
( ^ Щ ) W o r l d Health Organization 
^ ^ ^ ^ Organisation mondiale de la Santé 

FORTY-NINTH WORLD HEALTH ASSEMBLY 

A49/B/SR/5 
COMMITTEE В 23 May 1996 

PROVISIONAL SUMMARY RECORD OF THE FIFTH MEETING 

Palais des Nations, Geneva 
Thursday, 23 May 1996，at 9:00 

Chairman: Dr A.Y. AL-SAIF (Kuwait) 
later: Dr О. SHISANA (South Africa) 

CONTENTS 

Page 

1. Implementation of resolutions (progress reports by the Director-General) 

Tobacco or health 2 

2. First report of Committee В 11 

3. Second report of Committee В 11 

4. Collaboration within the United Nations system and with other intergovernmental organizations 

General matters 11 

Note 

This summary record is provisional only. The summaries of statements have not yet been 
approved by the speakers, and the text should not be quoted. 

Corrections for inclusion in the final version should be handed in to the Conference Officer or 
sent to the Records Service (Room 4113，WHO headquarters), in writing, before the end of the 
session. Alternatively, they may be forwarded to Chief, Office of Publications, World Health 
Organization, 1211 Geneva 27, Switzerland, before 8 July 1996. 

The final text will appear subsequently in Forty-ninth World Health Assembly: Summary 
records of committees (document WHA49/1996/REC/3). 



A49/B/SR/5 

FIFTH MEETING 

Thursday, 23 May 1996，at 9:00 

Chairman: Dr A.Y. AL-SAIF (Kuwait) 

later: Dr О. SHISANA (South Africa) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-

GENERAL): Item 17 of the Agenda 

Tobacco or health (Resolutions WHA48.11，EB97.R7 and EB97.R8; Documents A49/4, section VI and 

A49/INF.DOC./2) 

The CHAIRMAN, noting that "Tobacco or health" under item 17 of the Agenda had been transferred 

to Committee В from Committee A by the General Committee, invited Dr Li Shichuo to introduce the 

relevant documents. 

Professor LI Shichuo (representative of the Executive Board) observed that resolution WHA48.i l had 

requested the Director-General to report on the feasibility of an international instrument for tobacco control 

and to submit a plan of action for 1996-2000. At its ninety-seventh session the Executive Board had 

reviewed the report by the Director-General presenting options for such an instrument, which were described 

in document A49/4, section VI, and had concluded that the development of a framework convention-protocol 

approach in accordance with Article 19 of the WHO Constitution was the most desirable strategy. The Board 

had also considered a plan of action for 1996-2000. The Health Assembly was invited to consider the 

resolutions recommended by the Board in resolutions EB97.R7 and EB97.R8. 

Dr NAPALKOV (Assistant Director-General) briefly introduced the plan of action in document 

A49/INF.DOC./2, which outlined objectives, approaches and activities under three components for: national 

and international control programmes, advocacy and public information, and a research and information 

centre, the common goal being to prevent and/or reduce tobacco use. The extent to which the plan could be 

carried out would of course depend on the availability of resources; at present they were insufficient. The 

Health Assembly might wish to give due consideration also to the financial implications of the proposed 

course of action on the international instrument, which would involve contracting experts, convening expert 

groups and strengthening technical units of WHO and other organizations of the United Nations system. 

Since the relevant resources were not available under the regular budget, it would be necessary to mobilize 

extrabudgetary funds. Some Member States might wish to provide such support for global tobacco control. 

Mrs JEAN (Canada) said that tobacco control should be considered a priority by WHO. Tobacco was 

the cause of a worldwide epidemic, reaching catastrophic proportions particularly in the developing countries. 

If Members of WHO were in earnest about the need for international solidarity for health development, here 

was a strikingly worthy cause. Every country should establish a national, multisectoral tobacco control 

strategy. She outlined the steps being taken in her country, with education, research, community involvement 

and a legal framework including legislation to control advertising and protect the young, which to be effective 

must act synergistically. She stressed that national anti-tobacco campaigns were fighting a losing battle 

against the international tobacco trade, smuggling and advertising campaigns. Hence she welcomed the 

possibility of an international convention and strongly supported the resolution recommended in resolution 

EB97.R8. Her Government had already promised 1.5 million dollars to WHO and other international 

organizations over a three-year period to support the anti-tobacco campaign and the development of a 

framework convention. 
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Mr PETERSSON (Sweden) said that the Health Assembly did not have to be persuaded of the need 

to combat smoking and bring the global epidemic of a habit representing the greatest cause of preventable 

disease and premature death to an end. Few efforts could be more urgent or more worthy to promote health 

throughout the world. After the adoption of many resolutions at previous Health Assemblies, it now seemed 

feasible to work towards a more binding instrument. An international framework convention for global 

tobacco control could have a significant impact in reducing tobacco consumption and thereby reducing health 

inequalities between countries with advanced or less developed tobacco-control policies. His delegation also 

saw the advantages of a convention taking a broad approach based on Article 19 of the WHO Constitution, 

as proposed by the Executive Board. 

To achieve a convention-protocol would be a demanding and time-consuming process and would require 

the taking of active measures in Member States as well as the reflection in the overall programme priorities 

of a high profile for WHO's "tobacco or health" programme. The WHO action plan for 1996-2000 contained 

important elements, but there should be a clearer focus on the inequalities in health caused by smoking and 

on socioeconomic aspects also taking into account the differences between men and women. His delegation 

strongly supported WHO's efforts to provide scientific expertise, comprehensive guidelines and practical 

advice for the development of national tobacco control policies, and endorsed the plan of action for 1996-

2000. 

Sweden was willing to share its experience and to take an active part in concerted action to develop 

a global strategy on a convention-protocol. His delegation supported the resolution recommended in 

resolution EB97.R8. 

Mr ESKOLA (Finland) noted that WHO had been the leading agency in the fight against increasing 

tobacco consumption and resulting ill-health, and that since 1969 it had adopted some 14 resolutions calling 

for stronger control of tobacco use. Recent trends in industrialized countries which had effectively restricted 

the consumption of tobacco had shown health gains. The reverse trend had, however, been seen in many 

developing countries. Vigorous marketing and lack of control measures had contributed to significantly 

increased consumption and consequent ill-health. His delegation strongly supported the new "tobacco or 

health" action plan and endorsed the resolution recommended in resolution EB97.R7. The next step for the 

Health Assembly in its fight against tobacco should be the approval of the resolution recommended in 

resolution EB97.R8; the proposed framework convention would be a suitable instrument for tobacco control 

and would constitute significant progress; his delegation endorsed that resolution. The Finnish Government 

was prepared to share its experience and to contribute actively to the drafting of a framework convention. 

Mr PÉREZ MARTÍNEZ (Spain) said that tobacco consumption was clearly deleterious to health and 

to the environment and his Government would, therefore, continue to support WHO's activities under the 

"tobacco or health" plan of action. His Government marked World No-Tobacco Day, distributed educational 

and information material, and took part in world seminars and conferences. The first European conference 

on tobacco policy in 1988 had been held in Madrid. He stressed the need to discourage smoking in public 

places, in aircraft and in the work place, and supported resolution EB97.R7. He had some doubts regarding 

the probability that a framework convention would be approved, but since that would be of undoubted benefit 

to the anti-tobacco campaign he also supported resolution EB97.R8. 

Dr KÔKÉNY (Hungary) said that his Government fully supported a strong and clear plan of action for 

1996-2000 and even beyond. There was no need to restate the economic and human costs of smoking or to 

repeat the epidemiological evidence. It was abundantly clear that since the tobacco industry was an 

international business, control programmes must be coordinated at the international level. Other United 

Nations organizations, such as the Food and Agriculture Organization (FAO) should also be involved. In 

spite of some doubts as to its feasibility, his delegation strongly advocated an international convention on 

tobacco control with special reference to advertisement and sponsorship policies. It was no longer possible 

to tolerate the rising death toll and, since words seemed to be ineffective, action must be taken. Finally, he 

informed the Committee that Hungary had decided to introduce a law protecting the rights of non-smokers 

in addition to its many activities in the fields of education and information. 
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Mr DEBRUS (Germany) said that his Government strongly supported the public health concern 

incorporated in the recommendations of the Executive Board and in the WHO "tobacco or health" programme 

in general. It had adopted many measures and programmes to support smoking-avoidance and protect non-

smokers. There were protective regulations for employees in the work place and a number of provisions for 

smoking and non-smoking areas in public transport. Support for smoking-avoidance played a very important 

role in health education. There had been a public information campaign in Germany for many years with 

the motto "It's not so bad without smoke". Hospitals had also been made a focus for dissemination of the 

idea of protection of non-smokers. 

However, despite his Government's support for the "tobacco or health" programme, his delegation 

thought that a framework convention would not bring any additional advantages. What was important was 

to implement WHO's programme step-by-step and as efficiently as possible. The problem would not be 

solved by adding yet another document, whether a charter or a convention, to already existing declarations 

of intent. The time had come to implement public health measures and to act in accordance with the many 

international instruments already in existence. 

Dr VAN ETTEN (Netherlands) said that his delegation welcomed document A49/INF.DOC./2 and 

supported the resolution recommended in resolution EB97.R7. However, although his delegation was 

sympathetic to the proposals following the adoption of resolution WHA48.11，it had some reservations 

regarding an international instrument for tobacco control as described in document A49/4, section VI. No 

information was provided on the specific aspects of tobacco control to be covered; no analysis had been 

made of the subjects to be covered by international rather than national instruments; and no evaluation had 

been made of the practical implications of the proposals, such as a timetable for implementation, financial 

implications, etc. Hence his delegation could not support the resolution recommended in resolution EB97.R8. 

Mr KIZILDELI (Turkey) endorsed the proposed plan of action and suggested that measures should be 

designed to discourage adolescent smokers in particular. While supporting a framework convention for 

tobacco control which would make guidelines contained in the action plan legally binding, Turkey would not 

condone attempts on the part of WHO to regulate tobacco supply, an issue which lay outside WHO's remit. 

He requested clarification of the phrase "aspects of tobacco control that transcend national boundaries" 

in operative paragraph 3，part 2，of the resolution recommended in resolution EB97.R8. It was to be hoped 

that the drafting of a convention would be entirely funded by extrabudgetary resources. 

Dr ABDESSELEM (Tunisia) commended WHO's concerted efforts to control tobacco consumption 

over a 30-year period, culminating in the "tobacco or health" programme initiated in the late 1980s. Since 

1970，the Health Assembly had adopted 14 resolutions which had resulted in notable improvements with 

respect to tobacco epidemiology. When elaborating programmes, WHO must bear in mind that tobacco 

consumption in developing countries was still on the increase. Tunisia welcomed the proposed plan of action 

which contained provisions for global tobacco-consumption control strategies through country-level 

programmes and which highlighted the necessity of information dissemination. Although available funds for 

tobacco control programmes were limited, the money would be well spent: tobacco-related losses amounted 

to US$ 2000 million annually, of which developing countries bore the main brunt. Tunisia thus fully 

supported the "tobacco or health" programme, but was concerned lest tobacco-growers be deprived of an 

income; they should instead be encouraged to grow other crops. Various international organizations such 

as FAO, ILO, UNDP, the World Bank and WTO had a role to play in implementing international tobacco 

control strategies. 

Tunisia had established a multisectoral national committee in 1993 for reducing tobacco consumption 

and had disseminated educational material discouraging tobacco consumption to the general public and health 

personnel. The Government of Tunisia also encouraged the mass media to support World No-Tobacco Day 

for which various special events were organized. Legislation restricting the use of tobacco in public places 

had also been implemented. 
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Mrs DHAR (India) said that developing countries, including her own, were being made more aware 

of the harmful effects of tobacco. The main opposition to tobacco control policies came from the tobacco 

industry and its supporters. In India, an estimated 142 million men and 72 million women consumed tobacco; 

55% smoked bidis (indigenous cigarettes), 16% consumed western-style cigarettes and 29% chewed or snuffed 

tobacco (compared to worldwide figures of 3%, 83% and 2% respectively). Of an estimated three million 

tobacco-related deaths in the world, as many as 800 000 occurred in India. One third of all cancers in India 

were tobacco-related, requiring costly interventions - an average of 2000 million rupees each year. 

Happily, the movement to curb the tobacco epidemic in India was gaining momentum. A Cigarettes 

(Regulation of Production, Supply and Distribution) Act had been passed in 1975 which required 

manufacturers to print the statutory warning "cigarette smoking is injurious to health" on all cigarette 

packages and - at that time - on tobacco advertisements. (The Prevention of Food Adulteration Act covered 

the chewing of tobacco and Pan Masala.) Smoking was now prohibited in hospitals, dispensaries, conference 

rooms and educational institutions, on domestic flight planes and in air-conditioned coaches, on buses and 

trains. All forms of tobacco advertising were now also banned. Public awareness campaigns had been raised 

through observation of the World No-Tobacco Day, and information disseminated through the mass media 

and educational system. A comparative study on the economics of tobacco use was currently being 

conducted. Previous laws had been ineffectual, but more comprehensive legislation was soon to appear before 

Parliament. 

India endorsed the "tobacco or health" action plan and the resolutions recommended in resolutions 

EB97.R7 and EB97.R8. 

Ms AXEN (Denmark) noted the reports of efforts being made at national and international level to 

reduce tobacco-related damage. Each country was quietly developing its own strategies and various legal 

instruments and various programmes had already been drawn up at international level. In time, those 

proposals and guidelines would be properly implemented and greater global consensus reached. The 

preparation of a framework convention was thus premature. Denmark consequently did not support the 

resolution recommended in resolution EB97.R8, although it endorsed many of its aims. Denmark did, 

however, fully support the proposed plan of action. 

Dr REINER (Croatia) said there seemed to be consensus that the struggle against the tobacco epidemic 

should constitute a WHO priority. In 1995，Croatia had implemented several regulations protecting the rights 

of non-smokers and to reduce tobacco consumption. A more comprehensive tobacco control act was currently 

being drafted. 

Since the Health Assembly had adopted resolution WHA48.11 little headway had been made towards 

an efficient, legally binding international instrument for tobacco control. Discussion had been restricted to 

whether the instrument should take the form of a treaty, convention or protocol; meanwhile, millions of 

people were dying. He urged swifter action. The delegate of Denmark had pointed out that time was needed. 

Time, however, was short. Croatia supported resolution EB97.R8 as well as the proposed plan of action, but 

called for urgent preparation of an additional resolution with a view to recommending practical measures to 

Member States for tobacco control. The moral, political and scientific force of WHO should be used to draft 

a convention protocol under Article 19 of the Constitution, a model non-binding instrument for Member 

States to follow, with more legally binding instruments banning tobacco advertisements and smoking in public 

places (especially in health and educational institutions). Personalities should also be discouraged from 

smoking, especially on television. He called for support and requested the Legal Counsel to explain whether 

it would be possible to prepare such a resolution with minimal delay. 

Mr LIU Yuliang (China) said that China supported the idea of providing guidelines for tobacco control 

and introducing legislation applicable to the broad mass of smokers. The deleterious impact of tobacco on 

health had, after all, been scientifically verified, as had its adverse economic impact. There was now 

increasing international awareness that reduction of smoking was an important yardstick for social progress. 

With greater consensus at WHO, unremitting efforts on the part of the international community and the 

governments of all Member States and increased emphasis on health education, it would be possible to stem 
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the harm caused by tobacco. The development and implementation of international instruments for tobacco 

control would contribute greatly to the worldwide promotion of healthy lifestyles. 

The Chinese Government had always attached great importance to tobacco control and had even 

advocated prohibition. Since 1979’ it had issued several documents and developed instruments for elaborating 

tobacco control strategies. Over the past two years, anti-smoking programmes in China had flourished, 

illustrating the effectiveness of legislation; 38 cities in China, including Beijing and Shanghai, had effectively 

banned smoking in public places. Health education and smoking control publicity had been strengthened 

through observance of the World No-Tobacco Day. China had national incentives for effective tobacco 

control publicity, and a "tobacco-advertising-free city" initiative had been introduced in a number of cities. 

The results of the third national survey on smoking (initiated in December 1995) were to be published in 

October 1996. The Chinese Government was confident that future generations would continue to benefit from 

its smoking control programme. China was willing to cooperate with WHO and all its friends worldwide 

with a view to curbing the consumption of tobacco. 

Ms INGRAM (Australia) said her country had consistently supported the "tobacco or health" initiatives 

of WHO and the efforts of other agencies such as the United Nations Economic and Social Council 

encouraging Member States to take positive action to reduce the severe harm caused by tobacco. Australia 

favoured international legislation for improving global tobacco control, but expressed certain reservations: 

numerous Health Assembly resolutions outlining a comprehensive approach already existed and could be 

highly effective. It must be ascertained whether there would be real benefits to be obtained from yet another 

international instrument, or whether its costly and time-consuming development would only divert valuable 

resources from national tobacco control measures. 

Australia strongly supported the current international focus on multisectoral collaboration on "tobacco 

or health", as reflected in resolution E/l 995/63 of the United Nations Economic and Social Council (July 

1995) of which Australia had been a co-sponsor. Disappointingly, however, the language of the resolution 

had been rather weak. All health professionals, including specialists currently gathered at the Health 

Assembly, should work closely with their governments to ensure that strong resolutions were tabled in the 

Economic and Social Council and at the Health Assembly. The effect of such measures at international level 

must not be underestimated. Australia strongly supported the leadership of WHO and United Nations 

agencies in tobacco control and welcomed their continual urging of Member States to implement 

comprehensive control programmes. 

Mr ISLAM (Bangladesh) said that tobacco use was entrenched in social behaviour in many countries. 

The development of the habit in developing countries at a time when numerous western industrialized 

countries were noting a marked decrease in tobacco consumption was a matter of particular concern. Aside 

from health, smoking made a large dent in the incomes of the poorest of the world's populations. Bangladesh 

was faced with a tough challenge since it had an estimated 20 million smokers, many of whom belonged to 

the poorer sector of society. Despite concerted efforts of government and nongovernmental organizations, 

cigarette-smoking in Bangladesh was spreading at a worrying rate amongst the rural population. 

With a view to increasing the effectiveness of the global campaign against smoking, it would first of 

all be necessary to pinpoint existing weaknesses. Although concrete measures were perhaps premature, the 

possibility of adopting an international instrument for tobacco control should certainly be discussed. The plan 

of action should adopt tried measures, yet WHO should always be ready to absorb new ideas. 

His delegation fully supported the resolution recommended in resolution EB97.R7. 

Mr OLAFSSON (Iceland) said it should be noted that the pharmacology and behavioural processes that 

determine nicotine addiction were similar to those that determine addiction to drugs such as heroine and 

cocaine and should be classified as such. Many studies had shown that tobacco use was a form of drug 

dependence. 

Dr CHAVEZ (United States of America) commended the "tobacco or health" programme. Since the 

first Surgeon General's Report on Smoking in 1964，her Government had adopted a variety of measures and 
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was currently concentrating on protecting children. It was important for WHO to focus on tobacco as a cause 

of preventable health problems and to coordinate its efforts with the United Nations focal point. She hoped 

to see greater compliance with restrictions on smoking in United Nations premises. 

Dr ALVIK (Norway) supported the views expressed by Sweden, Finland and others. Although progress 

was being made, 7% of doctors and 17% of nurses in Norway still smoked; the figure was higher in the 

general population. Tobacco was a major cause of health problems in all parts of the world. Norway 

therefore supported the resolution recommended in resolution EB97.R7. 

Mr LEOWSKI (Poland) reported that the Polish Parliament had passed a Tobacco Control and Health 

Protection Act in November 1995. The Act protected the rights of non-smokers; it promoted tobacco-free 

life-styles; it created the legal and economic conditions for a reduction in tobacco consumption; it informed 

the general public about adverse effects; it decreased the maximum permissible levels of noxious substances 

in tobacco products; and it provided for the treatment and rehabilitation of tobacco-dependent patients. The 

Act had come into force on 1 May 1996. Aware that the law alone was not enough, the Ministry of Health 

had drawn up a specific action plan for the period 1996-2000. The Council of Ministers was to submit a 

report to Parliament each year on the implementation of the Act. 

Mr CLERC (France) supported the resolution recommended in resolution EB97.R8. An international 

framework convention would be a useful instrument to mobilize the international community, although 

insufficient on its own. The issue was primarily one for national legislation. France was willing to make 

a financial contribution to the preparation of the framework convention. 

Dr ABDULRAHMAN (Sudan), noting the similarity of the views expressed, which he shared, suggested 

that the Committee approve the resolutions and move to the next item on the agenda. 

Dr VASSALLO (Malta) recommended more emphasis on educating young people of school age, using 

the results of special research, in which WHO's research and information centres could help. Smokers needed 

help if they were to give up the habit. Radical control of advertising was needed; half-hearted measures 

were ineffective. 

Malta fully supported the resolution recommended in resolution EB97.R8. In 1988 in Madrid the 

countries of Europe had approved a 10-point charter on tobacco control. Many resolutions had been approved 

in WHO's governing bodies. Yet the problem still existed, and was even more acute in some areas. The 

framework convention should help decision-makers to act quickly. He recalled that the United Nations had 

coordinated at least three conventions on drug abuse. 

Professor AGBOTON (Benin) supported the action plan for 1996-2000. Billions of dollars were at 

stake for the tobacco companies. It would therefore not be easy to fight the modern scourge. A global 

approach within the United Nations system was indispensable. It had to be admitted that developing countries 

sometimes reaped immediate financial gain from taxes on the production or sale of tobacco products. What 

was needed were international and national rules to preserve the health of populations. Tobacco advertising 

aimed at young people, who were the human capital for a country's future, and those in developing countries 

were particularly vulnerable. Benin therefore unreservedly supported both resolutions recommended by the 

Executive Board. 

Dr GAKO (Philippines) supported the plan of action for 1996-2000. The Government of the 

Philippines was financing activities to control tobacco use, such as multimedia campaigns, group discussions 

and symposia in schools. Many local government authorities had already banned smoking in public places. 

Mr OSMAN (United Republic of Tanzania) said that all packets of cigarettes made in his country, 

which concentrated on public information, carried a health warning; it was surprising that packets without 
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it originated from countries where that was illegal. He called for international efforts to eliminate double 

standards, and supported the resolution to prepare a convention. 

Crop substitution in tobacco-producing countries should be studied, especially where the economy 

depended upon tobacco. 

Dr BERGER (Switzerland) said that in 1995 the Swiss Government had adopted an action plan to 

reduce the consumption of tobacco, against claims that it ran counter to economic and political interests and 

flouted individual responsibility. The painstaking work of changing convictions and behaviour was going 

ahead with few resources, far fewer than those available to the tobacco industry. 

Against such a background, an international legal framework would be welcome. It was especially 

important for the countries of the South and the East, which were less well equipped to resist the tobacco 

industry and far more vulnerable to economic arguments. Switzerland therefore supported the resolution 

recommended in resolution EB97.R8 in principle but hoped that it would rapidly be followed by other 

measures. 

Dr PHILLIPS (Jamaica) said that according to WHO estimates there would in the 1990s be three 

million tobacco-related deaths per year, rising to 10 million per year by 2020. Most of that increase would 

occur in developing countries. Action at international level was therefore essential, not only in research and 

health promotion, but a framework convention, an international legal instrument, would also constitute a step 

towards a more comprehensive international approach. Jamaica therefore supported the resolution 

recommended in resolution EB97.R8. 

Dr DURHAM (New Zealand) welcomed the leadership of WHO in tobacco control. Even though 

New Zealand had a comprehensive tobacco control programme, it still needed to concentrate more on young 

people, Maori people, and women, and was embarking on measures to strengthen legislation and health 

promotion. 

The Western Pacific Region was facing a major increase in tobacco consumption and thus in tobacco-

related death and disease. An international plan of action would therefore be welcomed; New Zealand 

therefore fully endorsed the resolution recommended in resolution EB97.R7. 

However it shared the reservations expressed by Germany, Netherlands, Turkey and others with regard 

to that recommended in resolution EB97.R8. The framework convention required further study, with a report 

to the Fiftieth World Health Assembly. 

The allocation of resources must be related to the effectiveness of measures for tobacco control, and 

must not serve for indirect subsidization of the framework-convention approach. 

Dr ATTO (Palau) agreed with the observations of the delegates of India and New Zealand, supporting 

the plan of action. However, other forms of tobacco use needed attention on which few data were available: 

chewing-tobacco was a very significant problem in some areas of the world. In Palau, 60%-75% of the 

population chewed betel nut with tobacco. He further requested that the research component of the plan of 

action also focus on such uses of tobacco. 

Mr KHAN (Pakistan) said that immediate measures had been taken in his country to discourage 

smoking, including public information, health warnings on cigarette packets, and a smoking ban on domestic 

flights. While endorsing in general the plan of action, he cautioned that it might not be sufficient. Entire 

communities and their economies were dependent on tobacco cultivation and manufacturing. In order to 

achieve the objectives of the resolution recommended in resolution EB97.R7，a multisectoral approach should 

be adopted to include technical assistance to communities in which tobacco was the main source of income, 

measures for crop substitution and alternative sources of income. 

Dr GUMBI (South Africa) said her country remained committed to the control of tobacco. Major 

causes of concern were passive smoking, and smoking among teenagers; emphasizing the need for firm 

global action, she expressed strong support for the resolutions recommended in resolutions EB97.R7 and 
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EB97.R8; an international convention should protect the weaker countries. She commended WHO's 

restrictions on smoking in meetings and hoped that at the 1997 Health Assembly there would be non-smoking 

zones outside the hall as well. 

Dr ABU HALIQA (United Arab Emirates) agreed with previous speakers that the tobacco industry was 

largely responsible for the problem. Tobacco advertising in the developing countries was on a huge scale, 

while in the developed countries it was less. The experience of countries with successful tobacco control 

campaigns should be turned to account; hers had adopted a number of measures and was introducing an anti-

tobacco law. She hoped WHO would be able to answer any questions that might arise as those efforts 

continued. 

Dr AL-MUHAILAN (Kuwait) observed that coordination and cooperation among the tobacco producers 

was very close. Resources were insufficient to resist the pressure of the international tobacco lobby. Young 

people in particular were the target. Kuwait had adopted certain measures to reduce or eliminate the use of 

tobacco, particularly in public places, and to prevent advertising. While industrial countries were challenging 

the interests of the tobacco companies, consumption in the developing countries was rising by 10% or more 

annually. Welcoming the measures already taken internationally, he stressed the need to continue efforts and 

expressed support for the two draft resolutions. 

Mr DASHZEVOG (Mongolia) said that a law on tobacco control had recently come into force in 

Mongolia. It embraced a number of WHO recommendations and had drawn on the experience of a number 

of other countries. With the transnational tobacco companies now concentrating on the developing countries, 

strict international rules should be drawn up to control sales of tobacco and tobacco products on the world 

market. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland) observed that the ill effects of 

tobacco were well recognized. He expressed full support for the resolution recommended in 

resolution EB97.R7, but felt that concerning the one recommended in resolution EB97.R8 a framework 

convention was not currently the best approach. The Executive Board should consider the matter further and 

expand on the proposals. 

Dr ADELA JA (Nigeria), summarizing Nigeria's activities since 1989, drew particular attention to 

measures to determine the prevalence of smoking and for information and health education, as well as a 

decree on the control of tobacco use in 1990 and reviewed in 1995. She expressed support for the resolutions 

recommended by the Board. 

Dr TIERNEY (Ireland) said that his country had adopted very tough legislation to reduce tobacco 

consumption, with tight restrictions on tobacco advertising and labelling; but advertising in imported 

publications aimed at the young, especially young women, was insidious. Ireland therefore strongly supported 

any move towards international restrictions on tobacco advertising and labelling, and he supported the draft 

resolutions recommended in resolutions of the Board. 

Mr AL-HABSY (Oman) said that international efforts to combat smoking should be matched by similar 

efforts at country level. Reporting on the measures adopted by Oman both nationally and in the region, he 

drew particular attention to legislation passed in January 1995 to limit tobacco consumption. He welcomed 

WHO's activities on tobacco or health and expressed support for the two resolutions recommended by the 

Board. 

Mr KALIMA (Malawi) observed that Malawi was a major tobacco producer; tobacco, a 

labour-intensive crop compared with soya or maize, was the only source of income for millions of rural 

people providing a relatively good return, and accounted for 70% of the country's exports. The main 

beneficiaries, however, were the middlemen and multinational companies. 
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He welcomed the United Nations Economic and Social Council's proposal for a study on tobacco and 

health. It should consider not only alternative crops but the development of secondary industries in countries 

dependent on tobacco, as well as sustained exploitation of available natural resources. There should also be 

concerted efforts to stabilize commodity prices. Stagnation of the price of tea, coffee and other crops had 

done nothing to help Malawi's economic stability. He supported the resolution recommended in resolution 

EB97.R7, but expressed reservations on that in resolution EB97.R8. 

Ms HERNÁNDEZ (Cuba) said that, even though Cuba was a tobacco producer, making tobacco an 

important factor in the Cuban economy, the Government had undertaken to combat smoking on a broad front. 

Outlining some of the measures already adopted, she drew particular attention to a programme for the 

prevention and control of smoking which took account of all the components of the WHO plan of action and 

relevant resolutions. She supported the development of a framework convention to strengthen international 

control of smoking. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their support to the plan of action 

for 1996-2000 and the resolution recommended in resolution EB97.R7, and assured them that their comments 

had been noted. 

Mr COLLISHAW (Tobacco or Health), replying to questions, said there were useful models in other 

parts of the United Nations system for a framework convention. UNEP, for example, managed a framework 

convention for the protection of the ozone layer, complemented by some draft protocols. 

The international dimensions of the problem included smuggling; it had been estimated that about 300 

thousand million cigarettes, 6% of world production or about one-third of cigarettes in international trade, 

were smuggled. Losses were thought to amount to US$ 16 000 million. International tobacco advertising 

escaping national restrictions was another problem that could be tackled at the international level. Other 

examples were duty-free sales, tobacco pricing, taxation and price harmonization. Standardized reporting of 

sales, and imports and exports of tobacco products would improve monitoring of the tobacco epidemic, as 

would standardized testing and reporting of toxic constituents. National programmes would benefit from the 

sharing of policy and programme information. The specific contents of a draft convention would of course 

be for Member States to determine, but they might wish to take into account the 14 Health Assembly 

resolutions on smoking or "tobacco or health" topics between 1970 and 1995. 

Ms HÔPPERGER (Office of the Legal Counsel), replying to the delegate of Croatia, said that there was 

no legal objection to the Health Assembly's adopting a resolution on the technical aspects of tobacco control 

and at the same time initiating a convention pursuant to Article 19 of the Constitution. The difference 

between the two approaches was that a resolution was a recommendation to Member States with immediate 

effect, a convention's effect coming much later. On the other hand, a convention would be binding on 

signatory States, whereas a recommendation was not. 

The CHAIRMAN invited the Secretary to outline the procedure in respect of the two draft resolutions. 

Mr ASAMOAH (Secretary) said that if there were no objections to the resolution recommended in 

resolution EB97.R7, it could be approved without a vote. Since objections had been raised to that 

recommended in resolution EB97.R8 there would be a vote. 

The CHAIRMAN invited the Committee to approve the resolution recommended in resolution EB97.R7. 

The draft resolution was approved. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution recommended 

in resolution EB97.R8，entitled "International framework convention for tobacco control". 
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The draft resolution was approved by 71 votes to 5，with 10 abstentions. 

2. FIRST REPORT OF COMMITTEE В (Document A49/38) 

The SECRETARY noted that the report contained a draft resolution for approval by the Health 

Assembly under agenda item 20.3, entitled "Members in arrears in the payment of their contributions to an 

extent which would justify invoking Article 7 of the Constitution". In view of the fact that a contribution 

of US$ 1 million had been received from the Government of Congo during the course of the Assembly, the 

following wording, to become the fourth preambular paragraph, should be inserted: "Having been informed 

that the voting rights of Congo had been restored as a result of a payment received after the opening of the 

Forty-ninth World Health Assembly." 

Dr KÔKÉNY (Hungary), Rapporteur, read out the draft first report of Committee B. 

The report, as amended, was adopted. 

Mr CLERC (France) said his delegation had not opposed adoption of the report even though it 

questioned the reference to an indefinite "expected income" in paragraph 3(1) of the draft resolution submitted 

for the approval of the Health Assembly under agenda item 20.1. France remained convinced that WHO's 

regular budget must be drawn up on the basis of a scale of assessments that was binding upon all countries 

without exception. 

Mr AITKEN (Assistant Director-General) said the Secretariat's view was similar to that expressed by 

the delegate of France. The matter could be reviewed, however, when it was reported upon at the ninety-

ninth session of the Executive Board. 

3. SECOND REPORT OF COMMITTEE В (Document A49/40) 

Dr KÔKÉNY (Hungary), Rapporteur, read out the draft second report of Committee B. 

The report was approved. 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 

INTERGOVERNMENTAL ORGANIZATIONS: Item 30 of the Agenda 

General matters: Item 30.1 of the Agenda (Resolutions EB97.R5, EB97.R15, EB97.R16 and EB97.R17; 

Documents A49/22 and Add.l, A49/27, A49/31 and A49/INF.DOC./3) 

Professor SHAIKH (representative of the Executive Board) said that the Executive Board had reviewed 

the Director-General's report (document A49/22), which presented a summary of WHO partnership initiatives 

for health and development. The report noted that significant progress had been made in WHO's 

collaboration with the multilateral financial institutions, in particular the World Bank and the five regional 

development banks which were allocating increasing resources to social development, including health. New 

partnerships were also under way with major geopolitical and economic blocs, including the European Union, 

the Association of South-East Asian Nations, the South Asian Association for Regional Cooperation and the 
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Organization of African Unity. WHO's support for African recovery and development had progressed 

considerably in 1995. 

Of the two resolutions adopted by the Executive Board for recommendation to the Health Assembly, 

one (contained in resolution EB97.R15) concerned WHO policy on collaboration with partners for health 

development and the other (contained in resolution EB97.R16), orientation of WHO policy in support of 

African recovery and development. 

In pursuance of resolution 1995/56 of the United Nations Economic and Social Council, the Executive 

Board had reviewed in depth the question of strengthening coordination of emergency humanitarian assistance. 

It had concluded that WHO's strategy, based on partnership both outside and within the Organization, and 

its experience of coordination in emergencies, was of particular relevance. Unfortunately, only 5% of the 

resources allocated for that purpose were funded from the regular budget; activities relied almost entirely 

upon extrabudgetary resources, which had increased considerably in 1994-1995，reflecting the trust placed 

by donors in the Organization. The Executive Board recommended that the attention of donor governments 

be drawn to the need to provide substantial extrabudgetary funding, in addition to their generous donations 

for emergency response activities, to strengthen emergency preparedness and prevention programmes in 

Member States. The draft resolution contained in resolution EB97.R17 was submitted to the Health Assembly 

for adoption. 

Dr NANTEL (Canada) said that the development of collaboration with intergovernmental organizations 

was an important step in the spirit of the reform permeating the United Nations system; a prime example 

of such collaboration was UNAIDS. Partnerships could not fail to raise awareness and respect for each 

partner's role and capacities, and countries stood to gain a more integrated and rational approach to 

development, while partnerships with funding agencies offered opportunities for WHO to move away from 

the implementation component of its technical cooperation activities. 

The report on partnership initiatives referred to the need for explicit orientation of the collaboration 

policy, and he understood that a document or discussion paper on such a policy would be produced in the 

near future. His delegation proposed that the Organization develop a methodology for quantifying 

collaboration activities, so that Member States could assess the impact of collaboration, and to provide 

guidance. Such information would be useful, not only for WHO, but also for Member States, in influencing 

the policies of WHO's partners towards common goals. 

The health and development situation in Africa warranted intensified coordinated action, and it was 

encouraging to see the quantity and variety of partnership arrangements emerging in support of such action. 

The Canadian delegation supported the resolutions proposed on the item. 

Ms LOBBEZOO (Netherlands) said that though the report on partnership arrangements referred to a 

number of meetings between WHO and other organizations, it failed to provide information on the outcome 

of those meetings. Her delegation wished to know precisely how and in which health fields WHO was 

cooperating with United Nations funds and programmes, the World Bank, other specialized agencies, the 

European Union and the development banks. 

Referring to the information document on WHO's response to the changing global economy (document 

A49/INF.DOC./3), she welcomed the attention given by WHO to matters concerning the World Trade 

Organization. Noting that the Codex Alimentarius recommendations had assumed special significance under 

the new trade agreements, she expressed satisfaction that WHO was addressing the potential impact of 

international recommendations on health. The Netherlands urged the Organization to continue with that 

approach. 

It further endorsed the resolution recommended in EB97.R5 on the supply of controlled drugs for 

emergency care，in view of the importance of simplified regulatory procedures to allow for timely 

international supply of narcotic drugs and psychotropic substances. 

Dr BOUFFORD (United States of America) said her delegation fully supported the resolutions 

submitted. It was pleased with WHO's progress in planning and coordinating with other partners and would 

particularly like to see the development of a stronger relationship with the World Bank and other major 
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international lending institutions which were increasing their support to countries in the health and related 

sectors, where WHO's leadership was crucial. The United States also supported the development of a broad 

range of appropriate and productive partners for WHO. 

The work of the WHO Task Force on Health in Development had resulted in a series of important 

reports to chart a potential course for WHO in enhancing its partnerships for health. That work should be 

central to the development of policies and strategy and of a true culture of collaboration. An enhanced 

partnership with the WHO collaborating centres was critical to WHO's ability to take advantage of global 

expertise, and the Planning Group of WHO Collaborating Centres in Occupational Health represented an 

excellent example of such partnership in action. 

Turning to humanitarian and emergency assistance, she commended WHO's effort, in cooperation with 

the two components of the Government of Bosnia and Herzegovina, to develop a strategy for reorientation 

and rehabilitation of the health system. That effort showed WHO functioning at its best in cooperation with 

other partners. 

She urged that the strongest possible support should be given to WHO's active participation in the 

United Nations System-wide Special Initiative for Africa as outlined in resolution EB97.R16. That activity 

was totally consistent with the priorities established by the Executive Board and the Health Assembly for the 

1996-1997 biennium, with those recommended for 1998-1999, which called for special attention to countries 

in greatest need, and with the Executive Board's efforts to strengthen country offices and to improve 

coordination within WHO for the development of integrated country programmes. WHO's global, regional 

and country-level participation in the Initiative should assure that health occupied a central role in overall 

development plans, that countries themselves shaped the initiative to meet their needs and that as part of the 

implementation, attention was paid to building a stable infrastructure for continued development in the health 

sector, addressing the needs of the health care delivery system as well as of the public health, nutrition and 

sanitation system. She urged the Director-General to provide complete annual reports to the Health Assembly 

on the progress of the Special Initiative in Africa and, as needed, to advise the Health Assembly and/or the 

Executive Board on ways to strengthen WHO's role as a partner in that effort. 

Mr SAKAI (Japan) welcomed WHO's partnership initiatives for health and development, noting that 

the Organization hád strengthened its collaboration with different United Nations bodies and 

intergovernmental and nongovernmental organizations. A very positive partnership had been developed 

between WHO and the World Bank. He commended WHO's excellent work in that connection, including 

the brochure on WHO/World Bank partnership containing a recommendation on action for health and 

development. It would be useful to enhance further collaborative action with other institutions, along the 

lines of the strong leadership role taken by WHO in relation to its support for African recovery and 

development. He welcomed the work undertaken by the WHO Working Group on Continental Africa which 

had helped to formulate policy and had produced a number of important materials, including on the United 

Nations System-wide Special Initiative on Africa. 

The Government of Japan had been strengthening its support for African development and the 

improvement of the health of all African people. It had organized the Tokyo International Conference on 

African Development which had been attended by a number of Heads of State. Support was also expressed 

for the two resolutions adopted by the Executive Board. 

Dr KORTE (Germany) said that the recommendations of the WHO Expert Committee on Drug 

Dependence on a simplified regulatory procedure for the supply of narcotic drugs and psychotropic substances 

in emergency situations had been approved as a result of the experience gained in the Federal Republic of 

Germany and certain other States. Accordingly, Germany supported resolution EB97.R5 on the supply of 

controlled drugs for emergency care. 

It would be necessary to elaborate guidelines for the controlled supply of drugs in emergency situations. 

In Germany, the regulatory procedures, which could be used as a basis for such guidelines, were as follows. 

Relief organizations applied for an export permit, of unlimited duration, for certain controlled medicines in 

cases of immediate disaster relief. They received the appropriate permit from the Federal Institute for Drugs 

and Medical Devices on the condition that: for every consignment, an export permit was applied for without 
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presenting an import permit of the country of destination; the export was immediately notified to the Federal 

Institute for Drugs and Medical Devices; receipt of the consignment in the disaster area was confirmed by 

the recipient and transmitted to the Federal Institute for Drugs and Medical Devices. The International 

Narcotics Control Board in Vienna had to be informed without delay of all individual cases. A more flexible 

arrangement existed for cases of extreme urgency occurring at weekends and on public holidays. 

Mr HANSEN (Denmark) said that in relation to the initiatives for health and development, it was 

important to bridge the gap between relief and development assistance. The concept of development relief 

had, thus far, been largely neglected. However, there was a very clear need for the elaboration of such a 

concept. WHO should therefore work together with other United Nations bodies to achieve that. It was also 

important to stress the significance of coordination within the United Nations system. In relation to the 

coordination of emergency humanitarian assistance, it was essential for each United Nations body to accept 

the role played by the United Nations resident coordinator and also the invaluable contribution of the United 

Nations Department of Humanitarian Affairs. 

Dr PAVLOV (Russian Federation) expressed support for the Director-General's reports. He welcomed 

the draft resolutions relating to cooperation between the different United Nations institutions actively 

participating in the development of health systems. The adoption of such resolutions would undoubtedly help 

to strengthen the coordinating role played by WHO in its cooperation with international partners in relation 

to the health of the population and the development of national health care systems. However, it was also 

essential to mobilize the necessary technical and financial resources. 

The International Programme to mitigate the Health Effects of the Chernobyl Accident (IPHECA) was 

particularly important. Many governments had offered financial, scientific and technical assistance and 

support for its implementation. Without such support, the Programme could not be successfully developed 

or fulfil the tasks with which it was faced. The consequences of the Chernobyl accident continued to have 

a very adverse effect on the health of the population, which placed a heavy burden on health care. The 

Russian Government and the Ministry of Health were doing all they could to alleviate the suffering of people 

affected by the disaster. However, the problems encountered were not only important at a local level; they 

went beyond the three countries geographically closest to the disaster (Russia, Belarus and Ukraine). 

Consequently, the support of all countries was essential if the Programme was to be successfully implemented. 

The adoption of the draft resolutions under consideration would serve as additional proof that the victims of 

the Chernobyl accident were not forgotten. The resolutions were particularly poignant in the tenth 

anniversary year of the sorrowful and tragic event. WHO continued to devote attention to the problem 

because undoubtedly the lessons and conclusions of Chernobyl were the legacy of all Member States of the 

Organization. 

Mr KO VAL (Ukraine) expressed support for the draft resolution contained in document A49/31. The 

consequences of the Chernobyl disaster were many and varied. The effects on the health of the population 

would persist well beyond the end of the decade which had elapsed since the accident had occurred, and 

which had been commemorated at the end of April 1996 by the international community. The overall picture 

of the health effects presented by IPHECA was striking. Further, it was important that within the follow-up 

proposed in the resolution, emphasis was placed on the health effects stemming from sources other than 

radiation, in particular the psychosocial and psychosomatic illnesses which had severely affected the 

populations concerned. He expressed gratitude to those Member States which had helped to implement 

IPHECA, and to WHO. He called for Member States to support the draft resolution in favour of maintaining 

the Programme. 

Mr POINSOT (France) said that in relation to the strengthening of the coordination of emergency 

humanitarian assistance, it was important to emphasize the significance, within the United Nations, of the 

coordination mechanism set up under the authority of the Department of Humanitarian Affairs. WHO played 

an active role in that mechanism and it should be encouraged to continue its participation. With regard to 

document A49/22 Add.l concerning the United Nations System-wide Special Initiative for Africa, he 
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supported the proposal put forward by the Director-General in favour of the African continent. It was 

important to mobilize all the efforts of the international community in order to help Africa; in addition, 

WHO should play its part fully in implementing the initiative. Within the framework of resolution 

EB97.R16，he requested precise information on the exact scope of the health component of the Special 

Initiative. 

Ms DRABYSHEVSKAYA (Belarus) said that people had begun to forget about Chernobyl. Those who 

had not encountered the disaster at first hand considered that the problem was no longer as topical or acute 

as it had been. Unfortunately, that was not the case. She completely supported document A49/31, on 

collaboration between international organizations under the auspices of WHO, and continuation of IPHECA. 

Donor countries should be fully aware of the need to continue the Programme, and she was grateful to all 

the countries that provided support for it. A common understanding was essential if the Programme was to 

develop in the future. 

Mr GRIFFITHS (Director, United Nations Department of Humanitarian Affairs) informed the meeting 

that the interagency discussions on a coordinated follow-up to the issues contained in resolution 1995/56 of 

the United Nations Economic and Social Council had led to the establishment of an Inter-Agency Task Force 

in October 1995. The Task Force had decided that while generic policy and strategic issues should be 

debated in the Task Force forum, the task of resolving gaps and inconsistencies at the operational level should 

be delegated to a series of informal consultations to be convened by the Department of Humanitarian Affairs. 

The Inter-Agency Standing Committee would decide on proposals emanating from such consultations. 

The agencies would keep the Task Force informed of the progress of their consultations with their 

respective executive bodies. The role of the Department of Humanitarian Affairs was to ensure a coordinated 

follow-up to the resolution and to provide a series of formal and informal briefings to Member States. 

WHO had played a major part in the debates of the Inter-Agency Standing Committee and those of its 

working group on follow-up to resolution 1995/56 of the United Nations Economic and Social Council. The 

Organization played an important normative role, and had more limited operational responsibility with regard 

to the handling of health problems arising in emergency situations. It also carried out technical assistance 

work in recovery and in emergency preparedness. 

The Department of Humanitarian Affairs welcomed the initiative of WHO in drawing up memoranda 

of understanding with other United Nations organizations, especially UNICEF and UNHCR, and also with 

intergovernmental and nongovernmental organizations in order to facilitate collaboration, minimize overlap 

and delineate clearly the responsibilities and accountabilities which existed between the different organizations 

and agencies. Regrettably, WHO was experiencing difficulties with the funding of health sector activities 

through the consolidated appeals process, since WHO's projects within that process were primarily normative. 

Such activities were important in terms of the effective management of the health sector. He welcomed 

measures taken by WHO to strengthen local capacity through preparedness and prevention activities, including 

development of national human resources and strengthening of regional and interregional emergency 

preparedness centres. Further, WHO was strengthening its capacity to provide technical guidance, monitoring 

and coordination of emergency health assistance. Such an important function should be coordinated with the 

appropriate partners. Similarly, in the realm of humanitarian advocacy, WHO was intending to play an 

increasing role in the provision of health assistance to noncombatants and in the effective care of injuries 

resulting from landmines and situations of collective violence. Such work should be carried out in close 

cooperation with the Department of Humanitarian Affairs, the United Nations agencies concerned, the Task 

Force on Assistance to Internally Displaced Persons and the International Committee of the Red Cross. 
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The recent adoption of the process of implementing resolution 1995/56 of the United Nations Economic 

and Social Council by other members of the Inter-Agency Standing Committee would greatly facilitate 

coherence in the dialogue with Member States and enhance the collective response of the United Nations 

system to emergency and humanitarian requirements arising from natural and man-made disasters. 

The meeting rose at 12:50. 
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