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SECOND MEETING 

Tuesday, 21 May 1996，at 14:30 

Chairman: Professor B. SANGSTER (Netherlands) 

1. ORGANIZATION OF W O R K (continued) 

The CHAIRMAN suggested that, as recommended by the General Committee, agenda items 18.1 

(Smallpox eradication; destruction of variola virus stocks) and 18.2 (New, emerging, and re-emerging 

infectious diseases, and revision of the International Health Regulations) should be scheduled for discussion 

at a fixed time, namely 9:00 on 24 May, to encourage press coverage. 

It was so agreed. 

2. REV IEW OF THE WORLD HEALTH REPORT 1996: Item 10 of the Agenda (The world health 

report 1996; document A49/3) (continued) 

Dr MUBARAK (Iraq) said that despite the existence of national health plans in his country and constant 

efforts to enhance awareness of the importance of health, especially through the prevention of childhood 

diseases, care for newborn children and administration of oral rehydration salts for diarrhoeal diseases, 

implementation of those plans had been made impossible by the continuing boycott of Iraq over the past five 

years. The result had been a general deterioration in child health, a dramatic increase in child mortality, and 

the increasing spread of communicable diseases, such as cholera, poliomyelitis, malaria, typhoid and hepatitis. 

Lack of sufficient medication had also led to increases in cardiovascular diseases, hypertension, diabetes, 

cancer and thyroid conditions and night blindness in children owing to vitamin A deficiency. Despite the 

efforts made by Member countries of the Eastern Mediterranean Region, the boycott had continued without 

justification. Iraq had made every effort to cooperate with humanitarian organizations and had just signed 

a Memorandum of Understanding with the United Nations on the basis of "oil for food". He hoped that the 

resolutions of the Health Assembly would have a positive influence in achieving a radical solution to the 

problem. 

Dr VOLJC (Slovenia) describing the close links between disease and individual and social behaviourial 

patterns, said that the development of a society and its political, demographic and sociological characteristics 

determined the scope of the most frequent diseases and their phenomenology. Despite worldwide debates 

about peace, human rights and responsibility, the gap between rich and poor was widening and feelings of 

responsibility were decreasing. In affluent societies, violence, homicide and dependency diseases were 

increasing as well as an attitude of indifference to poverty and disease elsewhere. The spread and dynamics 

of various diseases was influenced by all these factors. 

In the fight against disease, the greatest social progress was represented by the protection of young lives 

since only the productive work of the young can assure the continuing development of a country. Yet, in 

the Third World, millions of children and young people died, while in developed regions the life of the sick 

and the elderly was being prolonged at high cost. Much more could be done, without major expense, to 

overcome those differences. WHO could not continue to be effective in alleviating the burden of disease, 

given its increasing financial difficulties. It was important to heighten awareness in individual countries, at 

government level, of the essential importance of health care for social development. 

Slovenia strongly supported the activities of the WHO Regional Office for Europe, which had to deal 

not only with the ongoing health problems but also with questions of political transition. The epidemiological 
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and social situation in Europe had led to a further spread of both communicable and noncommunicable 

diseases. With a view to increasing solidarity in the Region, it had been decided to organize in Lubljana in 

June 1996 a ministerial conference on health care systems which were either in transition or in the process 

of realization. The situation also demanded reform and consolidation in the Regional Office. 

Mr HAMADE (Lebanon) said that not only was there a marked contrast between developed and 

developing countries, but some political authorities gave less priority to health than, for example, to military 

matters: it was essential to mobilize all forces in order to fight disease. The world health report 1996 listed 

among the obstacles to the achievement of health for all such factors as financial crises and migration 

movements, both of which Lebanon had witnessed only too often in recent years. Despite its successful 

efforts to combat leprosy and poliomyelitis, his country had experienced a severe setback as a result of Israeli 

aggression which had culminated in the massacre of Cana. An immunization programme had been partially 

carried out with the help of WHO, UNICEF and the World Bank, but further regional and international 

assistance was essential. In that context he recalled resolution WHA48.2 and thanked all countries which had 

provided recent assistance. All Member countries must exert their collective responsibility in order to 

improve the financial situation of WHO and to resist centralization at the expense of the Regional Offices. 

Mr AL-KHAYAREEN (Qatar) said that although Qatar was small, its health services had always 

maintained a high level of health care, which had improved in recent years. Health centres, now 23 in 

number, and distributed equally throughout the country were the cornerstone of health services, along with 

specialized and general hospitals. All types of cancer could now be treated, and emphasis was given to early 

detection. Other services included the provision of safe local blood supplies; country-wide supply of high-

quality drugs thanks to an efficient system of distribution, pricing and control; and a high immunization 

coverage - all elementary schoolchildren were now required to have a certificate of immunization against the 

six childhood diseases. All of those activities had stemmed or halted the spread of communicable diseases: 

mortality rates had fallen sharply and there had been a marked increase in life expectancy. Medication and 

medical care were free of charge in Qatar and a high level of qualification prevailed among medical 

personnel. 

Mr REINER (Croatia) said that The world health report 1996 reflected the major efforts which had 

been made to improve the health situation throughout the world but also pinpointed the new, emerging and 

re-emerging diseases, which called for a more efficient, flexible and future-oriented WHO, accompanied by 

appropriate policies within each of its Member countries. It was important that national health policies should 

be accompanied by a corresponding implementation document, such as the Croatian Master Plan on country 

health development, which was integrated with a policy document on health for all by the year 2005. Health 

systems, not only globally but in each country, should also undergo continuous reforms in order to adapt to 

the drastic changes in the health situation. However, care should be taken to avoid any negative effects on 

the health of the population and to ensure stable financing of the health system through rationalized legislation 

and increased efficiency of the health services. Ethical considerations, such as universality of access to 

equitable health care, should be of overriding importance. 

Professor GUIDOUM (Algeria) said that the main lines of Algeria's health policies coincided with those 

set out in The world health report 1996. Despite wide immunization coverage, his country had not been 

spared from the re-emergence of communicable diseases, which still included diphtheria and measles. Water-

borne diseases caused by failure to comply with elementary town-planning regulations, were still prevalent, 

with economically disastrous consequences. Anthropozoonoses, tuberculosis and malaria, despite previous 

marked regression, still presented a threat on account of migratory flows from neighbouring countries, and 

HIV/AIDS remained a potential danger. Other disorders to be faced included diabetes, asthma, cardiovascular 

diseases and mental disorders. In tackling those problems, Algeria supported WHO's approach set out in 

Chapter 3 of the report entitled "Charting the future". The Expanded Programme on Immunization had been 

adapted to include a mandatory first dose of anti-poliomyelitis vaccine for newborn infants, an anti-measles 

booster for children before entry into school, and revaccination against diphtheria and tetanus every 10 years 
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after the age of 18. A specific vaccination and revaccination programme for the population in the south of 

the country was under way, and the campaign to eradicate poliomyelitis was continuing. Emphasis had also 

been placed on programmes for sick children, nutrition and school health and for control of water-borne 

diseases, and on the consolidation of epidemiological surveillance to combat resistance to drugs, lack of vector 

control and emergence of new diseases. 

Interest in the intersectoral approach, which had been tested in connection with World Health Day 

activities and programmes concerning water-borne diseases, zoonoses, drug dependence and HIV/AIDS was 

increasing but could be effectively sustained only through health regionalization, which was also the only way 

of making optimum use of available resources and treating specific health problems pertaining to a country 

or a region. 

It was unacceptable that factors which were the direct or indirect cause of disease were being created 

by the international constraints imposed upon certain countries. The right to health must be included among 

the fundamental human rights. His comments referred specifically to the disastrous health situations in Iraq, 

Palestine and the Libyan Arab Jamahiriya. 

In conclusion, he expressed support for the reinforcement of the health policy of the Maghreb and the 

sustained cooperation which existed within that African subregion. 

Mr KOTSONIS (Greece) said that it was clear that health promotion and disease control could not be 

achieved by primary health care and preventive measures alone. While some recent political, economic and 

social changes had led to the expectation of a better world, WHO's role as a directing and coordinating 

agency in the field of health remained as valid as ever and attainment of the target of health for all was still 

far from realization. Many major public health problems contributing to high morbidity and mortality were 

caused by growing industrialization and the emergence of large urban centres, in both the developed and the 

developing world. 

Emphasis should be given to the fight against noncommunicable as well as communicable diseases, 

since they all endangered development and ways must be found to deal efficiently with, for example, 

alcohol-related diseases and drug abuse problems. Intersectoral collaboration must include high levels of 

community participation. In addition, training in the management skills needed for achieving the goals of 

health for all should continue to be one of the Organization's main objectives. 

In Greece, prevention was given great prominence in regard to all diseases, with emphasis on 

surveillance, immunization, early detection and the promotion of healthy lifestyles. A plan to make health 

care available to all citizens was to be submitted for parliamentary approval. In addition, improvement of 

classic indicators of health standards had been a constant concern in recent years. 

The Greek Government would continue to join WHO efforts in promoting health throughout the world 

by sharing its technical know-how and experience; socioeconomic development was a sine qua non for the 

attainment of health for all. 

Professor SUJUDI (Indonesia) said that despite some success in disease eradication or control, the threat 

posed by a number of emerging and re-emerging communicable diseases must be countered by constant 

vigilance, particularly as the situation in many developing countries was exacerbated by malnutrition. 

Although the scarce resources of many developing countries were greatly depleted and the health-for-all target 

would not be attained in those countries and others which had suffered political turmoil, he was happy to note 

the progress made since the renewal of strategies based on the primary health care approach. He advocated 

concerted efforts, including the stepping up of technical cooperation among developing countries and 

adherence to the proposed UNDP 20:20 formula in that endeavour. 

Along with a number of other efforts at improving health, Indonesia was striving to reduce the maternal 

mortality rate which was unduly high. The country was also fully committed to health and education 

development, in view of their role in enhancing the quality of human resources and alleviating poverty. 

Dr VITKOVA (Bulgaria) said that in 1995, her country had formulated a national health strategy, now 

to be implemented with technical assistance from the Regional Office for Europe. Her country was restoring 

cooperation in the health field with the countries of Central and Eastern Europe with a view to improving 
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health systems. Nationally, reforms had been made in the legislative and regulatory basis of the health 

system, notably on questions pertaining to medicinal drugs, preventive medicine and public sector health 

control. Furthermore, action had been taken through an immunization campaign to control hepatitis В and 

Bulgaria had participated in the joint project for the eradication of poliomyelitis as well as in a tripartite 

preventive medicine project with WHO and the United Kingdom health service. National centres for public 

health were also being created, a national committee on HIV/AIDS had been established and new legislation 

had been enacted on primary health care, guaranteeing the rights of patients and the obligations of physicians, 

thus enhancing health care and making progress towards a system of health insurance. 

In a rapidly changing world, WHO had an important role to play in the global process of health system 

reforms, in the spirit of the health-for-all strategy. She trusted that the difficulties being experienced by the 

Organization were only financial in nature and expressed her concern at the reports she had heard regarding 

merging of the Regional Office for Europe with WHO headquarters. 

Mr VOIGTLÀNDER (Germany) said that for many years the health strategy of the German Federal 

Government in relation to multilateral and bilateral cooperation with developing countries had been based on 

the interdependence between health and development; it had sponsored several WHO programmes for many 

years, in addition to bilateral action. The world health report 1996 indicated the misery infectious diseases 

continued to cause in the world, and he advocated the establishment of a modern epidemiological information 

network and early warning systems for certain diseases. WHO had an important part to play in rendering 

cooperation and timely advice in national decision-making, particularly during emergencies. 

Recent considerable geopolitical and socioeconomic changes had exerted a negative impact on health 

care systems in many States; Germany was assisting Central and Eastern European countries to overcome 

their difficulties concerning the reform of health care systems and the introduction of general health insurance. 

The European Regional Office also offered such assistance, a very important reason for its existence, in which 

he continued to believe. In conclusion, he proposed that future world health reports should mention the many 

noncommunicable diseases which were of considerable importance, particularly in the industrialized countries. 

Dr SALLAM (Egypt), after stressing the increasing importance of WHO's role, given that everyone 

had the right to health protection as a basic human right, said that the developing world suffered many health 

problems, which jeopardized development in other fields. Furthermore, poverty and the widening gap 

between the poor and the rich had led to a decline in health standards in developing countries. 

Two main areas needed attention: prevention and the equitable provision of health care. The necessary 

knowledge and means for reducing mortality for communicable diseases existed and should be used and 

greater efforts were needed to overcome the obstacles depriving the people of the developing countries of one 

of their basic rights. Egypt subscribed to the civilizing effect of preventive medicine and effective care. In 

particular, it wished to see protection given to the family, the fundamental unit of society, and was ready to 

cooperate with the international community in that area. 

Mr ROMA Y BECCARIA (Spain) said that one of the chief functions of the Organization was to 

encourage general awareness of the importance of health, perhaps the chief instrument of national social 

development. While there had been a general improvement in global health indicators, there was still great 

disparity in health and access to health care, reflecting economic inequalities. Furthermore, the recent 

appearance of new threats to health, along with medical problems caused by serious political disturbances, 

emphasized the need for increased vigilance in emergency situations. In that connection, he supported the 

establishment of the new WHO Division of Emergency and Humanitarian Action and said that Spain had 

contributed US$ 510 000 the previous year towards the reconstruction of a hospital in Rwanda, in addition 

to its traditional contribution made to cooperation programmes with Latin America. 

He expressed concern at the negative effects on health caused by the deterioration of the environment 

and observed that prosperity without equity did not result in general well-being. Since health was an essential 

element in the quality of life, health problems must be tackled jointly through a new collaborative effort based 

on international solidarity and commitment to create a world that subsequent generations would be proud to 

inherit. Spain, for its part, faced that challenge by assuming fully its international commitments. 
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In conclusion, he stressed that Spanish was an official language of the Organization and trusted that 

its status would be fully respected. 

Mr CHRISTOPHIDES (Cyprus) recalled that for almost two decades countries had struggled to attain 

the ambitious target of health for all, established at Alma-Ata in 1978. I f every country were to face the 

challenge alone, there would clearly be progress in developed countries and setbacks in the developing world. 

However, there had been some successes and WHO had been able to mobilize resources and develop 

programmes specific to the needs of individual countries. Evidence indicated that levels of health had 

improved in all countries. However, Africa and southern Asia were not keeping pace with the rest of the 

world and 40 countries in those regions would still have infant mortality rates of over 100 per 1000 at the 

end of the century unless further measures were taken. Perhaps efforts should be concentrated on the 

provision of a universal health care system for children under five years, in particular the attainment of targets 

related to immunization and vitamin A provision. 

The fortunate had a duty to assist the countries which could not achieve those targets by the year 2000. 

The challenge of providing hope, opportunities, commitment, partnerships and action involved all Member 

States. In particular, it was important to provide children with a "window of hope" and he proposed that a 

programme be established bearing the name of the goat-nymph who, in Greek mythology, nurtured Zeus as 

a child: "Amaltheia's programme - health for all children of our planet". 

Mr ABDULLAH (Maldives) noted that the health situation in many countries was deteriorating owing 

to a lack of resources and deficiencies in the planning and implementation of critical public health services. 

Environmental degradation, mass poverty, migration, overpopulation and social disintegration had seriously 

undermined global health development while AIDS, drug-resistant malaria, the re-emergence of tuberculosis 

and recent outbreaks of Ebola and plague had brought humanity to the brink of disaster. WHO had been 

successful in eradicating smallpox and would soon eradicate poliomyelitis, but the health situation remained 

alarming. He therefore strongly supported the WHO reform process which would strengthen the capacity of 

the Organization to tackle widening health disparities throughout the world. In that regard, mobilizing 

resources, pooling expertise and building strong monitoring and surveillance mechanisms were indispensable. 

A safe environment was also essential for good health. 

Maldives attached the highest importance to health and a substantial portion of the national health 

budget provided for improved health services, with emphasis on primary health care. Privatization, 

community participation and decentralization were central to health policy. Malaria and poliomyelitis had 

been eradicated and life expectancy had increased. Women's development and empowerment was seen to 

be a major component in solving health problems. A healthy lifestyle and individual responsibility were 

being promoted. 

Technological advances allowed the rapid transmission of information, but they did not replace the need 

for people. WHO should therefore give priority to human resource development. 

Dr В ARTOS (Romania) said that The world health report 1996 indicated the concerted approach needed 

to respond to current health problems and underlined the contribution made by WHO. 

Romania was experiencing profound social and economic change and its health system was being 

restructured; some aspects of the report were of particular relevance to that reform process. WHO, through 

both headquarters and the Regional Office for Europe, had provided support to Romania in confronting 

ongoing health issues and in dealing with new and emerging diseases. Assistance had been given in 

consolidating the immunization programme and in establishing programmes to combat and control sexually 

transmitted diseases, tuberculosis and AIDS. 

WHO played a highly important role in strengthening national systems and in facilitating international 

collaboration on health issues. The subtitle of the report "Fighting disease, fostering development" underlined 

the social relevance of WHO's activities and the direct contribution made to enhancing quality of life. 

Romania would lend its full support to the priorities for future international action set out in the report. It 

was hoped that participation in European health programmes would accelerate the country's integration in 

modern European structures. 
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Dr COSTA-BAUER (Peru) said that The world health report 1996 constituted an appeal for action and 

it was essential to give it immediate and priority attention. Complacency following some important but 

unsustained successes in combating disease had had serious consequences for public health. Statistics 

gathered in relation to infectious diseases were essential in deciding future health activities, both in redefining 

priorities and in allocating the necessary resources. 

Important results obtained in Peru included the eradication of the wild poliomyelitis virus. It was hoped 

to eliminate measles by 1998. Furthermore, cholera had been almost completely controlled and significant 

advances had been made in the fight against tuberculosis and tetanus. Malaria and yellow fever were being 

tackled, while AIDS remained a future challenge. The health of infants, children, adolescents and pregnant 

women were given priority in Peru's health policy for the period 1995-2000 and infant immunization 

coverage was currently 90%. Although the advances made in Peru were a sign of hope for the international 

community, past experience had shown that it was essential to remain vigilant and to prevent the recurrence 

of transmission. However, a disproportionate reaction to the risks caused by disease could produce conditions 

of panic in commodity and tourist markets: in 1991，reports concerning a cholera epidemic had led Peru to 

sustain losses of US$ 1 billion. International cooperation to offset such reactions was a priority. 

Countries should respond in a coordinated and integrated manner to the challenge of new and re-

emerging diseases in accordance with the priorities outlined in the report, and governments should understand 

that the improvement of the environment and the dissemination of healthy lifestyles required multisectoral 

coordination. 

Mr FOWZIE (Sri Lanka) said that the theme of The world health report 1996’ "Fighting disease, 

fostering development" was appropriate and timely. 

The two-way approach based on the categorization of diseases and a three-step priority suggested in 

the report provided a pragmatic framework for a plan of action for fighting disease. However, that fight 

required the removal of many obstacles beyond the health sector. There was an imperative need not only for 

more concerted actions on the part of Member countries, but also more effective international collaboration 

focusing on poverty alleviation and the empowerment of people through education and awareness-building. 

Sri Lanka had embarked on a programme of health development with emphasis on prevention and 

promotion, and the provision of better services to the underprivileged. The budgetary allocation for health 

had been maintained at 5% of total government expenditure. The provision of universally accessible free 

health services and the institution of other social welfare measures had enabled people to enjoy a health status 

which was favourable compared to that of other developing and some developed countries. Sri Lanka, with 

support from WHO and other organizations, continued to combat communicable diseases, with success. Since 

adoption of the Global Strategy for the Control of Malaria in 1993 incidence of the disease had declined 

substantially. HIV/AIDS prevalence remained relatively low and it was hoped that a concerted effort would 

contain the epidemic. Incidence of the six vaccine-preventable diseases had declined and the elimination of 

neonatal tetanus had been achieved in 1995. Measles mortality had been reduced dramatically. National 

Immunization Days had been conducted in 1995 with the objective of eradicating poliomyelitis by the year 

2000, and rubella immunization had been introduced in 1996. 

Speaking as Chairman of the Health Ministers of the South-East Asia Region, he underlined the 

coherent manner in which countries within that Region worked and requested that, should WHO reconsider 

its regional structure, the South-East Asia Region should remain intact. Strong advocacy for health at both 

national and international level was critical to mobilize a global response to the challenge of fighting disease 

and fostering development. Sri Lanka would play its part in such endeavours. 

Mr PHILLIPS (Jamaica), speaking on behalf of Barbados, Jamaica, Saint Lucia and Saint Kitts and 

Nevis said that The world health report 1996 highlighted the dilemma of countries such as those on behalf 

of which he was speaking in providing adequate health services in the face of new challenges, such as 

lifestyle diseases resulting from drug abuse including tobacco, accidents, violence and HIV/AIDS, while 

communicable diseases such as dengue fever, typhoid and diarrhoeal diseases persisted and had been 

exacerbated owing to environmental degradation, particularly as a result of unplanned and rapid urbanization. 

Older diseases such as cholera, tuberculosis and drug-resistant gonorrhoea were also re-emerging. 
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International travel and trade and rapid advances in communication technology made those problems truly 

global and of concern to all. Those growing challenges were being confronted at a time when global 

economic crises and the structural adjustment policies resulting from them had contributed to the devastation 

of social programmes including those of the health sector, and the reduction of the capacity of traditional 

public preventive health infrastructures for disease surveillance, prevention and control. 

In charting the future, Member States were being challenged to reform health systems and to ensure 

that investment priorities were set more carefully, that cost-effective technologies and programmes were 

developed, and that finite resources were used as efficiently as possible. Such action would require the 

maintenance of adequate research, surveillance, and response capabilities. In that regard, vulnerable island 

countries that were subject to hurricanes, volcanoes and earthquake disasters would urge that an effective 

disaster response capability within WHO should be maintained. In addition, national public health 

infrastructures would need to be strengthened by allocating additional human and financial resources, 

restructuring institutions, reorienting health providers and, most importantly, recruiting new partners, 

particularly in the community, whose involvement was essential for the achievement of long-term lifestyle 

and behavioural changes. 

Dr ALAMI (Morocco) said the health policy initiated in his country in the 1980s was now close to 

achieving its objectives. Thanks to the joint efforts of the Ministry of Health, local communities, and 

Morocco's international partners, there had been clear signs of improvement in the health of the population 

in recent years, despite difficult socioeconomic conditions, further exacerbated by recurrent droughts. By 

1992，life expectancy had risen to 66.5 years, and by 1995 infant mortality had fallen to 61 per 1000. In 

1995，immunization coverage had been 85%; no case of poliomyelitis had been reported since 1991，and 

none of diphtheria since 1992. The launching of the Independent Vaccine Initiative in 1993 was proof of 

Morocco's commitment to eradicating those diseases. Control of diarrhoeal diseases, acute respiratory 

infections, and iodine deficiency disorders had also advanced. Further, there had been a decline in fertility 

and a marked increase in contraceptive use. 

Unfortunately, the targets for maternal and neonatal mortality had not been attained, and demographic 

changes, urbanization, stress, and new behaviour patterns had combined to increase noncommunicable 

diseases. To combat the latter, a law had now been passed banning smoking in public places and a national 

social development strategy had been launched which aimed to give disadvantaged groups better access to 

primary health care, drinking-water and sanitation, education and housing. Over the next five years, 

Morocco's priorities in the field of health would be in line with those of WHO's Ninth General Programme 

of Work. 

He thanked W H O and other organizations for their help in improving the health of the people of 

Morocco and of peoples worldwide. Lastly, he urged that the Regions should play a greater role in framing, 

implementing and evaluating health strategies. 

Dr KHAN (Bangladesh) said that The world health report 1996 provided a pointed reminder of the 

links between health and development. In tackling the world's health problems, the first factor that had to 

be taken into account was poverty, since it was the poor who bore the brunt of the effects of ill-health. 

Proper management and adequate resources, including up-to-date information were also essential. Lastly, 

coordination between national agencies and among donors was crucial to ensure the efficient implementation 

of country programmes. 

Following the recent emergence or re-emergence of certain diseases on a global scale, his Government 

had launched a number of projects. There had been significant achievements in family planning, the 

Expanded Programme on Immunization, control of diarrhoeal diseases and health education and in the 

performance of mid-level management. Infant mortality and maternal mortality rates had been cut by half, 

and the case fatality rate of diarrhoea had decreased to 0.5%. At the same time, population growth had fallen 

to 1.8%. 

Hepatitis, cardiovascular diseases, cancer, HIV/AIDS and diabetes mellitus could pose problems in the 

future. As one of the world's least-developed countries, Bangladesh was handicapped in tackling those 

challenges. Management infrastructure for monitoring environmental quality was almost non-existent, laws 
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on food hygiene were primitive, and surveillance mechanisms for viral diseases still at a rudimentary stage. 

Widespread malnutrition presented a further challenge. Bangladesh was also prone to natural disasters; he 

was pleased to state that a regional centre for emergency preparedness and response was currently being 

established in Dacca with the help of WHO. 

Developmental activities needed to be seen from the viewpoint of sustainability, with the focus on 

participatory planning and a system for allocating funds adequate to meet requirements. Community leaders, 

politicians and health care providers needed to give priority to health, and a management information system 

remained to be established. He was confident that, with the support of WHO and other development partners, 

those goals could be achieved. 

Dr VAN ETTEN (Netherlands) said that socioeconomic factors were not only obstacles to success in 

controlling communicable diseases, but were also major causes of those diseases. The focus should therefore 

be not only on health issues, but also on development issues. WHO should be an advocate of the public 

health approach, and should take the initiative in fighting those diseases that were the world's leading causes 

of death. 

In setting priorities among communicable diseases, the burden imposed by each disease and the cost-

effectiveness of intervention (established by research) should be the criteria used. WHO should pay particular 

attention to the major killers such as diarrhoeal diseases, respiratory infections, tuberculosis and malaria, most 

of which were aggravated by malnutrition, and new initiatives were needed in that regard. The voluntary 

contributions made by the Netherlands to a number of WHO programmes on communicable diseases were 

proof of its commitment to that cause. 

He agreed that there was need for a speedy response to outbreaks of communicable diseases, to prevent 

potential epidemics; to achieve that response, an early warning system and clear guidelines for outbreak 

management were crucial. He hoped that WHO's newly-established Division of Emerging and other 

Communicable Diseases Surveillance and Control would play a key role in that regard. Recent outbreaks of 

Ebola and plague had clearly shown the need for improving current information systems. Initiatives such as 

the creation of a European Union/United States Task Force to establish a global early warning system and 

response network for communicable diseases were to be welcomed, and WHO should participate actively in 

them. 

The Organization would have to prove that it was a key player in the field of communicable diseases, 

and would have to reaffirm its leadership in health, despite constraints on its budget and other challenges. 

It must therefore concentrate on the content of its work and the fulfilment of its mandate. 

Mr SOSA RAMIREZ (Guatemala) said Guatemala was one of the poorest of the Latin American 

countries: in 1989, a survey had shown that 80% of its population lived in poverty. Although the 

Government was doing what it could, it was hampered by lack of funding for the social sector, due in turn 

to the very low contribution made by tax revenue to GNP (some 8% in 1995). 

A sweeping modernization programme had been launched, with a view to increasing tax revenue, 

controlling the fiscal deficit, and increasing social spending, so that the most vulnerable groups could have 

better access to basic services. New legislation was being introduced to control tax evasion, and to put public 

spending on a more rational basis. A coordinated national health system was being introduced, which aimed 

to widen coverage and improve the standard of basic health services, with emphasis on prevention and 

control. The system would also improve hospital management and health infrastructures, notably water 

supplies to rural areas. Those reforms, which were included in a recent peace agreement covering 

socioeconomic and agrarian aspects, should help to improve the country's health indices, which showed that 

Guatemala compared very unfavourably with other Latin American countries at the same level of 

development. 

Although Guatemalans realized that the destiny of their country depended on their own efforts, their 

own resources were inadequate to the task. Guatemala stood in need of international solidarity and 

cooperation if it was to be successful in tackling the root causes of the armed conflict within its borders. 
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Mr RIXIN (Bhutan) said that over 90% of his country's population now enjoyed basic health care 

coverage. With support from WHO, the goal of universal child immunization had been attained, and Bhutan 

was on the verge of eliminating iodine deficiency disorders, and the age-old scourge of leprosy. Nevertheless, 

many old familiar communicable diseases, such as hepatitis, typhoid, and malaria, and worm infestations 

remained, while at the same time noncommunicable diseases, such as cardiovascular ailments, cancers, and 

nutrition-related deficiencies were demanding greater attention, and some diseases once thought to be 

controlled were re-emerging. Demographic trends were disheartening, changes in behaviourial and 

consumption patterns were causing many new and complex health disorders, and increasing globalization was 

breaking down traditional barriers to disease. 

Because of Bhutan's lack of skilled manpower, the health system's capacity to deliver was well below 

demand. Accordingly, plans were being made to provide equitable and efficient services, with special 

emphasis on groups that had not yet been reached. Research, especially health systems research, was being 

promoted as an important tool for management decision-making. 

While the efforts of individual countries to stamp out communicable diseases were important, concerted 

efforts at the global level were vital. No one country could be made safe from disease unless all countries 

were made safe. 

Ms MEGHJI (United Republic of Tanzania) said she had noted with concern the re-emergence of 

diseases which until recently had been on the decrease. In particular, tuberculosis was again becoming a 

major cause of morbidity and mortality, chiefly in association with the spread of HIV/AIDS. 

Her country's health sector reforms targeted diseases which were still a major cause of ill health in its 

population, notably malaria, diarrhoeal diseases, and acute respiratory infections. The main constraint was 

lack of resources, which greatly affected the implementation, management and sustainability of control 

strategies； 

She appreciated WHO's contribution to health in the United Republic of Tanzania, as described in 

Chapter 2 of The world health report 1996. Although some of the targets set for the year 2000 would not 

be attained, the setting of those targets had served as an encouragement. Thus, there had been a significant 

improvement in immunization coverage, and hence a significant decrease in morbidity and mortality caused 

by measles, which had once been a leading killer of the under-fives. Progress had also been made in the 

control of diarrhoeal and other diseases. 

Certain important issues had been omitted from Chapter 3 of the report. In the United Republic of 

Tanzania, health sector reforms emphasized equity of access to health services, and it was her government's 

intention, in view of the rapid urbanization which had led to a deterioration of health indicators in urban 

areas, to put equal emphasis on urban health services. 

For the future, priority should be given to the following: general capacity-building at country level; 

community involvement; implementation of targeted and integrated programmes; the development of built-in 

mechanisms to evaluate implementation of future strategies; the strengthening of surveillance, diagnostics 

and information-sharing services; and lastly, capacity-building in disease surveillance and programme 

management. 

Professor LJUBIC (Bosnia and Herzogovina) said that the recent cessation of hostilities in his country 

was enabling the Ministry of Health to restore health development for all its people following the destruction 

or damage of 40% of health facilities. The three and a half years of aggression had also left over 12 000 

persons badly disabled, 70 000 in need of physical rehabilitation and 15% of the total population in need of 

treatment for mental disorders. Nevertheless, it had proved possible during that time to readjust the health 

care system to the realities of the war, to reassess priorities and to begin thinking about future health care 

needs in the light of current economic and technological trends. In dealing with the immediate impact of the 

war, the focus was on physical and mental rehabilitation. A plan to establish community-based and hospital-

based rehabilitation programmes throughout the country was under way. 

Looking to the future, a series of health care reforms had been introduced and were currently 

accelerating. They focused on the need to prevent disease and place health in the context and in the service 

of broader social development. There was recognition of the need for radical change and priority-setting: 
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the emphasis would thus move from tertiary care to primary health care and the empowerment of local 

communities. The challenge of disease control and prevention in the context of major damage to water 

supplies and a high level of substandard and overcrowded housing was also being addressed. A Federation 

Health Programme for reconstruction of the health sector was in preparation. In addition a number of projects 

prepared by national experts with the assistance of WHO, the World Bank and other international partners 

were already being implemented. 

One reason, even when the situation was at its worst, why health care challenges had been met and 

mortality and morbidity from communicable and noncommunicable diseases kept under control had been the 

high educational level of the population, which had ensured the success of preventive measures. It was 

essential to build on that experience and achievement and to strengthen the community-based approach. The 

Ministry of Health would be collaborating closely with other ministries in that work. 

Dr AL-MOUSAWI (Bahrain) said that attention should be given to the future difficulties the developing 

world was likely to face once communicable disease mortality and morbidity had been reduced as a result 

of the programmes WHO was promoting. Such a reduction was bound to increase life expectancy - indeed 

The world health report 1996 emphasized that between 1985 and 1995 life expectancy had increased by three 

years - and lead to the aging of populations. Mortality from noncommunicable diseases, such as 

cardiovascular disease, cancer, diabetes and geriatric diseases was therefore bound to increase, inevitably 

bringing a great deal of pressure to bear on limited health resources. The preventive and curative measures 

required to deal with a rising incidence of noncommunicable disease in the developing countries would be 

completely different from those in place to deal with communicable diseases, and would call for considerable 

investment in new facilities. WHO should initiate studies to evaluate the likely future impact on health 

programmes, with a view to enabling developing countries to deal with such challenges. It was essential that 

the problems that might lie ahead during the coming two decades should be clearly delineated and that all 

should work together in order to decrease such dangers. 

Dr KERKER (Switzerland) said that despite the general improvement in global health evident from the 

report, there was a growing gap between the health of the haves and the have-nots in all parts of the world. 

That gap was often masked in aggregated data; a breakdown by sex, age, income, social status, educational 

level and other appropriate factors would better permit inequalities to be revealed and remedial action taken. 

A growing scarcity of resources, in addition to deficiencies in current health approaches and models, 

perpetuated such gaps in both the developed and the developing world. In the former, for example, aging 

of the population was putting increasing economic pressure on the dwindling population at work, placing 

social welfare at risk and posing major problems of ethics and equity. In both the developing and the 

developed world, therefore, there was need for a more rational and rigorous distribution of scarce resources, 

not merely by seeking better tools and indicators but also by a broader approach to human health 

encompassing all social, economic, educational and other aspects impinging on health. Such a holistic 

approach was essential in order to ensure sustainable development; it would have to be based on a new form 

of partnership that would be more balanced, open and equitable, treating matters of ethics and human rights 

with the same level of commitment and funding as those more strictly related to health care issues. 

In pursuit of strategies on these lines, as propounded by recent international summits, with efforts in 

the health field as a core activity in joint action, Geneva, which was host to many international organizations 

and thus offered many opportunities for mutual inspiration, appeared to have considerable advantages as a 

headquarters base for WHO. 

The above considerations should guide any reform of the relevant institutions aimed at enabling them 

to make a more appropriate response to current global change. The reforms under discussion in WHO during 

the past four years showed promise, but the report did not make sufficiently plain the line of reasoning 

linking the institutional changes introduced to the new challenges perceived. Although a first step had been 

made towards meeting the expectations of Member States, a continuing lack of transparency was likely to 

jeopardize the credibility of WHO. 
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Dr AL-BATAYNEH (Jordan) said that, despite WHO's effort in helping Member States to combat 

disease, the current global health situation gave cause for considerable concern. WHO must be constantly 

on the alert to respond to changes in disease patterns and to emergencies. Furthermore, instability and 

conflict, which were currently as widespread as disease in many parts of the world, had in many cases 

relegated health to a secondary concern. The noble goal of health for all would be unattainable unless all 

such conflicts were resolved by the achievement of a just peace. 

WHO should make every effort to ensure justice and solidarity in health matters in order to reduce 

inequalities in living standards among all States irrespective of differences in ideologies. Material support 

given by industrialized and wealthy countries to poorer countries to enable them to develop their health sector 

and implement national strategies was in fact an investment on their own behalf; development in one country 

would inevitably benefit all since disease knew no borders. There was a recognition that health could only 

be achieved by overcoming poverty, famine and unemployment. Furthermore, improving the quality of life 

was integral to economic and social development and had thus to be included in any development plan. All 

factors militating against health should be combated by those working in the health field, whose only concern 

should be to improve health. 

Dr CANDUCCI (San Marino) said that the political and social upheavals of the past decade in Europe 

had made plain the difficulty of reaching the target of health for all by the year 2000 and had drawn attention 

to the need to review that strategy in the context of the global reform process. Furthermore, the economies 

of many countries were in recession, forcing them to take stringent measures to control social welfare costs. 

Any reform of the health system thus necessarily had to take many varied economic and health aspects into 

account, creating a need for indicators and methods designed to evaluate the impact of the reform process 

and ensure rational use of resources and provision of effective and high quality services. However, the 

success of such reforms could not be measured by cost-effectiveness alone; respect for human dignity, equity 

and professional ethics all had to be taken into account. 

San Marino had developed a computerized system applicable to both general and specialized medical 

care in an effort to achieve a more rational and cost-effective health policy. It was based on indicators 

relating to quality of life, disease prevention, quality of life of the elderly in the context of family policy, and 

equal opportunities for the disabled in education and employment. In pursuit of those aims, legal measures 

had been adopted to provide financial assistance where necessary and to give access to medical care free of 

charge. Priority was being given to preventive activities within the framework of a number of WHO 

programmes. Training was an essential part of any health policy as were measures to promote improvement 

of services. 

Emerging and re-emerging diseases were the cause of a deteriorating level of health in some countries. 

In dealing with the situation, humanitarian assistance would be needed from governments and international 

and nongovernmental organizations. Partnerships for health promotion should be established to bring together 

the technical expertise and financial resources required, particularly with regard to developing countries, 

which were at greatest risk. The economic crisis facing many countries should not be allowed to hinder 

international cooperation on health development. Harmonization of WHO's programmes with those of other 

international organizations through preparation of joint projects would be the most effective way of meeting 

the needs of all. 

Dr WEINSTOCK (Costa Rica), speaking on behalf of Belize, Costa Rica, El Salvador, Honduras, 

Nicaragua and Panama, said that the Central American countries had been working together to introduce 

coordinated disease prevention programmes simultaneously, in view of the fact that disease respected no 

borders. In addition, efforts to improve health systems in the area were focusing on ensuring the provision 

of primary health care services in villages and communities to ensure access for all to such services. 

Concentration on the base of the health care pyramid before moving on to provision of advanced hospitals 

where complex surgery could be carried out was the best way to ensure a high level of general health. 

Prevention was also not only better than cure, it was also cheaper. Another important aspect of health care 

was that it should show a sense of common purpose and mutual support. Although in Costa Rica people were 

free to seek private health care if they wished all were obliged to show social solidarity by paying social 
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security contributions. It was only equitable that those who were wealthy paid more but all should have equal 

access to health care. Current discussions tended to centre on the economic aspects to the neglect of social 

needs, but it should be remembered that social and economic aspects were merely two sides of the same coin. 

If efforts were directed to economic ends alone, unsatisfied social needs would end up crippling countries. 

The Central American countries were endeavouring to set up a joint epidemiological information system using 

communication through the Internet to follow up outbreaks of disease wherever they occurred. 

When he had attended the Health Assembly 20 years previously he had had occasion to remark that 

he considered such meetings of little use. He had not changed his view in the interim and appealed to all 

the countries making up the Organization to work together to reorganize its structure in such a way as to 

prevent further deterioration. 

The meeting rose at 17:35. 
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