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Note: In this provisional verbatim record speeches delivered in Arabic, Chinese, English, French, Russian 

or Spanish are reproduced in the language used by the speaker; speeches delivered in other languages are 
given in the English or French interpretation. 

This record is regarded as provisional because the texts of speeches have not yet been approved by 

the speakers. 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 30 June 1995. 

Note : Le présent compte rendu in extenso provisoire reproduit dans la langue utilisée par l'orateur les 
discours prononcés en anglais，arabe, chinois, espagnol, français ou russe, et dans leur interprétation 
anglaise ou française les discours prononcés dans d'autres langues. 

Ce compte rendu est considéré comme un document provisoire, le texte des interventions n'ayant 

pas encore été approuvé par les auteurs de celles-ci. Les rectifications à inclure dans la version définitive 
doivent, jusqu'à la fin de la session, soit être remises par écrit à Г Administrateur du service des 
Conférences, soit être envoyées au service des Comptes rendus (bureau 4113, Siège de l'OMS). Elles 
peuvent aussi être adressées au Chef du Bureau des Publications, Organisation mondiale de la Santé, 
1211 Genève 27, cela avant le 30 juin 1995. 

Примечание: В настоящем предварительном стенографическом отчете о заседании выступления 
на английском, арабском, испанском, китайском, русском или французском языках 
воспроизводятся на языке оратора; выступления на других языках воспроизводятся в переводе 
на английский или французский языки. 

Настоящий протокол является предварительным, так как тексты выступлений еще не были 
одобрены докладчиками. Поправки для включения в окончательный вариант протокола должны 
быть представлены в письменном виде сотруднику по обслуживанию конференций или 
направлены в Отдел документации (комната 4113, штаб-квартира ВОЗ) до окончания сессии. 
Они могут быть также вручены до 30 июня 1995 г. заведующему редакционно-издательскими 
службами, Всемирная организация здравоохранения, 1211 Женева 27, Швейцария. 

Nota: En la presente acta taquigráfica provisional, los discursos pronunciados en árabe，chino, español, francés, inglés o 

ruso se reproducen en el idioma utilizado por el orador. De los pronunciados en otros idiomas se reproduce la inter-
pretación al francés o al inglés. 

La presente acta tiene carácter provisional porque los textos de los discursos no han sido aún aprobados por los 

oradores. Las correcciones que hayan de incluirse en la versión definitiva deberán entregarse, por escrito, al oficial de 

Conferencias o enviarse al Servicio de Actas (despacho 4113, sede de la OMS) antes de que termine la reunión. A par-
tir de ese momento, pueden enviarse al Jefe de la Oficina de Publicaciones, Organización Mundial de la Salud, 
1211 Ginebra 27, Suiza, antes del 30 de junio de 1995. 
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1. FIRST R E P O R T O F T H E C O M M I T T E E O N C R E D E N T I A L S 

P R E M I E R R A P P O R T D E L A C O M M I S S I O N D E VERIFICATION D E S P O U V O I R S 

The PRESIDENT: 

The Assembly is called to order. 

The first item on our programme of work today is the adoption of the first report of the Committee on 
Credentials, which met yesterday under the chairmanship of M r Chaudhry of Pakistan. This report is 
contained in document A48/47 which you have all received. Are there any comments? I recall that the 
delegates should speak from their seats. It would appear that there are no comments. I therefore take it that 
the Assembly accepts the first report of the Committee on Credentials. The first report of the Committee on 
Credentials is thereby approved. 

2. D E B A T E O N T H E R E P O R T S O F T H E E X E C U T I V E B O A R D O N ITS N I N E T Y - F O U R T H A N D 
NINETY-FIFTH SESSIONS A N D R E V I E W O F T H E WORLD HEALTH REPORT 1995 
(continued) 
D E B A T S U R LES R A P P O R T S D U C O N S E I L E X E C U T I F S U R SES Q U A T R E - V I N G T -
Q U A T O R Z I E M E E T Q U A T R E - V I N G T - Q U I N Z I E M E SESSIONS E T E X A M E N D U RAPPORT 
SUR LA SANTE DANS LE MONDE，1995 (suite) 

The PRESIDENT: 

W e shall now continue the debate on items 9 and 10. The first speaker on m y list this morning is the 
delegate of Gambia who will speak for the West African Health Community, that is Gambia, Ghana, Liberia 
and Sierra Leone, as well as Nigeria, whose delegate will make a supplementary statement immediately 
afterwards. The chief delegates of these countries are seated on the rostrum. I give the floor to the delegate 
of Gambia. 

Mrs C E S S A Y - M A R E N A H (Gambia): 

M r President, Vice-Presidents, Director-General, distinguished delegates, on behalf of the Assembly of 
Health Ministers of the West African Health Community (WAHC), comprising Sierra Leone，Ghana, Nigeria, 
Liberia and Gambia, I wish to congratulate the President and Vice-Presidents on their election to office and 
to express, M r President, our full confidence in your distinguished leadership of the Forty-eighth World 
Health Assembly. W e also wish to congratulate the Director-General and his staff on a comprehensive report 
and on steering this great Organization successfully in the past year. 

The challenges facing the health sector in many developing countries are similar. Formulation of a 
comprehensive health policy is crucial to the development of the health sector, which has been seeing a 
gradual decline in investments from governments and donor agencies. Our health policies are based on the 
essential elements of primary health care, community participation, social mobilization, intersectoral 
collaboration and the Bamako Initiative. Essential limited expansion and consolidation of existing services, 
through integration of programmes at the central level, but decentralization of programme implementation 
at the periphery, have had the necessary impact on our health promotion and protection strategies. 
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Demands for health services continue to increase without a corresponding increase in the resources 
available to the health sector. Countries are being called upon to use scarce resources efficiently. Operating 
costs are high because of the rising cost of inputs for quality health care, as most of these inputs are imported, 
in the face of scarce foreign exchange in our countries. Individuals and families now have to pay high fees 
when they fall seriously ill. Our concern in the West African subregion is to find an effective and equitable 
solution to the problem of health care financing and we welcome the initiative by the W H O African Region 
to make it the theme for the technical discussions at the next Regional Committee session in September 1995. 

Human resource development continues to be a major concern for W A H C . Our countries are struggling 
to develop the necessary capacity to deal with diverse problems in the health sector. The brain-drain has had 
a deleterious effect on the quality of services being rendered to our peoples. Some of those trained outside 
the subregion do not return. Preference is now being given in our countries to in-country or regional 
appropriate training at pre-service and in-service levels. Specialized training for all cadres of health personnel 
is also being undertaken, to improve the capacity and quality of health care at all levels. 

Deforestation, desertification and pollution have become important because of their effect on 
environmental degradation and consequently on economic development and health promotion and protection. 
As a result of our concern for environmental degradation, appropriate government actions have been 
undertaken to promote environmental protection activities. Tree planting and reforestation have been 
embarked upon to halt the spread of the Sahara desert. 

Drought has the effect of a poor harvest and consequently food insecurity and malnutrition. W e of 
W A H C are formulating food and nutrition policies to address some of the issues raised by food insecurity 
and malnutrition. With the support of some donor agencies, micronutrient deficiency (particularly iodine and 
vitamin A deficiency) is being tackled. Steps have been taken to ensure that all salt meant for domestic use 
is iodized. Promotion of breast-feeding has been given priority, as we believe that all children must be given 
the best possible start in life. 

Disease control and prevention continue to be important elements in our health delivery programmes. 
Control of diseases such as AIDS, malaria, tuberculosis, acute respiratory infections, measles, sexually 
transmitted diseases and diarrhoea have become important public health concerns and are being addressed 
appropriately. Steps are being taken to increase the level of awareness of the diseases in the Community, 
using appropriate health education and social mobilization strategies. To reduce the infant and maternal 
mortality rates, issues pertaining to maternal and child health are being given the necessary attention at the 
highest levels. Population control and family planning strategies have begun to have a positive impact on 
the health of vulnerable groups. Coverage with the Expanded Programme on Immunization is being 
intensified, with the aim of eliminating neonatal tetanus and poliomyelitis in the not too distant future. W e 
also look forward to the eradication of leprosy and guinea-worm in our countries. The success of 
onchocerciasis control in the subregion has been maintained, with its desired impact on our communities. 
However, the management and control of these diseases and the implementation of various programmes will 
require a lot of resources. W e would therefore like to urge W H O to give priority to these areas in allocating 
its resources. 

Once again, W A H C Health Ministers wish to put before this august body the problem of refugees and 
displaced persons arising from conflicts and civil strife. Preventive diplomacy and speedy resolution of 
conflicts would minimize the disastrous effects conflicts have, not only on individuals and their families but 
also on health service infrastructure and health care delivery systems, which in most cases have been set up 
at enormous expense in terms of men, money and materials. While efforts are being made by our countries 
to address the problem in the subregion, the international community is called upon to channel aid to these 
areas of conflict to assist in the rehabilitation of health facilities and also to address the health needs of 
displaced persons. 

The problem of urban and adolescent health needs to be addressed and effective programmes developed. 
W A H C Health Ministers wish to put these issues on the global agenda. Health service delivery must come 
to terms with these emerging problems, and we would like to appeal to the international community to see 
the need for urgent support to countries in greatest need in addressing the twin problems of urban and 
adolescent health. More attention should be given to the strengthening of intersectoral collaboration in order 
to minimize the unacceptable adverse effects resulting from the neglect of urban and adolescent health. 

W e in W A H C have confidence in W H O and wish the Organization success in the years ahead. 
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Dr M A D U B U I K E (Nigeria): 

Mr President, honourable ministers, Director-General, distinguished delegates, it is with great pleasure 
and a sense of honour that I stand here to address this august gathering, being the Forty-eighth World Health 
Assembly. I crave your pardon for this addition to the West African regional address already delivered by 
Gambia. These additions are considered necessary on account of the rather peculiar position of Nigeria, in 
that region. 

May I join others in congratulating you, Mr President, on your election as the President of this 
Assembly. I congratulate also the Vice-Presidents and other elected officers. 

W e in Africa are still submerged in and daily concerned with problems of communicable diseases, 
malnutrition and sub-standard life-styles. These have already been alluded to in some previous reports and 
addresses. Most countries of Europe and the Americas today suffer from diseases of affluence, since they 
have, over the years, overcome the many problems of underdevelopment. I venture to suggest that it is time 
they actively involve those concerned with the latter problems with the conception, initiation and finding of 
solutions through relevant health programmes. The current seeming imposition of resolutions of these 
problems from without remains unacceptable. 

Underdevelopment is not a racial, ethnic, religious or, even, a sociocultural factor. It is rooted in 
poverty and illiteracy. Our efforts in overcoming some of the problems we have come here to seek solutions 
for can hardly progress unless we address these fundamental issues. Most developing countries are presently 
groaning under die heavy load of debt settlement. There is hardly anything else to use for real development 
as long as this economic burden is not given serious attention, with a view to writing off the debts. 

May I now touch on a number of current health-related issues which I am sure are of common concern 
to most, if not all, developing countries, particularly in Africa. Of great concern to us is the survival of our 
children and the safety of our women at childbirth. Yearly, UNICEF publishes the document called The 
progress of nations. Also yearly, we feel sad that we are always listed on the lowest rung in tables showing 
the various indicators of health. Our vital statistics indicate that we are making progress, albeit slowly, in 
some areas, but the actual areas of human loss and waste remain static. Whereas our infant mortality rate 
is gradually declining, our under-five mortality rate and maternal mortality rate seem to remain static. Most 
of our children die between the ages of one year and the time to go to school. Childbirth is a nightmare to 
our women, since one out of every 15 pregnant women is likely to die at childbirth. Poverty and illiteracy 
make this so. The children die of communicable diseases like malaria, diarrhoea, acute respiratory infections, 
measles and tetanus, most of which have malnutrition as their precipitating factors. Others die of vaccine-
preventable diseases like tuberculosis, poliomyelitis, diphtheria and whooping cough. Our wives die at 
childbirth mostly from haemorrhage, obstructed labour, sepsis, intrapartum hypertension and underlying 
factors of untreated diabetes, anaemia and septic abortion. These events are less manifest in the literate and 
affluent citizens in urban areas but afflict the illiterate poor in the rural areas. It seems clear that we know -
to a reasonable extent - what to do, but we lack resources to spread our facilities equitably to the rural areas. 

Permit me to highlight some of the activities and issues in Nigeria which may be of universal 
application. Our culture for many years treated women as second-class citizens who could only be seen and 
not be heard. W e have presently identified and appreciated that the woman is the pivot around which the 
rest of the family revolves and on whom they depend. In recent years, positive efforts have been made to 
empower them. Any woman can now own property and give full expression to herself. Positive steps are 
being taken to ensure that every female is functionally literate. Women are encouraged to establish small-
scale industries and are given access to bank loans. The first lady of Nigeria, Mrs Mary am Abacha, has 
indeed currently established a programme of family support with great emphasis on education, health care 
and provision of food, enhancement of widespread supply of safe water and sanitary disposal of human waste, 
particularly for children, women and families as a whole. 

For a long time, people believed that noncommunicable diseases were of little consequence in the 
developing countries. This was particularly so in the face of an overwhelming sea of seemingly 
insurmountable communicable diseases. Current statistics show that the noncommunicable diseases have 
started to contribute heavily to our morbidity and mortality figures. Few adults now die of communicable 
diseases. What kills them rather are diabetes, asthma, hypertension, abnormal haemoglobins (notably sickle 
cell) and cancer. These are presently the killers of our populations between the ages of 40 and 60 years. 
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What makes these diseases more serious in our health system pattern is their chronic and often untreatable 
nature. The afflicted may have to use drugs for the rest of their lives in some eases, yet these drugs have 
to be imported at a great cost to our foreign exchange earnings. Many who cannot afford the cost of drugs 
die unnoticed and often unrecorded. These diseases are systematically drawing on our economic resources. 

Let me refer to some of our endemic diseases, not so much as they concern Nigeria in particular, but 
as they are of wider application in many developing countries. Malaria seems to be becoming an 
insurmountable problem. Both pests and parasites have developed resistance. There is a growing apathy and 
unconcern about the disease, yet it continues to take a great toll in terms of the morbidity and mortality of 
our people. It remains the leading cause of death among our children aged under five years and induces 
dangerous anaemia among pregnant women, leading to the birth of low-weigh babies. W e have been 
experimenting with pesticide impregnated bednets or curtains and this seems to be giving a measure of 
control. However, there is hardly any Nigerian who does not have some two episodes of malaria in a year. 
The disease kills many children. A renewed focus and method is being called for and we are happy to notice 
that this is already being addressed and highlighted by this Assembly. 

Permit me to seize the opportunity of this forum to express the appreciation and thanks of the 
Government and people of Nigeria to President Jimmy Carter, and his Global 2000, for his kind, determined 
and consistent effort to see guinea-worm eradicated in Nigeria. W e are very confident that the scourge of 
guinea-worm will be a thing of the past in Nigeria by the end of this year. The same cannot be said for river 
blindness (onchocerciasis), though a stable operational infrastructure has been established and a five-year plan 
of action has been drawn up. W e owe a lot of gratitude to UNICEF, River Blindness Foundation, Sight 
Savers, W H O itself, Africare and others whose relentless efforts have made us so hopeful that the end of the 
eradication tunnel will soon be reached. Our consternation is that there are not many well-meaning 
organizations interested in the control and eradication of schistosomiasis. In spread, it is only second to 
malaria among those aged under 21 years in Nigeria. It is for this reason that I want to publicly acknowledge 
our appreciation of the gesture of the Special Programme for Research and Training in Tropical Diseases in 
recently offering to venture into and assist in this area in Nigeria in the not too distant future. 

There are a few other subjects that I know are of universal interest and concern, but time will not allow 
me to do more than mention them -1 refer to HIV/AIDS and emergency preparedness and response. I am 
sure these will be more than adequately discussed during the course of this Assembly. 

Mr T H A N N Y U N T (Myanmar): 

Honourable Mr President, Your Excellency Dr Hiroshi Nakajima, distinguished delegates, ladies and 
gentlemen, it is indeed a great honour and privilege for me to be here today at this auspicious World Health 
Assembly. At the outset, I would like to thank the organizers of this very important meeting for giving me 
the opportunity to deliver an address on this occasion. I sincerely hope that this meeting will result in fruitful 
deliberations which would enable us to accomplish the goal of health for all by the year 2000. 

M r President, on behalf of the Government of the Union of Myanmar, the delegation of Myanmar 
would like to congratulate you very warmly on your unanimous election as President of the Forty-eighth 
World Health Assembly and to assure you of our fullest cooperation and active participation in the 
forthcoming discussions. I am confident that under your able leadership, this session of the Assembly will 
be productive and extremely beneficial to all Member countries. Allow me to express my compliments to 
all the Vice-Presidents who have been elected to assist you during the various meetings of this Assembly. 
May I also take the opportunity to extend my sincere appreciation to the outgoing President and to all the 
officers of the past session for their exemplary and commendable work they have contributed during their 
incumbency. Furthermore I would like to place on record my deep appreciation to Dr Hiroshi Nakajima and 
his associates, as well as to all members of the Executive Board for their untiring efforts and notable 
accomplishments in promoting the health of the people all over the world. 

I would like to emphasize that the Government of the Union of Myanmar reaffirms its commitment to 
continue working together with the Member States for undertaking timely actions within the policy framework 
of the Ninth General Programme of Work. It is thus important that the Member countries should follow the 
policy guidelines of the programme in identifying priorities and in setting up the goals and targets which 
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address the specific problems of the countries. Having set our sights on the policy framework of the Ninth 
General Programme of Work, it is now opportune for us to plan and develop national health programmes for 
undertaking specific actions for maximizing and accelerating progress towards health for all by the year 2000. 

The National Health Committee has reviewed and revised the national health policy in consonance with 
the changing political, economic and social situations of Myanmar. One of the elements of the national health 
policy is: "to raise the level of health of the country and promote the physical and mental well-being of the 
people with the objective of achieving health for all by the year 2000 goals, using the primary health care 
approach". This policy element reflects our Government's commitment to health-for-all goals and the primary 
health care approach. 

To promote equity and solidarity in health and bridge the gaps in health, health service activities are 
being expanded not only to rural but also to remote border areas. This has been specifically stated in the 
national health policy and the Government has been implementing it to the fullest extent, with health centres, 
dispensaries and hospitals, together with health personnel, being established in these areas. To further support 
the issue of equity in health, Myanmar is addressing the health needs of women in the context of the women's 
development agenda for the twenty-first century. It is imperative for women to be healthy in order for them 
to be able to participate fully in development as workers, mothers, family and community members. Thus, 
the Government is working together with nongovernmental organizations, both national and international, to 
develop health strategies which involve women not only as recipients of health care, but also as providers 
and promoters of health. The health care scheme is an example of such a strategy and is one of the activities 
in the National Health Plan. 

The malaria control strategy in Myanmar focuses on the need for immediate attention in providing 
treatment for malaria patients. Thus, the improvement of diagnosis and treatment of these patients is the first 
priority of the strategy. The strategy also emphasizes the importance of involving communities in sustaining 
selective prevention activities. It calls for the active participation of all sectors, including the 
nongovernmental sector. 

With the present spread of HIV/AIDS, the number of tuberculosis patients is expected to increase，as 
many AIDS patients develop tuberculosis as a result of their lowered level of resistance. Basic health staff 
are being given refresher training in case detection, prevention, management and treatment of tuberculosis. 
To improve treatment compliance, short course chemotherapy recommended by W H O has been introduced. 
The HIV/AIDS control strategy in Myanmar is to build local capacities at community and national levels to 
cope with the HIV/AIDS epidemic and to prevent further spread of HIV infection. The strategy also aims 
to address the social, economic and health needs of those affected through a multisectoral effort involving 
communities in building enabling environments for behavioural change and support. Malaria, tuberculosis 
and HIV/AIDS have been designated priority diseases of national concern. Health-related governmental 
sectors and nongovernmental organizations are collaborating with the Ministry of Health in combating these 
diseases. 

This meeting provides a unique opportunity for exchange of ideas and experiences on important health 
issues being faced collectively by Member States. It also serves as a useful forum to explore various ways 
and means to improve the health status of the people, based on the experiences of Member countries. I am 
confident that these issue-specific discussions by the delegates will provide appropriate and realistic directions 
to health systems development in the Member States. 

In conclusion, M r President, may I once again thank the Director-General, Dr Hiroshi Nakajima, not 
only for his commendable contribution in leading the Organization in an effective manner, but also for the 
achievement of a spirit of better understanding and close relationship between W H O and its Member States, 
as well as among Member States. Finally, on behalf of the Government of the Union of Myanmar, I would 
like to firmly state that we are ready, willing and able to work in close collaboration with W H O and Member 
countries to implement the goals and targets set in the Ninth General Programme of Work. 
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Mrs B O T T O M L E Y (United Kingdom of Great Britain and Northern Ireland): 

M r President, Director-General, distinguished delegates, let me first congratulate you, M r President, on 
your election and assure you of the United Kingdom delegation's full support as you preside over this Forty-
eighth World Health Assembly. 

I last personally spoke at this Assembly three years ago. I referred then to the consultation in England 
on our proposals for a health strategy for the year 2000 and beyond. W e said we wanted to build on the 
foundation laid by WHO's health-for-all targets. I also said that the issues on which W H O should concentrate 
its efforts should include strengthening in-country capacity to prioritize health needs, plan and manage health 
services, and budget and control use of resources. The United Kingdom gave encouragement and support 
for W H O ' s efforts to help developing countries to identify their priority health care needs and select cost-
effective strategies. W e have made much progress in those three years. 

Later in 1992，I launched our health strategy, "The health of the nation", with the objective of 
promoting good health and preventing ill-health. The strategy identified five key areas responsible for 
premature death - coronary heart disease and stroke, cancers, mental illness, HIV and AIDS, and accidents. 
For each key area there are demanding specific targets for reductions in ill-health. An essential part of the 
strategy is the development of healthy alliances involving central and local government, organizations outside 
government and individuals. The message is that the health service alone cannot meet the challenge to 
translate those targets into real improvements in health - we need other organizations in the country 
committed to those targets also. 

N o w we are turning our attention to the health of the young nation and in July, to mark our third 
anniversary, we shall launch a long-term initiative to provide a focus for government and the wider 
community to join forces in tackling some of the key issues affecting the health of young people. It is vital 
that they are properly equipped to make responsible informed choices about their health and about their life-
style. The initiative creates an opportunity for the National Health Service, for youth and voluntary 
organizations, for local authorities, for the business sector, for the Health Education Authority and for 
Government Departments - and, of course, for young people themselves - to share their expertise and 
experience and to trigger new ways of improving the health of young people. At our conference in London 
at the beginning of July there will be an initial forum for discussing issues such as influencing behaviour in 
relation to substance misuse and sexual health. W e will also be discussing the mental health of young people 
in its widest sense, ways of boosting their self-esteem and ensuring they feel part of the community, and 
building on the role the media can play in changing behaviour and encouraging positive life-styles. 

Variations in patterns of health occur throughout the developed world. Many of them were identified 
in World health report 1995, published this week. W e aim, by studying how these variations can be 
addressed, to ensure that overall standards continue to rise. W e are considering ways in which the Health 
Department and the National Health Service can work to ensure that those with the poorest experience of 
health can be brought up to the level of the best. There are many practical examples of our commitment to 
that goal, for example, we allocate additional funds to the family doctors working in deprived areas. 

In the World health report 1995, the Director-General particularly identified the importance of health 
concerns being recognized at the highest political level. Health is an issue of central political, social and 
economic concern. Our health-of-the-nation strategy recognized that and established a Cabinet subcommittee 
chaired by a senior government minister to help us take forward the delivery of those health targets. On that 
subcommittee sit not only myself as Health Minister but also the Environment, Education, Treasury and 
Employment Ministers - all the key Ministers - so that together we focus on how we can improve the health 
of our nation. I commend that model to other nations as being central to the delivery of improvements in 
health. Health ministers cannot do it alone. W e need the commitment of senior political leaders in all our 
countries to deliver that change. Not only do we believe we must develop healthy alliances across 
government departments, but also healthy alliances with organizations outside government who can help 
improve the nation's health. For example, a close working relationship with employers is fundamental. 
Developing a commitment to workplace strategies is a significant tool in improving the health status of our 
populations. This is particularly difficult for the Health Secretary, since the National Health Service is the 
largest employer in the United Kingdom and we have to be sure that we set an example as an employer 
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before we start exhorting other employers to give priority to these important areas. We take great pride in, 

and are greatly encouraged by, the progress made as our health-of-the-nation strategy has evolved. We are 

confident that it will continue. 

I have already referred to the importance of prioritizing need and controlling the use of resources. It 

is equally important that the delivery of health care is systematically based on knowledge. The United 

Kingdom believes it is essential to bridge the gap between research and practice, to ensure that patients have 

access to health care of proven quality, and that the greatest benefit can be realized from available resources. 

We all live with finite resources. We must be sure that we have a knowledge-based strategic approach to 

maximizing the benefit of those resources for improving the nation's health. 

The United Kingdom is one of the first countries to have established a research and development core 

function within the health service. Our objective is to ensure that the health service is systematically 

knowledge-based. At a time of rapid scientific and medical advance, we need to promote a more questioning 

culture so that policy makers and clinicians use sound, up-to-date evidence of effectiveness, coupled with a 

rigorous assessment of outcomes. Simultaneously we are encouraging the adoption and use of clinical 

guidelines, promoting a wide range of clinical audit initiatives, and assisting in the development of outcome 

measures to help embed research findings into everyday practice. 

Our Department and the health care professions collaborate constructively in many areas of work. 

Clinical guidelines, based on research evidence, are primarily the responsibility of the professional bodies. 

We have been working closely with them to deliver appropriate clinical guidelines based on evidence. 

Our Department has also developed and promoted a wide range of audit initiatives, especially in the 

development of audit in the professional bodies. In the last few years audit has become an essential 

component of high standards of practice for all clinicians in the United Kingdom. 

It is no longer acceptable in any of our countries for the provision of clinical care to be a conspiracy 

against the laity which excludes the patient. That is why patients have a vital role to play, for example as 

members of our new Clinical Outcomes Group, a Group chaired by our Chief Medical Officer and Chief 

Nursing Officer, and bringing in people from professional bodies from the National Health Service and from 

research. 

I have spoken about the value of evidence. Let me now describe briefly a recent practical public health 

measure in the United Kingdom based on evidence. In June 1994 we were alerted through our regular 

surveillance activities that a measles epidemic was highly likely in early 1995. On the scale predicted, more 

than 200 000 children were expected to develop measles and in an epidemic of that size, about 50 children 

were likely to die. We concluded that we could prevent this epidemic by mounting a measles immunization 

campaign. This was conducted in schools in November 1994. Nearly 8 million children between the ages 

of 5 and 16 were immunized with the measles/rubella vaccine, representing an immunization coverage of 

about 90%. As a result of that successful campaign the predicted measles epidemic has been averted - indeed 

we have not had a single confirmed case since February. 

Similarly, public health measures remain essential in the prevention of HIV and AIDS. The United 

Kingdom's prevention strategy was preceded by a vigorous open debate in which political and medical 

leadership was absolutely vital. It was essential that the programme to prevent the spread of HIV included 

clear information to all sexually active people about how they should modify their behaviour to reduce the 

risk of HIV infection. 

In all these areas we recognize and support the important contribution that nurses and midwives have 

made. I would particularly like to congratulate WHO on its Global Advisory Group on Nursing and 

Midwifery, and the work being developed to strengthen nursing and midwifery further. 

In the context of immunization and other areas the United Kingdom greatly values the contribution and 

leadership of WHO. You will recall that eliminating poliomyelitis by the year 2000 was the theme of World 

Health Day this year. 

We also work very closely, through the Overseas Development Administration, with very substantial 

grants and my colleague Baroness Chalker, the Minister for Overseas Development has taken a leading role, 

not least at the International Conference on Population and Development in Cairo. 

We value also our good working relations with our Regional Office and have frequent constructive 

discussions with our Regional Director, Dr Asvall. 
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Let me finally congratulate the Director-General on the work taking forward the programme of 
improvement and reform within WHO. This is vital work for the future well-being of the health not of our 
nations but of our globe. 

There is much to be done in reviewing the health-for-all strategy in which the United Kingdom based 
on its experience wishes to be closely involved. The new strategic budget is vital for effective planning and 
utilization of resources. 

One of our famous British Prime Ministers, Benjamin Disraeli, remarked that the health of the 
population should be a Minister's first concern. I believe that to be true. WHO's first concern is to improve 
the health of people around the world. There is still much to be done to build on the programme of reform 
and continuing improvement. We in the United Kingdom are committed, as ever, to assisting in that vital 
task. 
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Professor SUJUDI (Indonesia) 

Mr President, Mr Director-Genéral, distinguished delegates, ladies and gentlemen, first of all allow me, 
on behalf of my delegation, to congratulate the President, Vice-Presidents and other members of the Bureau 
on their election to their respective posts. I am confident that under their able guidance, the Assembly will 
yield a fruitful outcome. 

As the year 2000 draws nearer, it is discouraging to note that the target of health for all by the year 
2000 will not be universally attainable. This fact has been clearly stated by the Director-General and is 
evidenced by the widening gap in the health status between developed and developing countries caused by 
various changes in the political, demographic, social and economic conditions prevailing globally. In some 
countries, particularly the developing countries, the health status is unfortunately deteriorating. At last year's 
World Health Assembly, many delegations expressed their concern regarding those changes and consequently 
discussed it under the topic "WHO response to global change". 

The political instability observed in many parts of the world has far-reaching repercussions on 
development in general and on health in particular. The Cairo International Conference on Population and 
Development convened last year is one of the many global efforts devoted to solving the population issues 
which we all know have such a significant influence on health. Two months ago, the World Summit for 
Social Development was held in Copenhagen. This summit discussed the issue of poverty eradication and 
its determining factors such as the economy, education and health. The establishment of the World Trade 
Organization leading to trade liberalization may jeopardize the economy of developing countries if their health 
conditions remain stagnant, leading to their inability to compete in a highly competitive world. 

The globalization of so many aspects of human activities and circumstances will undoubtedly have 
positive as well as negative impacts on health. However, only our concerted efforts can overcome its negative 
impacts. I fully agree with the Director-General that to anticipate those global changes we have to renew our 
health-for-all strategy. 

What kind of reforms are needed to renew our health-for-all strategy? First and foremost comes the 
political commitment towards health. Although it is universally recognized that health is one of the basic 
human needs, in practice the budgets allocated for health are all too often far from sufficient. This is often 
further aggravated by misallocations towards secondary and tertiary care, thus deviating the budget from its 
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main goal which should be to provide better health conditions for the poor. The World Summit for Social 

Development addressed this issue in a broader horizon under the formula Compact 20/20. It is completely 

up to the Member countries to adhere to that formula. Implicit in a country's political commitment, however, 

is the imperative to integrate health into the national development. 

Secondly, primary health care should focus on the most cost-effective interventions, known as the basic 

health package, benefiting mainly the poor. The content of the package may vary from country to country. 

Health education, a very important component, particularly to curb the spread of AIDS，should be included 

in this package. So should immunization, the control of diarrhoeal diseases, acute respiratory infections, 

malaria and tuberculosis, and, of course, maternal and child health. With regard to immunization, I am happy 

to report here that Indonesia will conduct a National Immunization Day to eradicate poliomyelitis in 

September this year. As the geographical spread of Indonesia does not allow us to perform poliomyelitis 

immunization in one day, we shall extend the campaign to one week, necessitating a change in name to 

National Immunization Week. 

Thirdly, the community, including the private sector and nongovernmental organizations, should actively 

participate in these endeavours. No government can cater for the comprehensive health needs of the whole 

population. In Indonesia, 70% of health expenditure is incurred by the community. Unfortunately this large 

share is spent mostly on curative measures and 75% of it is out-of-pocket expenditure; only 25% is paid 

through a third party, namely health insurance. It is a big challenge for Indonesia to reverse this proportion. 

A community health maintenance assurance developed a few years back has covered around 20% of the 

population. Vigorous efforts are now under way to extend the coverage as one means of improving the 

equity, quality and efficiency of the health services. 

Fourthly, decentralization of health services offers many benefits. It cuts down bureaucracy, thus 

increasing efficiency; it enhances community participation, since the community is involved from the planning 

stage; and, most important, it improves sustainability. The Ministry of Health of Indonesia is quite advanced 

in the decentralization of its activities to the district level. The Government itself is highly committed to 

decentralization. Just last month, Indonesia launched a large-scale field test in decentralizing national 

development involving 26 districts, one in each province. 

Fifthly, health development should play a greater role in poverty alleviation. Giving a high priority 

to primary health care alone is not sufficient. We should aim at improving the utilization of health services 

by the poor by improving their access to them. In order to improve this access，geographical, economical 

and cultural barriers must be overcome. Indonesia has been quite successful in improving the geographical 

distribution of its health facilities. To overcome the economic barrier, last year we launched the health card, 

which is a means of exempting the poor from user fees. It replaces the former affidavit of indigence. Special 

efforts are needed to lift cultural barriers, particularly in a country like Indonesia where there are more than 

300 cultural groups. 

Aside from the health card, the Government also launched a special assistance scheme to help poor 

villages, around 22 000 in number, aimed at creating activities which generate income. Each poor village 

receives around US$ 9000 a year, for use as a revolving fund. The Government of Indonesia is confident 

that with the issuance of the health card, the health conditions of the poor will be improved, thus leading to 

higher productivity. Other sectors are also asked to focus their activities on poor villages. 

Health, education and the purchasing power of income constitute important factors for the enhancement 

of the quality of human resources. This has been properly addressed in Indonesia. As of 1994，nine years 

of primary education are now compulsory throughout the country. Economic growth, improved equity and 

dynamic national stability have been the basis of Indonesia's national development since the first long-term 

development period started in 1969. in the field of health, some remarkable results have been achieved in 

controlling blindness caused by vitamin A deficiency. To date there is no blindness attributable to it. Special 

efforts have also been made by the Government to control iodine deficiency disorders. Iodization of salt and 

oral administration of iodine capsules are our mainstay in the control efforts. By the end of 1995, it is 

anticipated that all consumable salt sold on the market will be properly iodized. 

I now come to the end of my statement. To facilitate the renewal of the health-for-all strategy, in my 

opinion, WHO should maintain its present role, that is to provide advocacy for health, surveillance and to 

give technical expertise to Member countries as needed, as well as promoting research. What needs to be 
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improved is the way WHO looks at and deals with global health problems, where a more proactive role seems 

to be indispensable. Other improvements also involve the need to enhance its efficiency perhaps through 

shortening some of its over-bureaucratic procedures, coupled with an increase in the decentralization of its 

regional offices and right through to the WHO Representatives. 

Finally, I would like to express my heartfelt thanks to the outgoing President of the World Health 

Assembly. My appreciation also goes to the Director-General and the Regional Director of South-East Asia 

for their untiring efforts devoted to health development in Indonesia. 

Dr KRAMMER (Austria): 

Mr President, Mr Director-General, ladies and gentlemen, first of all we should distinguish between 

inequities in the level and quality of health of human beings and inequities in the provision and distribution 

of health services. We cannot overlook that variability is an intrinsic characteristic of all creatures, including 

man. When we, as politicians, criticize inequities, we usually have moral and ethical aspects in mind. That 

means, we refer to differences that we consider unnecessary and avoidable. Furthermore, if we follow the 

principle of the universal plea for health for all, we reject unnecessary and avoidable differences as unfair 

and unjust. Since all of us have a great wealth of information at our disposal, we have to feel responsible 

for inequities at all levels. We cannot consider ourselves citizens of the world, and at the same time, try to 

escape global responsibilities. 

Politicians should admit that there are inequities, no matter how painful and shameful such recognition 

may be. We know about differences in health between inhabitants of different geographical regions. 

Differences in health depending on income and social levels are also well known. Many more examples of 

inequities could be given. 

We welcome the World health report 1995: bridging the gaps as it presents an accurate and 

comprehensive assessment of the worldwide health situation. In its very first part, the report states that 

growing disparities in health are evident both among countries and among communities within them. How 

to bridge these gaps is the first question that arises and that we are called on to tackle in this forum. 

The world's most dangerous killer is extreme poverty. At the World Summit for Social Development, 

this fact was recognized and States have committed themselves to establish national policies to reduce poverty 

and inequities, and eradicate absolute poverty within a certain time-frame. Social development has been 

recognized as a main objective of the international community. Access to health facilities is linked to national 

policies, and at the international level, to development cooperation. In this respect WHO has an important 

role to play. In particular, efforts to achieve health for all through primary health care stand at the centre 

of the attention of the Organization. The Ninth General Programme of Work focuses on lessening the 

inequities in health, controlling the rising costs, fully eliminating a number of infectious diseases and 

promoting healthy behaviour and environment. Austria supports all efforts to coordinate and focus 

international programmes improving health and bridging the gaps existing in this field. Austria offers a good 

example in that public health and social security have had an enormous impact not only on the general 

welfare of its citizens but also on the cohesion of the society as a whole. 

Even countries that are proud of a comprehensive health insurance system covering the whole 

population can, at a more closer look, present avoidable differences in health care. In recent times, 

comprehensive assessments of the quality of social security have provided an important tool towards further 

equity. Let us all use this Assembly for an efficient and thorough exchange of experience in order to achieve 

our noble goal of equity in health. 

Mr NOONAN (Ireland): 

I would like to congratulate Dr Noordin on his election as President of the Forty-eighth World Health 

Assembly. 

Mr President, distinguished colleagues, it is a great honour for me to address the World Health 

Assembly. I propose, through my address, to share with you some of the most recent developments in 

relation to health policy in Ireland. I am part of a new partnership Government in Ireland which is 
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committed to meeting the challenge of change. As Minister for Health in that Government, I am conscious 

of my responsibility where change is concerned. 

The theme of this year's meeting, "Equity and solidarity in health - bridging the gap", finds an echo 

in Ireland's national Health Strategy which was published last year. The Strategy has been endorsed by my 

Government as the basis for its programme in the health care area. The main theme of the Health Strategy 

is the reorientation of the system towards more effectiveness and efficiency by reshaping the way that health 

services are planned and delivered. It is underpinned by three important principles - equity, quality of service 

and accountability. It places the concepts of health gain and social gain at the centre of Ireland's health 

agenda and, in support of these, advocates the identification of the population's health needs, the setting of 

clear objectives and the attainment of measurable targets in all areas of the health services. The publication 

of the Strategy was accompanied by a four-year action plan which set out specific targets for each of our 

main health sectors. During my term as Ireland's Minister for Health, I intend to do everything I can to 

ensure that the health care system described in our Health Strategy actually becomes a reality. 

Ireland's Health Strategy bases its approach on the identification of the main causes of premature 

mortality - cardiovascular illnesses, cancers and accidents - and addresses what should be done to tackle these. 

Particular emphasis is placed on the further development of health promotion strategies which target the life-

styles issues which have been identified as at the root of premature mortality. I am now finalizing a health 

promotion strategy document for publication in the near future which develops further the issues raised in 

the Health Strategy. It will focus on the six key areas which are: smoking, alcohol, nutrition, accidents, 

exercise and cholesterol. 

The Health Strategy also contains a commitment to publish a plan for the development of health 

services for women. In this context, I am currently finalizing a discussion document on women's health. 

This document analyses the health of Irish women and pinpoints the main causes of mortality and morbidity 

among women. Following the principles of the Health Strategy, it looks at the health services which are 

particularly important to women and suggests priorities for improvement. This document will form the basis 

for consultation with all interested parties. Following our consultative process, I intend to draw up a plan 

for women's health, to be adopted by Government and implemented over a four year period. 

On taking office, I set as a priority the development of services to combat cancer. My Department is 

currently preparing a comprehensive cancer strategy which is due for completion by mid-year. The initiative 

on cancer was prompted by the perceived need to ensure the provision of an equitable and high quality cancer 

service throughout the country. The objective is to take all measures possible to reduce the incidence of 

cancer and to ensure that those who develop cancer receive the most effective treatment and care. This 

initiative will concentrate on four main areas. These are prevention, treatment, rehabilitation and palliative 

care. Specific issues being addressed include: the further development of health promotion activities aimed 

at reducing the incidence of smoking and diet related cancers; the prevention of cancers of the breast and 

cervix through screening and early detection; the integration of the various medical professionals involved 

in the cancer service towards developing a multiprofessional input into care, management and treatment of 

persons suffering from the disease; the adequacy of existing general practitioner, diagnostic and hospital 

services and their distribution; and the development of palliative care services, with particular regard to the 

Hospice movement. 

The care of the elderly is one of my top priorities and will be one of the key issues to be addressed 

by the health services in the next decade. The challenge is to reorganize existing services and develop new 

services, to ensure that the ill and dependent elderly get the most effective care available. In recent years, 

services for ill and dependent elderly people have improved in Ireland, both in hospital and in the community. 

Initiatives such as district care teams for the elderly and the expansion of the home nursing service have 

enabled more elderly people to be nursed at home. Respite and day car have eased the burden of caring for 

many relatives. There has been a rapid expansion of specialist departments of medicine of old age attached 

to general hospitals in recent years. At present, just over 90% of those over 75 years of age live at home 

and my objective would be to maintain this proportion of those who can live at home. If the same proportion 

of those over 75 are to be maintained at home in the future, services delivered to the person's home or 

available locally must be strengthened. This means that there must be a strengthening of the role of the 

general practitioners, the public health nurse, the home help and other primary care professionals, such as 
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occupational therapists, physiotherapists and social workers, in supporting older people and their carers at 

home, as one of the priority issues to be addressed over the next four years. 

In these key areas of care and treatment of cancer patients and the elderly, it can be seen from my 

comments that we believe that a multidisciplinary approach is absolutely vital. This must be based on a 

programme which determines priorities and delivers services to meet these identified priorities. WHO must 

continue its valuable work in assisting national governments to plan, in a rational and coherent manner, their 

health services. Without such planning, services will be fragmented and scarce resources will be wasted. 

Funding has been provided for the further development and expansion of services for people with 

mental and physical disabilities. Major improvements are also in train in the areas of child care, family 

planning and cancer treatment services. 

Equity and solidarity are important goals in the Irish health service. As you will have gathered, 

Ireland's Health Strategy is now enabling us to actively pursue these goals and to achieve a more equitable, 

efficient and effective health service for all our people. This approach by the Government is, in my view, 

in line with the economic pressure for health sector reform which is being felt worldwide. Countries 

themselves and WHO are currently considering ways in which the health service - on a national and on a 

global level - can bring about an improvement in the health of the world's population, particularly in the 

poorest countries, and in the organization of health services. I am aware that WHO is undergoing its own 

reform process. For this reform process to succeed, it must have the full commitment of both WHO itself 

and all the Member States. In this context, I am pleased to inform you of Ireland's contributions from our 

development assistance programme to a number of WHO initiatives with particular emphasis on aid to 

developing countries. These will amount to some US$ 750 000 in 1995. 

As Minister for Health, I am acutely aware of the difficulties to be faced in determining priorities for 

health funding. In line with every national administration, WHO must confront this issue. The Organization 

must continue to be involved in the process of budgetary reform while, at the same time, maintaining its 

commitment and concentrating on the deteriorating health standards, due to rising poverty, in the least 

developed countries. Poverty can stem from many sources including natural and man-made disasters. Illness 

and disease are almost always the first consequences of poverty. But deteriorating health is not the only 

casualty. Standards of housing, education and the opportunities for economic and social development 

diminish rapidly. It is my belief that a multisectoral approach is the only one that will succeed in the long 

term. This approach would involve WHO, along with other international funding agencies, such as UNICEF 

and the World Bank, in the provision of a coordinated response to the specific needs of each country. I 

would go further and declare that national governments and international organizations urgently need the 

active support and participation of the nongovernmental agencies, where Ireland has a strong tradition. 

Without the support of the wide variety of nongovernmental organizations, particularly at regional and district 

level, the momentum for progress and change will be seen as one imposed from outside. I know that the 

participation of the nongovernmental organizations, in successful cooperation with WHO and other 

international organizations, will eventually improve the prospects for millions of the most deprived people 

of this world. 

In conclusion, Mr President, I wish to point out that, in my short address, I have referred to the 

measures being undertaken for a new national health strategy in Ireland. This will, I hope, give you and the 

delegates some information on Ireland's real concern and interest in dealing with the issues of equity and 

solidarity. 

Professor ZOCHOWSKI (Poland): 

Mr President, Mr Director-General, distinguished delegates, I would like to congratulate you 

Mr President and the Vice-Presidents, on your election to these highest posts in our Organization and to wish 

you a successful accomplishment of all the tasks and decisions of our Health Assembly. 

I would also like to congratulate Dr Nakajima on his World health report 1995, which gives a much-

needed assessment of the health situation and the needs of the world's population. It is a solid basis for the 

establishment of the programme priorities for the work of our Organization. It can also be seen as a 
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necessary response to the changing socioeconomic situation observed in different regions and countries. The 
analysis of this report evidently indicates the need for some global programmes, but mostly for decentralized 
programmes adjusted to regional, or even subregional needs. The report is a good visiting card for WHO 
as a health information centre for the Member States, collecting, compiling and transferring to them crucial 
information on health matters. We consider it as one of the most important tasks, which contributes to the 
image of the Organization as the leading agency in the field of health. 

Let me take, as a basis for sharing with you our views on this WHO programme, the process of 
transformation of the health system which is taking place in Poland. It must be strongly underlined that 
independent of changes in Government, the directions of reforms stay the same, in the field of health, stress 
is put on the issue of equality in access to health, the accessibility of primary health care services to all in 
need, and social support. Also, the regulatory role of governmental agencies in time of transition is seen 
differently, as the process of change cannot be left to free market forces alone. 

A project of a bill on health insurance has been prepared for parliamentary discussion. The internal 
market mechanisms are being introduced in the health services at the primary health care level, with free 
choice of doctor and efforts to match the amount and quality of work with the level of salary. 

We greatly support and welcome the stress put on the promotion of healthy life-style activities in the 
work programme of the Organization. These issues are our greatest concern owing to the health situation in 
our society. We observe negative trends in mortality rates due to cardiovascular diseases, accidents and 
neoplasms, mainly lung cancer. This is the result of unhealthy nutritional habits. Our National Programme 
of Health, based on the philosophy of health for all, whose health priorities have been adjusted to the Polish 
situation, is considered as a State priority. 

We also support the focus given by WHO to the programme of immunization. The problem of 
communicable diseases, such as cholera or diphtheria, is a serious one, due to the growing migration of 
people for various reasons, like war or poverty. Therefore we consider that ascertaining the good quality and 
low price of vaccines, and making them available to all countries in need, is one of the most important tasks 
of WHO. Here, I would like to inform you, that Poland is close to reaching the WHO target of eradication 
of poliomyelitis. During the last years only sporadic cases of this disease have been notified. 

Once more, we would like to stress the importance of the transfer of valuable experiences of various 
countries, especially in the field of financing and organization of health systems, as well as managerial 
practices. Although cultural and social differences as well as traditions preclude an automatic adoption of 
ready-made methods and solutions, they are important as a source of information which may be adapted to 
local conditions. Here, we see the role of the Organization as being a top-level consultancy agency in health, 
giving impartial expert advice on key issues related to investment in health. Sometimes a sober, impartial 
evaluation of the real needs and the extent of changes, when made by WHO experts who are held in high 
esteem, is often more convincing and effective than any analysis made by national experts. 

We support every effort made for the more efficient use of available WHO resources. This calls for 
better coordination between various programmes, so as to avoid overlapping. We also need to secure friendly 
collaboration across the different divisions and sectors. Concluding, I would like to underline that Poland 
highly values the work of WHO, appreciates its very good and close cooperation, and declares a willingness 
to contribute actively to its work. 

El Dr. MAZZA (Argentina)： 

Señor Presidente, señor Director General, distinguidos delegados: Permítame felicitarle, señor Presi-
dente, con motivo de su elección y por sus palabras de apertura. Saludamos y agradecemos al Director 
General y a la Secretaría por el constante estímulo y apoyo brindado. Asimismo, queremos destacar la 
utilidad de las profundas reformas y reestructuración que está llevando a cabo la Organización, con el fin de 
orientar los programas a las prioridades existentes. 

En relación con la equidad y la solidaridad, consideramos que resulta de fundamental importancia 
lograr en primer término el uso racional de los recursos disponibles para reducir las desigualdades en materia 
de salud, destacadas por el Director General en la presentación del Informe sobre la Salud en el Mundo. 
Esto implica la transformación de los enfoques políticos y de las formas de actuar, introduciendo modifica-
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ciones en las estructuras del sistema con el fin de dar respuestas ágiles y eficientes a los problemas que 

enfrentamos. 

Para alcanzar este objetivo es necesario el desarrollo de sistemas de información que permitan conocer 

mejor la realidad en que nos desenvolvemos, identificando las múltiples variables que interactúan en el 

escenario de la salud para comprender, explicar y anticipar los problemas del sector. Asimismo, resulta 

imprescindible mantener nuestros principios éticos en el proceso de toma de decisiones y en la asignación de 

los recursos. 

Señor Presidente, en el marco de las profundas transformaciones económicas y sociales que estamos 

llevando a cabo en nuestro país, ponemos especial énfasis en lograr la equidad social en el sector de la salud, 

tratando de incrementar la accesibilidad y la igualdad de cobertura para la población, asegurando un nivel 

básico de servicios esenciales para todos, respetando la libertad individual. Es por ello que hemos imple-

mentado y estamos desarrollando en estos últimos años cambios estructurales con el fin de humanizar y 

mejorar la solidaridad, eficiencia, eficacia y calidad de los sistemas y de los servicios de salud. A partir de 

nuestra experiencia práctica, consideramos indispensable seguir tres grandes orientaciones prioritarias. 

La primera es mejorar la eficiencia y calidad de los modelos de atención médica con el fin de contener 

y reorientar el gasto innecesario en salud, y de este modo poder disponer de mayores recursos que aplicar en 

el mejoramiento del nivel y calidad de vida de la población. Los sistemas de salud son sistemas abiertos, 

complejos y fuertemente interrelacionados con el contexto, para cuya atención se cuenta con recursos 

limitados, y por lo tanto resulta imposible lograr la equidad social si no se trabaja con un alto grado de 

eficiencia. Para efectuar cambios en dichos sistemas es imprescindible contar con el apoyo y la colaboración 

de todos los protagonistas del sector de la salud, poniendo en práctica el concepto de democracia participati-

va. Con el fín de mejorar la eficiencia, en nuestro caso hemos implementado un conjunto de medidas, como 

la transformación de los establecimientos asistenciales en un nuevo modelo de hospital público de autoges-

tión, la puesta en marcha del programa nacional de garantía de calidad de atención médica, la adecuación del 

proceso de desarrollo de los recursos humanos a la realidad sanitaria nacional, la regulación y transparencia 

del mercado de los medicamentos, la promoción de la tecnología apropiada, y la creación de la comisión 

nacional de bioética para asegurar el respeto de la dignidad humana en la actividad sanitaria. Cabe destacar 

que en este proceso de transformación participan activamente 116 entidades académicas，universitarias, 

científicas, de profesionales, de técnicos y colaboradores de la medicina, y también, de cámaras y confedera-

ciones de prestadores que posibilitan la viabilidad social del cambio perseguido. 

La segunda de las orientaciones es disminuir los riesgos evitables de enfermar y morir a través del 

desarrollo de acciones concertadas y sostenidas de promoción y protección de la salud, y de prevención de 

las enfermedades, con especial énfasis en los grupos más carenciados por su pobreza estructural y en los de 

mayor riesgo por su situación biopsicosocial, tales como la madre y el niño, los adolescentes, los ancianos, 

los discapacitados y los aborígenes. En tal sentido destacamos la prioridad fijada por la OMS de disminuir 

las tasas de morbi -mortalidad de madres y niños y reiteramos la posición de nuestro país de que el derecho 

a la vida existe desde la concepción. Como ejemplo, podemos señalar que tenemos en ejecución el Programa 

Nacional de Maternidad e Infancia, complementado y extendido en sus alcances con el nuevo Programa 

Materno Infantil y Nutricional (PROMIN), que además del componente nutricional incorpora el monitoreo 

operativo y la estimulación precoz del niño. Asimismo, hemos intensificado el Programa Nacional de 

Inmunizaciones; la Semana Nacional de Vacunación; las campañas de erradicación del sarampión; de 

vacunación contra la hepatitis В al personal de salud en situación de riesgo; y de vacunación a mujeres en 

edad fértil para la erradicación del tétanos neonatal. Nos proponemos, con el apoyo de la sociedad en su 

conjunto, erradicar las enfermedades inmunoprevenibles para repetir el éxito alcanzado en la lucha contra la 

poliomielitis, que en nuestro país presentó su último caso en 1984. 

Dentro de este esquema, consideramos que la educación para la salud es un instrumento muy valioso, 

que debe ser tomado en cuenta en la planificación sanitaria. En especial, la educación que puede desarro-

llarse en el ámbito escolar, para lo cual resulta de fundamental transcendencia la articulación de los sectores 

de salud y de educación del país. La escuela es el medio ideal para transmitir el mensaje sanitario a la 

comunidad educativa, con el fin de lograr cambios de conducta y estilos de vida en la población. En tal 

sentido, en nuestro país funciona una comisión nacional de coordinación intersectorial para el desarrollo de 

contenidos de educación para la salud y de prevención para la drogadicción en las escuelas. Consideramos 

que la educación para la salud, así como el desarrollo de la estrategia de atención primaria de salud, deben 
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ser componentes esenciales de todos los programas sanitarios. Esta orientación, integrando esfuerzos y 

recursos oficiales y de la propia comunidad, nos ha permitido, una sensible disminución de la incidencia de 

enfermedades transmisibles, tales como sarampión, paludismo autóctono, rabia canina, enfermedad de 

Chagas, fiebre hemorrágica argentina, etc. En el caso del sarampión, podemos destacar que la vacunación 

de más de nueve millones y medio de niños y jóvenes nos ha permitido alcanzar más del 97% de cobertura. 

En materia de medicamentos hemos avanzado sensiblemente en el control de la calidad, así como en 

la racionalidad de la prescripción y en la implementación del Sistema Nacional de Farmacovigilancia. 

Similar acción hemos comenzado en el área de la tecnología médica y en particular en el desarrollo de la 

aplicación de tecnología apropiada. La administración nacional de medicamentos, alimentos y tecnología 

médicas, que anunciamos en Asambleas anteriores es hoy una realidad gracias al decidido apoyo técnico 

recibido de la OMS y de otros organismos internacionales., 

La tercera orientación es mejorar la gestión de los organismos de conducción de nivel nacional como 

instrumentos necesarios para hacer posible la implementación y el desarrollo de las dos orientaciones 

señaladas precedentemente. 

En tal sentido, resulta de fundamental importancia introducir profundas transformaciones en el sector 

de la salud, orientando las políticas, programas y estrategias operativas a la solución de los problemas 

prioritarios detectados a nivel local. Transformaciones que deben basarse en principios de centralización 

normativa, descentralización operativa, programación local, participación social y articulación y comple-

mentación intra y extrasectorial, que deben llevarse a cabo contando con una actitud integradora y creativa 

por parte de las autoridades sanitarias y un trabajo conjunto de todos los protagonistas, para hacer realidad 

la ambiciosa meta de salud para todos. Estimamos necesario motivar a la sociedad, para que todos trabaje-

mos en forma conjunta para el bien de la comunidad. La participación social es un mecanismo indispensable 

para asegurar el logro de los objetivos propuestos y para retroalimentar al proceso de toma de decisiones. 

Señor Presidente, por último queremos referirnos al SIDA y a la pobreza, temas que constituyen un 

grave problema social que desborda en muchos casos los límites del sector, pero que a su vez inciden 

fuertemente sobre el sistema de salud. 

En cuanto al SIDA, reiteramos lo expresado en este mismo foro en Asambleas anteriores, en el sentido 

de destacar la competencia primordial, en los aspectos técnicos del programa, de la OMS a nivel mundial, 

de la OPS a nivel regional, y de los respectivos ministerios de salud en cada país. Seguimos considerando 

imprescindible que se defina un mensaje único, común para todos nuestros pueblos, sobre prevención del 

SIDA frente a la globalización conceptual y operativa ya comentada en este foro. Ello otorgaría coherencia 

a las campañas a desarrollar, evitaría falsas interpretaciones a nivel de la comunidad, que puçden generar 

confusión y conflictos que dificulten el logro de los objetivos de los programas nacionales de lucha contra 

el SIDA. En tal sentido, solicitamos nuevamente la realización de una reunión internacional de expertos 

destinada a establecer un mensaje homogéneo de educación para la salud en materia de SIDA, a cuyos 

efectos tenemos intención de presentar un proyecto de resolución ante esta Asamblea. 

En nuestro país, como consecuencia del compromiso político asumido en la Cumbre de París, hemos 

convocado a sumarse a esta estrategia a las ONG que actúan en la materia y hemos firmado convenios con 

sindicatos y universidades. 

Señor Presidente, también nos preocupa el problema de la pobreza, dado que más de una'quinta parte 

de la población mundial vive en esas condiciones, tal como lo señalara el Director General en su informe. 

Al respecto recordamos que el 20 de diciembre pasado la Asamblea General de las Naciones Unidas aprobó, 

con el apoyo de 65 países copatrocinantes, la iniciativa del señor Presidente de la Argentina, Dr. Carlos Saúl 

Menem, para la creación de los «cascos blancos», cuerpo de voluntarios que participarán en actividades de 

ayuda humanitaria, alivio, rehabilitación y cooperación técnica para el desarrollo. En el marco de la 

iniciativa, el sector de la salud tiene una participación relevante, motivo por el cual queremos convocar a los 

distinguidos delegados y a la Organización Mundial de la Salud a que sumen sus esfuerzos a esta propuesta 

social. 
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Compartimos lo expresado por el señor Presidente de esta honorable Asamblea en el sentido de que 
combatir la pobreza es un desafío ineludible que debemos enfrentar para promover el acceso a una vida sana 
y productiva. Los cambios estructurales adecuados a las realidades regionales y nacionales, llevados a cabo 
mediante el trabajo multidisciplinario y el apoyo de la OMS, permitirán mejorar la eficiencia del sector y la 
calidad de vida de la población, reducir las desigualdades y prever un mañana mejor con equidad y solidari-
dad social. Muchas gracias. 

The PRESIDENT: 

As I am obliged to leave the meeting for a few hours, I would now like to invite the first Vice-
President, the Honourable Minister from Belarus, to take over the presidency. 

Mrs I. Drobyshevskaya (Belarus), Vice-President, took the presidential chair. 
Mme I. Drobyshevskaya (Bélarus), Vice-Président，assume la présidence. 

The ACTING PRESIDENT: 

ИСПОЛНЯЮЩАЯ ОБЯЗАННОСТИ ПРЕДСЕДАТЕЛЯ: 

Глубокоуважаемые коллеги, 

Я благодарю всех вас за ту честь, которую оказали вы мне, избрав вице-президентом 

Сорок восьмой Ассамблеи здравоохранения. Кроме того, я хочу поздравить г-на Генерального 

директора д-ра Накадзиму, г-на Президента, всех региональных директоров с теми успехами, 

которых мы достигли, и надеюсь, что наша работа даст нам надежду на то, что Всемирная 

организация здравоохранения сыграет и в дальнейшем свою роль в улучшении развития 

здравоохранения мира. 

Благодарю. И продолжим дальше нашу дискуссию. 

Итак, было объявлено выступление представителя Испании. Приготовиться 

представителю Ирана (Исламской Республики). 

La Dra. AMADOR (España): 

Señor Presidente, señoras y señores ministros, distinguidos delegados, señoras y señores: Es un honor 
para mí dirigirme en nombre de España a los delegados de todo el mundo reunidos aquí. Deseo en primer 
lugar felicitar al Presidente y a los Vicepresidentes por su elección para dirigir esta 48a Asamblea Mundial 
de la Salud y asegurarles el apoyo de la delegación española para culminar con éxito su importante tarea. 

Señor Presidente, España tiene en la más alta estima a la Organización Mundial de la Salud y tenemos 
el firme compromiso de contribuir, en la medida de nuestras posibilidades, a hacer realidad los .objetivos de 
paz, solidaridad y salud mundial que persigue. El Gobierno de España está firmemente convencido de la 
importancia de las tareas desarrolladas por la OMS, y por ello desea apoyar activamente el proceso de 
reformas en curso, que deben contribuir a prepararla para los desafíos de los próximos años. 

Los nuevos y viejos problemas de salud a los que se enfrenta la humanidad requieren indudablemente 
la cooperación entre todos los Estados y hacen, por lo tanto, imprescindible que la OMS mantenga su 
liderazgo y su prestigio. Como toda organización que ha de hacer frente a un proceso de cambios en un 
mundo en rápida evolución, la OMS necesita el estímulo externo y el apoyo de los Estados Miembros y de 
sus representantes, reunidos en esta Asamblea. Tenemos el deber de asumir esta responsabilidad y de adoptar 
las decisiones que garanticen que la OMS del futuro responderá eficazmente a las necesidades de salud de 
la humanidad y a las demandas de solidaridad y de cooperación internacional, para lograr un mundo más 
justo y humano. 
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Señor Presidente, este año hemos sido invitados a centrar nuestra atención en las desigualdades ante 

la salud. Difícilmente hubiera podido ningún otro tema incidir mejor en la raíz de los problemas de la 

humanidad. El Informe sobre la Salud en el Mundo, 1995: reducir las desigualdades, presentado a esta 
Asamblea, nos recuerda a todos los hechos más trágicos del sufrimiento humano en nuestro mundo, junto a 

algunos datos que demuestran que, a pesar de todo, el esfuerzo siempre merece la pena, porque permite ir 

avanzando. Todos los países afrontamos el reto de hacer permanente la paz y asegurar que el nuevo proceso 

de desarrollo refuerce la democracia. Nivel de salud y equidad están íntimamente relacionados en todas las 

sociedades y por ello la lucha contra la pobreza, en todas sus formas y manifestaciones, es la tarea funda-

mental para lograr un nivel aceptable de salud en el mundo. La salud es un elemento básico del desarrollo 

socioeconómico y por ello debe constituir, a su vez, la piedra angular de las políticas de desarrollo. 

En la Región de Europa, la OMS ha venido insistiendo durante todos estos años en la importancia de 

la equidad y la salud, temas sobre los que se han publicado excelentes trabajos que son ya textos de referen-

cia. Considero necesario seguir trabajando en esta dirección porque, incluso en los países eíiropeos más 

avanzados, las disparidades económicas tienen su manifestación más injusta en desigualdades de salud. Hay 

que recordar, una vez más, que la aparición de situaciones contrarias a la equidad no sólo afecta a nuestra 

conciencia individual, sino que constituye un problema de enormes consecuencias sociales y económicas que 

no podemos ignorar. La promoción de una mayor igualdad en materia de salud ha sido considerada tan 

importante para la política sanitaria europea que ha constituido el contenido del primer objetivo de la política 

de salud para todos y el lema de su estrategia de conjunto. Este objetivo fijaba que las desigualdades del 

estado de salud entre países y entre grupos en el mismo país debían reducirse al menos en un 25% antes del 

año 2000, mediante la mejora del nivel de salud en los países y en los grupos desfavorecidos. La falta de 

acceso a los servicios médicos, el desequilibrio entre los diferentes tipos de cuidados y la mala calidad de la 

atención son claros ejemplos de situaciones que pueden tener repercusiones negativas sobre la salud de las 

poblaciones o de ciertos sectores de las mismas. La mejora de la estructura y organización del sistema 

sanitario puede, por lo tanto, generar una mejora considerable de la salud. 

La salud depende no sólo de factores ligados a la prestación de cuidados sanitarios, sino también de 

factores unidos a los recursos económicos, a las condiciones físicas y sociales de vida y de trabajo, además 

de a factores vinculados a los estilos de vida. En este sentido, las estrategias para disminuir las desigualda-

des deben basarse tanto en estrategias intersectoriales, que conduzcan a una participación y corresponsabilidad 

de los ciudadanos respecto a su propia salud, como en estrategias propias de los sistemas sanitarios, en las 

cuales se ve claramente que ciertas prestaciones sanitarias permiten la mejora efectiva del nivel de salud de 

la población y una importante reducción de la morbimortalidad en muchos países. La política sanitaria tiene 

un papel importante en la promoción de la igualdad ante la salud, disminuyendo las desigualdades de acceso 

a los servicios sanitarios y ayudando a atenuar las consecuencias para la salud de otros factores de riesgo, 

ajenos al propio sistema sanitario. 

Señor Presidente, no quiero dejar de comentar brevemente la tragedia que representa el SIDA para 

todos los países y，especialmente, para los Estados Miembros de la Región de Africa. Algunos datos son 

demasiado significativos para no mencionarlos. Por ejemplo, en el Africa subsahariana, donde vive el 10% 

de la población mundial, se encuentran dos tercios de los infectados del planeta, y ello hará que la esperanza 

de vida no se eleve en los próximos años. Este año finaliza el Programa Mundial sobre el SIDA y toma el 

relevo el programa conjunto de las Naciones Unidas sobre el SIDA. Es el momento de felicitar a los 

responsables y a todos los que han participado en el Programa Mundial, pero también de llamar la atención 

para que el nuevo programa responda a las expectativas y necesidades mundiales, sin perder la continuidad 

de lo que hasta ahora se ha venido realizando. 

Afortunadamente también se están produciendo signos esperanzadores para un mundo más humano y 

solidario. En muchos países las ONG están contribuyendo a fomentar el interés social por el desarrollo y, 

por otro lado, los gobiernos e instituciones internacionales dedican cada vez más atención al problema 

mundial de la pobreza y a la estrecha relación existente entre salud y desarrollo. En marzo de este año se 

reunía en Copenhague la Cumbre Mundial sobre el Desarrollo Social y adoptaba un Programa de Acción que 

representa una esperanza para el progreso de la humanidad. Entre los objetivos para el año 2000 se incluyen 

contenidos del Noveno Programa General de Trabajo de la Organización Mundial de la Salud para el periodo 

1996-2001, relativos a lograr en todos los países un mínimo de 60 años de esperanza de vida, que la 
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mortalidad infantil no sobrepase los 50 por 1000 nacidos vivos y la reducción de la mortalidad materna en 

un 50%, entre otros aspectos. 

Señor Presidente, permítame una breve referencia a España. El esfuerzo del Gobierno español por 

seguir perfeccionando nuestro sistema de protección social, del que estamos legítimamente orgullosos y que 

ofrece a todos los españoles la cobertura del Sistema Nacional de Salud, no impide que seamos conscientes 

de que las desigualdades sociales son un reto permanente y de que la lucha contra las mismas - y particular-

mente las desigualdades en salud - es y debe seguir siendo para nosotros una prioridad. Conocer en 

profundidad la magnitud de este problema, su extensión y sus consecuencias es un primer paso imprescin-

dible para tomar las medidas que permiten alcanzar altas cotas de equidad y solidaridad. La última Encuesta 

Nacional de Salud realizada en España ha estado especialmente orientada en este sentido, de forma que la 

investigación epidemiológica sobre desigualdades recibe un apoyo prioritario. 

Señor Presidente, no quisiera terminar mi intervención sin antes recordarles mi referencia, en la última 

Asamblea Mundial de la Salud, a la defensa del uso del español como lengua cooficial de la OMS. Somos 

conscientes de las dificultades financieras existentes, pero en ningún caso ello puede suponer una limitación 

de la pluralidad lingüística consustancial con el propio sistema de las Naciones Unidas. 

Por último, permítame reiterar mi deseo de que los debates que van a tener lugar durante esta Asam-

blea Mundial contribuyan a conseguir grandes avances en los ámbitos de la salud y de la paz mundial. 

Muchas gracias. 

Dr MARANDI (Islamic Republic of Iran): 

Madam Vice-President, Mr Director-General, distinguished delegates, ladies and gentlemen, at the 

outset, I would like to express my sincere congratulations to the President and other Vice-Presidents on their 

election. I also appreciate the vote of confidence that I received from the Assembly. I would also like to 

thank the Director-General for his illuminating and comprehensive introductory address. I am certain that 

this meeting will produce, as it always has, positive results for the promotion of health in the world. 

As we approach the fiftieth anniversary of the establishment of WHO, an assessment of the past 

performance of this Organization indicates that it has been successful in reducing mortality and physical 

disability related to communicable diseases. However, changes in life-styles and behaviour of people have 

contributed to the increase of noncommunicable diseases, including cardiovascular diseases and cancer. 

Various accidents in modern life, specially road accidents, have also become one of the leading causes of 

death in today's world. Moreover, man continues to be exposed to environmental degradation caused by 

rapid industrialization of certain corners of the world. 

Despite the outstanding achievements of WHO in many aspects of physical health, it seems that he 

Organization has not been as successful in improving mental and social health status. Noting the mental and 

social dimensions of health, the inappropriate usage of new communication technology can have negative 

impacts on these two aspects. Nowadays, television programmes in some countries encourage violence and 

disorderly conduct, specially among children and adolescents. Unfortunately, the harmful impacts are seen 

far beyond the boundaries of the broadcasting countries. 

The spiritual component as the fourth dimension of health is a major contributor to the three previously 

mentioned dimensions. It is encouraging to notice that human society is paying greater attention to this aspect 

of health. 

In keeping with the noble Islamic teachings, with trust in Almighty God, and in accordance with our 

constitution, the Islamic Republic of Iran is pledged to give priority to health as a way to achieve social 

justice and equity. Iran is also fully committed to its international undertakings in health-related issues and 

has close cooperation with other countries. In this regard, such cooperation includes awarding scholarships, 

receiving and treating seriously ill and injured patients from other countries, giving health care to millions 

of refugees, and extending health services to some other countries in the region. Our participation in the 
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implementation of the national poliomyelitis immunization days in the Islamic State of Afghanistan in 1994 

and 1995 is just a paramount example of such activity. 

Family planning has been a successful programme in our country after the Islamic Revolution. We 

managed to reduce our population growth rate from 3.2% to 1.8% within six years. We have also continued 

to play a constructive role in the efforts undertaken by the international community in population-related 

issues. This role was so recognized during the International Conference on Population and Development in 

which international negotiations on the sensitive issues led to satisfactory conclusions. 

Pursuant to the International Conference on Nutrition, we have further expanded our food and nutrition 

programmes. The implementation of an extensive programme on promotion of breast-feeding in recent years 

has increased the rate of breast-feeding. The survey carried out in 1994 indicated that 82% of urban and 88% 

of rural mothers continue to breast-feed their children beyond 12 months of age. A growth monitoring study 

in 1994 revealed that the rate of malnutrition in children under five has decreased by 50% compared with 

that of 1986. Combating micronutrient deficiency disorders is one of our health priorities. A study 

conducted last year showed that 85% of urban families and 61% of villagers consumed iodized salt, which 

is locally produced. 

The Islamic Republic of Iran enjoys having one of the most efficient primary health care networks, 

the networks have been fiirther strengthened following involvement of the universities of medical sciences. 

Quantitative and qualitative development of health services in peri-urban areas of large cities is one of the 

priorities of our Second Five Year Development Plan, for this purpose, a new type of health facilities have 

been set up in the deprived areas of the cities. 

In line with current programmes for health for all by the year 2000，the Islamic Republic of Iran is 

paying special attention to the two fundamental principles of primary health care; that is, community 

involvement and intersectoral collaboration. During the national immunization days for polio, which started 

last year, we benefited from extensive engagement of volunteers in the implementation of the programme. 

In the first round of the second year of national immunization days, carried out two weeks ago, 

500 000 volunteers and 100 000 health workers undertook house-to-house immunization of over eight million 

under-fives, covering 100% of the target group in one day. In the early part of this year, 2000 health units 

were established through active participation of women health volunteers in order to promote breast-feeding 

and family health. In addition, some other 15 000 women health volunteers are involved in health care 

delivery in 230 cities throughout the country. Healthy Cities projects are good examples of intersectoral 

collaboration. These projects, which initially started in the southern part of Teheran as a pilot project, are 

now being implemented in 11 cities. 

After 10 years of the integration of medical education and health services in our country, the positive 

impacts have become more and more evident. As a result of this integration and the increase in the number 

of universities, we have managed to overcome the shortage of health manpower as well. Special attention 

is being paid to the expansion of community-oriented medical education in the universities of medical 

sciences all over the country. I believe this experience would be interesting for Member States and WHO 

as a practical and successful health development programme. Furthermore, to promote equity in health, the 

national health insurance policy recently became law, and the Government is preparing for its execution, 

giving priority to rural areas and vulnerable groups of the population. 

Improvement of global health status requires our joint efforts and mobilization of our resources. We 

should bear in mind that, in an interdependent world, more developed countries have a greater responsibility 

toward the international community and should actively participate in assisting needy countries to resolve their 

health problems. We must be aware of the fact that the responsibility for the suffering and death of innocent 

mothers and children who lose their lives due to poverty and lack of basic social services in developing 

countries lies with us all, but particularly with developed countries. Bearing in mind the deteriorating effects 

of discrimination and oppression on health, it is our obligation to put an end to all inhumane activities that 

are taking place in Bosnia and Herzegovina and other places. 

In conclusion, I would like to suggest that an intergovernmental panel of experts be set up to-discuss 

ways and means of bridging the existing gap between countries regarding equity and solidarity in health 

throughout the world. It is recommended tiiat the report of this panel be examined by the Executive Board 

and placed on the agenda of the next Health Assembly. 
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Dr DEGUARA (Malta): 

Madam President, Mr Director-General, distinguished delegates, it is a great pleasure and honour for 

me to be addressing this Assembly for the first time as Parliamentary Secretary for Health in our Ministry 

for Social Development. On my behalf, and that of my delegation, may I offer you, the President and the 

other Vice-Presidents my congratulations on your election to office, wish you every success, and assure you 

of the full cooperation of my delegation in the onerous task that you will have to perform during and beyond 

this year's Assembly. I would also like to thank the Director-General and the Chairman of the Executive 

Board for their reports, and congratulate Dr Asvall on his reappointment as Regional Director for Europe, 

and Dr Samba and Sir George Alleyne on their respective appointments as Regional Directors for Africa and 

the Americas. 

In the invitation we received to attend this Assembly, we were asked to concentrate on two important 

aspects which have become major determinants in our efforts to build a more humane, just, and healthier 

society. Equity and solidarity have become two of the most frequently used words in our everyday language, 

but they are not new to this Organization. Indeed, equity is the essence and embodiment of our global health-

for-all policy. 

One of the main challenges for health policy in the 1990s is to reduce inequities in health. Among the 

health outcomes that we have sought through the application of the health-for-all strategy is that of ensuring 

equity in health by reducing gaps in health status between countries and between groups within countries. 

These are the objectives and values to which we all aspire. Yet data on health status as reflected in the World 
health report 1995 indicate that large differences remain both within and between countries, and that these 

are more severe in the least developed countries. Differences in socioeconomic development in both 

developed and developing countries translate into disturbing inequities in health status. These are issues 

which will have to be addressed in the elaboration of a new global health policy. 

A major task in any national policy-making, if it is to be consonant with health-for-all values, must be 

the establishment of a consistent and long-term strategy capable of attacking the causes of social inequity. 

While the objectives of a social policy must be to promote social justice and respect for human rights, and 

to bias public spending on health toward the poor and disadvantaged members of our communities, those of 

a health system must be to improve outcomes, control costs, satisfy users and, above all, to increase equity. 

Only by concentrating our efforts on achieving these goals can we hope to create a more humane and just 

society. The pressure to contain costs in the health sector is an experience common to all health ministries. 

New modalities of financing health care are being researched or implemented across most countries to ensure 

the sustainability and operational viability of the health sector. My country is in the process of formulating 

a new financing strategy which besides taking into account cost parameters will also address the issues of 

solidarity and equity. We firmly believe that health is a prerequisite to social development and sustained 

economic growth, and unless development and financial policies incorporate sound social policies, people's 

vulnerability will increase and new pockets of deprivation and marginalization will emerge. 

We also speak of solidarity, but solidarity must not be selective or parochial. In the words of our Prime 

Minister when addressing the World Summit for Social Development earlier this year in Denmark, "the 

building of a secure world for future generations requires solidarity at the national and international level". 

At the international level Malta has, both at the United Nations and elsewhere, launched and piloted initiatives 

aimed at securing international solidarity. Two such examples are the United Nations Convention of the Law 

of the Sea and its provisions designed to generate funds which are to go towards social development purposes. 

Secondly, in the context of a regional initiative, Malta recently proposed in the purview of the Mediterranean 

Action Plan, the establishment of a regional commission for sustainable development. 

At the international health level Malta is providing, through bilateral arrangements, sponsored training 

facilities in our University and the Institute of Health Care for health personnel from developing countries. 

Our voluntary organizations have established and are implementing social and primary health programmes, 

especially directed at the care of children and the poor, in countries in Africa and Central Europe. 

In the World health report 1995 just published, mental health is described as being at the bottom of 

the medical pecking order. During the course of the current year, the Department of Health Policy and 

Planning in Malta has formulated a national policy on mental health services which has been endorsed by 
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Cabinet. The thrust of the policy is to improve patient care through multidisciplinary led programmes aimed 
at the rehabilitation and social reintegration of mentally ill patients. The new mental health services will be 
reoriented towards mental health promotion, prevention and community care. Community services will be 
developed by reallocating resources from the hospital sector to the community sector. Innovative ideas in 
health care management and financing schemes form part of the policy. It is my Government's aim to 
develop Malta as a centre of excellence in mental health care for the benefit of both Malta and other 
countries, especially our Mediterranean neighbours. I am pleased to report that our efforts in mental health 
reform have been endorsed by the European Union, and have attracted the interest of other neighbouring 
countries including Israel and Morocco. 

Attention is also drawn in the report to the increase in the number of old people which will be one of 
the factors most profoundly affecting health and social services in the next century. Malta was one of the 
first countries to take a number of important steps towards tackling the challenges of an aging society. We 
set up a Secretariat headed by a Parliamentary Secretary specifically for the care of the elderly and have built 
up dedicated organizational structures and services. The challenge we met was to revolutionize the traditional 
concept of formal support for the elderly. Our policy has been to provide psychosocial support and 
specialized rehabilitative care for the elderly in their own environment, thus delaying, if not averting, the need 
for admission into residential homes. 

We have read with interest the proposal in the biennial budget for 1996-1997 for the convening of an 
expert committee to prepare guidelines for framing policies on aging and health for the twenty-first century. 
Malta would be happy to contribute its experience and expertise to the work of that committee. 

I am also pleased to announce that we have finalized our national health policy document and would 
like to acknowledge the very valuable assistance we received from our Regional Office in Copenhagen in that 
task. Many of the ideas and approaches proposed in the policy document, which we have called "Health 
vision 2000"，have been inspired by the WHO European health-for-all policy. 

I would like to end my intervention by raising one final point which has caused me some concern as 
I am sure it has done other members of this Assembly. I am referring to the portrayal of this Organization 
in certain quarters as an organization in crisis. Our delegation rejects that contention. Like many other 
organizations, our Organization has had to face challenges in the past few years that have severely strained 
its resources and yet, despite this, we can all take pride in what it has achieved across the broad front of its 
activities and endeavours. While must still remains to be done, the third monitoring report clearly shows that 
there has been a commendable improvement in the health status of the world's population. Many millions 
of men, women, and children are alive today because of the efforts of WHO. 

At the global level, the recommendations of the Executive Board's Working Group on the WHO 
response to global change are being implemented with commendable urgency and thoroughness. These, when 
completed, will form a platform for launching a revitalized WHO into the twenty-first century. Speaking as 
a member of the European Region, I can also say that we are proud of the progress and achievements that 
the Region has made under the leadership of Dr Asvall in shaping European health policy, in addressing the 
problems of equity throughout the Region, in providing humanitarian assistance, and in fostering a spirit of 
solidarity among all its Members. 

WHO is not the Secretariat, or the regional offices. It is not the Assembly or the Executive Board. 
WHO is all of these working together for the common good of mankind. That solidarity which we have 
demonstrated in the past, and will continue to demonstrate in the future, is the most effective means of 
overcoming the challenges this Organization has to face today and ensuring its continued successes in the 
years ahead. 

Dr ADAMS (Australia): 

Madam Acting President, Dr Nakajima and colleagues, WHO is a unique organization within the United 

Nations system, and with the massive changes currently being experienced throughout the world its 

importance has not diminished but has increased. These social, political and economic changes have brought 

new challenges, and indeed have demonstrated that many of the health battles which we believed had been 

almost resolved have in fact yet to be won. Poverty and international conflict remain central factors in the 
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challenges which face us and we no longer need to be reminded that health is at the heart of justice and 

equity. WHO must remain relevant and effective by ensuring it can adapt and respond to the demands of 

these changes and challenges. 

Australia remains a strong advocate of reform in WHO. We believe that it is only through the reform 

process that the Organization will be able to meet the challenges of the twenty-first century. Last year we 

stressed the need for timely and complete responses by WHO to the agreed global change recommendations. 

We have been very pleased to note the progress reported by the Director-General in implementing these 

recommendations, but we reiterate Australia's view that much more remains to be done - and more quickly. 

WHO must be able to demonstrate positive outcomes to the global change recommendations, not simply 

provide assurances that steps are being taken in the right direction. Real reform must be vigorously pursued. 

Australia congratulates the Director-General on presenting a clearer and simplified proposed budget 

document and notes his assurances that further detail at the sub-programme level, the establishment of realistic 

and measurable targets and transparent, consistent and accountable financial systems, in accordance with 

prevailing common accounting standards set by the United Nations, will be provided to the Executive Board. 

In the context of budget reform, it is timely to reiterate Australia's commitment to the principle of zero real 

growth in the regular budget of WHO. To that end we are concerned with the cost increase figure in the 

proposed 1996/1997 budget, which in our view is unacceptably high. We continue to maintain that real 

programme growth is possible within zero real growth through the pursuit of efficiency and productivity 

gains. 

The above issues, of course, relate to one of the key areas of reform for the Organization and that is 

prioritization of its work. In this context, we welcome the Director-General's implementation of the 

Executive Board's recommendation that 5% of the regular budget be reallocated to priority areas. Australia 

recognizes, however, that the current number of Member States in arrears for financial contributions is having 

a serious effect on the work programme and financial situation of the Organization. It is clear that the 

incentive scheme to promote timely payment of assessed contributions is not working. Given the magnitude 

of the problem, imaginative ways need to be found to urgently address this issue. 

Australia is pleased with the new Executive Board initiative to review the individual programmes. We 

are pleased to announce that our contributions to many of the extrabudgetary programmes have been increased 

this year. We look forward to improvements in the integration of regular budget and extrabudget funding 

and in the overall management of the joint funds. 

Within our region, the Western Pacific, we are looking to develop closer ties with countries in relation 

to public health and medical research, and in that context we are looking to create real networking between 

regional WHO collaborating centres. 

We are approaching a landmark in WHO's history, that of the Organization's fiftieth anniversary in 

1998. What better time for the Organization to look at its Constitution, a Constitution which has served us 

well for the past 50 years but which in our view needs to be revisited to ensure that WHO is relevant to the 

international health challenges of the late twentieth century and beyond. Now is the time for the Assembly 

to start thinking about how it will approach this task. 

A number of public health challenges warrant mention. Smoking tobacco products remains worldwide 

the most preventable cause of morbidity and mortality from noncommunicable disease in all countries. 

WHO's tobacco or health programme deserves our fullest support. We note the work of WHO to date and 

urge the Director-General and all national governments to maintain pressure to achieve smoke-free working 

and recreational environments throughout the world. 

The second major public health issue we wish to discuss is one which represents a great achievement 

by WHO - perhaps one of WHO's greatest achievements - the eradication of smallpox. To bring this 

achievement to finality, one step remains - the destruction of the remaining stocks of smallpox virus. Apart 

from the obvious health and moral arguments for the destruction of variola virus stock, Australia believes that 

destruction would be consistent with our disarmament objectives in the biological weapons area - in particular, 

compliance verification under the Biological Weapons Convention. 

In the context of health challenges into the twenty-first century, there remains the ever present and 

growing challenge of the continuing spread of HIV/AIDS. In response to this major international health 

issue, Australia strongly supports and is committed to the establishment of the joint and cosponsored 
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programme, UNAIDS, in January 1996. Australia has contributed significantly to its development and our 

own record demonstrates that we have much to offer. However, it is also our desire to ensure that the 

specific needs of the countries of our region - the Asia Pacific region - are also addressed through UNAIDS 

inter-country and in-country activities. 

Another major health issue which has been placed squarely on the international agenda relates to 

improvement in the status of women. Through the explicit recognition of women's status as integral to 

development, the International Conference on Population and Development held in Cairo in 1994 clearly 

identified improvements in women's health as a key factor in achieving improvements in the status of women. 

It is clear that the United Nations Fourth World Conference on Women, to be held in Beijing in September 

this year, will reiterate the central importance of women's health in improving the status of women. The 

Australian Government has contributed significantly to the pursuit of issues related to women's health at the 

international level and in April of this year the Australian Government had the pleasure of hosting the third 

meeting of the WHO Global Commission on Women's Health. At the recent Commission on the Status of 

Women meeting held in New York, Australia's initiative that the Beijing Conference be a conference of 

commitments was endorsed. 

Another major challenge to which Australia is no stranger is that of improving the health status of 

indigenous people. Australia recognizes that many indigenous Australians live in communities where 

unconscionable standards of health have long defied the efforts of governments to improve them. It is our 

belief that attempts to improve the standards of living and status of aboriginal Australians must start from 

the concept of empowerment. The provision of adequate health and education must be consistent with this 

principle. 

The world remains a far too dangerous place and while we can do little more than prepare for natural 

disasters such as that which befell our friends in Kobe, Japan, at the beginning of the year, in this 

International Year of Tolerance Australia believes that much can be done to prevent the disasters created by 

humanity itself. In this context, Australia urges the development of a common approach for organizations 

of the United Nations system in response to violations of humanitarian law in conflicts. 

In conclusion, Madam Acting President, we wish to assure you all of Australia's strong commitment 

to this Organization whose continued existence remains as essential as ever. Its future beyond the twentieth 

century depends on its capacity to remain relevant and efficient to meet current and new challenges, yet at 

the same time to retain an idealism based on a real concern for the well-being of humanity. We wish it well. 

M. MENDO (Portugal) (interprétation du portugais) ：1 

Monsieur le Président, Monsieur le Directeur général, Messieurs les délégués, Mesdames et Messieurs, 

je tiens tout d'abord à féliciter notre Président pour son élection, ainsi que tous les autres membres du bureau, 

et à adresser mes salutations au Directeur général. Connaissant leurs qualités et leur expérience, je suis sûr 

qu'ils s'acquitteront avec succès de leur tâche. 

Tous les Etats-providence, nés après la guerre de 39-45，se sont basés sur des principes d'égalité et 

d'universalité : égalité de tous les citoyens par rapport aux bénéfices sociaux et non-sélection (universalité) 

des bénéficiaires. L'égalité et l'universalité ont ainsi constitué les principes essentiels des services publics de 

la santé, ce qui a permis un développement très important des politiques sociales pendant toute la période de 

croissance soutenue de l'économie de l'après-guerre. 

A partir des années 70，plusieurs facteurs, dont la récession mondiale, les difficultés liées à l'évolution 

des grands équilibres économiques, le besoin de maîtriser l'accroissement des dépenses des Etats, la prise de 

conscience de l'agression contre l'environnement due à un développement désordonné, ont mis en cause cet 

Etat-providence et l'interprétation limitative et sans discernement, quoique apparemment progressiste, de ces 

principes d'égalité et d'universalité. Une notion plus élaborée de ces principes, plus conforme aussi à 

l'objectif de justice sociale qui est le nôtre, est en train de se développer : dans la formulation de politiques 

sociales, notamment les politiques de santé, la justice impose des critères de sélectivité qui seuls assurent 

véritablement l'égalité et la solidarité. 

1 Conformément à l'article 89 du Règlement intérieur. 
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Les sociétés sont de plus en plus diversifiées et constituées de personnes 一 dans un large éventail de 
contextes distincts - dont les intérêts, les besoins et les aspirations ne sont pas les mêmes. Face aux inégalités 
de ce monde, malheureusement illustrées par l'existence de démunis, de marginaux, de pauvres et d'exclus, 
de malades et de laissés-pour-compte, qui, avec les puissants, les riches, les bien-portants, se partagent les 
grandes sociétés humaines, seules des mesures adéquates, adaptées à chaque cas différent, peuvent créer 
l'équité et la justice dans les systèmes de protection sociale. La société du bien-être que nous sommes censés 
créer, pour qu'elle devienne la société de l'avenir, doit se fonder sur l'aide apportée et la solidarité manifestée 
par ceux qui en ont les moyens. 

C'est uniquement de cette façon que nous serons capables de développer des politiques sociales 
équitables, où les services de santé seront ouverts à tous, mais où une aide sera donnée à ceux qui en ont 
réellement besoin. Sera ainsi évitée l'énorme injustice sociale qu'est la distribution généralisée et sans 
discernement de l'assistance, dans les mêmes conditions et avec les mêmes charges comme si les besoins 
étaient les mêmes pour tous. 

Je félicite ainsi l'OMS pour avoir pris l'initiative de proposer à notre réflexion commune le thème 
"Equité, solidarité, santé", puisque, n'en doutons pas, c'est seulement en nous fondant sur ces principes qu'il 
sera possible de lutter contre la maladie, de défendre la santé, de soigner ceux qui en ont besoin, de combattre 
l'inégalité et l'injustice. Le Portugal, qui est en train d'entreprendre une réforme de son service national de 
santé en conformité avec ces principes, est conscient, d'après sa propre expérience, de la valeur de la 
solidarité et de la cohésion sociale pour le développement de la politique sociale. En outre, par son histoire, 
son appartenance à l'Union européenne et son lien affectif avec les pays de langue officielle portugaise, le 
Portugal sait également que la solidarité est nécessaire dans les relations entre les nations. 

Nous pensons ainsi que les pays de langue officielle portugaise, l'Angola, le Brésil, le Cap-Vert, la 
Guinée-Bissau, le Mozambique, le Portugal et Sao Tomé-et-Principe - qui représentent plus de deux cents 
millions de personnes parlant le portugais à travers le monde - ont tout intérêt à maintenir et à renforcer leur 
politique de coopération dans le cadre des principes d'équité et de solidarité proposés par l'OMS comme 
thème pour cette session. Ils donneront ainsi au monde un exemple, de plus en plus nécessaire, de 
collaboration et d'entente véritables entre pays, souverains, mais fraternels et solidaires. 

Au nom du Portugal, je tiens à remercier l'Organisation mondiale de la Santé et son Directeur général, 
le Dr Nakajima, pour tout le soutien qui nous a été donné afin que cette politique de coopération se développe 
selon ces principes. 

Je saisis cette occasion pour saluer tous les pays présents à cette quarante-huitième session de 
l'Assemblée mondiale de la Santé en formulant le voeu que l'humanité puisse être témoin de la concrétisation 
d'un réseau universel de solidarité entre les nations qui permettra l'exécution de projets conjoints, différents, 
sélectifs et chaque fois plus efficaces, contre la maladie, l'exclusion et la pauvreté. 

Dr. AL - SOGAIR (Saudi Arabia): y u J \ J j STaJt 
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ùî ¿ i i V , 

Я•”-jâdlj Âjj l^ l j CJ\S-—j^Jb J i ^IPU^-I JU-PÎ JjJb- cô^LJlJ OIjuJI L̂ jÍ 

ol^«wJl J l jb tót^il gJiil ^kJl JLP S^^Jl ^sby ^ —“J ^ 尸 l^JLio — � j l J L . j ^ L ü b 

。 ^ I s s J J c^JU^IJ b^u i ^brly obJíwali y > 』 l дуй 0JĴ U； lüí ^ J u j J A^ l J l 
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Mr ABDULLAH (Maldives) 

Madam President, Mr Director-General, distinguished Ministers and delegates, at the outset, I wish to 

warmly convey to you, Madam President, warm congratulations and good wishes for the success of this 

Assembly. While expressing greetings and good wishes to the distinguished delegates, I also wish to convey 

our sincere appreciation to the Director-General, Dr Nakajima, the members of the Executive Board, and the 

Regional Director for South-East Asia, Dr Uton Rafae. 

In a rapidly changing world confronted with new challenges, social inequalities, disparities among 

communities, classes and gender, and emerging and re-emerging diseases, it is indeed very encouraging that 

WHO is going through a process of reform, in response to global changes. 

This is certainly a subject of great importance which calls for urgent action: action demonstrating our 

political will and readiness to mobilize available resources to effectively implement our policies; and action 

that will also help develop and sustain a system that will ensure greater equality and better health for all. 

We are gratified by the tremendous achievements made towards our health-for-all objectives. The 

primary health care approach has proven to be highly relevant and effective in attaining these goals. As a 

result of this, we are witnessing unprecedented developments in world health, which have led to the control 

and elimination of several diseases, provision of improved health care, and promotion of healthy life-styles. 

Vaccination of children, safe motherhood, provision of safe water and sanitation, emancipation and 

empowerment of women, and community participation in health have been important contributing factors. 

We recognize that these achievements have been the result of the pivotal role and leadership of WHO, 

with the assistance of other international agencies, together with the political will and perseverance of 

Member States. Therefore there is a moral imperative for us now to reaffirm our commitment to a renewed 

health-for-all policy within the framework of a revitalized WHO. 

Population explosion, poverty, social tensions and disorder, escalating incidents of violence and 

accidents have, however, greatly undermined our efforts for a healthier world, thereby draining a large portion 

of our valuable resources. These problems must be carefully addressed. Our traditionally rich social and 

family values, discipline and order must also be preserved as an essential vehicle for driving us towards 

greater social harmony and justice. These would help us to accelerate our health policies and also bridge the 

gaps between various communities and classes of people. 

At this crucial juncture, we have to bear in mind that today's world has changed so much that the 

renewed global health policy should be formulated in such a way that it will cater to our broader health needs 

not only for the present, but also for many years in the future. It should also be broad and flexible enough 

to address new and emerging challenges. We should make it a catalyst in providing effective leadership and 

guidance for the attainment of a sustainable health system by all countries, irrespective of their size and 

economic status. 

We realize that these are formidable goals. It is paramount that the international community should 

extend its full support to achieve them as diseases respect no boundaries. 

It is very heartening that a vaccine for malaria is being developed. I sincerely hope that the search for 

vaccines for other deadly diseases such as AIDS will be continued with renewed vigour. These efforts also 

merit more generous international assistance. Unless and until we join together in our fight against diseases, 

they will plague our development and aspirations to achieve our health objectives. 

Environmental degradation due to human abuses, and its adverse effect on the health of people remain 

major concerns for all of us. It is imperative to ensure for now and the future a world free of pollution and 

harmful effects of chemical wastes. The use of tobacco which causes grave dangers to human health, also 

calls for urgent action. In this respect, we are happy to mention that we have joined several other Member 

States in banning tobacco advertising and enforcing other measures for the control of tobacco use. 
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The health-for-all policy will remain our fundamental goal. Educating our people and a closer mix of 

the community, the private sector and the public sector are paramount to the achievement of our renewed 

goals towards sustainable health. Trained health personnel, health promotion, management, and monitoring 

and supervision of the delivery of health services play a vital role in this process. It is therefore imperative 

for us to exert more efforts to train and sustain our human resources for health. 

In conclusion, I would like to convey our deep appreciation to the Director-General, Dr Nakaj ima, for 

his vision and leadership. I also convey my appreciation for WHO's special initiative for intensified 

cooperation with countries and peoples in greatest need, and its contribution towards the development of our 

health services. The initiative has played a major role in organizing a donors' meeting for the Maldives in 

pursuit of sustainable health. We sincerely hope that our partners in development, donors and friends will 

extend their best support in our pursuit of better health for all. 

Dr CHRISTIE (Norway): 

Madam President, WHO's objective is to attain the highest possible level of health for all peoples. 

Better health for all is also a means of achieving social and economic development and a better quality of 

life. This is a momentous task for our Organization. But WHO, like other international organizations, faces 

a growing gap between the increasing scope of global tasks and the decreasing availability of financial 

resources. This is a situation which can only be met by a more careful screening of priorities and a better 

allocation of resources. We, the Members of WHO, have a responsibility to continuously ensure that 

available resources are distributed according to the priorities we have established. 

My Government fully supports the Executive Board's list of priorities from January: the eradication 

of specific communicable diseases; the prevention and control of specific communicable diseases; reproductive 

health, women's health and family health; promotion of primary health care and other areas that contribute 

to primary health care, such as essential drugs and vaccines, and nutrition; and finally the promotion of 

environmental health, especially community water supply and sanitation. Priorities do not only imply agreed 

formulations, they must also be reflected in the budget. The reallocation of 5% of the budget as suggested 

by the Executive Board is highly commendable. 

Communicable diseases constitute a serious health problem in all countries. During the recent World 

Summit for Social Development in Copenhagen, communicable diseases were regarded as being intimately 

linked to poverty and therefore a hindrance to social development. WHO has been involved for many years 

in the eradication, prevention and control of these diseases, which affect not only the individual human being, 

but society as a whole. A forceful follow-up by WHO of the health recommendations of the Copenhagen 

Summit will therefore be an important contribution to world social development. 

We are now trying to eradicate poliomyelitis the same way as we fought smallpox. A close cooperation 

between the different United Nations bodies, the nongovernmental organizations and the national health 

agencies such as the United States Centers for Disease Control and Prevention has proven successful in such 

efforts. To strengthen our efforts to fight targeted diseases, we must improve cooperation among 

governments and between international agencies. I trust that the establishing of the joint and cosponsored 

United Nations Programme on AIDS will be successful. The AIDS pandemic, because of its magnitude and 

complexity, calls for a comprehensive and concerted effort involving most sectors of society - also at the 

international level. 

Women's health is another priority area to which Norway would like to pay special attention. This 

issue has been on the agenda for the International Conference on Population and Development in Cairo, on 

the agenda of the World Summit for Social Development in Copenhagen and will certainly be in focus in the 

forthcoming United Nations World Conference on Women in Beijing. The female population has more health 

problems than men, especially among the poor. On the other hand, more research is targeted towards rather 

men's than towards women's health. We need gender specific statistics on diseases in order to allocate our 

resources where they are most needed and to improve health services for women. By investing in women's 

education and health, the family and the society at large will benefit, a first priority is to improve women's 

access to health services. The concept of reproductive health, which implies inter alia that people have the 
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capability to reproduce and the freedom to decide if and when to do so, is essential. It also includes sexual 

health and behaviour, as well as counselling and care related to reproduction and sexually transmitted 

diseases. 

Let me turn to the new World health report. We have read the summary with great interest. I would 

like to urge the Secretariat to release the next complete report well before the 1996 Health Assembly. This 

will be necessary to enable delegations to use the document in their preparations for the Assembly. In the 

next edition, more emphasis should be placed upon changes in the world health situation and on the impact 

of WHO on efforts to improve health. Our aim must be to make the World health report a key tool in setting 

global priorities and in updating planning strategies. The monitoring of the implementation of health-for-all 

strategies should be the basis for World health report. We are concerned about the slow progress in 

monitoring and reporting on health for all. Only 69% of the Member States have responded to the WHO 

questionnaire, and only 17 out of 69 indicators have been reported in a way useful for comparison. This is 

an insufficient basis for a reliable World health report. Monitoring of a system based on carefully chosen 

indicators should be improved and simplified for the next World health report. We welcome the ad hoc 

review on research for global gains in health in the twenty-first century and support its comprehensive 

approach. We look forward to its completion and hope there will be a possibility for the next Health 

Assembly to discuss this report. 

Finally, I would like to address the subject of the budget and finances in this Organization. Like many 

other countries, my Government is concerned about the growth rate of the proposed programme budget for 

1996-1997. In almost all WHO programmes there is a complex mix of regular and extrabudgetary funds. 

In the current financial situation it is of utmost importance for WHO to demonstrate efficient use of all 

resources. In particular, Member States contributing to extrabudgetary funds need to be assured that these 

investments represent good value. Norway has, together with the United Kingdom and Australia, conducted 

a study on how our extrabudgetary funds have been used in this Organization. The report will be made 

available during this Assembly. Our impression is that the funds contribute significantly to global health, and 

that they are targeting important health issues and disease burdens. But there are critical concerns regarding 

the lack of ability to concentrate resources coherently from regular budget and extrabudgetary funds to areas 

of high priority. There are also inefficiencies in the cooperation between the programmes. Multiple and 

confusing management of all the programmes makes it almost impossible to get an overview of the total 

financial flows. 

In my statement to this audience two years ago, I expressed concern with the lack of direction in WHO, 

and stressed the urgent need for improved leadership and governance. We feel that progress since 1993 has 

been too slow. Existing management practices limit the effectiveness and efficiency of many programmes 

receiving funds from our countries. Without stronger overall leadership these programmes will continue to 

go their own way. This Assembly and the Executive Board have sufficient formal control over these funds, 

but I do not think we have exercised this authority sufficiently to date. According to the study on the 

extrabudgetary funds, the main issue is not the effects of extrabudgetary funds on the Organization, it is rather 

the lack of authority and leadership exerted by the World Health Assembly, the Executive Board and the 

Director-General over the whole Organization, including the use, distribution and accountability for all funds, 

including extrabudgetary funds. In my opinion, the Executive Board has shown an increased willingness to 

utilize its authority in giving advice to the Organization. Hopefully, the evaluation report will be of 

assistance to this Assembly and the Executive Board in advising on the use of extrabudgetary funds. 

The World Health Organization has been exposed to heavy criticism lately. We in this Assembly must 

take this criticism seriously and use it to transform WHO into a better organization. This Assembly, in 

cooperation with the Executive Board and the Secretariat, should work together to improve and to strengthen 

governance over budgets and programmes. Only in this way will we move forward towards the goal of 

attaining health for all. 
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Mrs MEGHJI (United Republic of Tanzania): 

Madam President, Director-General, honourable Ministers, distinguished delegates, ladies and 

gentlemen, it gives me great pleasure to address this august Assembly. I bring you greetings from the 

President of the United Republic of Tanzania, His Excellency Ali Hassan Mwinyi and the people of Tanzania. 

The Tanzanian delegation wishes to congratulate the President and Vice-Presidents on their election. I also 

thank the Director-General for his excellent World health report 1995. 
Since the last World Health Assembly in May 1994, Tanzania has made significant strides in promoting 

health for its people. At the height of this is the health sector reforms which includes strengthening of district 

health care by establishment of district health boards, reviving public health training of health managers, and 

decentralization of responsibilities, as well as finances and logistic support. Financial reforms are beginning 

to show positive results. A health service fund has been established using a cost-sharing initiative. We are 

now finalizing modalities for health insurance. It is expected that the public/private mix in health care will 

increase accessibility of health care and, to a certain degree, alleviate the public sector burden. 

Despite some progress, Tanzania continues to have a very high burden of disease. Malaria continues 

to be the leading cause of morbidity and mortality in all age groups from 0 to 65 years. It is gratifying to 

see that WHO has for the years 1996-1997 pledged increased support in the area of clinical management of 

malaria. 

Tanzania participated in the malaria vaccine trial using the vaccine that was invented and developed 

by Dr Manuel Patarroyo of Bogotá, Colombia. The trial, which exemplified South-South and North-South 

collaboration involved Tanzanian, Swiss, Spanish and British institutions. The study was mainly funded by 

the Special Programme of Research and Training in Tropical Diseases, as well as the participating institutions. 

The trial started mid-1992 and was completed in August 1994. Early phases showed that the vaccine (SPf66) 

was safe and immunogenic. The phase III trial, which involved 600 children aged 1-5 years, showed again 

that there were no side-effects and, above all, that the risk of developing malaria disease was lowered by 31% 

in the vaccinated group. 

We in Tanzania are proud that we hosted and participated in the first ever successful malaria vaccine 

trial undertaken anywhere in Africa. We are grateful to the Colombian Government for providing the vaccine 

for the trial, and WHO for funding. This study raises the hope that a new era in malaria control may soon 

dawn. My Government will, more than ever before, maintain its commitment and dedication to participation 

in the development and eventual deployment of malaria vaccines and other interventions so as to ultimately 

stem the tide of malaria morbidity and mortality in Tanzania, and the world at large. 

Early in 1995，WHO field tested a protocol on training in management of the sick child aged 1 week 

to 5 years at primary health care level. Tanzania sees this as another important development. The course 

aims at reducing childhood deaths by targeting common endemic diseases such as diarrhoea, acute respiratory 

infections, malaria, fevers, measles, malnutrition, ear problems, anaemia and childhood immunizable diseases. 

Together, these diseases account for 70% of all childhood deaths. The pretest of the teaching/learning 

materials was carried out in Arusha, Tanzania, being the first country. This intervention has a large potential 

for improving health workers' skills in providing care of the child as stipulated in resolutions WH040.34 and 

WHA44.7. 

Plague has been endemic in Tanzania for over two decades now in three districts. We experienced an 

epidemic of 900 cases from December 1994 to February 1995 with 48 deaths, i.e. 19% mortality. Tanzania 

is hopeful that the recent African Region's strategy to assist Member countries to develop country-specific 

control measures will benefit the districts when plague is currently endemic. 

Cholera affected 5013 people during 1994 with a mortality of 7%; dysentery on the other hand affected 

27 927 people with 0.3% mortality. Tanzania continues to register resistant strains of Shigella. 
As of now, Tanzania continues to host 600 000 refugees mainly from Rwanda and some from Burundi. 

The effects of these refugees cannot be over-emphasized. In the two districts where there are more refugees 

than Tanzanians there is deforestation, shortages of water, food and shelter, and increasing disease occurrence. 

While Tanzania is grateful to the agencies that are providing support to the refugees, I would like to take this 

opportunity to register my concern that not enough is being done for the host population who have had to 

share their own resources, including land, with the refugees. 
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Tanzania, like other developing countries, has been struggling to improve its economy through 

promotion of agricultural activities and industrialization. In this transition period, a gradual increase in the 

use of industrial, chemical, pesticide and radioactive materials has been experienced. Workers in the formal 

and informal sectors are affected. In order to improve occupational health, my Ministry has developed an 

occupational health policy guide and a programme of action covering the period 1994-1998. Among the 

activities planned are advocacy for employers, employees and self-employed people, monitoring of 

occupational heath and industrial guidelines, as well as training in occupational health. 

The situation of HIV and AIDS continues to be alarming. During the period from January to December 

1994，52 247 cases were registered, an increase of 5% over the previous year. Increasingly, the younger 

population is becoming affected, particularly young females. My Government, together with a number of 

nongovernmental organizations, continues expanding educational services targeted on the most vulnerable 

groups and aiming at positive change of behaviour. AIDS continues to take its toll on Tanzanian society and 

there is not a single sector that has not been affected. 

Tuberculosis cases have likewise increased from 21 773 cases in 1993 to 33 000 in 1994. 

In line with resolution WHA47.9 on quality of care in maternal and child health and family planning, 

Tanzania has been able to increase its contraceptive prevalence rate from 6.5% in 1991-1992 to 14% in 1994. 

Tanzania plans to continue promoting reproductive health by improving access and quality of care. 

Lastly, I would like to thank WHO, other United Nations agencies, bilateral friendly countries as well 

as nongovernmental organizations which have been lending support to Tanzania. Without them, the struggle 

would have been even more difficult. On behalf of the United Republic of Tanzania, thank you all. 

The meeting rose at 12:40. 
La séance est levée à 12:40. 
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