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TENTH MEETING 

Monday, 12 May 1997, at 14:30 

Chairman: Professor H. ACHOUR (Tunisia) 

1. IMPLEMENTATION OF RESOLUTIONS AND DECISIONS (PROGRESS REPORTS BY THE 

DIRECTOR-GENERAL): Item 19 of the Agenda (Documents A50/6 and A50/6 Corr.l) (continued) 

HIV/AIDS and sexually transmitted diseases (Resolution WHA49.27) (continued) 

Dr MESBAH (Algeria) said that his country's programme against HIV/AIDS and sexually transmitted 
diseases, which was decentralized, was continuing in accordance with WHO's strategic guidelines, supported 
by the commitment of the national authorities and the participation of various sectors and associations and 
the media. The prevalence of such diseases had been shown to be low - a fact that could not be attributed 
to inadequate screening facilities as those had been strengthened in the past few years, notably by providing 
all blood transfusion centres with the necessary reagents for the detection of HIV/AIDS and hepatitis В and C, 
and by creating a national blood agency and strengthening the capacity of the Institut Pasteur. It was 
nevertheless difficult, morally speaking, to accept that the high cost of recently developed therapies rendered 
them inaccessible to the populations most affected by such diseases. His country therefore supported all 
recommendations that were intended to promote accessibility. 

Dr MOREAU (France) commended the Organization on the transition from the former Global 
Programme on AIDS to the current integrated structure, and supported WHO's leadership in all sectors 
affecting health - in particular in the field of transfusion safety. It would be desirable for WHO to make clear 
recommendations on certain major and complex problems such as breast-feeding and infant nutrition. 
Equality of access to care for all people affected by HIV/AIDS was also of much importance and should be 
ensured by a mechanism to be developed by UNAIDS in collaboration with WHO and the other cosponsoring 
organizations. 

Dr BIKANDOU (Congo) thanked WHO for its constant efforts to combat the HIV/AIDS pandemic. 
A Letter of Agreement covering the 1996-1997 biennium, signed by the Government of the Congo and 
UNAIDS, reflected the political commitment to support national AIDS prevention efforts. However, 
implementation of the 1996-1997 workplan, also approved by those parties, had been held up through delays 
in UNAIDS funding, which had hampered supervision and surveillance activities. National action has been 
sustained through training of health personnel, outpatient care for HIV/AIDS-infected persons and public 
information campaigns. In the face of dwindling resources, it was becoming increasingly important to achieve 
effective mobilization of funds at all levels and to coordinate action with that of the non-health sectors. 

Professor PICO (Argentina) said that HIV/AIDS presented a health and social problem that went far 
beyond national and regional frontiers and now presented a major world challenge in which WHO should play 
a firm leadership role. The technical and operational aspects of HIV/AIDS control should be guided and 
coordinated by WHO globally through the regional committees and the national ministries of health. He 
acknowledged the valuable support provided by all the agencies and organizations involved in HIV/AIDS 
control, stressing the fundamental role to be played by health organizations. Preventive measures were of 
particular importance, especially as HIV/AIDS had a strong cultural component calling for improvement in 
sexual behaviour and lifestyles. Health education should therefore be strengthened, using the media to carry 
clear messages, and social participation promoted through links between teachers, students and families. 
Although most of the population in his country was now familiar with the problem, only 56% had changed 
their sexual behaviour. The national anti-HIV/AIDS programme and the national programme for the control 
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of sexually transmitted diseases worked in complementary fashion, to provide training and to ensure the local 
distribution of drugs and reagents. Blood banks were also strictly controlled, to ensure the quality of the 
blood used in both public and private health services. 

Dr DADI (Indonesia) welcomed the progress made throughout the world in controlling HIV/AIDS. 
Although the number of reported HIV/AIDS cases in his country had been very low over the past decade, 
surveillance and control programmes were being sustained. His delegation would welcome assistance from 
WHO and UNAIDS for an epidemiological study to be conducted by ASEAN to elucidate the reasons for 
the substantial differences in the prevalence of HIV/AIDS in the different countries of the region. 
Commending the efforts made by UNAIDS and WHO to make triple-drug therapy available in developing 
countries at an affordable price, he requested information concerning the annual cost of triple-drug therapy 
for one AIDS case. 

Dr DANKOKO (Senegal) welcomed the report, which reflected WHO's commitment to national 
institutions and bodies in combating HIV/AIDS. However, to reflect the concern expressed by Zimbabwe 
while emphasizing the importance of screening, the sentence in document A50/6 Corr.l might better have 
been phrased to read: "WHO will promote cost-effective strategies that prevent HIV transmission through 
blood and blood products and other infectious agents by promoting safer blood donation, testing all blood 
and minimizing unnecessary transfusions". He also expressed the hope that WHO would assist the competent 
national institutions in promoting self-transfusion. Expressing appreciation at WHO's sustained support 
through UNAIDS, he described the anti-HIV/AIDS programme in his country, in which information and 
public awareness measures played an important part. Recent symposia on the response of the religious 
communities to the AIDS problem had done much to improve health education and provide information for 
the public. The religious communities might also help to mobilize resources and to organize sustained care 
for HIV/AIDS patients. He also stressed the importance of ensuring accessibility of drugs in the developing 
countries. 

Dr SULEIMAN (Oman) commended WHO on its efforts to implement the programme to combat 
HIV/AIDS and sexually transmitted diseases in the Eastern Mediterranean Region. His delegation endorsed 
the strategy in paragraph 5 of the report, but considered that the reference to cost-effectiveness could be 
deleted. Observing that his region was represented by one country only on the UNAIDS Programme 
Coordinating Board, he said that under-representation would have a positive effect on the implementation of 
the programme. While supporting the move to increase public awareness in association with other sectors, 
he stressed that WHO's vital role lay in protecting the health of the individual and especially that of 
adolescents, by such means as ensuring the safety of blood transfusion. 

Ms HERZOG (Israel) said that confidentiality, previously mentioned by the delegate of Swaziland, 
should be distinguished from anonymity and that WHO's position on the matter should be made clear. In 
her country, there was confidentiality but not anonymity; it was therefore possible to identify HIV-positive 
persons and to provide treatment, guidance and follow-up. A problem did arise, however, because doctors 
were not permitted to divulge information about patients to their spouses, and that might represent a threat 
to public health and to the right of the individual to remain healthy. On the other hand, some considered that 
HIV/AIDS was a disease that should be approached in the same way as all other communicable diseases. 
UNAIDS might wish to convene a working group to study that specific, sensitive issue with its concomitant 
ethical aspects, and make recommendations to the next World Health Assembly. 

Dr KALITE (Central African Republic) said that HIV/AIDS and sexually transmitted diseases 
constituted a major public health problem in many countries, with far-reaching economic, health and 
sociocultural consequences. He thanked WHO and UNAIDS for sustained support for the national 
programme for their control in his country, which emphasized a community approach to the problem, and 
sought the support of WHO in treating infected individuals, in providing safe blood transfusion and in 
preventing HIV/AIDS infection within the health care structures. 

3 
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Dr KILIMA (United Republic of Tanzania), while welcoming the report and the increased coordination 
with WHO in his country, expressed concern over the statement in paragraph 2 of the report that there were 
hopeful signs that the HIV/AIDS epidemic had stabilized in certain countries and that effective therapies had 
been produced. That might be true in some places, but it did not diminish the need to strengthen surveillance 
systems. Furthermore, effective therapies did not exist for the developing countries: they were the result of 
intensive research for which the poorer countries were often used. He therefore appealed for subsidies to 
enable the poorer countries too to benefit from the results. HIV/AIDS still called for a preventive approach 
in most countries, with intersectoral coordination to intensify action. 

Mr ROBERFROID (UNICEF) said that UNICEF, as a cosponsor of UNAIDS, commended the report. 
Despite initial difficulties to harmonize policies and procedures, UNAIDS was becoming a model of 
coordination within the United Nations system. UNICEF therefore pledged its support to the continuation 
of the programme, especially regarding education and social mobilization. Concerning the important problem 
of HIV transmission and breast-feeding, UNICEF continued to advocate national solutions that would best 
serve the needs of women and children notably alternative options to breast-feeding in situations where that 
might increase a child's chance of survival. He quoted from the UNAIDS 1996 interim statement on HIV 
and infant feeding, emphasizing the rights of women and children, the prevention of infection and the need 
for full information regarding all feeding options, and indicating that when children born to HIV-positive 
women could be ensured of having uninterrupted access to nutritionally adequate breast-milk substitutes, they 
were at less risk of illness and death if they were not breast-fed. UNICEF was engaged with WHO and 
UNAIDS in the development of guidelines for policy-makers, health workers and the counselling of mothers. 
In accordance with Article 24 of the Convention on the Rights of the Child, which established each child's 
right to the highest attainable standard of health, UNICEF continued to advocate the protection, promotion 
and support of breast-feeding for the majority of infants. In the case of HIV infection of the mother, the use 
of alternatives must be weighed in order to determine what feeding choice would best serve the infant's 
health. Regarding the mother's right to keep information about her own HIV status confidential, UNICEF 
strongly supported the view that women should be empowered to make fully-informed decisions about infant 
feeding and be supported in carrying them out. The suggestive but partial evidence at present available did 
not provide sufficient grounds to recommend a limit to the duration of breast-feeding by HIV-positive 
women. UNICEF fully supported the need for appropriate operational research in that area, including low-
cost means of ensuring access to safe alternatives and minimizing the risks. Wherever alternative feeds were 
recommended, immediate improvement of water, sanitation, health care and child care conditions might be 
an essential concomitant. He recalled that any organization which provided an infant with a breast-milk 
substitute for home use had a responsibility to ensure that the supply was continued so long as the infant 
needed it - a principle laid down in the International Code of Marketing of Breast-Milk Substitutes. As 
anxiety regarding transmission of HIV through breast-milk might lead to excess child deaths through 
diminution of breast-feeding, public communication should be careful to create a climate of reason rather than 
panic. The enormous health benefits that had accrued over the past decade of breast-feeding promotion 
should not be jeopardized by any reduction of support for breast-feeding women. It was important to analyse 
all the complications of alternative feeding, including supplies, delivery and cost, before coming to a 
carefully-balanced conclusion. 

Dr GHEBREHIWET (International Council of Nurses), speaking at the invitation of the CHAIRMAN, 
expressed appreciation to WHO for its commitment to HIV/AIDS care and prevention and for The world 
health report 1997, which had clearly identified HIV/AIDS as a major cause of suffering and death in the 
world, about 90% of its prevalence being in developing countries. Despite promising results, HIV/AIDS 
presented a major challenge in the 1990s. The International Council of Nurses (ICN) appreciated the response 
of WHO and UNAIDS to the AIDS pandemic. Within that concerted response, millions of nurses and other 
health care workers were in the forefront of AIDS prevention, counselling and care. Working in homes, 
communities, workplaces, prisons and health facilities, nurses and other health care workers came face to face 
with the painful realities of AIDS care. The ICN worked hand in hand with its member associations in more 
than 112 countries and with WHO and UNAIDS and others to foster an environment that supported the social 
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and ethical responsibility of providing care to all people, including those living with HIV/AIDS, with a view 
to easing the burden of pain and suffering and creating a more human environment. It was important that 
nurses should be involved at the policy-making level and at the level of implementation and delivery of good 
quality care. ICN therefore expressed concern about the post of clinical and nursing adviser at UNAIDS 
headquarters that remained unfilled and requested clarification concerning the nursing expertise related to 
HIV/AIDS care that existed at WHO and UNAIDS headquarters and at regional levels. ICN emphasized the 
need to channel human and other resources to provide comprehensive care for persons with HIV/AIDS and 
their families, including clinical management, nursing care, counselling and social support, extending from 
the home and community environment to the hospital. ICN took the opportunity to voice the renewal of its 
partnership with WHO, UNAIDS and others to create caring communities and equitable services with a view 
to conquering suffering and enriching humanity. 

Miss BRAUEN (International Confederation of Midwives), speaking at the invitation of the 
CHAIRMAN, said that the Confederation had adopted a policy statement on the subject of HIV/AIDS in May 
1993 and had worked since then to ensure not only that midwives promoted practices which limited the 
spread of HIV infection but that infected women had access to non-discriminatory midwifery care in 
pregnancy, childbirth and the puerperium. Some recent research showed that midwives were a high-risk group 
for HIV infection, yet they were often unable to apply even basic precautions for lack of essential equipment 
and supplies. Before education or preventive measures could be effective, countries and their populations had 
to acknowledge the existence of the problem. Many health-care workers possessed the knowledge necessary 
to implement preventive measures, though resources for so doing were slender and changing attitudes within 
any tradition required sensitivity if such measures were to be accepted by communities. Multidisciplinary, 
multisectoral approaches were therefore essential to the dissemination of appropriate messages. In addition, 
in regard to breast-feeding, the Confederation was anxious that, as the results of research on the risks of 
vertical transmission of HIV infection became more widely known, advice on infant feeding should change, 
although many women's choice was limited by economic or other constraints. 

For many reasons, including those she had outlined, the Confederation welcomed the Director-General's 
report and urged all countries to collaborate in the global effort to address the problem in all its dimensions, 
to cooperate in research and to facilitate the task of health-care workers responsible for supporting the 
community in prevention and care measures. 

Professor ABERKANE (representative of the Executive Board) said that the debate in the Executive 
Board had been much concerned with the prevention of HIV/AIDS and with the gloomy prospects in the 
African Region. The Board considered that the question of access to recent therapy should be included in the 
wider problem of access to other high-level long-term and very expensive care which it was extremely 
difficult to include in the health budgets of poor or developing countries. The Executive Board had discussed 
that question in the framework of the ethical considerations and equity examined by the Organization. 

Dr VARET (Assistant Director-General) said that the statements of delegates had shown the resolve 
of countries to combat HIV/AIDS and bring the epidemic under control by unified action. It was a matter 
of grave concern that 22.6 million people were now affected and that the numbers had doubled between 1990 
and 1996. Some success had been achieved in prevention but it was limited to a few developed countries that 
had begun to take action a decade previously. 

Referring to the transition of activities from the Global Programme on AIDS (GPA) to UNAIDS and 
to the bonds between that new programme and WHO, she said the UNAIDS philosophy was quite different 
from that of GPA and was designed to incorporate lasting intersectoral AIDS control programmes into 
national structures. That entailed making the most of the particular skills and capabilities of each of the 
cosponsoring organizations. During the transition period, considerable efforts were being made by WHO. 
Working groups were set up involving partners at all levels in, for example, drafting the strategic plan in 
which representatives of countries, of regional offices, of headquarters programmes and of UNAIDS 
participated, or setting up epidemiological monitoring. There were eight working groups, of which two were 
of particular interest, their work having been mentioned frequently by delegations: they were concerned with 
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the prevention and control of sexually transmitted diseases and HIV/AIDS and with the strengthening of 
health systems and of primary health care in particular. The transitional period was also characterized by 
budgetary difficulties; WHO had had to mobilize resources at a time of financial constraints. The WHO funds 
allocated to AIDS control amounted to some US$ 14 million, partly from the regular budget, partly from 
extrabudgetary resources and partly from UNAIDS. Three-quarters of that amount had been allotted to 
country activities. All the contributions from other WHO programmes - in the order of US$ 5.5 million -
had to be added to that sum. More details should be available in 1998，when an analytical accounting system 
would be operating. Obviously, those resources were not sufficient to implement the strategic plan for the 
period 1997-2001, on which a third annual meeting of country representatives would take place. 

In reply to an earlier question from the United Kingdom about support for WHO Representatives, she 
said that information and training sessions were held for them and a survey had been conducted to identify 
the problems arising during the difficult transition period at the country level. Responding to comments by 
the Netherlands and the United Kingdom, she said that response to the UNAIDS Cosponsors' Coordinated 
Appeal for Supplemental Funded Activities, which had probably been prepared and carried out too hastily, 
had been disappointing for 1996-1997. An attempt was being made to launch a second coordinated appeal 
earlier in the year and it was hoped that results would be better. Five programmes - on the control of sexually 
transmitted diseases, substance abuse, mental health and health education, strengthening of health systems, 
and reproductive health - had benefited from the first appeal. A number of tools developed at WHO 
headquarters had been updated and used by UNAIDS. The guide to prevention, for example, already existed 
in three languages and would soon be available in three more; the syndromic approach to the management 
of sexually transmitted diseases mentioned by the Philippines was, of course, also supported. Furthermore, 
in collaboration with the regional offices, technical teams had been trained to set up control programmes for 
sexually transmitted diseases in the African and South-East Asia Regions. A continuing priority for WHO 
was to assist in strengthening case-finding and notification systems in countries, in collaboration with 
UNAIDS, as well as to estimate incidence and prevalence rates on the basis of special surveys and sentinel 
systems. Sound epidemiological information was essential for assessing trends and evaluating the results of 
action taken. Diagnosis and the provision of medical and psychosocial support - including treatment for 
patients with sexually transmitted diseases, AIDS and tuberculosis within existing health systems - were 
essential, and interregional workshops had been held for the purpose by the Regional Office for Africa. A 
collaborating centre had been established in Bangkok for training and research on psychosocial and clinical 
treatment of patients. The experience gained there could be transferred to countries wishing to benefit from 
it. In other countries, an holistic care approach had been implemented. 

A further priority was safe transfusion practice. Donors were still relied on and cheaper, reliable 
techniques for blood-safety testing were required that would also show up diseases such as hepatitis В and C. 
Once again, the resources available were inadequate and assistance in that field and for training laboratory 
technicians would be appreciated. Strengthening of health systems was also of paramount importance; needs 
were being identified and coordination with other associated programmes and units envisaged to enable 
appropriate action to be taken. Endeavours were also being made to prevent accidental infection of health 
staff and to examine possible prophylactic measures for them. 

Women were increasingly becoming infected with HIV, and young women who had contracted the 
infection were a further priority group for treatment. Attempts were being made to step up health personnel 
training to provide a specific approach to women's problems, both for syndromic diagnosis of sexually 
transmitted diseases and for standards of care for infected pregnant women. 

In relation to the new triple therapy mentioned by several delegates she informed the Committee that 
an informal consultation had been held several days previously in liaison with UNAIDS, but that it was too 
early to take a formal position since long-term clinical testing of triple therapy had not yet been done. 
Moreover, in addition to its great cost, triple therapy was very rigorous and therefore difficult to maintain; 
care must be taken to ensure that resistance did not appear because of interrupted treatment. Furthermore, 
secondary effects to the therapy were numerous. Therefore, commitment to long-term fundamental prevention 
programmes and research on vaccines should continue. By the autumn it would be possible to publish 
guidelines on the triple therapy on the basis of data collected at the informal consultation and from other 
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activities. The therapy would be applied progressively in accordance with the actual situation in each country; 
it would often rely on strengthening of health-care systems. 

Turning to the question of confidentiality, she said that WHO considered the right to privacy to be a 
fundamental human right; as such, it was essential for prevention and for effective treatment. Avoidance of 
stigmatization and exclusion was of primary importance and it was clear that treatment could be followed 
only where the infected persons enjoyed psychological and social support. Confidentiality, however, did not 
amount to secrecy. It was well known that information campaigns on AIDS led to acceptance and the 
avoidance of exclusion and were therefore a criteria for success in changing behaviour. Finally, prevention 
efforts must continue, involving the allocation of adequate resources and mobilization of the partners 
involved, especially within communities, and not just through the mass media, since it was only through 
community support that behaviour would be changed and treatment taken full advantage of once it was 
available. 

Dr TÜRMEN (Family and Reproductive Health) recalled that WHO had long emphasized the vital 
importance of protecting, promoting and supporting breast-feeding for the survival and health of infants 
throughout the world. The growing HIV/AIDS pandemic and the evidence that HIV could be transmitted 
through breast-feeding, however, had led WHO to review its policies on breast-feeding periodically. Various 
studies indicated that between one-quarter and one-third of infants born to HIV-infected women became 
infected with the virus themselves. An interim policy statement issued in September 1996, and subsequently 
developed as a joint statement with UNICEF and UNAIDS in April 1997, set out the considerations on the 
matter for countries developing policies and for health-care workers advising individual women about infant 
feeding. The statement highlighted three main policy elements: the principle of informed choice for the 
mother; the high priority to be placed upon preventing HIV infection in women; and the need to promote 
infant-feeding practices that were likely to be most beneficial to the health of the mother and the infant. 

The problem was complex, affording no simple or easy solutions. Although decisions about infant 
feeding would vary depending on the individual circumstances of the woman and her family, it was important 
at the global and national levels to continue to support breast-feeding. It was essential to safeguard the gains 
that had been made in protecting, promoting and supporting breast-feeding, thereby ensuring the survival of 
millions of infants. At the same time, the fact that HIV could be transmitted through breast-feeding could 
not be ignored. In conditions where safe and uninterrupted access to nutritionally adequate alternatives to 
breast-feeding were available, women who were known to be HIV-infected should be advised to consider the 
alternative methods. The principle of informed choice should be strengthened by improving access to 
voluntary counselling and testing and by providing support to women to put into practice their decisions about 
infant feeding. 

In conclusion, she emphasized the need for continued strict adherence to the International Code of 
Marketing of Breast-milk Substitutes. She added that WHO was working with UNAIDS to develop more 
detailed practical guidelines for health-care workers advising women about infant feeding. 

Dr PIOT (UNAIDS) described the accomplishments and problems encountered by UNAIDS since early 
1996. He recalled that the four roles of UNAIDS consisted of: coordination within the United Nations 
system; the collection, dissemination and marketing of best practices; the provision and facilitation of 
technical support; and advocacy. Although UNAIDS was not a fund, it did provide financial support to 
countries, mainly in the form of seed funds for catalytic and innovative activities. It was also one of its 
functions to assist in building fund-raising capacity. In 1996 and 1997，it had committed over US$ 12 million 
for AIDS-related activities in low- and middle-income countries, 40% of which were in sub-Saharan Africa. 
Of the countries concerned, around 90% had already received funding, while signed letters of agreement were 
awaited from the other countries. 

He outlined some of the significant accomplishments of UNAIDS and its cosponsors over the past 
16 months, since its foundation in January 1996. In the first place, real progress had been made towards a 
cosponsored programme at both the country and global levels. By way of illustration, in several countries 
joint and complementary advocacy, programming and resource mobilization activities were being undertaken 
by United Nations theme group members, often with the support of the UNAIDS Secretariat. At a more 
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global level, interagency working groups had developed harmonized activities by cosponsors and the 
Secretariat in areas such as HIV prevention in the school setting, gender, epidemiological surveillance and 
communications. Moreover, an interagency policy statement would soon be forthcoming on voluntary testing. 
He expressed particular pleasure at the so-called mainstreaming effort made by WHO and the collaboration 
between UNAIDS and specific WHO programmes. Collaboration with WHO's regional offices had also been 
strengthened significantly and was the key to UNAIDS' work at the country level. The funding provided to 
WHO by UNAIDS over the course of the biennium amounted to some US$ 5 million, which was mainly 
allocated for activities and staff in regional offices. 

Another achievement by UNAIDS had been the broadening of partnerships at the country, regional and 
global levels. In this context, collaboration with the private sector had been developed, particularly through 
the Global Business Council on HIV/AIDS. An agreement had been concluded with Rotary International 
concentrating on the promotion of HIV prevention among young people. Collaboration with ASEAN 
included the carrying out of a study and the development of a common intercountry approach. Finally, 
UNAIDS placed emphasis on the involvement of religious communities and was supporting several initiatives 
in this respect. 

With a view to providing effective assistance to countries to help them plan their response to the 
epidemic, UNAIDS had developed tools for national strategic planning. These were based on a broad 
multisectoral response, which experience in several countries had shown to be a powerful force to combat 
the disease. 

On the question of access to care, drugs and prevention, UNAIDS had negotiated a public sector price 
for the female condom in order to make it much more accessible in low- and middle-income countries. It 
was also concentrating on developing a strategy to improve access to the appropriate drugs and hoped that 
a special initiative would soon be announced in that regard. However, he counselled realism as to what could 
be achieved in practice in those areas. 

In reply to comments by previous speakers, he noted that UNAIDS had established a nursing post with 
a global mandate in Pretoria and that not all global activities were based in Geneva. He added that World 
AIDS Day and the World AIDS Campaign shortly to be launched gave specific importance to young people 
and children, who were vulnerable to AIDS and many of whom were infected. 

However, he admitted that not everything had worked out as had been hoped and that there remained 
numerous challenges. For example, the picture was very mixed so far as resource mobilization at the country 
level was concerned. There was a lack of national and international support for the national response in many 
countries. A survey of eight African countries had shown that between 1992 and 1996 funding for AIDS-
related activities had risen in seven of them, but had fallen by 60% in the eighth. An extensive survey of 
the question was being carried out and assistance to governments in the field of resource mobilization was 
one of the major tasks of the United Nations theme groups and the UNAIDS Secretariat. At a time when 
prevention needs were rising, it was important to overcome any complacency caused by the development of 
more effective drugs. In that respect, it was important not to become trapped in what he described as a 
triangle of inaction. The three points of the triangle were: the continuing denial of the epidemic; a new 
complacency as more effective treatment was developed; and ignorance of the firm evidence that HIV 
prevention was effective and that the necessary knowledge, tools and strategies were available and were cost-
effective. 

Another challenge arose out of the cosponsored structure of UNAIDS. Much time had been spent 
setting up administrative arrangements, such as the management of joint funds, but progress had been 
hampered by the bureaucracy involved. 

In conclusion, he said that, although the first year of activities had been very difficult and UNAIDS 
had certainly not accomplished everything it had set out to do, considerable progress had been made. 
Moreover, the United Nations system was well placed to help countries address the formidable challenges that 
remained, both in terms of the national response to the epidemic and in terms of making UNAIDS a positive 
example of the reform that was required to strengthen the response to the epidemic at the level of the United 
Nations system. UNAIDS and its cosponsors would continue to seek greater support for countries so that 
they could expand the national response to the epidemic. Its activities would concentrate on combating 
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complacency through advocacy, strengthening capacity, providing technical assistance, assisting resource 
mobilization and developing new partnerships. 

Dr THYLEFORS (Secretary), responding to a request for clarification from Dr STAMPS (Zimbabwe), 
said that it was not usual for a report by the Director-General to the Health Assembly to be amended by the 
Health Assembly. However, the comments made by delegates on the subjects covered by such reports were 
carefully noted by the Secretariat and appeared in the record of the meeting. 

The CHAIRMAN took it that the Committee wished to note the Director-General's report in part VIII 
of document A50/6. 

It was so agreed. 

2. CONTROL OF TROPICAL DISEASES: Item 20 of the agenda (Document A50/7) 

Lymphatic filariasis (Resolution EB99.R17) 

Professor ABERKANE (representative of the Executive Board) recalled that lymphatic filariasis affected 
120 million people in 73 countries and continued to be a worsening problem, especially in Africa and the 
Indian subcontinent. Elephantiasis, lymphoedema and genital pathology afflicted 44 million men, women and 
children, while another 76 million suffered from parasites in their blood and hidden internal damage to their 
lymphatic and renal systems. Earlier tools and strategies for control had been inadequate. However, over 
the past decade, dramatic advances in research had led to a new understanding of the severity and impact of 
the disease, the development of new diagnostic and monitoring tools and, most importantly, the emergence 
of new treatment tools and a control strategy. 

The new strategy focused on treating the human population through community-wide mass programmes, 
which had already been planned in certain countries. An annual single dose of two drugs (ivermectin plus 
either diethylcardamazine (DEC) or albendazole) reduced blood microfilariae by 99% for a full year. Even 
single drug use could result in 90% reduction and field studies indicated that transmission of the infection 
could be interrupted. The pharmaceutical industry (Merck and Co. Inc.) was generously providing the 
necessary ivermectin to countries collaborating with WHO in trials to demonstrate that filariasis could be 
eliminated by using that drug alone or in combination with others once a year for two to five years. Taking 
into consideration the remarkable technical advances and the success of recent control programmes, the 
Executive Board had adopted resolution EB99.R17, in which it recommended, for adoption by the Fiftieth 
World Health Assembly, a draft resolution calling for the elimination of lymphatic filariasis as a public health 
problem. 

Dr BUGRI (Ghana) explained that over recent years lymphatic filariasis had become one of the diseases 
in his country that threatened public health. A new national integrated strategy was currently being 
developed, based on that indicated in resolution EB99.R17, for the control of filariasis and other parasitic 
diseases, including onchocerciasis, intestinal worms and schistosomiasis. He believed that the elimination of 
lymphatic filariasis as a public health problem was an achievable goal and therefore endorsed the draft 
resolution. 

However, he pointed out that treatment for filariasis in onchocerciasis-endemic areas required the use 
of ivermectin, which was a rather expensive drug. He therefore appealed to WHO to take measures to make 
the drug affordable to the countries affected, even after the termination of its trial period. 

Mr EISS (United States of America) expressed the opinion that acknowledgement should be given to 
Merck & Co. Inc. for its donation of the drug which had made the important trials feasible. 
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Dr MAJORI (Italy) commended the important work done on lymphatic filariasis, particularly in view 
of the results that had already been achieved by control programmes and the control strategy that had been 
developed. He therefore gave strong support to the draft resolution proposed by the Executive Board and 
called for its prompt adoption and implementation. 

Mr CHAUHAN (India) said that, while lymphatic filariasis existed in many regions of the world, it was 
a major public health problem in China, India and Indonesia, which together accounted for two-thirds of the 
estimated total of 120 million affected persons. India contributed 38% and 20% of the global Bancroftian 
and Brugian problem respectively. The disease was found in 18 endemic states and union territories, with 
412 million people, 20 million of whom had chronic filariasis and another 27 million were microfilaria 
carriers. The Indian Government had launched a national filariasis control programme implemented by the 
National Malaria Eradication Programme and with the research and development directed by the National 
Institute of Communicable Diseases. 

An international task force on disease eradication had identified filariasis as one of six potentially 
eradicable diseases in view of the current availability of cost-effective control tools, such as annual mass DEC 
chemotherapy and improved case management. His Government was considering organizing a phased 
National Filariasis Day to introduce annual mass DEC chemotherapy, starting with 13 districts and covering 
200 million people in five years. Tamil Nadu had already celebrated Filariasis Day on 5 August 1996 by 
administering a single DEC dose in one district with 90% coverage, and the community had accepted the 
strategy. 

Dr MOREL (Brazil) welcomed the Director-General's report (document A50/7) and the recent 
reorientation and achievements of the Division of Control of Tropical Diseases (CTD), in particular its new 
emphasis on integrated control of tropical diseases within primary health care; capacity-building; 
development of information systems and the evolution of public health mapping; the achievements and 
planned expansion of the WHO pesticides evaluation scheme to encompass biopesticides and household 
pesticides, and the progress towards the elimination of filariasis, which had become an attainable goal owing 
to new tools and control strategies. While he endorsed the draft resolutions on tropical diseases contained 
in resolutions EB99.R17, EB99.R18, EB99.R19 and EB99.R20, he was alarmed by the recrudescence of 
dengue and dengue haemorrhagic fever (DHF); the potential return of yellow fever in the Americas; the 
difficulties of sustaining long-term programmes for control and eradication of insect vectors of tropical 
diseases, which called for coordinated political decisions; the continued seriousness of malaria in the Amazon 
region, despite some progress brought about particularly with РАНО support; the need to extend the progress 
made in southern cone countries in controlling transmission of Chagas disease to the Andean and Central 
American countries; and the fact that WHO collaborating and reference centres were a vastly underutilized 
resource that could become a major player in research and training. He therefore suggested intensified 
worldwide control of dengue and DHF，support for Andean and Central American initiatives for eliminating 
transmission of Chagas disease, and continued support to the collaborating centres in endemic countries. 

Dr KILIMA (United Republic of Tanzania), endorsing the draft resolution on lymphatic filariasis’ 
commended its timeliness and welcomed the Organization's support for research that had identified cost-
effective tools for lymphatic filariasis control and elimination, which he was convinced would be achieved. 

The United Republic of Tanzania's elaborate primary health structure would be fully utilized for such 
control. Supported by WHO, it was initiating control based on an annual two-drug treatment. Resources 
were, however, needed for the initial stages and he wished the Organization to play a leading role in 
mobilizing resources for advocacy and community partnership, since control and elimination would be a 
responsibility of the communities themselves. 

Dr STAMPS (Zimbabwe) also welcomed the headway made with filariasis control, and expressed 
interest in the use of DEC-fortified salt for 9-12-month periods. He asked whether any difficulties had arisen 
in attempts to use it on a population-based, public health basis. 
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Dr KIEL Y (Ireland) commended the excellent work reflected in the reports on item 20 of the agenda 
and hoped it would continue. 

Dr HENDERSON (Assistant Director-General) said, in response to the statements by Ghana and the 
United States of America, that the Organization greatly appreciated the support of Merck & Co. Inc. for 
ivermectin demonstration projects and that WHO's relationship with that firm was excellent. While he was 
optimistic that support would continue and expand, WHO could not make any undertaking on the firms's 
behalf since that was a matter for its board of governors. Acknowledgement of the contribution of 
Merck & Co. Inc. would appear in the summary records of the Committee. 

He assured the delegate of Zimbabwe that DEC had been highly successful in China; since all 
countries were different, however, the Secretariat would approach him to ensure that he received all relevant 
information. 

The draft resolution recommended by the Executive Board in its resolution EB99.R17 was 

approved. 

Malaria (Resolutions WHA49.11 and EB99.R18) 

The CHAIRMAN invited the Committee to consider a revised text of the draft resolution recommended 
by the Executive Board in resolution EB99.R18. The amended version, proposed by Botswana, Cambodia, 
Canada, China, Ghana, Nepal, Norway and Sweden, read: 

The Fiftieth World Health Assembly, 
Recalling resolution WHA46.32, which endorsed the World Declaration on the Control of Malaria 

and asserted the gravity of malaria as an unacceptable and unnecessary burden upon human health and 
as a serious obstacle to social and economic fulfilment of persons and States, 

Recalling resolution WHA49.11，which noted the concern of the Health Assembly regarding 
malaria, recognized that further delay in intensifying the struggle against malaria could cost millions 
more lives, urged Member States to take action, Regional Committees to ensure that programmes are 
vigorously pursued, and the Director-General to explore ways and means of intensifying the 
programme, 

1. ENDORSES the leadership role given to WHO by the United Nations Economic and Social 
Council (ECOSOC) in global malaria control in its resolution 1995/63; 

2. THANKS the Director-General for his prompt action in establishing a Task Force to conduct an 
external review of the malaria problem and progress being made towards its control; 

3. NOTES that the Task Force endorsed the Global Malaria Control Strategy and reaffirmed that 
the Strategy is the best control approach available today; 

4. URGES Member States to renew their political commitment to malaria control, to accord the 
highest priority to the control of malaria mortality in Africa south of the Sahara and in other highly 
endemic areas of the world, and to guarantee core funding and sufficient competent staff and other 
resources for national programmes; 

5. URGES Regional Committees to fully support the global effort for malaria control by promoting 
increased political awareness and commitment, and ensuring adequate resource allocation; 

6. REQUESTS the Director-General to continue intensifying efforts to increase resources for WHO's 
action in malaria control including: 
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(1) seeking a long-term financial commitment to consolidate the initial effort and results 
achieved, and 
(2) pursuing his actions to reinforce the training programme at country, regional and global 
levels. 

Professor ABERKANE (representative of the Executive Board) said that the malaria situation was 
worsening throughout the world, especially in the needier countries, with an estimated 300 to 500 million 
clinical cases per year and 1.5-2.7 million deaths per year, of which 90% occurred in Africa south of the 
Sahara. 

Antimalarial activities were conducted under the WHO Plan of Action for Malaria Control (1995-
2000) - accepted by other United Nations agencies and endorsed by the United Nations Economic and Social 
Council in 1995 - which assigned priority to malaria control programmes in Africa. The Forty-ninth World 
Health Assembly had highlighted the impediments to its implementation in its resolution WHA49.11 and 
requested the Director-General to increase the resources for WHO's malaria control measures and reinforce 
malaria training programmes at all levels. The Director-General had set up a task force which met in October 
1996 to recommend how WHO could best support Member States in the global control of malaria and 
allocated US$ 10 million as additional support to accelerate malaria control activities in 21 countries in the 
African Region and three African countries in the Eastern Mediterranean Region in 1997. In addition a joint 
programme by the World Bank and the WHO Regional Office for Africa for accelerated malaria control had 
been launched in February 1997. WHO was also collaborating with UNICEF in four African countries, 
UNDP in Myanmar, the World Bank in Bangladesh, the Lao People's Democratic Republic, Madagascar and 
Viet Nam, and the European Commission in Cambodia, the Lao People's Democratic Republic and Viet Nam. 
Italy had cooperated on community malaria control activities in Eritrea and Ethiopia, and Germany on similar 
activities in Mali and Uganda. 

Dr LARIVIÈRE (Canada) explained that the purpose of the amended draft resolution introduced by the 
Chairman was to reaffirm the mandate given by the United Nations Social and Economic Council, stress the 
urgency of a vigourous response to malaria morbidity and mortality, especially in Africa, and emphasize that 
the Global Malaria Control Strategy was an effective tool if correctly implemented. The international 
community must realize that investments in that Strategy would yield significant returns. 

Professor MYA OO (Myanmar) said that malaria, a major public health problem in Myanmar, 
accounting for 8% of total outpatient attendance, 20% of hospital admissions, with a case fatality rate of 
3.3%, was also hindering socioeconomic development. The country was launching a malaria control 
programme, promoting grass-roots health education and strengthening surveillance capabilities and diagnostic 
facilities in rural centres and township hospitals with the assistance of UNDP and external nongovernmental 
organizations. 

The emergence of multidrug-resistance in malaria parasites, behavioural changes by mosquitos and their 
development of resistance to insecticides, and cross-border population movements were the main causes of 
the malaria situation in South-East Asia. The situation called for solid political commitment, greater priority 
in resource allocation for malaria control and effective control programme implementation. He therefore 
requested WHO and donor agencies to increase resources for malaria control at all levels. 

Dr STAMPS (Zimbabwe) endorsed the section on malaria in the excellent report on control of tropical 
diseases. Sub-Saharan Africa had been particularly hard hit by a dramatic resurgence of malaria during the 
past two rainy seasons. Epidemic malaria outbreaks had sextupled the number of diagnosed cases and 
significantly increased the number of deaths. The implementation of the Global Malaria Control Strategy had, 
however, reduced the number of deaths in 1997，so that the case fatality rate was almost three-quarters what 
it had been in 1996 in Zimbabwe. He therefore proposed the addition to the draft resolution of a new 
paragraph, reading: "4. NOTES that the Organization of African Unity is to consider a pan-African 
declaration on malaria at its thirty-third Heads of State and Government meeting in Harare on 2-4 June 
1997;". The following paragraphs would be renumbered accordingly. 
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Professor AKIN (Turkey) welcomed the report and the encouraging reaction to resolution WHA49.11. 
Malaria remained one of the major public health problems in many countries, with extremely serious 
consequences. Far from being under control, the problem was increasing, for a number of social and 
environmental reasons. She therefore noted with appreciation the establishment by the Director-General of 
a task force on malaria prevention and control to conduct a worldwide review of the malaria problem. 
Turkey also welcomed the recommendations of the task force and was pleased that WHO's overall plan for 
malaria prevention and control for 1998-1999 was in line with those recommendations. Multidisciplinary and 
multisectoral approaches were needed to prevent and control malaria, and every effort must be made to 
improve them. Countries needed financial support, of course, but they needed guidance and technical support 
from WHO even more. 

For the past few years, Turkey had been implementing a malaria control programme through close 
cooperation among the relevant ministries and with local authorities, especially concerning environmental 
factors. Support for such efforts was provided by WHO as well as by UNDP and the European Union. 
Surveillance activities had been improved and blood tests for screening and radical treatment for malaria had 
been carried out. In the past two years, the number of malaria cases had not increased. Vector control 
activities and the training of care providers were priorities for the programme in the future. WHO's research 
and training in malaria control were especially useful. Considering that the development of a vaccine against 
malaria would be a real breakthrough, she asked what progress was being made and when a vaccine would 
be available for general use. 

Her delegation endorsed the draft resolution before the Committee. 

Mr LEGESSEM (Ethiopia) said his delegation appreciated the information on malaria control provided 
in the report and supported the draft resolution. Malaria was one of the major problems that his country 
faced. It ranked second, after acute upper respiratory tract infection, in the burden of disease as measured 
by discounted lifeyears. Changes in climatic conditions, mobility and resistance had caused malaria to spread 
to areas where it had not previously been a significant problem, and 70% of the Ethiopian population now 
resided in malaria endemic areas. 

The successful democratization and decentralization process now being undertaken in his country had 
permitted significant efforts to be made to control malaria. That process had been found to be instrumental 
in bringing about intersectoral collaboration, community participation and decision-making at local levels; 
but major support was needed, both technical and financial, from the international community, including 
WHO. In view of the magnitude of the problem, WHO had begun to support a new malaria control initiative 
in Ethiopia. His country welcomed that support and hoped it would be intensified to mitigate the dreadful 
social and economic problems the disease caused. He thanked other United Nations agencies for their 
assistance in malaria control efforts and the Governments and people of the Netherlands, Sweden, Japan and 
the United States of America for their generous help in strengthening the health delivery system of Ethiopia. 
He called on those governments, and others, for intensified support in the control of malaria and other major 
communicable diseases. 

Mr TSUDA (Japan) said the fact that 40% of the world's population lived in malaria epidemic areas, 
that the disease imposed the largest disease burden of all infectious diseases and that it held first place among 
all causes of death, made it clear that measures for malaria control had to be strengthened everywhere, 
including Asia and Latin America. Action to prevent infection and develop antimalarial drugs needed to be 
reinformed. Japan had therefore increased its cooperation with WHO in implementing its malaria control 
programme. 

Dr MONISSOV (Russian Federation) said the amended draft resolution before the Committee went a 
long way towards outlining the efforts required to control malaria in the world. He would, however, submit 
two further amendments. The current paragraph 3 noted that the task force had endorsed the Global Malaria 
Control Strategy, but that Strategy had in fact been approved by ministers of health at the conference on 
malaria in Amsterdam in 1992, and by the Health Assembly. The paragraph should therefore read: "NOTES 
that the Task Force reaffirmed that the Strategy is the best control approach available today and made specific 
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proposals to improve the malaria control programme activities and programme structuring of the World 
Health Organization;". 

Malaria was now re-emerging in countries from which it had been eliminated - for example, in Central 
Asia. In some parts of the Russian Federation, local transmission of the disease had resumed, and the number 
of imported cases was growing annually. Should an epidemic break out, the Russian Federation lacked the 
necessary resources to subdue it. He therefore proposed that in the current paragraph 4，the words 
"prevention and" be inserted between "priority to the" and "control of’； that the word "and", between "Sahara" 
and "in other highly endemic areas", be deleted; and that after "the world", the words "and also in countries 
where local transmission of malaria has been re-established" be inserted. 

Dr BROOKMAN-AMISSAH (Ghana) stressed that malaria continued to exact a heavy toll in human 
lives in Africa and other endemic areas. It was the main killer of children under five years of age, and its 
economic impact in terms of loss of working days was incalculable. It killed more people a day than did 
AIDS in a year, but the resources spent to combat the disease were only a fraction of those devoted to the 
control of AIDS. WHO's efforts to control malaria were welcome, but it should do a great deal more. 
Malaria should not be seen as an African problem alone, for it affected more than half the people in the world 
and, with increased travel, could now affect all countries. Priority action was required if any headway was 
to be made in what appeared to be a losing battle against the Plasmodium, which seemed always to be one 
step ahead. The resources needed to control and treat malaria in African countries were enormous. 
Assistance was urgently needed to complement national efforts. WHO should therefore mobilize more 
resources to sustain the accelerated programme on malaria control embarked upon in Africa in 1997. 

Dr LUETKENS (Germany) expressed appreciation for the progress made towards control and 
eradication of major tropical diseases. Regrettably, malaria remained a major scourge, but Germany hoped 
WHO would devote adequate efforts and resources to the problem. It felt privileged to have entered into a 
partnership with several endemic countries in a joint effort to contribute to the control of malaria. 

Ms STEGEMAN (Netherlands) said that, in view of the vast burden of disease entailed by malaria, 
malaria control should be given absolute priority in the tropical disease control programme, and that priority 
should be translated into financial terms. The establishment of a task force was welcome, but the report on 
its meeting in October 1996 was given insufficient attention in the Director-General's report on control of 
tropical diseases (document A50/7). She endorsed the amended draft resolution but thought it could be 
strengthened by the insertion, in paragraph 6(2), between the words "reinforce" and "the training programme", 
of the words "the implementation of the malaria control strategy with special emphasis on". 

Mr BERWAERTS (Belgium) thanked the Director-General for his continued support for the control 
of tropical diseases, particularly malaria, which remained an unacceptable burden, especially for African 
countries. Belgium had always supported activities aimed at combating malaria and had participated actively 
in task force meetings held in Brazzaville. He thanked the Director-General for convening a special meeting 
on malaria control in Geneva and for allocating US$ 10 million for malaria control activities in Africa in 
1997. Malaria control would be a long-running battle, however, and required the application of a long-term 
strategy. How would WHO, which must play the leadership role in the struggle, pursue and expand in future 
years the specific steps undertaken in 1997? 

Mr MACDONALD (Australia) said his delegation supported the Global Malaria Control Strategy 
endorsed by the task force on malaria prevention and control and urged the Division of Control of Tropical 
Diseases and the Special Programme for Research and Training in Tropical Diseases to continue to give high 
priority to malaria control. While recognizing the extent of the problem in Africa, his delegation wished to 
remind WHO of the need to accord priority and allocate resources to the control of malaria in the Western 
Pacific Region, where nine countries continued to experience endemic malaria. 

14 



A50/A/SR/10 

Dr GBARY АКРА (Côte d'Ivoire) noted the progress made since the adoption of resolution 
WHA49.11 : extrabudgetary resources had been mobilized, the work of regional offices had been reinforced 
and training in malaria control had been extended. His country congratulated WHO and all its partners for 
those achievements and endorsed the draft resolution before the Committee. Yet the very visibility and 
efficacy of the malaria control programme compelled further, more intensive efforts: greater coordination 
and organization were needed. Accordingly, his delegation proposed the insertion of two subparagraphs, after 
subparagraph 6(1)，to read: "(2) restructuring of the malaria unit at headquarters to include all elements of 
malaria prevention and control; (3) appointment of an independent advisory body;". The former 
subparagraph (2) would become subparagraph (4). 

The meeting rose at 17:30. 
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