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FOURTH MEETING 

Monday, 11 May 1992，at 14h30 

Chairman: Dr A. S. YOOSUF (Maldives) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES’ 
INCLUDING PALESTINE: Item 34 of the Agenda (Document WHA44/1991/REC/1, p. 27, 
Resolution WHA44.31, and Documents A45/31, A45/37, A45/INF.DOC./3, A45/INF.DOC./4, 
A45/INF.DOC./5 and A45/INF.DOC./7) 

The CHAIRMAN said that, in addition to the documents already before the Committee concerning the 
health conditions of the Arab population in the occupied Arab territories, including Palestine, the Committee 
would consider a draft resolution proposed by a number of delegations, similar to resolution WHA44.31 
adopted by the Committee the previous year, which had been the subject of extensive consultations. 

Dr PIEL (Legal Counsel) said that Dr Ionescu, Chairman of the Special Committee of Experts 
appointed to study the health conditions of the Arab population in the occupied Arab territories, was unable to 
be present to introduce his note (document A45/37) but had permitted him to transmit some informal 
comments on his behalf concerning the last two paragraphs of his report, which dealt with the question of 
whether or not to maintain the Special Committee of Experts in future, in view of the new political conditions 
prevailing in the region. 

Dr Ionescu felt that, whereas the establishment of the Special Committee had been justified as the only 
means of obtaining first-hand information about the health status and conditions of the populations in the 
occupied territories, its continuation was no longer justified as many other sources of information now existed, 
including WHO, UNRWA, and the Red Cross and Red Crescent. 

Moreover, in the last two years, it had proved difficult for Committee members to meet, and it had not 
been possible to visit the territories for the past seven years as the Israeli authorities had withheld their 
consent. In view of that situation, in addition to the ongoing peace talks, Dr Ionescu felt that the Special 
Committee had perhaps outlived its usefulness and that he had fulfilled his duty as Chairman of that 
Committee. 

It should, however, be possible to replace the Committee by some other mechanism with proper 
expertise to pursue specific problems of health conditions in the occupied territories such as the status of 
immunization of children. Dr Ionescu would like the Health Assembly to consider the possibility of 
establishing teams, perhaps composed of persons from the occupied territories, from Israel and other countries, 
and technical experts selected by the Director-General, to visit the territories and study such topics. 
Dr Ionescu wished to emphasize the importance of finding new solutions that would be acceptable to all the 
parties involved. Dr Ionescu would be present the following day to provide any information required. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine Refugees in the 
Near East), speaking at the invitation of the Chairman, said that the first half of 1991 had been marked by the 
continuing economic difficulties resulting from the Gulf crisis, which had severely affected the Palestinians of 
the West Bank and Gaza, and the continuing violence in the occupied territories as a result of the actions of 
the Israeli security forces and of fratricidal clashes between Palestinians. Demand for the services of the 
UNRWA Health Department had increased considerably: in comparison with 1987, there had been an 
increase of 61% in the number of medical consultations in UNRWA health centres in the West Bank and 
Gaza, a 40% increase in the number of pregnant women receiving prenatal care and a 56% increase in the 
number of children under the age of three receiving preventive child care. Dental consultations and laboratory 
investigations had also increased. One determining factor in those increases seemed to have been the 
impoverishment of the refugee population and the decreasing ability to afford private health care. 

The quality of services had tended to improve, with the introduction of appointment systems, and new 
strategies in nutrition and the prevention and treatment of iron-deficiency anaemia. The new strategy for 
primary health care of diabetics had led to a 35% increase in one year in the number of diabetics receiving 
care. ТЪе health services for Palestine refugees were maintained not only by UNRWA, but also by a number 
of Palestinian nongovernmental organizations and voluntary hospitals. The Planning and Research Council in 
East Jerusalem and the Epidemiology Unit in Gaza provided UNRWA with assistance in health planning and 
statistics. Furthermore, the Israeli Government cooperated fully in immunization, which would soon cover 



hepatitis В, and hundreds of refugee cancer patients had been treated in government hospitals, with UNRWA 
meeting only a fraction of the real cost. Hospital care was an area in which UNRWA had particular difficulty 
in finding the funds to increase services to meet the demand. A new 232-bed hospital was to be built in the 
southern part of the Gaza Strip by UNRWA with European Community funds. The support of the 
international donor community was still required for equipment, running expenses and training of staff for the 
hospital. 

UNRWA's most difficult task was dealing with the environmental health situation, which remained 
deplorable and was steadily worsening as the population increased. The situation in Gaza, with a population 
density of approximately 2000 per square kilometre, compared with about 200 in Israel, was becoming 
desperate. By the end of the decade, the figure was expected to reach 3000 and by 2010，4000. About a 
quarter of the land and an unknown proportion of the water had been confiscated by Israel for between 5000 
and 8000 Jewish settlers. Water was in short supply, and nitrate levels were between 8 and 20 times the 
internationally acceptable level for drinking-water. The situation in respect of sanitation was appalling, less 
than 30% of Gaza houses being connected to mains drainage, the rest relying on pit latrines which sometimes 
overflowed into the surface water channels. 

In other countries, such as Jordan and Syria, the host governments had dealt with those problems, so that 
80% of refugee dwellings were connected to sewers. Any expectation that would also happen in the occupied 
territories had not been met. The situation in Gaza was so bad that it would present a serious threat in the 
next decade to the viability of Gaza as a site of human habitation unless a very serious effort was made soon. 
Water and sanitation would require an investment of between US$ 50 and 100 million in Gaza in the next 
eight years to avert catastrophe. UNRWA had no alternative but to offer to launch a major planning effort, 
beginning by setting up a task force, with WHO assistance, for environmental health planning and by soliciting 
considerably increased international donor funds. 

Dr ARAFAT (Palestine) thanked Dr Cook for his report, and drew attention to the report by the 
Palestine Red Crescent Society (document A45/INF.DOC./4), which highlighted the severe deterioration in 
health conditions in the occupied Arab territories during 1991. Turning to the question of immigration and 
settlement, he recalled that immigration to Palestine had started at the end of the previous century and had 
continued up to and during 1991. The occupying authorities continued to use forced deportation and expulsion 
of Palestinians as weapons against them. During 1991，Jewish immigrants to Palestine totalled 130 000，while a 
further 300 000 were expected during 1992. In order to accommodate them, the occupying authorities had 
created new settlements in Palestine, including the West Bank and the Gaza Strip. The Israeli peace 
movement reported that, in 1991，13 650 new dwellings had been built in the occupied territories, mostly as 
part of 14 new settlements. Since the occupation of the West Bank and the Gaza Strip, 252 settlements had 
been created. That was a flagrant violation of human rights and of the Fourth Geneva Convention of 1949. 

With regard to environmental conditions, he pointed out that WHO had accorded special importance to 
drinking-water and sanitation and that the International Drinking Water Supply and Sanitation Decade had set 
1995 as the target date for providing safe water and sanitation. 

According to a United Nations report on the environment, the Israeli authorities had not allowed any 
experts to study the environment in the occupied territories; they were trying to hide the threat to the 
environment represented by the construction of new settlements in those territories. 

Groundwater was the main source of water in occupied Palestine, but was being depleted and the quality 
was deteriorating. Palestinian per capita water consumption for household purposes was very low as compared 
with international averages; in the West Bank and the Gaza Strip it was about 9-40 litres per day as compared 
with the international average of 80-100 litres per day and 96-100 litres per day in Israel. The main 
environmental problem in the occupied territories was the decreasing capacity of the aquifers, together with 
chemical pollution and the prevalence of waterborne diseases. 

Israeli settlements and the seizure of land around Palestinian homes had led to the establishment of 
industrial workshops amid civilian dwellings. The Israeli policy of seizing Palestinian agricultural land, 
uprooting trees and destroying crops had caused an ecological imbalance in the occupied territories. Israeli 
industrial activities had given rise to a 14% increase in atmospheric carbon dioxide and the use of insecticides 
and pesticides, the incineration or burial of industrial waste and the open sewage system had led to an increase 
in hydrogen sulfide. The use of tear gas by the occupying authorities within residential compounds and houses 
had led to an increase in asthma cases among Palestinians. 

The health status of the Palestinian people under occupation should be compared with international 
standards，including those adopted by WHO and neighbouring countries in the region. Thus infant mortality 
among Palestinians averaged between 50 and 80 per 1000 live births, whereas in Israel it was 9.9 per 1000 live 
births. Major causes of mortality among Palestinian children were pneumonia and respiratory diseases. 



Similarly, life expectancy at birth among Palestinians was 60 years for men and 62 years for women whereas it 
was 73.8 years and 77.4 years, respectively, in Israel. 

The deterioration of the environment in the occupied territories had led to the spread among 
Palestinians of diseases such as typhoid, dysentery, hepatitis, mumps, measles, trachoma, leishmaniasis, eye 
diseases and intestinal parasites. There had also been an increase in some infectious diseases in 1991 as 
compared with 1990; chronic diseases had also spread throughout the occupied Palestinian territories and had 
become one of the major causes of mortality. In addition, 64% of Palestinian children, particularly infants, 
currently suffered from malnutrition. An UNWRA report published in 1990 stated that 68.4% of Palestinian 
children suffered from anaemia. There were no comprehensive research programmes in the occupied 
territories to follow up immunization campaigns, which had declined recently on account of the practices of the 
occupying power, such as school closures and the repeated imposition of curfews. 

Although countries had expressed their commitment, in collaboration with WHO, to achieve health for 
all by the year 2000，such a commitment was not within the competence of the local Palestinian authorities. 
The occupying power had adopted a special policy towards health in the occupied territories and the situation 
had deteriorated in both quality and quantity. 

He then drew attention to document A45/INF.DOC./4, which contained a detailed account of the 
situation. The Palestinian people had endured oppression, murder, and annihilation by the occupying 
authorities for more than a quarter of a century. Nevertheless, they remained eager for peace and would 
continue to participate in the peace negotiations which had been begun in Madrid at the end of 1991. 

He called upon the Israeli officials to change their way of thinking and give up their ambitions so that 
the oppression of the Palestinian people would cease and the next Palestinian and Israeli generations could live 
peaceftilly together. 

He prayed that he would be able to inform the next Health Assembly that the health services in the West 
Bank and Gaza Strip had improved following the end of the occupation. He hoped that the Palestinian people 
would be running their own affairs and that the laughter of children, the Muezzin, church bells and the prayers 
of all believers would be heard in the streets. 

Dr SEVER (Israel) said that the health services in the territories of Judea, Samaria and Gaza provided 
by the Israeli civil administration, the Ministry of Health and nongovernmental organizations had continued to 
operate consistently and effectively during the previous year. Not a single hospital or clinic had been closed. 
Clinics, maternal and child health centres, high-risk pregnancy clinics and community health centres continued 
to provide services to inhabitants in cities and villages. Ambulance services operated by hospitals, societies and 
municipalities completed the expanded network of primary health care in the territories. 

His delegation rejected the allegation of the Special Committee of Experts in document A45/37 that 
health conditions were deteriorating and was surprised by the political overtones in the Director-General's 
progress report (document A45/31). The facts were very different; good standards of public health had been 
consistently maintained and often improved. He pointed out that (1) environmental health conditions had 
been improved by developing sewage systems and by improving food and water quality control; (2) remarkable 
progress had been made in the facilities offered by maternal and child health centres; (3) hepatitis В 
vaccination, introduced in 1992, was now also available in the territories of Judea, Samaria and Gaza; those 
areas, in fact, were among the few places in the world where such vaccination had been introduced. Israel had 
also supplied vaccines to UNRWA for use in refugee camps. Immunization programmes against childhood 
diseases had covered 90% of the child population and resulted in a significant decline in tetanus, pertussis and 
measles morbidity and the elimination of diphtheria and poliomyelitis. Since the last case of poliomyelitis had 
occurred in 1988, the WHO criteria for "polio-free areas" had been satisfied. Moreover, 20 years had elapsed 
since the territories had been declared by WHO to be "malaria-free areas". Not a single case of cholera had 
been detected for more than ten years. 

Reported infant mortality had declined to around 25 deaths per 1000 live births. That was particularly 
noteworthy since the population had one of the highest birth rates in the world. A study of the refugee 
population in Judea and Samaria had shown a decline from 83 deaths per 1000 live births in 1975 to 27 per 
1000 in 1988. The consistent decline in infant mortality had been the result of several cumulative effects, and 
particularly of an increase in the number of deliveries in health establishments. The fees for deliveries for 
women without health insurance had been decreased from US$ 100 to US$ 40 per delivery; that had led to an 
increase by as much as 50% in the number of deliveries in some government hospitals. 

Hospital services were provided by hospitals in the territories and by hospitals in Israel if the services 
required were not available locally. All hospitals in Israel were open to the inhabitants of the territories 
without any discrimination. Patients with life-threatening conditions could receive treatment in Israeli hospitals 
free of charge. 



New sections had been added to the State hospitals in Nablus, Ramallah, Hebron and Gaza in the 
previous year and new hospitals had been opened and operated by private voluntary organizations. Two 
rehabilitation centres with 89 beds and outpatients services in Ramallah and Beit-Jala had been established. A 
surgical day-care centre had been built and opened in Nablus. The new 300-bed Ahli hospital in Hebron was 
still under construction. During the previous year, the construction of four nongovernmental hospitals in Jenin, 
Nablus and Tul-karem had been approved; they would provide a total of 207 beds. Two maternity hospitals 
would provide a further 30 beds in the districts of Ramallah and Hebron. The construction by UNRWA of a 
220-bed hospital in the southern region of the Gaza area had been approved. 

With regard to professional training, nurses, medical and paramedical staff and community health 
workers had continued to follow postgraduate courses, including one on computer science. In addition to 
existing two- to four-year residency programmes, Palestinian physicians could participate in full residency 
programmes and obtain recognized certificates awarded to foreign doctors. 

Israel was thus consistently fulfilling the humanitarian obligation to improve, promote and develop health 
services, and was open to propositions for financial assistance from governments, international organizations 
and voluntary associations. 

Referring to the statement in document A45/37 that "many acts of violence affecting the civilian 
population have also been reported", he said that those acts of violence were committed by Arabs against 
Arabs and included torture, rape and assassination. Even senior medical personnel had become the victims of 
violence. The Director of the Jenin Hospital，the Director of Nursing Services in the Gaza Hospital and the 
Director of Public Health in the Jenin district had all been murdered by Palestinian assailants. In addition, as 
UNRWA officials had stated, hospitals had been used as bases for stone throwing against Israelis, in violation 
of the principles on which the construction of hospitals was based. 

At the recent peace talks in Washington, the Palestinians had avoided issues of health and self-
administration of health services and insisted on discussing political issues. Health was a global concern and a 
humanitarian issue which should be dealt with in the context of improving the welfare of human beings 
everywhere and not be used for political purposes. The present era was one of great changes all over the 
world which had opened up new avenues of dialogue and cooperation. WHO should encourage cooperation in 
the field of health and avoid political involvement, which could only harm its effective operation. It was high 
time for the Organization to concentrate on the positive aspects of health and on achieving health for all. 

Dr BAATH (Syrian Arab Republic) said that the resolutions adopted year after year by the Health 
Assembly concerning the health conditions of the Arab population in the occupied Arab territories sounded 
the same notes of concern. Yet health conditions had not only not improved in those territories, they were 
actually deteriorating, and Israel's failure to implement the relevant resolutions was unchanged. 

The progress report by the Director-General (document A45/31) mentioned an increase in infant 
mortality and a number of factors, such as increased unemployment, an overall deterioration in environmental 
health and a lack of clean drinking-water and proper sewage systems, that affected the provision of health 
services. The Chairman of the Special Committee of Experts had indicated in his note (document A45/37) 
that the permanent state of violence in the occupied territories showed that health problems acquired political 
significance in addition to their intrinsic significance. Those health problems would never be solved unless a 
permanent and internationally recognized peace was established. 

The Syrian Arab Republic's commitment to peace had led it to participate in the peace talks held in 
Madrid and Washington. Israel, however, was continuing to engage in inhuman practices, to disregard the will 
of the international community and to seek to thwart the peace movement by avoiding the key issues and 
persistently raising marginal ones. Its continued expansion and establishment of settlements in the occupied 
territories cast doubt on whether it was seriously committed to peace. 

On behalf of the sponsors - Jordon, Morocco, Saudi Arabia and his own delegation - he submitted the 
following draft resolution, entitled "Health conditions of the Arab population in the occupied Arab territories, 
including Palestine"，which the sponsors hoped would be adopted by consensus: 

The Forty-fifth 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 of 1949; 



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 deep satisfaction at the commencement of peace talks among the parties concerned in 
the Middle East, starting with the Madrid Conference and continuing in the peace negotiations between 
the said parties; 

Expressing the hope that these talks will lead to a just and comprehensive peace in the Middle 
East, based on the principles of international legitimacy and，in particular, on relevant United Nations 
resolutions; 

Regretting the refusal of the Israeli authorities to allow the Special Committee of Experts to visit 
the occupied Arab territories; 

Having considered the report of the Director-General on the health conditions of the Arab 
population in the occupied Arab territories, including Palestine,1 

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 THE HOPE that the peace talks will lead quickly to a just, lasting and 
comprehensive peace in the Middle East, so that the Palestinian people can develop their health plans 
and projects to participate with the peoples of the world in the achievement of WHO,s objective of 
"Health for АИ by the Year 2000"; 

3. EXPRESSES CONCERN at the continuing 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 other Arab 
populations in the occupied Arab territories; 

4. STRESSES that the policies of the Israeli authorities in the occupied Arab territories are not 
consistent with the development of a health system appropriate to the needs of the population in the 
occupied Arab territories, and that it is the role of the international community in its contribution to the 
peace process to assist the Palestinian people in their efforts to enjoy this basic human right and the 
privilege of being responsible for their own health system; 

5. 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 the 
Palestinian society, and prevents the economic and social development of those territories; 

6. 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; 

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

8. RECALLS resolutions WHA42.14, WHA43.26 and WHA44.31 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; 

1 Document A45/31. 



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

(1) to continue the efforts to implement the special assistance programme, emphasizing the 
primary health care approach, in coordination with all Member States, observers referred to in 
Health Assembly resolutions related to this item, and all other organizations involved in health and 
humanitarian activities; 
(2) to further coordinate health activities, in particular in priority areas such as maternal and 
child health, an expanded programme of immunization, water supply, sanitation and prevention of 
pollution; 
(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, and to assist the Palestinian people in developing 
health manpower capable of shouldering the responsibility of their health; 
(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 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 provide the systematic support required to the WHO collaborating health centres in the 
occupied Arab territories, and strongly encourage the management of those centres by Palestinian 
experts; 
(6) to strengthen the role of the special health organizational unit established for the Palestinian 
people at WHO headquarters in support of the health development of the Palestinian people; 
(7) to continue his efforts to seek funds from extrabudgetary sources in support of the special 
technical assistance programme; 
(8) to report on the above to the Forty-sixth World Health Assembly; 

10. CALLS ON all Member States, 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. 

Mr TILLFORS (Sweden) requested information on the financial implications of the request made in 
subparagraph 9(6) of the draft resolution, concerning the strengthening of the role of the special health 
organizational unit established for the Palestinian people at WHO headquarters, and asked whether there was 
a precedent for such a request. 

The DIRECTOR-GENERAL said that, under Article 31 of the Constitution, the strengthening or 
establishment of an administrative entity, such as a unit or division, was an executive function reserved for the 
Director-General as the chief administrative officer of the Organization. Under present financial 
circumstances, it would be difficult to incur additional expenditures or to respond to requests beyond those 
contained in the other subparagraphs of operative paragraph 9 of the draft resolution. It should also be 
recalled that many other peoples, in addition to the Palestinians, were experiencing hardship in the world 
today, owing to man-made or natural disasters. 

Mr TILLFORS (Sweden) said that, if subparagraph 9(6) were deleted, he could support - and would 
even sponsor - the draft resolution. 

Dr BAATH (Syrian Arab Republic) said that, in the interests of seeing the draft resolution adopted by 
consensus, the sponsors would agree to the deletion of subparagraph 9(6). 

Dr AKHMISS (Morocco) said that, despite the resolutions adopted by successive Health Assemblies, the 
health conditions of the Arab population in the occupied Arab territories were continuing to deteriorate. The 
draft resolution, of which his delegation was a co-sponsor, expressed regret that the Special Committee of 
Experts had been prevented from visiting the territories and from reporting on conditions there. As Section D 
of the progress report by the Director-General (document A45/31) clearly indicated, WHO had an important 
role to play in supporting the health development of the Palestinian population. Health conditions in the 



occupied territories could be improved only when the occupation ended and the Palestinian people was able to 
take full responsibility for its own health and well-being. 

Dr ТАРА (Tonga) said that the information provided in the Director-General's report concerning the 
progress made under the special technical support programme was a source of satisfaction. A second source of 
satisfaction was the amount of funds raised to finance the programme, namely US$ 5.3 million to date, of 
which WHO had contributed over US$ 1.3 million. The donor countries • especially Germany and Italy, each 
of which had given over US$ 1 million - the nongovernmental organizations and UNFPA were to be thanked 
for their generous contributions. He endorsed the conclusions set out in Section D of the report, supported 
the draft resolution submitted for the Committee's consideration, as amended, and hoped that it would be 
adopted by conse'nsus. 

Mrs HU (China) said that the long-standing occupation of Arab territories by Israel was an obstacle to 
the solution of outstanding issues in the Middle East, especially of the key Palestinian problem. The health of 
the peoples of the region, including the Israeli people, was continuing to be affected by the unrest caused by 
that occupation. The Chinese Government and people shared the world's concern over the situation there, and 
looked forward to the achievement of a fair settlement of all outstanding questions on the basis of Security 
Council resolutions 242 and 338，which provided for the return of the occupied territories and the recovery by 
the Palestinian people of their legitimate rights so as to enable them to achieve health for all by the year 2000. 
She pledged the full cooperation of her Government with WHO in all efforts to improve the health conditions 
of the people in the occupied territories. 

The CHAIRMAN asked the Committee whether it was prepared to consider the draft resolution 
immediately, even though the requirements of Rule 52 of the Rules of Procedure had not been met. 

Mr BOYER (United States of America) said that the requirements of Rule 52 were quite clear; no 
resolution should be put to the vote unless copies had been circulated to all delegations at least two days 
previously. The draft resolution in question had only been distributed two hours earlier and only a small 
number of delegations had been involved in the long and extensive discussions about the draft. It was a long 
and complicated resolution and many delegates would want to read the text and consult with their colleagues 
before voting on it. Furthermore, the Secretariat would also be given time to consider the text in the li^it of 
Dr Ionescu's comments on the future of the Special Committee of Experts. 

The CHAIRMAN said that, in view of the request by the delegate of the United States and in 
accordance with Rule 52, consideration of the draft resolution would be postponed. He proposed, however, 
that the Committee should conclude discussion of the item at the current meeting. 

Mr LIOR (Israel) welcomed the decision; it would not save time to have a precipitous vote on a 
delicate, controversial and politically motivated draft resolution, which was inspired by more than just care for 
the well-being and health of the Palestinian population. The text itself reflected the real motives behind it and 
some of the sentences just did not make sense, e.g., the reference to "all peoples who are victims of exceptional 
situations, including settlements" in the fourth preambular paragraph. To obtain a clear and balanced picture 
of the political background of the current situation, other questions needed to be addressed: the reasons for 
the overcrowding of the Gaza Strip, the root causes of the refugee problem, possible alternatives, responsibility 
for the wars, the process of occupation, the founding of the State of Israel and legitimate self-defence. The 
draft resolution was one-sided even with regard to its political motivations. Furthermore, it omitted all 
mention of any improvement in the health situation in those territories, although major improvements had 
been reported by UNRWA. He urged the Committee to address legitimate and genuine health matters and to 
disregard political issues. 

Dr ARAFAT (Palestine) thanked all those who had worked to achieve a unified stand for peace for all 
the peoples of the world. 



2. SALARIES AND ALLOWANCES FOR UNGRADED POSTS AND THE DIRECTOR-GENERAL: 
Item 29 of the Agenda (Document EB89/1992/REC/1, Resolution EB89.R13’ and Document A45/34) 

Mr AL-SAKKAF (representative of the Executive Board), introducing the item, said that following the 
General Assembly's decision to revise the base/floor salary scales for the professional and higher categories 
through the consolidation of six post adjustment classes with effect from 1 March 1992, on the basis of the "no 
loss-no gain" formula, the Executive Board had confirmed, in resolution EB89.R12 the revised salary scales for 
the professional category and directors, posts with effect from that date. It was for the Health Assembly to 
make similar modifications to the salaries for ungraded posts and of the Director-General. In resolution 
EB89.R13, the Executive Board had recommended to the Health Assembly the new gross and net salaries of 
Assistant Directors-General and Regional Directors, the Deputy Director-General and the Director-General 
with effect from 1 March 1992. However, the figures applicable to the salary of the Director-General were 
based on an estimate received from the United Nations in New York and would require a minor reduction in 
the light of the actual post adjustment multiplier. Document A45/34 contained all the relevant figures and set 
out the amendments to the resolution recommended by the Board in resolution EB89.R13. 

Miss ROBSON (United Kingdom of Great Britain and Northern Ireland) said that she had no difficulty 
with the resolution recommended by the Executive Board but thought that it would be useful if, in future, more 
information was given on actual salaries rather than simply quoting base salaries, as in document A45/34. 
Some people might be deterred from applying for the posts in question if, for example, they thought that the 
salary of a regional director was only US$ 74 571. It was important, therefore, also to include figures for the 
post adjustment. 

Mr AITKEN (Assistant Director-General) explained that, since regional directors were based in different 
locations and since the post adjustment varied with the location, a single figure for the total remuneration of 
regional directors throughout WHO could not be given. In addition, the post adjustment changed every month. 
However, a statement to the effect that the post adjustment was also part of remuneration could be included in 
future documents. 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution, as amended, was approved. 

3. CHILD HEALTH AND DEVELOPMENT: HEALTH OF THE NEWBORN: Item 31 of the Agenda 
(Document EB89/1992/REC/1, Resolution EB89.R10 and Document A45/27) 

Mr AL-SAKKAF (representative of the Executive Board), introducing the item, said that the Executive 
Board, recognizing that the problems of neonatal morbidity and mortality had been neglected, had, at its 
meeting in January 1992, requested the Director-General to present a report on the health of the newborn in 
the context of overall child health and development. That report (document A45/27) was now before the 
Committee. 

The Board had noted that, of 12.9 million deaths of children under five years of age in 1990, over 
4 million had occurred in the first year of life, while at least an equal number surviving the complications of 
pregnancy and delivery suffered long-term consequences. The report presented the four essential principles of 
newborn care which, in the majority of cases, could be satisfied either at the community level or in health 
centres and did not require costly high technology. 

In its discussion of the Director-GeneraPs report, the Board had highlighted the key issues, including the 
underreporting of perinatal and neonatal deaths，which contributed to the low priority given to the problem. 
The status of women was important both for their own health and for the survival and quality of life of the 
newborn. However, socioeconomic and cultural factors were also involved. 

Many of the interventions aimed at improving maternal health would have an immediate impact on the 
health of the newborn. However, such problems as birth asphyxia required additional skills and simple 
technology for their management. The Board considered that the prevention of birth asphyxia and other 
problems could be integrated in the safe motherhood initiative. WHO，s actions in support of breast-feeding 
also contributed to newborn health. While many low-birth-weight infants now survived, greater efforts to 
prevent low birth-weight were needed. 



The Board concluded that newborn health should be an integral part of maternal and child health and 
family planning activities. The World Summit for Children target for infant mortality would not be achieved 
unless adequate attention was given to perinatal and newborn care. The four elements of newborn care could 
all be incorporated in primary health care programmes. 

The resolution recommended by the Board to the Health Assembly emphasised the need for Member 
States to train staff in the principles of newborn care, to strengthen the monitoring of neonatal and perinatal 
health, and to focus on coverage, quality of care, and the attainment of specific and realistic targets. 

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland) welcomed the report 
(document A45/27) as a step towards strengthening the Organization's activity in child health and 
development. She particularly commended the report for emphasizing the value of family spacing for newborn 
health. Her Government would continue to give high priority to helping countries develop health services for 
women and children and family planning. Its "Children by choice not chance" initiative responded to the belief 
that everyone, and particularly women, should be free to choose when to have children. Her delegation 
especially welcomed the discussion in the report of the legal and social aspects of women's health, including 
their physical and sexual exploitation, which impeded women's access to health care and led to ill health and 
debility in the next generation. 

WHO's work should stress the importance of the professional midwife in providing domiciliary health 
services and in training traditional birth attendants. To the four principles of care identified by the report as 
basic to the health and well-being of the newborn infant, her delegation would add a fifth: a healthy mother 
during pregnancy and delivery. Preconceptual risks and prelacteal feeds should receive greater attention, as 
well as the education of professional and traditional birth attendants and the family, including older relatives. 

Her delegation supported the resolution recommended by the Executive Board. 

Mr ORTENDAHL (Sweden) also commended the report. Globally, the health of the newborn was a 
neglected field. Maternal and perinatal care was the part of the health care system most dependent on 
functional collaboration between the various levels of care. Newborn care called for community participation, 
intersectoral collaboration and appropriate technology - the three pillars of primary health care. The report 
failed to address the first of them; for example, it did not touch on women's rights to information or on 
support by husband and family during pregnancy and childbirth. 

While rightly warning against overemphasis on high technology, the report did not fully analyse the 
reasons why only half the world's births were attended by trained personnel and less than one-third of mothers 
had received two doses of tetanus toxoid. Other problems which it mentioned were incomplete reporting of 
perinatal and neonatal deaths and the need for better analysis of epidemiological data. Perinatal epidemiology 
needed a major global boost if the expectations of the World Summit for Children were to be met. 

Adherence to the principles of neonatal preventive care, mainly at the first level, advocated in the report 
would substantially reduce morbidity and mortality. His delegation shared the view that adequate support and 
supervision were needed to sustain a training programme for traditional birth attendants. He asked why 
traditional birth attendants were not mentioned in paragraph 7a, which dealt with the first level of care under 
national neonatal health care programmes. 

Since the report's tables and figures made clear the risk to babies born in the African Region, it was 
worrying that Africa was not mentioned in the part of the report (paragraphs 96-98) dealing with WHO's 
regional support for neonatal health care development. The basis for neonatal care advocated in the last 
paragraph of the report was unfocused, with no emphasis on preventive care or on participation of women, 
families and the community. 

His delegation supported the resolution recommended by the Executive Board. 

Dr SYLLA (Guinea) joined previous speakers in commending the report. The control of sexually 
transmitted diseases should be a priority in the organization of maternal and child health care, particularly in 
African countries, which were also affected by the AIDS epidemic. Maternal and child health was a 
fundamental component of his country's health programme, which was based on the provision of integrated 
primary health care. With the help of WHO an action plan on risk-free maternity was being prepared so as to 
reduce maternal mortality. 

His delegation supported the recommendations contained in the report and the resolution recommended 
by the Executive Board. 

Professor LEOWSKI (Poland) welcomed the report. The commonest diseases in infancy in his country 
were of perinatal origin, the situation being worst in cities with the highest percentage of working women. In 



the age group 1-4 years, mortality was due mainly to accidents and poisoning. The former accounted for half 
of all deaths among children from 5 to 18 years of age, while chronic diseases were the most frequent cause of 
morbidity and hospitalization. The high level of neonatal mortality had led his Government to promote 
intensive treatment for children in life-threatening conditions after birth. Staff had been trained for the 
purpose of educating personnel in neonatal techniques but insufficient equipment was available for the task. 
Further help was needed in order to improve emergency care for the newborn. 

Dr ARAKI (Japan) commended the report. The infant mortality rate in Japan was low as a result of 
three highly effective measures: the use of a maternal and child health handbook containing instructions on 
pregnancy, delivery and baby care, dental health and child development; voluntary activities, including those of 
the Aiiku-han groups, which existed in almost all Japanese towns and villages; and the 576 maternal and child 
health centres, located exclusively in rural areas. Together with medical screening of all pregnant women and 
children and programmes for pregnant women with toxaemia, anaemia and other pregnancy-related diseases, 
those measures had produced a satisfactory situation from the point of view of maternal and child health. 

His delegation supported the resolution recommended by the Executive Board. 

Mr PARK (United States of America) joined other delegations in commending the report, which brought 
out the relationship between women's reproductive health and neonatal mortality and morbidity. It rightly 
emphasized the effect of poor maternal nutrition on neonatal mortality and listed other factors which increased 
neonatal morbidity and mortality. Tobacco, alcohol and drug abuse by women, especially in developed 
countries, was of particular importance in that respect. 

His delegation supported the Organization's efforts to promote integrated programmes of maternal and 
child health care and family planning. WHO should give greater attention to the relationship between access 
to prenatal care and family planning advice and improvements in newborn health. The problem of neonatal 
mortality persisted even though significant progress had been made in reducing infant and child mortality. 

His delegation endorsed the resolution recommended by the Executive Board. 

Dr AL-GASSEER (Bahrain) welcomed the Director-General's comprehensive report. Nurses and 
midwives must be properly trained to provide combined maternal and child care and not concentrate on the 
fetus and the health of the child alone. Maternal and infant mortality could be reduced by family planning and 
birth spacing. Family planning programmes must therefore include information services for both women and 
men. Morbidity and mortality in mothers must be reduced, e.g., by programmes aimed at helping women in 
the period between births. 

Mrs ZHANG Meilan (China) commended the report, which stressed that newborn health and the 
reproductive health of the mother were inseparably linked. The fact that one-third of deaths in children under 
five years of age occurred within one month of birth proved that conclusively. Her delegation fully endorsed 
the four principles of neonatal health care mentioned in the report. 

The care of pregnant and nursing mothers was directly linked to the health of the perinatal baby and 
affected the child's growth. Inexpensive and appropriate technologies in pregnancy care could help greatly to 
reduce perinatal mortality and improve newborn health. The Organization should do more to promote the 
distribution of information and to improve health education in that area. Since 1989, her Government had 
been implementing a programme for improved health care for pregnant women and mothers, including high-
risk screening and hospital delivery. She thanked WHO for its assistance in the implementation of that 
programme. 

The meeting rose at 17h30. 


