateful to the delegates who had drawn attention to the need to collaborate more intensively on a global 
approach to harmonious, coordinated and horizontally integrated activities in health protection and education. 
It was generally agreed that new technologies should be better applied to health educational efforts. 

Some delegates had welcomed the role of behavioural research in health education. In that connection, 
he remarked that • apart from the results of epidemiological studies on cessation of cigarette smoking -
evidence from large, well-conducted trials gave little hope that altering the life-styles of the middle-aged would 
significantly reduce deaths from chronic, noncommunicable diseases. Health education at schools therefore 
emerged as an extremely important area for action, and the staff of WHO was focusing more and more on 
such efforts. 

The comments by the German egate about the possible contribution of health insurance agencies to 
national programmes of health protection and promotion were extremely interesting, especially for countries in 
transition from one type of economic and social conditions to completely new political and economic models. 

In conclusion, he wished to emphasize once again the role of the research component in the whole 
system of health education and protection measures. 

Disability prevention and rehabilitation (Resolutions WHA4228 and EB89.R7; Document A45/6) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the report (A45/6), 
called attention to progress in primary prevention, notably with regard to poliomyelitis, measles and infectious 
eye diseases; and in secondary prevention, where the decrease in leprosy was attributed to the use of 
multidrug therapy. Rehabilitation, or tertiary prevention, had made less significant progress during the Decade 
of Disabled Persons. 

Noting those achievements, the Board had called for strengthened collaboration with other United 
Nations agencies and nongovernmental organizations in the matter of disability prevention, and for action both 
by WHO and by countries to develop rehabilitation. 

The situation in regard to both disability prevention and rehabilitation was particularly bleak in Africa, 
necessitating strategies appropriate to the level of development in the countries concerned. 

Death-delaying technology, the aging of populations and war, had brought about an increase in the 
numbers of disabled persons, and there was a need for information on causes, incidence and prevalence, 



particularly where specific genetic and social causes were involved. Data - conspicuously lacking in the 
developing countries - were also needed for monitoring the effectiveness of prevention and rehabilitation 
programmes. 

Renewed efforts should be made to promote all aspects of the World Programme of Action Concerning 
Disabled Persons. The Board had recommended that the prevention and reduction of disabilities should figure 
more prominently in the Ninth General Programme of Work, and receive an increased resource allocation in 
the corresponding programme budgets. 

Although community-based rehabilitation as a strategy for integrating rehabilitation into primary health 
care had been implemented to some extent through government-funded and nongovernmental projects, no 
where had national coverage been achieved. Social integration - a major concern for disabled persons - had 
advanced somewhat during the Decade, and there was now more awareness of the rights of the disabled as 
well as better understanding of their capabilities. However, disabled individuals in the developing countries 
would have little opportunity to develop their skills unless rehabilitation services were expanded. 

The report before the Committee contained a number of proposals for action in prevention and 
rehabilitation: increased collaboration between individual programmes with a view to developing strategies for 
strengthening the continuum of primary, secondary and tertiary prevention within the framework of primary 
health care; the establishment of an information base to monitor the effectiveness of programmes; the 
promotion of national programmes for prevention and rehabilitation; and the promotion of training of 
rehabilitation personnel, development of rehabilitation technology, and strengthening of collaboration with 
other United Nations agencies and nongovernmental organizations in the field. 

On behalf of the Executive Board, she recommended to the Health Assembly the adoption of the 
resolution contained in resolution EB89.R7. 

Professor LEOWSKI (Poland) welcomed the report, which furnished valuable information on the 
complex programme aspects of disability prevention and rehabilitation. In his delegation's view, however, a 
more intersectoral approach was called for, particularly in regard to action on behalf of those who were already 
disabled. Barriers of three kinds - architectural, social and cultural - needed to be overcome if people with 
disabilities were to enter the mainstream of community life. Thus, architects should take account of the needs 
of disabled persons when designing their plans; communities should be better educated about those needs; 
and steps should be taken to help the disabled to participate as fully as possible in cultural life, notably in 
sporting activities. 

Dr FUKADA (Japan), expressing appreciation of what he found to be a comprehensive report, said the 
need for prevention and rehabilitation programmes was obvious. Particular attention should be paid to the 
transfer of appropriate rehabilitation technology and to the recruitment, retaining and upgrading of staff, 
within the framework of primary health care programmes. His delegation hoped that WHO would continue to 
play a leading role in that area, and supported the draft resolution recommended by the Executive Board. 

Professor STYLES (United States of America), while welcoming the report, observed that one of the 
proposals in paragraph 66 called for an analysis of the cost of institution-based as well as community-based 
rehabilitation services. But if the goal was the creation of more community-based systems, was there any need 
to study institutions, particularly since it had already been amply demonstrated that for people with severe 
disabilities community services produced much better results at lower cost? 

In the United States, injuries were the fourth major cause of death, taking the heaviest toll among young 
males, and one of the two major causes of hospitalization. The wearing of cycle and motorcycle helmets was 
an important control measure, and WHO had taken a useful initiative in that connection. She was pleased to 
note that the Organization had recognized the need for worldwide efforts to control injuries in general, and 
that injury prevention was to be the theme of World Health Day in 1993. 

She informed the Committee that a conference entitled "Setting national disability policies: an agenda 
for action" would be held in Washington, D.C., in June 1993, with the aim of reviewing the status and living 
conditions of people with disabilities worldwide, and developing guidelines for feasible and sustainable action. 

Dr CICOGNA (Italy) said the report demonstrated that the United Nations Decade of Disabled Persons 
had produced valuable results in primary and secondary prevention. She concurred with the conclusion that 
less success had been achieved in the field of tertiary prevention, probably because of the high cost of the 
medical treatment involved. On the other hand, the community-based rehabilitation approach described in the 
report had proved to be one of the most effective ways of finding original solutions. 



Commending WHO's work, and its Director-General's intention that it should be strengthened, she 
emphasized the key role that could be played by disabled persons themselves, as well as by their families and 
by the community, in rehabilitation. Research carried out in the Veneto region of Italy in collaboration with 
WHO had shown that the disabled often took the lead in planning their own rehabilitation, with professionals 
playing an advisory role and concentrating more on activities related to referral. 

She was happy to note that most of the principles outlined in the report had already been incorporated 
in legislation introduced in Italy in February 1992. That legislation covered disability prevention, health and 
social care, school attendance, and integration both in the social sphere and at work, thus enhancing the rights 
of disabled persons to freedom and independence. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), while welcoming the report, 
regretted its insufficient coverage of a number of areas. Failing to differentiate as fully as mi¿bt have been 
expected between the problems faced by developed and by developing countries, it also gave inadequate 
prominence to certain aspects of disability prevention and rehabilitation, notably those related to use of 
resources, cost-effectiveness of interventions, assessment of new technology, systems of service delivery, 
training and research. Those, however, were points of detail rather than points of principle, and his delegation 
could support the resolution recommended by the Executive Board. 

Mrs HERZOG (Israel) said that in her country, disability prevention and rehabilitation efforts were with 
primary health care through a nationwide network of family health centres and clinics. Primary prevention 
included voluntary vaccination (with approximately 90% coverage) against poliomyelitis, measles and rubella, 
and genetic counselling and pre-natal screening in respect of congenital defects and malformations. Secondary 
prevention in family health centres and schools involved screening procedures for development, vision and 
hearing. 

Unfortunately, disabilities resulting from accidents and injuries in the workplace still placed a heavy 
burden on the country's health system, and increased efforts were being made to prevent such accidents. 

Rehabilitation in Israel was community-based, and relied on cooperation between the health sector, the 
social security sector, and local government. 

There was close cooperation with WHO in the field of disability prevention and rehabilitation: for 
example, a workshop on the topic of Health Promotion of the Elderly was to be held later in 1992 with WHO 
participation. 

She fully endorsed the proposals for action set out in paragraphs 63 to 67 of the report. 

Professor MANCIAUX (France) said that given the manifold causes of disability, it was to be feared that 
the problem would remain significant in coming years, despite efforts at prevention. Aging of the population 
(which was beginning to affect developing as well as developed countries), malnutrition, communicable diseases 
and traumatisms all brought additional complications. Prevention, which ought properly to form an integral 
part of a number of programmes, did not always receive the recognition that was its due. Where disability was 
concerned, it was undoubtedly better than cure. 

Rehabilitation of course called for appropriate technologies that would simplify the long-term care of the 
disabled as far as possible. Too often, however, rehabilitation was only a half-measure: it could only be 
considered successful if it resulted in social, and if possible professional reintegration. The latter was often 
difficult, particularly in the current circumstances of under-employment which affected developed and 
developing countries alike. In France, reintegration into the world of work was the principal concern of the 
Secretary of State for Disabled Persons; it was to be hoped that WHO, as well as ILO, would bear that aspect 
constantly in mind. 

Dr SAVEL'EV (Russian Federation) said although some headway had been made in combating certain 
crippling diseases during the United Nations Decade of Disabled Persons, the goal of social integration of the 
disabled remained a remote prospect. In his own country, a national programme of rehabilitation, integrated 
into the system of primary health care, still had to be worked out. The most urgent task was to alert the public 
to the needs of disabled persons and to ensure not merely that they survived in the currently harsh 
socioeconomic climate, but that they actually enjoyed a decent quality of life. 

The work done by WHO deserved support and the report of the Director-General should be endorsed. 
In pursuing its activities, in the field of disability prevention and rehabilitation, the Organization should pay 
greater attention to applied research. He supported the proposed resolution. 



Dr TAPA (Tonga) thanked WHO for its collaboration in community-based rehabilitation in his country. 
He favoured the actions proposed in part VI of the report and fully endorsed the resolution recommended by 
the Executive Board. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the CHAIRMAN, said 
that he was also speaking on behalf of the World Psychiatric Association, the World Association for Psycho-
Social Rehabilitation and the World Association for Social Psychiatry, which together represented over one 
hundred associations and more than 150 000 individual members in some 95 countries worldwide. 

While WHO had accomplished excellent work, it was to be regretted that disabilities resulting from 
mental disorders were not adequately reflected in the report. Approximately one-third of all long-term 
disabilities were estimated to be of mental origin, and persons with several physical and sensory problems 
suffered also from concomitant psychological and emotional distress which significantly impeded their 
rehabilitation. 

While prevention was universally agreed to be of the utmost importance in the campaign against 
disability，reliabilitation played an essential role where disability was well established. 

WHO's initiative of support to people disabled by mental illness, which introduced an array of 
rehabilitation methods, some well proved and others still under test, in industrialized and developing countries, 
was to be welcomed. All of those measures could be integrated into community-based programmes as part of 
primary health care. 

The organizations in whose name he spoke warmly supported the draft resolution before the Committee 
and pledged their active support in its implementation. 

Ms DAVIS (UNDP) said that, as the recently designated Director of INTACT, the international 
initiative against avoidable disablement, a mechanism jointly created by WHO, UNDP and UNICEF in 1982 to 
give a specific focus and greater visibility to disability prevention within the framework of the World 
Programme of Action Concerning Disabled Persons, she was pleased to note the references in the report to 
collaboration with IMPACT in that initiative. 

At the time of inception of IMPACT, in 1981, the number of disabled persons in the world had been 
estimated at between 450 and 500 million; now it was generally agreed that the figure could easily double in 
the next 40 years. An international meeting at Leeds Castle (Kent, United Kingdom) in September 1991 had 
noted considerable advances in programmes for the prevention of disability and the availability of simple and 
effective low-cost technologies to render interventions both cost-effective and sustainable. The declaration 
emerging from that meeting had endorsed the continuation and development of IMPACT as a link between 
the United Nations system and the resources of the managerial sector, through national foundations in the 
voluntary sector working in support of national programmes by encouraging popular participation, mobilizing 
volunteers and financial resources, in cooperation with service clubs, nongovernmental organizations and the 
business community. 

In the countries where IMPACT was operational, efforts were directed at the most prevalent causes of 
disability, with the focus on primary prevention and measures to relieve impairment (secondary prevention), 
using available cost-effective technologies. She quoted examples from India, the Philippines, Thailand and 
Mali. 

Thus endorsed by the Leeds Castle Declaration, IMPACT was now actively promoting the elaboration of 
disability prevention programmes in at least 20 additional countries over the next five years, working within 
existing community-based programmes; to enable it to manage that expansion, a strategy and 5-year plan of 
action had been prepared by a WHO consultant. Programme development discussions at country level were 
being held by UNDP Resident Representatives and WHO and UNICEF country representatives. 

An important feature of IMPACT was the integrated approach to disability prevention based on primary 
health care, with children, adolescents and the elderly as target groups. The first of those groups was currently 
the subject of a project being field-tested at two sites in India under the joint auspices of IMPACT and WHO's 
Regional Office for South-East Asia. Model demonstration projects were envisaged for each WHO region. 

Much support and encouragement had indeed been received from WHO, and an important phase had 
recently begun with the designation of the Division of Health Protection and Promotion as the focal point for 
IMPACT activities. That division was already providing valuable technical guidance, and she looked forward 
to greatly increased cooperation in the context of an expanded programme. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) welcomed the positive response by 
Member States to the report and noted that emphasis had been placed on strategies for the integration of 
disability prevention and rehabilitation into primary health care and the importance of improving the 



information base and methods for evaluation of what was a very complex subject. She also noted the 
importance attached to measures that would permit disabled persons to participate in social and community 
life and to the strengthening of links between disability prevention and rehabilitation. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their interest in and acceptance of 
the Director-General's report, and particularly the delegate of the United Kingdom for his constructive 
comments. 

He thought that a very interesting stage was being reached in the development of the concept of injury 
prevention, disablement prevention and medical and social rehabilitation. It now seemed that there was need 
for a separate discipline in the field of health protection and promotion, namely, the epidemiology of injury 
and disability. That would render it easier to cover such areas as training and research components to meet all 
the modern requirements of the problem and possibly even to cover a previously untouched area such as the 
provision of a healthy life-style for disabled persons. 

Dr ROCHON (Division of Health Protection and Promotion), replying to a question from the delegate 
of the United States relating to the analysis of costs of institution-based rehabilitation, explained that the 
analysis related to the entire infrastructure of the system, including community-based and institutional services 
as well as referral mechanisms. Such infrastructure was often very poor or virtually absent in developing 
countries, and that was why it was essential for the cost of providing the appropriate mix of quality services to 
be known. 

In reply to the representative of the World Federation for Mental Health regarding the lack of explicit 
references in the report to disabilities resulting from mental disorders, he said that the report was intended to 
cover all types of disability problems and that specific disorders had not therefore been mentioned. 

The CHAIRMAN invited the Committee to consider the draft resolution on disability prevention and 
rehabilitation recommended by the Executive Board in resolution EB89.R7. 

The draft resolution was approved. 

4. SECOND REPORT OF COMMITTEE A 

Dr CHAVEZ PEON, Rapporteur, read out the draft Second Report of the Committee. 

The report was adopted. 

The meeting rose at 12h45. 


